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Abstract 

 

Health-related quality of life (HRQoL) has become an essential aspect of 

measuring health. Most of the commonly used generic HRQoL measures were 

developed in Europe or North America and have been translated into other 

languages for use worldwide. Arguably, this adaption process assumes that 

health, as a concept, has universal cultural equivalence. The aim of this thesis is 

to explore cultural differences in defining and measuring health, by focusing on 

the adaption of EQ-5D, which is a widely used Western HRQoL measure, for use 

in China, given vast cultural differences between China and Western countries. 

A series of studies were conducted to attain this aim. A scoping review identified 

generic HRQoL measures that were developed for Chinese populations and 

established a preliminary conceptual framework of health to summarise health 

dimensions that are important in assessing health in a Chinese cultural setting. 

This work was followed by a qualitative study that investigated how Chinese lay 

people describe and appraise health to justify the preliminary framework and to 

identify additional health dimensions. A Q-methodological investigation and a 

multidimensional unfolding analysis were subsequently undertaken to establish 

the relative importance of these health dimensions in a diverse range of Chinese 

participants. The studies identified several health dimensions, such as ñspirit 

(Shen)ò, ñbody constitutionò and ñsleepò, which were highlighted in the Chinese 

literature and by Chinese lay participants, but have not been commonly covered 

in Western HRQoL measures such as EQ-5D. The results demonstrate that 

health is a culturally grounded concept and, due to cultural differences, it cannot 

be taken for granted that a well recognised Western HRQoL measure is always 

appropriate for use in other cultural contexts. Careful consideration and testing of 

conceptual equivalence is essential when deciding whether to use an existing 

HRQoL measure outside of the culture in which it was developed.   
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 Introduction and background 

1.1 Health and measuring health 

1.1.1 What is health? 

The whole story of this thesis begins with a short question: what is health?  

Health is a simple term but is difficult to define. In fact, there is no universally 

agreed definition. Based on different theories or disciplines, health can be defined 

from different perspectives.  

From a medical point of view, health can be perceived as the opposite of disease 

(Apple, 1960; Wylie, 1970; Larson, 1999). Understanding health by pointing out 

its antonym ï disease ï is common among medical professionals (Wood and 

Foster, 1986; Bowling, 2001; Barry and Yuill, 2012). It is believed that measuring 

departures from normality is easier than assessing health itself (Bowling, 2001). 

This medical model of health is also referred to as a ñvalue-freeò notion, where 

health can be observed objectively, based on individualsô biological indicators 

and statistical normality (Boorse, 1977). Health can be distinguished from 

disease by differentiating normal from abnormal conditions, while diseases are 

regarded as any situations that are inconsistent with health. A practical example 

is the physical examination, where health is thought of as a baseline and a variety 

of indicators are used to investigate if there are any deviations from the basic 

standard.  

However, defining health as an absence of disease has been widely criticised, 

because it is a negative definition narrowly focusing on objective indicators (Lamb 

et al., 1988; Larson, 1999; Bowling, 2004). According to this, some scholars 

argued that health can be defined positively relating to oneôs functional ability 

(Goldsmith, 1972; Patrick et al., 1973; Feeny et al., 1995). From a functional point 

of view, the extent to which an individual is able to perform certain activities can 

indicate his/her health (Fanshel and Bush, 1970; Simmons, 1989; Mold, 1995).  
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Additionally, some scholars referred to the notion of homeostasis to define health 

(Boorse, 1977; Engel, 1953). Health, in this sense, can be understood as a status 

where individuals manage to maintain ña condition of stable dynamic equilibrium 

between the internal and external environmentsò (Engel, 1953, p.54). The 

homeostatic concept of health highlights that equilibrium is required to be 

maintained through changing circumstances, for example, appropriate to their 

age and social needs. This concept is therefore quite similar to the holistic 

concept of health, which understands health with a sense of coherence and 

considers all dimensions of an individual simultaneously (Guttmacher, 1979; 

Saylor, 2004). The holistic definition of health suggests that health can be 

described as a state where peopleôs mind and body are in harmony within the 

environment and a balance is maintained both inside and outside of each person 

(Saylor, 2004).   

One of the most frequently quoted definitions is that of the World Health 

Organisation, which describes health as ña state of complete physical, mental 

and social well-being and not merely the absence of disease or infirmityò (World 

Health Organization, n.d., para.1). Despite the frequent use of this definition, its 

abstractness and simplicity have been criticised widely (Goldsmith, 1972; 

Bowling, 2001). It uses a vague concept of ñwellbeingò to describe another 

abstract word ñhealthò, making the definition itself ambiguous (Tulloch et al., 

2005). The definition has also received criticism for being overly idealistic by 

using the word ñcompleteò (Huber et al., 2011; Spratt, 2017). A recent 

development of the concept of health has proposed by some scholars to 

reformulate the definition of health as the ability to adapt (Giacaman et al., 2009; 

Huber et al., 2011; Charlier et al., 2017). In this view, health is about being 

capable of adjusting to changing circumstances and to self-manage physically, 

mentally and socially (Huber et al., 2011).  

While there is a lack of consensus among health professions in determining a 

unified health definition, it is also shown by empirical studies that lay people 

understand and define health differently (Baumann, 1961; Herzlich and Graham, 

1973; Pierret, 1993; Mansour, 1994; Lawton, 2003; Blaxter, 2003; Nettleton, 

2013). It has been reported that people with different demographic factors tend 

to have different ways to describe health (Blaxter et al., 1982; Cox et al., 1987; 



   
 

3 

 

d'Houtaud and Field, 1984). Age, gender, education, marital status, social class, 

health conditions/experiences, financial situation and religious affiliation are 

thought to be influential in forming lay peopleôs views in understanding health 

(Baumann, 1961; d'Houtaud and Field, 1984; Anderton et al., 1989; Bendelow, 

1993; Mansour, 1994; Henchoz et al., 2015; Bowling, 1995). For example, a study 

reported that younger people tended to rate physical fitness as a critical 

dimension in defining health, while according to elderly people over 60, physical 

function, or the ability to conduct activities, was a more favourable explanation of 

health (Blaxter, 2003). In another health survey study, women and men ranked 

important dimensions of health in different orders. For female participants, ñnever 

ill, no disease, never see a doctorò was the most frequently mentioned phrase, 

while male respondents were more likely to define health as ñfit, strong, energetic, 

physically activeò (Cox et al., 1987). It was also supported by empirical results 

that marital status, education and health problem experiences significantly 

affected lay peopleôs definitions of health (Mansour, 1994).  

Importantly, oneôs cultural background can bring about variations in defining 

health (Levesque et al., 2013; Bowling, 2014b). Taking differences between 

China and the West in understanding health as an example, studies have shown 

that Chinese people have different views about health compared to Westerners 

(Prior et al., 2000; Liu et al., 2005; Chen et al., 2009; Xiang et al., 2010). A paper 

examining lay understandings of health in two Cantonese-speaking communities 

in England revealed that participants utilised items comprising ideas from 

Traditional Chinese Medicine (TCM), such as spirits, demons, food and weather 

to describe health. Because those items are less common in a Western cultural 

setting, the understandings of health in Chinese communities seem to be different 

from that in the West. The authors also suggested that there might be various 

alternative conceptualisations that are uncovered in other populations (Prior et 

al., 2000). One study noted cultural differences in perceiving health by illustrating 

the fact that communicating with Chinese people in health services tended to be 

different from that with Western people. Chinese cancer patients had specific 

favourable and unfavourable words that clinicians should pay attention to (Liu et 

al., 2005). Another paper reported that Chinese Canadians used mental services 

less frequently than other Canadians. Ethnic factors are found to significantly 
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affect the likelihood of consultation; the authors explained that traditional Chinese 

culture may encourage people to suppress their feelings and speculated that 

Chinese people might have different perceptions regarding mental health (Chen 

et al., 2009).  

1.1.2 Measuring health  

Efforts have been made not only in defining health but also in measuring health. 

As it was proposed by Goldsmith (1972), measuring health is of significance in 

several aspects. It can make the public and policy-making bodies aware of the 

health situation. The information can also aid in administrative processes such 

as health program planning, health situation evaluating and financial resources 

allocating. Another purpose of health measurement is to assist researchers in 

medical care studies and to improve medical practice. It has been shown that 

health can be defined in various ways. The abstractness of health causes 

difficulties and confusions in defining health and then in measuring health. Since 

health measures have been developed based on different health concepts, they 

can be expected to be diverse.  

As noted previously, health can be viewed as the opposite of diseases, or the 

extreme condition -- death. Mortality and morbidity are traditional indicators that 

are useful for measuring population health from a social perspective, especially 

when the objective of health services is mainly to extend the life expectancy of 

people (Moriyama, 1968; Fanshel and Bush, 1970; Bergner, 1985). However, in 

the 1960s, some researchers already started to argue that using mortality and 

morbidity is not sensitive enough to capture changes in health in societies 

(Moriyama, 1968). As for personal health, clinical indicators that are included in 

the physical examination are conventional health measures. Such indicators 

examine individualsô signs of ñill healthò and are also based on defining health as 

the absence of diseases (Bowling, 2001), therefore, they assess the negative 

aspects of health mainly.  

Since it was argued that physical signs and conventional clinical indicators alone 

were no longer sufficient to make decisions in health care (Fitzpatrick et al., 

1998), health researchers have expanded such assessment of individualsô health 

by linking health to the functional capacity to develop health measures (Fayers 
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and Machin, 2013). These measures focus on physical function and physical 

symptoms, while some of them also assess the psychological and social aspects 

of health (Bergner, 1985). Examples of such functional health status measures 

include Quality of Well-Being Scale, Health Utilities Index, Sickness Impact 

Profile and Nottingham Health Profile (Fanshel and Bush, 1970; Torrance et al., 

1972; Chen et al., 1975; Bergner et al., 1981; Hunt et al., 1985). Such health 

measures tend to define and evaluate health in a more positive way. 

Built upon these early attempts of developing the measures of functional status, 

the most recent generation of health measures still focus on oneôs functional 

capacity, but seem to pay more attention to oneôs subjective aspects of health, 

such as emotion, cognitive function and role function (McDowell, 2006; Fayers 

and Machin, 2013). This may be due to an increasing awareness of the 

importance of peopleôs satisfaction and feeling. Such health measures are often 

regarded as health-related quality of life (HRQoL) measures (Bowling, 2001). 

These measures can assess ñsubjective health statusò and are expected to 

collect complementary information in health research and clinical trials 

(Fitzpatrick et al., 1998). The terms ñHRQoLò as well as ñHRQoL measuresò are 

introduced in more detail in the next section.     

1.2 Health-related quality of life (HRQoL) as a health outcome 

1.2.1 An overview of HRQoL and HRQoL measures 

The concept of HRQoL emerged with certain historical reasons. It was said that 

with a significant decrease in mortality and the trend of treating chronic diseases 

as major health problems, HRQoL was proposed as a new way of assessing 

health care (Lerner and Levin, 1994). Policymakers, clinicians and patients 

themselves developed an increasing concern over the quality of health status, 

instead of merely looking at traditional outcome indicators, such as physical signs 

and conventional clinical indexes (Guyatt et al., 1991a). HRQoL was then 

introduced to collect information directly from patients, which benefited symptom 

relief, care and rehabilitation in treatments as well as facilitated communications 

with patients (Fayers and Machin, 2013).    
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As with the difficulties of defining health, it is unlikely that we can reach an 

agreement on a single definition of HRQoL (Shumaker and Naughton, 1995; 

Bowling, 2001; Fayers and Machin, 2013). Schipper and colleagues (1996) 

summarised five perspectives in defining the term. From a psychological view, 

HRQoL focuses on patientsô perceptions and experiences of illness. From a utility 

view, HRQoL relates to individualsô trade-offs between quality of life and quantity 

of life. It can also be understood as a community-centred concept, concerning the 

impact of illness on individualsô relations to a community. Alternatively, HRQoL is 

regarded as ñreintegration to normal livingò and can be observed by how well an 

individual person resumes following an illness. The last perspective is to define 

HRQoL as the gap between oneôs expectation and actual state: the smaller the 

difference between reality and expectation, the higher the HRQoL (Schipper et 

al., 1996).          

Although it is difficult to find a commonly accepted definition of HRQoL, several 

key elements are agreed among the various published definitions. First, HRQoL 

is associated with peopleôs subjective assessment of their own health (Shumaker 

and Naughton, 1995; WHOQOL Group, 1995). It is the information to be collected 

from a ñpatient-perceivedò perspective which can reveal peopleôs subjective 

evaluation of health (Schipper et al., 1996). Another characteristic of HRQoL is 

its multidimensionality (Haas, 1999b; WHOQOL Group, 1995). Most definitions 

of HRQoL mentioned dimensions of physical function, mental/psychological well-

being, social function, role function and global perceptions of function and well-

being (Ware, 1987; Wilson and Cleary, 1995; Shumaker and Naughton, 1995).     

HRQoL measures are developed with reference to the characteristics of the 

concept of HRQoL. With the aim of conducting a subjective evaluation of peopleôs 

health status, HRQoL measures are with person-based nature and are 

sometimes known as patient-reported outcome measures (Fitzpatrick et al., 

1998). They normally assess multiple dimensions of health including physical 

function, physical or psychological symptoms, mental status, role activities and 

social wellbeing (Fitzpatrick et al., 1998; Fayers and Machin, 2013). Since they 

concern the overall health status, they are also named as general health status 

measures in some occasions (Schipper et al., 1996; McDowell, 2006; Fayers and 

Machin, 2013).  
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HRQoL measures can be categorised in various ways. They can be classified by 

their function. For example, as it was explained by Kirshner and Guyatt (1985), 

there are mainly three categories of HRQoL measures: discriminative, predictive 

and evaluative. They are applied with different purposes: distinguishing between 

people on certain health aspects, identifying people which may potentially 

develop a health condition, and evaluating changes in individualôs health status 

over a period of time (Kirshner and Guyatt, 1985). By their scope, they can be 

divided into specific and generic HRQoL measures (Streiner et al., 2014). Specific 

measures, either disease-specific or patient-specific, are likely to be more 

sensitive to detect changes and differences among a specific patient group 

(Fayers and Machin, 2013; Streiner et al., 2014), while generic measures attempt 

to cover a wider range of dimensions and are more favourable when comparisons 

among different diseases or among general populations are conducted (Streiner 

et al., 2014). 

1.2.2 HRQoL and its related concepts  

HRQoL can be substituted with other terms intended to describe individualsô self-

perceived health status (Gill and Feinstein, 1994; Haas, 1999a) and is often used 

interchangeably with terms like health status and quality of life (QoL) (Shumaker 

and Naughton, 1995; Karimi and Brazier, 2016). There is a general lack of 

consensus over their definitions and measurement (Bowling, 2004). As Karimi 

and Brazier illustrated, measures such as EQ-5D and SF-36 are referred to as 

ñhealth status measuresò (Ware and Sherbourne, 1992; Cunillera et al., 2010), 

ñHRQoL measuresò (Brazier et al., 2002; Makai et al., 2014) and ñQoL measuresò 

(Hill et al., 2010; Kalantar-Zadeh et al., 2001) in different papers. 

Some researchers argued that there are differences among these phrases. For 

example, QoL is often considered to be a broader concept, incorporating ñthe 

person's physical health, psychological state, level of independence, social 

relationships, personal beliefs, and relationship to salient features of the 

environmentò (WHOQOL Group, 1994, p28), while HRQoL can only be regarded 

as one component of QoL. As Torrance illustrated, ñQuality of life is a broad 

concept that incorporates all aspects of an individual's existence. Health-related 

quality of life is a subset relating only to the health domain of that existenceò 
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(Torrance, 1987, p593). According to this view, QoL covers dimensions not only 

about individualsô health but also their economic status, external environment 

conditions and all other aspects of an individualôs life (Gill and Feinstein, 1994; 

WHOQOL Group, 1995; Bowling, 2001).  

Health status, on the other hand, is considered to be a narrower concept to some 

scholars. Bowling suggested that although health status largely overlaps with 

HRQoL, it is only considered as ña narrower aspect of physical or mental healthò 

and is ñone domain of health-related quality of lifeò (Bowling, 2014b, p.13). Guyatt 

and colleagues specified what differentiated health status from HRQoL is that 

health status ñomitted the necessary element of valuation by the patientò (Guyatt 

et al., 1991b). In this regard, health status is considered as functioning status, 

including both social and physical functioning, that can also be observed by other 

people; while HRQoL contains not only functioning status (namely health status) 

but also individualsô subjective perceptions of wellbeing, which are internal 

evaluation that may not be directly assessed by external observers (Moons, 2004; 

Hays and Reeve, 2010; van Son et al., 2013). As van Son and colleagues 

illustrated, HRQoL measures would normally involve questions such as ñHow 

satisfied are you with your ability to walk?"; while standard subjective health 

status measures include questions assessing self-perceived function status 

directly with questions like ñDoes your health limit you in walking?ò (van Son et 

al., 2013) Some researchers, therefore, argued that many so-called HRQoL 

measures, such as EQ-5D or SF-6D, should be categorised as self-rated health 

status measures (Smith et al., 1999; van Son et al., 2013; Karimi and Brazier, 

2016). 

In this thesis, the term ñHRQoLò is used to represent those health measures 

which are ñhealth-focusedò and are ñself-assessedò. However, since the terms 

ñHRQoL measuresò, ñQoL measuresò and ñhealth status measuresò are often 

used interchangeably in many contexts (Karimi and Brazier, 2016), they are not 

strictly distinguished from each other in this thesis. This was because the thesis 

focused on exploring the content that should be embraced in individualsô 

subjective assessment of health, while HRQoL measures, self-perceived health 

status measures and those health-related questions (excluding external factors 

such as economic status and environment conditions) in QoL measures are all 
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associated with peopleôs self-assessment of health and include multiple health-

related dimensions.        

1.2.3 Content of HRQoL measures  

1.2.3.1 HRQoL conceptual models 

With the aim of appropriately assessing peopleôs subjective values of their own 

health, it is essential for HRQoL measures to include questions that are relevant 

and important to the target populationsô subjective health evaluation (Gill and 

Feinstein, 1994). Despite the widespread criticism of the WHOôs definition of 

health, the three domains ï physical conditions, mental states and social 

wellbeing ï are widely accepted to be covered in HRQoL assessment (Avis and 

Smith, 1994; McDowell, 2006).  

There are also various dedicated conceptual models of HRQoL and the Wilson-

Cleary model is the most commonly cited one (Bakas et al., 2012; Ferrans et al., 

2005; Mark, 2016). The model comprises a series of typical variables that are 

often included in HRQoL measures and presents causal relationships between 

these variables (Wilson and Cleary, 1995). It describes HRQoL in a five-level 

hierarchy system, linking biological and physiological variables to symptom 

status, then to functional health, then general health perceptions and finally to the 

overall quality of life (Wilson and Cleary, 1995).  

In the model, biological and physiological factors are referred to the radical 

determinants of health status. They directly affect symptom status, which consists 

of physical and psychological and psychophysical aspects. A symptom is defined 

as ña patientôs perception of an abnormal physical, emotional or cognitive stateò 

(Wilson and Cleary, 1995, p.61). More specifically, physical symptoms are 

described as ña perception, feeling or even belief about the state of our bodyò. 

Psychological symptoms are synonymous with emotional symptoms in their 

definition, representing emotions ñsuch as fear, worry and frustrationò. While 

psychophysical symptoms are referred to as ñsymptoms not clearly physical or 

psychological in originò (Wilson and Cleary, 1995, p.61). 
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Figure 1-1: Wilson-Cleary model 

The next level of the model is functional status. It is subcategorised into physical, 

social, role and psychological dimensions. The Wilson-Cleary model defines 

ñfunctionò as ñthe ability of the individual to perform particular defined tasksò 

(Wilson and Cleary 1995, p.61). In terms of the four sub-categorises of function 

status, a physical function can be understood as ñthe ability to perform self-care 

activities, mobility and more strenuous physical activitiesò. A psychological 

function is more about cognitive function which includes ñorientation with respect 

to time and place and such mental processes as memory, comprehension, 

abstract reasoning and problem solvingò. Social functioning is understood as 

ñsocial contacts (e.g. visits with friends and relatives) and social resources (e.g. 

close friends and relatives that can be relied upon for tangible and intangible 

support)ò. Role functioning refers to the performance of usual role activities 

including formal employment, school work, and housework (Ware, 1987). Adding 

to the third level, an individualôs symptom status and functional status lead to a 

general health perception: a subjective evaluation of the overall health status. 

The highest level is the overall quality of life. It relates to how happy and/or 

satisfied an individual is with life as a whole (Wilson and Cleary, 1995).  

International Classification of Functioning, Disability and Health (ICF) model and 

Patient-Reported Outcomes Measurement Information System (PROMIS) model 

are also alternative conceptual models of HRQoL. The ICF coding system 

consists of four sections: body function, activities and participation, environmental 
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factors and body structure (World Health Organization, 2001). Compared with 

that in Wilson-Clearyôs model, ICFôs categories are less adequate in representing 

HRQoL as a concept. Although some studies successfully applied the ICF model 

to analyse HRQoL measures in practice (Cieza and Stucki, 2005; Mayo et al., 

2011), ICFôs focus is mainly on functioning and disability (World Health 

Organization, 2001), while the Wilson-Cleary model contains not only functional 

status but also symptom status and can be further classified into physical, 

psychological, social and role aspects. 

 

Figure 1-2: ICF model 

As for PROMIS model, it firstly divides the concept of health into three domains: 

physical, mental and social, then further breaks three domains down into physical 

function, physical symptoms, emotional distress, cognitive function and social 

function (Cella et al., 2010). Basically, the main categories of PROMIS are similar 

to that in the Wilson-Cleary but the Wilson-Cleary model also reveals inner-

relationships among each domain within the framework when the PROMIS does 

not.  
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Figure 1-3: PROMIS model 

1.2.3.2 Choosing items in HRQoL measures  

There are mainly two ways of identifying and selecting items for HRQoL 

measures: conceptual and empirical (Avis and Smith, 1994). The conceptual 

method requires HRQoL measure designers to have a predefined concept of 

health, based on which they can determine main domains that are of research 

interest. The designers can then decide specific health questions to be included 

in each domain being chosen. The above conceptual models, as well as other 

available conceptual models from the literature, can provide a possible 

conceptual basis for the identification and selection process. Alternatively, 

HRQoL measure developers can also use expertsô and/or their own expertise to 

define the concept of health to construct an HRQoL measure (Kind, 1996).  

Apart from developing measures based on a predefined conceptual model, 

HRQoL items could also be generated empirically. Items in HRQoL measurement 

indicators can be collected via focus group, key informant interviews, clinical 

observations and relevant research findings (Streiner et al., 2014). For example, 

the items in Quality of Well-being Scale (QWB) were from the Health Interview 

Survey of the National Centre for Health Statistics, the Survey of the Disabled of 

the Social Security Administration, and several rehabilitation scales (Chen et al., 
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1975). The Sickness Impact Profile (SIP) was structured from a large survey with 

more than 1100 participants, including professionals, patients and healthy people 

(Bergner et al., 1981; Damiano, 1996). As for Nottingham Health Profile (NHP), 

health items were obtained from 769 participants describing the effects of ill-

health (Hunt et al., 1985).  

1.2.3.3 HRQoL construct taxonomy in the thesis  

HRQoL is a complex concept due to its multidimensionality. Previous attempts 

were made to define taxonomies for the construct of HRQoL (Fries, 1991; 

Valderas and Alonso, 2008; Erickson et al., 2009), but there is no agreement on 

one single framework. Terms including domain, dimension, facets, item are used 

differently in different descriptive systems of HRQoL measures. For example, 

PROMIS framework contains ñbroad aspectò, ñdomain/componentò and ñitemò to 

depict the hierarchy construct of HRQoL (Cella et al., 2010), while WHOQOL 

refers to ñdomainò and ñfacetò as the main component and the sub-component in 

their description (WHOQOL Group, 1995). There are plenty of studies using those 

terms interchangeably without giving a clear definition (Ware and Sherbourne, 

1992; Wilson and Cleary, 1995; Fitzpatrick et al., 1998).   

In order to be clear and to maintain a consensus throughout the thesis, a 

construct taxonomy, indicating the conceptual hierarchy of HRQoL is defined as 

follows: top-level (Health domain), second-level (Health sub-domain), third-level 

(Health dimension), fourth level (Health item).  

Figure 1-4 is an example to show the defined component structure of health. 
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Figure 1-4: Component structure of health 

ñHealth domainsò refer to categories on the top level in the classification system 

to represent broadest components of health. For example, the WHOôs definition 

of health introduced three aspects of health: physical, mental and social. It 

provides a general classification of health and the three aspects are regarded as 

domains in this report. Similarly, the broadest categories in the Wilson-Cleary 

model includes symptom status and functional status. They are then regarded as 

ñhealth domainsò in the thesis. 

Inside health domains, health, as a concept, can be further divided into ñsub-

domainsò when necessary. For instance, the domains in the Wilson-Cleary model 

can be categorised into physical symptom, psychological symptom, physical 

function, cognitive function, social function and role function.  

ñHealth dimensionsò are regarded as sub-components of sub-domains and 

represent more specific areas. Take the subdomain of ñphysical symptomò as an 

example, symptoms including discomfort, pain and fatigue are called health 

dimensions in the thesis. 

Lastly, ñhealth itemsò are with even narrower focuses compared to health 

dimensions. They are considered as specific examples representing certain 

aspects for health dimensions. 
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1.2.4 Quality of HRQoL measures 

The quality of an HRQoL measure largely decides if it is to be practically useful. 

A higher-quality measure is more likely to reflect the actual health status of 

individuals and provide clinically valuable data. Because HRQoL is not measured 

using objective physical ways, the quality of HRQoL measures is assessed by 

so-called ñpsychometric propertiesò (McDowell, 2006; Bowling, 2014a). 

Psychometrics are associated with subjective judgements where objective 

physical measurement is not available to measure the thing that of interest 

(McDowell, 2006). Primary evaluative criteria of psychometric properties include 

validity and reliability. (McDowell, 2006; Fayers and Machin, 2013; Bowling, 

2014a)  

Validity is the extent to which an instrument measures what it is supposed to 

measure. It can be categorised into three types: content validity, construct validity 

and criterion validity (Streiner et al., 2014). Validation tests normally start from 

assessing content validity (McDowell, 2006). A valid measure is supposed to 

reflect an explicit and accepted definition of health (McDowell, 2006). More 

specifically, content validity concerns if a measure covers all important and 

relevant content to be measured and if the content all makes sense. Construct 

validity carries a more quantitative form and can be assessed by observing 

relationships between a construct and other variables. For example, a highly 

correlated association is expected if two measures are designed to measure 

theoretically similar things (convergent validity); in contrast, a low correlation 

should be detected when two measures are relatively unrelated (discriminant 

validity) (Fayers and Machin, 2013). Criterion validity involves testing a measure 

against another instrument that is supposed to be ña gold standardò (McDowell, 

2006).      

Reliability is a psychometric property of the overall consistency of a measure. It 

generally tests whether a measure can produce repeatable results if they are 

applied at a different time (test-retest reliability) or by different raters/interviewers 

(inter-rater reliability). It also examines internal consistency by checking item-

item, item-total and split-half relationships (internal reliability) (Fayers and 

Machin, 2013; Bowling, 2014a).  
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There are other frequently mentioned evaluative criteria in assessing the quality 

of an HRQoL measure, including responsiveness (whether a measure is able to 

identify changes in an individualôs health status when it improves or deteriorate), 

interpretability (whether the scores of a measure are meaningful and 

understandable), acceptability (whether a measure is accepted by respondents) 

and feasibility (whether a measure causes too much burden or disruption for 

interviewers or practitioners) (Fitzpatrick et al., 1998; Bowling, 2014a; Francis et 

al., 2016)  

1.2.5 Translation and adaptation of HRQoL measures into other 

languages  

Early review study suggested that most HRQoL measures are originally in 

English and are intended to apply to English-speakers (Guillemin et al., 1993). 

Well-developed English measures are often translated into other languages for 

use worldwide (Bowden and Fox-Rushby, 2003; Acquadro et al., 2008). One 

possible explanation is that developing and validating a new HRQoL measure 

can be time-consuming. Translating available HRQoL measures can facilitate 

researchers in non-English speaking countries to conduct HRQoL studies. 

Another reason for introducing HRQoL to other countries or cultures is that 

researchers are interested in doing cross-country/culture comparative studies by 

using the same HRQoL measure, in different languages though. Additionally, 

researchers tend to trust and apply those English HRQoL measures that are 

supported by accumulated evidence of validity and have already been recognised 

widely.       

Various guidelines or methods offer recommended practice of 

translating/adapting an HRQoL measure from one language to another (Hunt et 

al., 1991; Guillemin et al., 1993; Bullinger et al., 1993; Ware et al., 1995; Scientific 

Advisory Committee of the Medical Outcomes Trust, 2002). A review study 

showed that most translation guidelines suggest having forward and backward 

translation in order to attain satisfactory quality (Acquadro et al., 2008). It is also 

commonly emphasised that pretesting a translated HRQoL measure in the target 

culture would be crucial in fulfilling the adaptation objective (Rahman et al., 2003; 

SwaineȤVerdier et al., 2004). In addition, similar to those original HRQoL 
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measures, translated ones should be examined in terms of their psychometric 

properties (Lohr et al., 1996; Valderas et al., 2008; Mokkink et al., 2010; Reeve 

et al., 2013). In practice, psychometric validation tests are widely covered and 

reported by those studies that translated/adapted HRQoL measures (Bowden 

and Fox-Rushby, 2003). 

However, translating HRQoL measures into other languages for use in different 

countries or cultures has some limitations (Guillemin et al., 1993; Herdman et al., 

1998; Stewart and Napoles-Springer, 2000; Bowden and Fox-Rushby, 2003). 

Guyatt summarised several arguing points. First, it is concerned that the content 

of an original HRQoL measure can be unclear. There might be duplicated, 

ambiguous and other wording issues, making it is difficult for the measure to be 

translated. The second difficulty is that some items cannot be translated well into 

another culture, while some items cannot be translated at all. It is also argued 

that items that are important in one culture may not be necessarily important in 

another culture, but including trivial items or excluding important items in 

countries of a new language would violate content validity (Guyatt, 1993).  

It has been discussed earlier in this thesis that health is a culturally relevant 

concept (Section 1.1.1) and health measures are developed based on certain 

health concepts (Section 1.1.2). Assuming culture A has markedly different health 

concepts compared with culture B, it is possible that HRQoL measures developed 

in culture A cannot offer comprehensive or relevant items for measuring health in 

culture B. As a result, the measures can be inappropriate to measure HRQoL in 

the target cultural setting after being translated. More specifically, HRQoL 

measures that were developed in a Western cultural setting contain health items 

that are relevant and important in the Western setting, but those items may not 

be necessarily relevant or important in other cultures (Parker and Fox-Rushby, 

1995).  

From this perspective, the equivalence of health concepts should be taken into 

account before translation or adaptation commences. The argument is supported 

by Herdman and colleagues, who proposed a model showing the process of 

assessing cross-cultural equivalence in HRQoL measures (Herdman et al., 

1998). As it is shown in Figure 1-5 below, the assessment model starts from 
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investigating conceptual equivalence, before the quality of translation and 

psychometric properties are examined. According to this model, before adapting 

an HRQoL measure to a target culture, first and foremost, it is essential to test 

whether the major domains of health are similar between the HRQoL measureôs 

original culture and the target culture (conceptual equivalence). Then, it comes 

to ñitem equivalenceò to check whether the items covered in each domain are 

comparable between the two cultures. Semantic equivalence is then examined 

to assess the quality of translation. The fourth step is to make sure the 

measurement methods are appropriate in the target culture (operational 

equivalence). Subsequently, measurement equivalence is required to test the 

translated measureôs psychometric properties, before an overall assessment of 

equivalence between two cultures is conducted to reveal functional equivalence 

(Herdman et al., 1998).  

Figure 1-5: Model for assessing cross-cultural equivalence in HRQoL 
measures, adapted from (Herdman et al., 1998) 
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In reality, however, few studies have considered cultural differences in concepts 

when assessing equivalence between an original HRQoL measure and a 

translated version (Geisinger, 1994; Stewart and Napoles-Springer, 2000; 

Bowden and Fox-Rushby, 2003). It was reported that limited validation studies 

have covered tests of content validity while most of them focused on statistical 

psychometric property assessments (Bowden and Fox-Rushby, 2003). As it is 

shown in Figure 1-6, assessing translated HRQoL measures normally 

concentrate on examining psychometric properties (Geisinger, 1994; Stewart and 

Napoles-Springer, 2000). If a translated HRQoL measure shows satisfactory 

psychometric properties in validation tests, the study will often draw a conclusion 

that the measure is valid and reliable. If the psychometric properties are tested to 

be unsatisfactory, conceptual equivalence will then be considered to explain the 

results. This approach has the risk of giving biased results because it fails to 

consider the fundamental conceptual equivalence in the first place (Stewart and 

Napoles-Springer, 2000). 
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Figure 1-6: Common approach for assessing cross-
cultural equivalence in HRQoL measures, adapted 
from (Stewart and Napoles-Springer, 2000) 
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1.3 The use of Western-developed HRQoL measures in a 

Chinese cultural setting  

1.3.1 Chinese culture and potential cultural differences between 

China and the West  

Culture is a complex concept that can be defined variously. One of the possible 

definitions is to understand culture as ñthe shared patterns of behaviours and 

interactions, cognitive constructs, and affective understanding that are learned 

through a process of socialization. These shared patterns identify the members 

of a culture group while also distinguishing those of another groupò (The Center 

for Advanced Research on Language Acquisition, 2019, p.1).  

In this thesis, it is assumed that there is a cultural environment that the Chinese 

people inhabits. This assumption was made on the grounds that despite China is 

a vast country with 56 ethnic groups, the Han ethnic group constitutes around 

92% of the entire Chinese population (National Bureau of Statistics of the 

Peopleôs Republic of China, 2011), while the Han majority group has been widely 

believed to form the mainstream Chinese culture through the Chinese history 

(Wu, 1991; Jia et al., 2012). Additionally, Chinese people from different regions 

and ethnic groups have also been migrating from one place to another, living 

together and interacting with each other through ages which can lead to cultural 

integration (Wu, 1991). Except for the spontaneous cultural exchanges during 

migration and communication, political power has also deepened the cultural 

fusion among Chinese ethnic groups (Ding and Saunders, 2006). For example, 

as early as in the Qin-Dynasty, the Chinese writing system was unified across the 

whole country by the emperor, which helped to unify Chinese culture for 

thousands of years (Wang, 2012). In the modern age, Chinese is still often treated 

as one single language with different dialects in different regions, while the same 

writing language is used among Chinese people (Wang and Sun, 2015). In this 

thesis, Chinese populations are thus treated as a single identity and are assumed 

to have shared patterns of behaviours and thinking that can distinguish them from 

the Westerners. The Chinese populations are supposed to have common social 

beliefs, traditional ideas and attached values. Those common beliefs and values 

are believed to be shared among Chinese people and are considered to be 
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different from those in other societies. A Chinese cultural setting is defined as 

such kind of environment where Chinese cultural values are produced and held. 

It is a distinguished natural and social environment that helps Chinese cultures 

to become a unique image with distinct characteristics. The land of China is 

guarded by the Pacific Ocean in the east and fences of mountains in the northeast 

and the southeast (see Figure 1-7), giving China an isolated hotbed for its own 

civilisation (Chen, 2000).  

 

Figure 1-7: China topography map (China Maps Org) 
 

Apart from the natural environment, social environment, which is mainly 

determined by the economic foundation, has greatly influenced the creation and 

development of Chinese cultures. China has been commonly referred to as the 

country with the longest continuous history that could be dated back to about 

4100 years ago (Xia Dynasty). Along with the long history, agriculture has been 

regarded as ña motive force in the development of Chinese civilizationò (Mote, 

1989, p.3). Ancient sayings like ñfood is the sky for peopleò (↓Ҩ ѭᶾ) and 

ñagriculture is the basis of a countryò (ᶂҨ֔ѭ ) emphasise the important role 
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that agriculture plays in Chinese society. It is believed that agriculture is a leading 

factor in the traditional Chinese economy, therefore a great influence of 

agriculture on culture is expected (Mote, 1989). For example, Chinese people 

tend to be hardworking and pragmatic and that is consistent with the requirement 

of agricultural production where ñno pain, no gainò (Chen, 2000, p.25).  

The special natural and social environment shapes Chinese cultures, including 

language, customs, beliefs, habits and traditions, to be unique. It is commonly 

believed that Confucianism has been an orthodox ideology since the Han 

Dynasty. Confucianism helped the Chinese ruling class to bind peopleôs 

behaviours, maintain the social order and better govern the country in the 

dynasties of ancient China. It created the three Cardinal Guides (ruler guides 

subject, father guides son, husband guides wife) and the Five Constant Virtues 

(benevolence, justice, ceremony, wisdom and credibility) (Chen, 2000). These 

Guides and Virtues to some extent shape some features of Chinese nationality, 

such as respecting their elders, revering higher authority, valuing social morals 

and being more likely to be obedient (King and Bond, 1985). To date, most of the 

Confucian doctrines continue to be regarded as a core of Chinese traditional 

culture and keep influencing Chinese communities from generation to generation 

(Billioud, 2007; Fan, 2011).    

Cultural differences between China and the West can be demonstrated in various 

ways. Since Chinese cultures are greatly affected by the Confucianism (Chinese 

Culture Connection, 1987), Chinese people tend to respect the experience 

passed down by their ancestors and to be seen as less creative when compared 

with Westerners, whose practical wisdom and spirits of adventures benefited the 

establishment of modern science (Hofstede and Bond, 1988; Hofstede et al., 

2010b). Additionally, Chinese people are more likely to be family-oriented: 

attaching great importance to family and having strong and close links with family 

members; while westerners tend to appreciate personal space and privacy most 

to pursue individual freedom and liberty (Bond and Yang, 1982; Rosenthal and 

Feldman, 1990; Lam, 1997). There are also different popular legends, fairy tales 

and common religious beliefs between China and the West. Another obvious 

difference is their completely different language systems ï Chinese is based on 

ideographs, while English, along with most Western languages, is structured by 
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alphabets. The dissimilarity between the two languages not only causes 

problems for translation and adaptation from one language to another but also 

tends to affect individualsô perception and mental representations for the same 

concept (Schmitt, Pan and Tavassoli 1994).  

1.3.2 The use of Western-developed HRQoL measures in China 

HRQoL is fundamentally a foreign concept introduced to China from the West in 

the mid-1980s (Wang and Zhou, 1990). HRQoL research in China started from 

translating and introducing Western HRQoL measures (Fang, Wan and Hao, 

2000). Although it has been frequently argued that Western HRQoL measures 

may not be appropriate for use in a Chinese cultural setting due to cultural 

differences (Fang et al., 2000; Sun, 2001; Gao et al., 2000), a growing number of 

studies have used Western HRQoL measures among Chinese populations. 

Western HRQoL measure including HUI, QWB, SF-36 and EQ-5D have been 

translated into Chinese for use in HRQoL research among Chinese populations.  

Despite the growing trend of using Western HRQoL measures, few studies have 

examined the content legitimacy of those Western HRQoL measures for use in a 

Chinese cultural setting. As cultural differences between China and the West are 

expected as presented in Section 1.3.1, health concepts, which are embedded in 

Western-developed HRQoL measures, might not be the same as that in a 

Chinese cultural setting. 

The legitimacy of applying Western-developed HRQoL measures in China have 

been questioned. For example, a study found HRQoL measures performed 

inconsistently between Chinese and white Canadians (Leung et al., 2007). 

Compared with white Canadian counterparts, Chinese participants reported 

better health status using EQ-5D, but at the same time, rated fair or poor health 

more often using a self-perceived physical and mental wellness questionnaire, 

which was developed by the researchers themselves. The researchers explained 

that such inconsistency may be caused by the different self-perceptions of health 

between the two ethnic groups (Leung et al., 2007). Similarly, a comparative 

study using SF-36 reported insufficient internal consistency and unsatisfactory 

item-to-scale correlation in the Chinese dataset, while the Dutch data did not have 

the same problems (Cnossen et al., 2017). The authors raised a concern that 



   
 

24 

 

there might be differences in the conceptualization of some of the SF-36 

subscales between Dutch and Chinese people (Cnossen et al., 2017).  It was 

also discussed by a paper that the cross-cultural equivalence of HRQoL 

measures should be further investigated since they found ethnic Chinese were 

more likely to endure health problems than other ethnicities (Wang et al., 2015b). 

1.4 Problems of applying Western-developed HRQoL 

measures in China: EQ-5D as an example 

The first official Chinese version of EQ-5D for mainland China was approved in 

the year 2003 (Selai and Rabin, 2003). The Chinese versions of EQ-5D have 

been widely applied to various health studies including general population studies 

and patient-specific studies (Zhou et al., 2016a; Zhou et al., 2016b). China 

National Health and Family Planning Commission, which is the Chinese national 

health department, has also included EQ-5D in the Chinese National Health 

Services Survey since 2008. The widely used Western HRQoL measure EQ-5D 

can be treated as one possible, popular way of how Western scholars defined 

health. EQ-5D has become a dominant generic measure in HRQoL research 

among Chinese populations due to its simple and easy-to-operate features (Zhou 

et al., 2016b) and in this thesis, it is taken as an example to further discuss the 

problems of applying Western-developed HRQoL measures in China in more 

detail. 

1.4.1 An overview of EQ-5D 

EQ-5D is one of the most widely used generic HRQoL measures (Rabin and 

Charro, 2001). It provides a descriptive health profile (The EuroQol Group, 1990) 

and an overall health status index for individuals (Brooks, 1996). It is a 

standardised measure that can be applied in population health surveys and in the 

clinical and economic evaluation of health care (Rudmik and Drummond, 2013).  

The measure is presented as a questionnaire including two parts: the EQ-5D 

descriptive system and the EQ visual analogue scale (EQ-VAS) (Herdman et al., 

2011). The descriptive system consists of five dimensions relating to health: 

mobility, self-care, usual activities, pain/discomfort and anxiety/depression. 
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These five dimensions were considered to represent ña basic ócommon coreô of 

QoL characteristics which most people are known highlyò (Williams, 2005, p1) 

and to be of relevance to all groups of patients as well as the general population 

(Gudex, 2005). Each dimension has either 3 response levels ï no problems, 

some problems, extreme problems ï in the EQ-3D-3L version or 5 response 

levels ï no problems, slight problems, moderate problems, severe problem, and 

extreme problems ï in the EQ-5D-5L version. Respondents are asked to rate 

his/her health state by choosing the most appropriate level in each dimension 

then indicate their overall health on the EQ-VAS, between 100 (best imaginable 

health) and 0 (worst imaginable health). 

The widespread application of this HRQoL measure is credited to its distinct 

advantages. It enables health status and those changes in health status to be 

quantified by constructing a five-dimension health profile with a single index score 

(Kind, 1996). It can be applicable to the general population, a wide range of 

patient groups and various health service treatments (The EuroQol Group, 1990). 

Another advantage of EQ-5D is that it is simple to use and imposes little burden 

on respondents. It only contains a few questions that are relatively undemanding 

for respondents to answer and only takes a few minutes to complete (The 

EuroQol Group, 2015).  

EQ-5D was developed by a group of European researchers from Finland, 

Norway, Sweden and the UK (The EuroQol Group, 1990). The five dimensions 

of EQ-5D were selected from a detailed review of the descriptive content of 

previous health status measures, based on researchersô expertise and evidence 

from the literature (Kind, 1996; Gudex, 2005). The original version of EQ-5D is in 

English and have been translated and adapted into more than 170 languages for 

use worldwide (Brooks et al., 2003).  

To ensure to provide high quality of translations of EQ-5D, the EuroQol Group 

has designed a rigorous, multi-step approach to produce various language 

versions of EQ-5D (Rabin et al., 2014). The ñfull translationò approach consists of 

forward translation, back translation and pilot testing of a provisional translated 

version. When an existing language version is available, to adapt the existing 

language version to another country speaking the same language, a ñmodified 



   
 

26 

 

translationò procedure is used in which the available language version is reviewed 

before being pilot tested; for example, the Spanish version of EQ-5D for use in 

Argentina was produced from the Spanish version for use in Spain in a modified 

translation procedure. It seems that both the full translation approach and the 

modified translation approach emphasised the quality of the translation in order 

to reach the semantic equivalence between the original English version of EQ-

5D and the translated version. Limited attention has been paid to address the 

conceptual equivalence issue of the translated EQ-5D for use in the target culture 

in those procedures.  

1.4.2 The translation/adaptation of EQ-5D in China 

The translation and adaptation of EQ-5D into Chinese followed a modified 

translation procedure involving ñin-country reviewò (reviewing an available 

Taiwanese version of translated/adapted EQ-5D) and pilot testing with lay 

Chinese people (Selai and Rabin, 2003). Although the researchers of the 

adaption project addressed their concern on ñconceptual equivalenceò at the 

beginning in their report, they failed to cover adequate discussion over this issue. 

Their study recruited eight lay Chinese respondents for pilot testing and mainly 

asked questions relating to the clarity and length of the translated version of EQ-

5D, without examining the content of the descriptive system. As they reported, 

the open-ended questions were ñIs it (each question in EQ-5D) globally clear, 

easy to understand, easy to answer?ò, ñIs it too long?ò and ñAre the instructions 

clear?ò (Selai and Rabin, 2003, p.42). It shows that the researchers focused on 

the translation and wording issues, instead of probing whether the questionnaire 

items were complete or appropriate for measuring health. The Chinese version 

of EQ-5D-5L was translated following the English version was developed (Luo et 

al., 2013). Again, the development process focused on wording and labelling and 

did not include tests of content validity.      

A diverse range of validation studies for the EQ-5D Chinese version has been 

conducted. Some of them tested psychometric properties of EQ-5D in a Chinese 

general population (Wang et al., 2005; Wang et al., 2012; Xing and Ma, 2013; 

Wu et al., 2016). Some examined it among various disease populations including 

cancer (Gao et al., 2009), type 2 diabetes (Zhu and Shen, 2014; Wang et al., 
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2015c), systemic lupus erythematosus (Wang et al., 2014), hepatitis B (Jia et al., 

2014) and many more. Generally speaking, these studies focused mainly on 

statistical tests, examining psychometric properties such as construct validity, 

reliability, and responsiveness, while few studies have discussed conceptual 

equivalence issues. Most of them drew a conclusion that EQ-5D was valid and 

reliable to be applied in China, based on satisfactory statistical results produced.   

1.4.3 Problems of applying EQ-5D in China 

Although there is an increasing trend in adopting EQ-5D in Chinese health 

research, problems come along with its application. A high ceiling effect is one of 

the most notable problems when applying EQ-5D in China. In EQ-5D general 

population studies, high numbers (>80%) of Chinese respondents reported that 

they were in good health with no problems (Wang et al., 2005; Sun et al., 2011; 

Tan et al., 2013; Wu et al., 2016). The result suggests EQ-5D may be unable to 

identify differences in health levels for a significantly large number of people in 

China (Sun et al., 2015). The ceiling effect of EQ-5D in China (87% in the national 

population study in the year 2008) was much higher compared with European 

countries like UK, Sweden, and Germany where the proportions reporting no 

problem were 45%, 42%, and 66% respectively. It may be because Chinese 

people are generally healthier than people living in the West, but this explanation 

is contradicted by data showing poorer life expectancy, mortality or morbidity in 

China. A more reasonable hypothesis is that the cultural differences between 

China and the West make the European-born HRQoL measure less effective.  

EQ-5D was also found to be less sensitive in detecting differences in health status 

(Zhao et al., 2010; Yang et al., 2018). The relatively poorer ability to detect 

differences might be because EQ-5D does not cover enough health dimensions 

or does not have enough response options (Zhao et al., 2010). Additionally, its 

test-retest reliability is also questioned by Chinese studies. Fang and colleagues 

pointed out that it may be because many Chinese people, especially people in 

rural areas, found it difficult to understand EQ-5D (Fang et al., 2016). They found 

more than 30% of respondents reflected difficulties in completing the questions 

of EQ-5D during a face-to-face interview. Furthermore, a pilot study on EQ-5D 

translation was conducted by the author of this thesis, reporting that Chinese 
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participants interpreted the five dimensions of EQ-5D differently and some 

participants had difficulties in understanding some of the questions1.         

Various studies examined measurement equivalence of the Chinese version of 

EQ-5D, providing findings on its psychometric properties in China. However, few 

studies have considered EQ-5Dôs conceptual equivalence in China. As it was 

reported by Wang et al. (2015a), who reviewed the use of EQ-5D in Chinese 

general populations, few content validity tests had been conducted. Without 

knowing if EQ-5D is of conceptual equivalence in China, evidence on construct 

validity, reliability and responsiveness is likely to be biased and might not be of 

great value. If the five dimensions are found to be not relevant or comprehensive 

to measure health in China, it can be argued that EQ-5D does not work in the 

Chinese culture environment, as it may fail to ask the most appropriate and 

important questions among a Chinese population in assessing health. 

 

                                            
1 The pilot study was presented as a poster in the 2017 EuroQol Academy Meeting in 

Noordwijk, the Netherlands. The poster can be found in Appendix X.  
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 Research objectives and study design 

2.1 Research objectives  

In Chapter 1, the legitimacy of using EQ-5D in Chinese populations was 

questioned. Since few studies have addressed the content validity of EQ-5D in a 

Chinese cultural setting, a question was raised: ñDoes EQ-5D work in China?ò 

The question comprised two levels of inquiry. The first level required a direct 

assessment of the descriptive system of EQ-5D: to check to what extent EQ-5D 

is accepted by Chinese people in assessing their health. The second level was 

considered to be more in-depth: to investigate how health is described in China 

to compare the Chinese way of describing health with the EQ-5D descriptive 

system. By examining the content legitimacy of the Western HRQoL measure, 

cultural differences between China and the West in defining and measuring 

health can be explored.  

A research project was then developed and the research objectives (RO) to be 

fulfilled were planned as follows: 

1. To establish a conceptual framework of health that can summarise how 

health is described and measured in a Chinese cultural setting (RO1);  

2. To test the legitimacy of the widely used Western HRQoL measure EQ-5D 

for use in China (RO2); 

3. To understand subjective constructions of health in China and to identify 

health dimensions that are most important in a Chinese population (RO3); 

By fulfilling the three specific research objects, eventually, this research project 

wanted to explore potential differences in defining and measuring health between 

China and the West (RO4).  

The thinking process of how the research objectives were designed is drawn in 

Figure 2-1.  
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Figure 2-1: The thinking process of setting the research objectives   

 

 

2.2 Study design 

A series of studies were conducted to fulfil the research objectives.  

First, a scoping review of Chinese-developed HRQoL measures was conducted 

to summarise how health is measured in the Chinese literature. It helped to 
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establish a preliminary conceptual framework of health in China (RO1). The study 

is reported in Chapter 3.  

Second, a series of qualitative interviews were performed to explore how lay 

Chinese people understand health and to refine the preliminary conceptual 

framework (RO1). The qualitative study also investigated the content validity of 

the descriptive system of EQ-5D (RO2). The study is documented in Chapter 4.  

The third study was a Q-methodological investigation. It provided insights into 

Chinese lay participantsô understandings of health (RO3) and is presented in 

Chapter 5.  

The fourth study used a multidimensional unfolding technique to identify health 

dimensions that are considered to be most important (RO3). The analysis 

process and results are shown in Chapter 6.  

The four studies together showed how health can be defined and measured 

differently in China, compared to that in the West (RO4). This is stated in the final 

discussion chapter in Chapter7.       

 



   
 

32 

 

 Chinese-developed HRQoL measures: a scoping 

review 

3.0 Summary 

This chapter documents a scoping review of Chinese-developed HRQoL 

measures. The scoping review attempted to identify currently available HRQoL 

measures that were developed in a Chinese cultural setting. Afterwards, a 

qualitative thematic analysis was conducted to categorise and summarise the 

content of those HRQoL measures. It enabled to establish a conceptual 

framework summarising content that may be important in HRQoL assessment in 

China. By comparing the conceptual framework with the descriptive system of a 

Western-developed measure EQ-5D, potential differences between China and 

the West in measuring health were preliminarily explored.  

3.1 Background 

3.1.1  ñHealthò in the Chinese language 

The Chinese translation for health is a two-character word ñӰẞò (Jian Kang). 

According to the Xinhua Dictionary, the principal meaning for the word ñӰò (Jian) 

is strong; good body. While the second character ñẞò (Kang) literally means 

peaceful and happy. The combined word ñJian Kangò shows that the Chinese 

expression of health conveys a positive meaning and can be interpreted that it is 

related to both physical and mental conditions. From the physical aspect, health 

is a state when the body is strong, vigorous and in a sound condition. Adding to 

physical fitness, being health simultaneously requires that the mental state 

should be with peace and happiness.  

Health as a concept in China has different expressions and is of various 

meanings. Given the awareness of its importance, a number of Chinese studies 

attempted to define and describe health. The majority of the published studies 

were non-empirical, theoretical studies, where scholars described their 
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understandings of health by reviewing existing definitions and relevant studies or 

utilising their own expertise. One of the most frequently cited definition is that of 

WHO, which divides the concept of health into physical, mental and social 

aspects (World Health Organization, n.d.). This definition has been widely 

recognised in the Chinese academic field, where a large number of studies 

introduced or referred to this definition (Xue, 1985; Li, 2008; Ke, 2010; Li and 

Zhou, 2012). It has also been successfully applied to the Chinese health care 

industry and has been regarded as a standard way of defining health in China 

(Zhang, 1987; Zhang et al., 2015).  

Despite the widespread use of the WHO health definition, its practical value has 

been questioned in China. Similar to what has been criticised in the West, some 

Chinese scholars argued that because the state of complete well-being is hard to 

reach or sustain, the definition is not suitable to be applied in practice (Liu et al., 

2010). In their opinion, health should be defined by considering each individualôs 

body constitution, age and their external environment. Different standards of 

being in good health should be applied to different people (Liu et al., 2010). 

Comparably, some researchers presented a holistic view of health by referring to 

Chinese traditional religions including Confucianism, Buddhism and Taoism, as 

they described connections between holism and these Chinese traditional 

religions (Zhang et al., 2015). These studies offered new insights into the concept 

of health in China; however, their discussions were purely theoretical with no 

empirical evidence supporting their arguments. 

Chinese papers on the concept of health are predominantly theoretical and rarely 

collect data with members of the general population. One study applied self-

designed surveys to probe Chinese peopleôs understandings of health and found 

that different age groups and gender groups held significantly different prime 

concerns for health (Huang et al., 2011). Another study used qualitative 

techniques to explore the understandings of health among Chinese people 

(Wang, 2001). The author presented the multidimensionality of health as a 

concept; meanwhile, he also highlighted the influence of Chinese culture in 

structuring peopleôs views of health. Apart from these two studies, few in the 

literature has empirically surveyed the understandings of health among the 
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Chinese general population. The limited number of empirical studies showed the 

lack of exploration of the meaning of ñhealthò in lay Chinese people. 

3.1.1.1 A holistic concept of health in traditional Chinese knowledge  

It seems to be widely agreed that a holistic concept of health is conveyed by 

traditional Chinese knowledge (Spector, 2004; Wu and Lai, 2007; Liu et al., 2007; 

Wu et al., 2007; Zhang et al., 2015). There are old sayings, such as ñBalance of 

Yin and Yangò; ñUnity of body and spiritò and ñHarmony between man and natureò, 

indicating such holistic view of health (Zhao et al., 2004; Zhang et al., 2015). The 

expressions view a human body as an integral system and integrate an individual 

with his/her external environment when depicting what health is (Spector, 2004).       

Balance of Yin and Yang  

Balance of Yin and Yang ( Ẉ ) has been used to describe health for over 

3000 years (Wang, 2012; Ni et al., 2014; Zhang et al., 2015). The theory of Yin 

and Yang was illustrated in the book Yellow Emperorôs Classic of Internal 

Medicine, which is believed to be the oldest extant written work of Chinese 

medicine. In the theory, Yin and Yang are two contrary forces which can be 

integrated together properly to reach a harmonious state. Yin is normally 

understood as a negative force and is linked with darkness, coldness, inwardness 

and decrease; while Yang is a positive force and is associated with light, heat, 

outwardness and increase (Kaptchuk, 2000). The theory explains that everything 

has two aspects ï a Yin side and a Yang side. It views all things as parts of a 

whole: ñNo entity can ever be isolated from its relationship to other entities; no 

thing can exist in and of itself.ò (Kaptchuk, 2000, p.8). For example, increases in 

temperature are always followed by decreases and such regular increases and 

decreases divide a day into day-time and night-time and separate a year into four 

seasons.  

The Yin and Yang theory presents a holistic idea in defining health, by implying 

that the human body is a unified system, where all parts of a body are associated 

with each other (Li, 2015). The inner body is Yin, while the surface is Yang; the 

front body is Yin, while the back is Yang; ñFuò organs (gallbladder, stomach, 

intestine, bladder and lymph system) are Yinñ, while Zangò organs (heart, liver, 



   
 

35 

 

lung, spleen and kidney) are Yang (Spector, 2004). Yin and Yang should be 

balanced in oneôs body to reach a harmonious state to be in good health. It is 

explained in Yellow Emperorôs Classic of Internal Medicine states that ñThe key 

to mastering health is to regulate the yin and the yang of the body. If the yin and 

yang balance is disrupted, it is like going through a year with spring but no winter, 

or winter but no summer é Only when the yin remains calm and harmonious will 

the yang qi be contained and not be overly expansive, the spirit normal and the 

mind clear.ò (Ẉ ι ⌂) (Ni, 1995, p.11). 

This theory is widely applied in TCM practice (Tang et al., 2008). The idea that 

Yin and Yang create each other, control each other, transform into each other 

guides TCM practitioners to observe, identify, prevent and treat diseases (Zi, 

2012). It is believed that an occurrence of diseases is because of an imbalance 

between Yin and Yang, which brings about pathological changes and affects 

oneôs energy, blood and viscera (Spector, 2004). The treatment strategy should 

be to re-establish the equilibrium between the two forces (Torsch and Ma, 2000; 

Chen, 2001; Cnossen et al., 2017). For example, fever is regarded as a Yang 

condition (a body with an excess of Yang) that needs the consumption of Yin 

diets or herbs to reobtain the balance between Yin and Yang (Ludman and 

Newman, 1984).  

Unity of body and spirit  

Similarly, ñthe unity of body and spiritò (ẻ ) expresses a sense of 

coherence by considering the physical body and the spiritual aspect of life at the 

same time. It is written in the Yellow Emperorôs Classic of Internal Medicine that 

ñ(For) people ¤ (who) ate a balanced diet at regular times, arose and rested at 

regular hours, avoided overstressing their bodies and minds, and refrained from 

overindulgence of all kinds é (they, therefore) maintained wellbeing both in the 

body and in the spiritò (Ni, 1995, p.1) According to the saying, maintaining 

physical fitness as well as good spirit simultaneously is a good sign. The two 

elements jointly form a state of good health (Ni et al., 2014).  

It is described by Chinese scholars that ñbodyò stands for the physical being of 

humans, including all the limb, bones, organs and muscles (Zhang et al., 2015). 
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While ñbodyò is regarded as something that exists objectively, ñò (spirit) does 

not have a physical form (Hsu, 2000). The term ñò (spirit) here is an exclusive 

concept in traditional Chinese knowledge and is difficult to find a conceptually 

equivalent word in other languages (Yang, 2004). ñ ò (spirit) is considered to be 

the thing that can master of all life activities, including physical and mental 

activities, in the Chinese language (Zi 2012). Because of the existence of ñspiritò, 

there are signs of life. As it was explained by the Yellow Emperorôs Classic of 

Internal Medicine, ñWhen there is spirit, the prognosis is positive. When the spirit 

is gone, the condition is very graveò (Ni 1995, p.149).  

" ò (Spirit) is intangible and can be understood as the non-physical part of a 

person. Therefore, in this sense, ñspiritò is chosen to represent " ò in English in 

this thesis. However, because ñspiritò in the Western literature is defined as a 

soul, a state of mind or an attitude, this English word cannot fully reflect what "

ò is defined in the Chinese language. In a broad sense, as it was covered in the 

last paragraph, " (spirit)ò is understood as the thing that can dominate the life 

process of each individual human being (Kaptchuk, 2000). In a narrower sense, 

" (spirit)ò is referred to the external manifestation of oneôs life activities (Hsu, 

2000), including peopleôs consciousness, mind, thoughts and/or vitality, 

emphasising on different meanings in different contexts (Liu and Fang, 2000; 

Rossi, 2007; Zi, 2012), because these things are dominated and controlled by 

oneôs " (spirit)ò. It is illustrated in Diagnostics in Chinese Medicine that ñhaving 

spiritò means ñoneôs mind is clear, vision is bright, talking is clear, the complexion 

is glowing, the facial expression is natural, the response is quick, movement is 

agile, breathing is smooth and steadyéò (Deng and Guo, 1984, pp.10-11). 

Therefore, apart from translating this Chinese specific item as ñspiritò, some want 

to keep a Chinese special form of this word and use its pronunciation in Chinese 

ñShenò to represent the phrase, some refer to it as ñmindò and some understand 

it as ñvitalityò (Yang, 2004; World Health Organization, 2007; Pan, 2017). 

Harmony between man and nature  
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Chinese traditional knowledge also explicitly emphasises oneôs relationship with 

his/her surrounding environment as an essential aspect of individualsô daily life. 

Maintaining harmony between man and nature (ᶾҚᵀ ) has been an important 

saying in China (Shen, 1990). Because oneôs external environment is closely 

associated with his/her daily activities, a balance between the individual and 

external environment is crucial and an ability to adapt to changing circumstances 

is required in staying health (Zhang et al., 2015).   

Again, the saying reflects the concept of holism. It points out connections 

between an individual and the environment he/she lives in, meanwhile, it 

highlighted the influences caused by external surroundings. Each person lives in 

a specific environment and is, in fact, a part of the environment. On the one hand, 

people may be able to change the environment. On the other hand, if the 

objective environment is less likely to be changed, it is believed that people 

should be capable of adjusting to such changes to reach a harmonious state. For 

example, going to bed early and getting up late in winter, while having a shorter 

sleeping time in summer is a good practice in China as a common sense. 

Because, from a traditional Chinese perspective, bedtime and getting-up time 

should be guided by sunset and sunrise and therefore should be accordingly 

changed to adapt to the seasonal variations. The idea of ñmaintaining harmony 

between man and natureò is also adopted by TCM practitioners, whose 

prescriptions of Chinese herbs are likely to be different in different geographic 

locations and in different seasons (He and Sun, 2014).  

3.1.1.2 ñChinese-specificò health-related concepts  

There are some concepts that are related to health and seem to be specific to 

Chinese culture. In this section, several ñChinese-specificò health-related 

concepts that have been frequently described by Chinese scholars and been 

widely used in a Chinese cultural setting are introduced.  

Body Constitution  

Body constitution has been closely associated with health among Chinese 

populations according to several studies (Lew-Ting et al., 1998; Chan and Chien, 

2013). International Classification of Diseases 11th Revision (ICD-11) defines 
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ñconstitutionsò as ñthe characteristics of an individual, including structural and 

functional characteristics, temperament, ability to adapt to environmental 

changes, or susceptibility to various health conditionsò (World Health 

Organization, 2018). This concept was introduced by the TCM theory, which 

believes that ñconstitutionò is a set of relatively stable personal characteristics. It 

is mostly formed by genes and largely affected by environmental factors. There 

are different types of body constitution such as Gentleness type, Qi-deficiency 

type and Yang-deficiency type (Wang, 2005). Because people have different 

types of body constitutions, their abilities to adapt to changes in temperature and 

their tendencies of having diseases tend to be various (Wang, 2005). It is thus 

important to know individualsô body constitutions to aid in determining diagnoses 

and devising treatment plans from the TCM point of view (Wang, 2005).    

ñConstitutionò, which literally means ñbody qualityò in the Chinese language, was 

reported to be a widely accepted concept among Chinese communities in a study 

conducted by Lew-Ting et al. (1998). In their study, although some people 

explained ñconstitutionò similarly as the official definition defined by ICD-11, most 

of the participants comprehended this term literally as ñthe quality of bodyò. They 

used words such as ñgoodò, ñexcellentò and ñbadò to describe oneôs body 

constitution. The study also reported significant associations between the self-

reported constitution and self-reported health: participants who believed they 

were with good constitution also gave relatively high self-rated scores. The 

findings showed that the term ñbody constitutionò was well recognised among 

Chinese participants and might be a useful indicator for self-rated health among 

Chinese lay people.  

ñSub-healthò  

As health carries completely positive meaning in the Chinese language, the 

phrase ñsub-healthò (֒ẫ ) was raised in the 1990s to expand the meaning of 

health, because some scholars argued that there should be a state between 

being in (good) health and not being in (good) health (Wang, 2002). Sub-health 

can be understood as a state between being in good health and having diseases. 

It can be illustrated as a condition where a person does not show any negative 

clinical indicators in a physical examination but still experiences different kinds of 
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ñsub-healthò syndromes (Yuan et al., 2004; Jiang, 2010), including physical 

symptoms such as pain, discomfort, fatigue as well as mental features like 

negative mood, poor memory and the lack of concentration (Yan et al., 2009; Liu 

et al., 2004). The word gains its popularity in Chinese society. It is mentioned by 

ordinary Chinese people in their daily life and has been consistently discussed 

and analysed in health research in China (Yuan et al., 2004). This may be 

because it describes a health state that is believed to be prevalent among 

Chinese populations (Yan et al., 2009). It seems to strike a chord among Chinese 

communities where ñsub-healthò is agreed to be a common phenomenon.  

ñYangshengò (Health-keeping Behaviours) 

ñYangshengò (ּו: (developing) health-keeping behaviours) is another term 

that is closely linked with the concept of health in China. ñYangshengò 

emphasises the importance of good lifestyle behaviours. It conveys the idea that 

good behaviours are associated with ñgood healthò, which is similar to what is 

defined in the previous literature that health is a reward for good behaviours 

(Spector, 2004). 

There are various so-called ñhealth proverbsò in the Chinese language but 

actually advising how to ñYangshengò (develop health-keeping behaviours). The 

book One Hundred Health Proverbs describes that there are four cornerstones 

for health: balanced mentality (ñBroad room, broad land, no better than the broad 

mindò (ἌḴᶊḴιјḅỌḴ)), appropriate diets (ñHave a good breakfast, a full 

lunch, and a wise dinnerò (ΈᴾḄιᴀᴾ ι῝ᴾṬ)), a moderate amount of 

exercise (ñ100 steps after meals, 99 years old to liveò (ᵅ︣ℓ ι ╗ѻײѻ

)), and good habits in daily life (ñEat well, sleep well, you will never be oldò (ᴾḄ

Ḅι јוּ )) (Zhang et al., 2005), which are all ñYangshengò practice. 

Similarly, Health Proverbs summarises seven categories of ñHealth-keepingò 

strategies: scientific diets, food therapies, moderate exercise, body care, mental 

health, attention to hygiene, and disease treatment (Li, 2006). Wisdom of Health 

Maintenance Handed Down from Generation to Generation divides the proverbs 
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into five types: picking food, learning diets, building body fitness, having regular 

daily life and maintaining peaceful mood (Huang, 2009). A study of the familiarity 

of the Chinese proverbs for Chinese lay people summarised that there were 

generally six categories of the traditional sayings about health that were widely 

known by ordinary Chinese residents: moral and attitude; diet and lifestyle 

behaviours; prevention of diseases and exercise; adapt to the environment; food 

as medicine (Su, 2015). It is clear that balanced diets, exercises, regular lifestyles 

and a good mental state are consistently referred to be good practice in staying 

in good health, according to the Chinese health proverbs.  

These proverbs are with rich content and show substantial attention is paid to 

ñhealth-keepingò in the Chinese cultural setting (Su, 2015). Proverbs are likely to 

be known by Chinese people generation after generation. They are the cultural 

products that can influence peopleôs ways of thinking and behaving to some 

extent (Li, 1993). Additionally, ñYangshengò is believed to be a universal 

phenomenon in China at the moment according to some researchers (Si et al., 

2013; Sun, 2016). The popularity of ñYangshengò among Chinese populations 

also reveals that there is a common understanding of linking oneôs behaviours to 

oneôs health. 

3.1.2 Chinese-developed HRQoL measures 

As discussed in Chapter 1, most of the commonly used HRQoL measures were 

developed in Europe or North America (Guillemin et al., 1993). Health is likely to 

be defined differently in different cultural settings (Quah, 2009; Levesque et al., 

2013). Section 3.1.1 has presented how health is defined differently in a Chinese 

cultural setting, while previous studies have shown that Chinese people have 

different views about health compared to Westerners (Prior et al., 2000; Liu et al., 

2005; Chen et al., 2009; Xiang et al., 2010). Therefore, the conceptual 

equivalence of those Western HRQoL measures in China is highly doubtful. 

With Chinese characteristic concepts of health being recognised as well as the 

legitimacy of applying Western-developed HRQoL measures in China being 

questioned by empirical findings, generic HRQoL measures reflecting specific 

Chinese cultural background were developed, with the aim of better-examining 

health status among Chinese people (Liu et al., 2007). Finding out how health is 
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conceptualised in such HRQoL measures would help to identify those potentially 

important attributes (named as health dimensions in this thesis) that can be used 

in subjective health assessment in China.  

There have been a few studies reviewing HRQoL measures that were developed 

in China. Liu and colleagues undertook a literature search on HRQoL measures 

but narrowly focused on those measures developed from a Traditional Chinese 

Medicine (TCM) perspective (Liu et al., 2013). Similarly, Yu and colleagues 

systematically reviewed Chinese HRQoL measures and evaluated the quality of 

them, but also with special attention to TCM HRQoL measures (Yu et al., 2015). 

Several studies reviewed HRQoL measures that were applied in Chinese 

populations, but most of them focused on reviewing studies that applied Western 

HRQoL measures, such as EQ-5D and SF-6D (Wang et al., 2015a; Zhou et al., 

2016a; Zhou et al., 2016b). Since few studies have comprehensively reviewed 

HRQoL measures developed for Chinese populations, a review study was 

conducted with the following research objectives. 

3.2 Research objectives 

There were three main objectives of this review: 

1. To identify currently available HRQoL measures that were developed in a 

Chinese cultural setting and to summarise health dimensions that were 

covered by those measures; 

2. To establish a conceptual framework of health in a Chinese cultural 

context.  

3. To identify differences between China and the West in measuring health 

by comparing the conceptual framework with the descriptive system of a 

Western-developed measure EQ-5D.  

3.3 Methods 

A scoping review was designed for this study. Scoping reviews commonly refer 

to those studies that summarise existing literature aiming to present the breadth 

and depth of a research area (Levac et al., 2010; Arksey and O'Malley, 2005). 
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Research questions of scoping reviews are usually exploratory, aiming to ñmapò 

key concepts, available types of evidence and research gaps in a defined topic 

(Colquhoun et al., 2014). The review process is equally rigorous and transparent 

compared to the methodology of systematic reviews (Pham et al., 2014; Munn et 

al., 2018; Peters et al., 2015).   

Instead of choosing other types of reviewing methods, such as a systematic 

review or a traditional literature review, this study undertook a scoping review, for 

the following reasons. First, a scoping review study is appropriate in investigating 

in a broad research area to collect key concepts and different types of evidence 

available (Arksey and O'Malley, 2005). Because this current study aimed to 

identify those generic HRQoL measures for the Chinese general population and 

to summarise the content of those measures, the research topic was considered 

to be relatively broad. A scoping review was therefore thought to be more suitable 

compared to a systematic review whose research question is often with a 

narrowly-defined focus. Secondly, because a scoping review study usually aims 

to present a descriptive overview of the topic being investigated, quality 

assessment for included studies, which is normally required in a systematic 

review, is not generally conducted in a scoping review (Colquhoun et al., 2014; 

Grant and Booth, 2009; Munn et al., 2018). This was in line with the aim of this 

review because it focused on the content of those HRQoL measures and wanted 

to investigate how health could be defined and described, from a variety of 

resources. Additionally, similar to the methodological framework of a systematic 

review, a scoping review study is required to adopt systematic searching, 

selecting and synthesizing techniques to summarise research findings in a 

defined topic (Peters et al., 2015; Munn et al., 2018). It would be beneficial to 

follow such methodological framework to retrieve and summarise those Chinese-

developed HRQoL measures in a robust and systematic manner.  

Guidelines of a scoping review study described by Arksey and OôMalley informed 

the review process. Their methodological framework involves several stages: 1) 

identifying the research objectives (Section 3.2); 2) identifying relevant studies; 

3) study selection; 4) charting the data; 5) collating, summarising and reporting 

the results (Arksey and O'Malley, 2005). The whole process is explained in detail 

in the following section.  
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3.3.1 Identifying relevant studies and study selection 

3.3.1.1 Criteria for inclusion and exclusion 

To be included in this review, first, studies had to report HRQoL measures that 

were developed in a Chinese cultural setting with the aim of assessing health for 

Chinese ethnic group. As discussed in Section 1.3.1, the distinguished natural 

and social environment has cultivated Chinese cultures to become a unique 

image with distinct characteristics. In this thesis, it is assumed that there is a 

cultural environment where the Chinese ethnic group lives in. This scoping review 

only focused on those HRQoL measures that were developed and used in a 

Chinese cultural context. Second, studies had to report generic HRQoL 

measures. In contrast to specific measures, which are designed for a particular 

disease, a particular age group or a particular type of people (McDowell, 2006), 

generic measures are applicable in the general population. This study focused 

on health dimensions that are believed to be important across Chinese 

populations, therefore, only generic measures were included in this review. 

Studies excluded if they: (1) reported HRQoL measures that were originally 

developed in other countries and translated into the Chinese language or (2) were 

written in languages other than English or Chinese. 

3.3.1.2 Methods for identifying relevant studies 

Various resources were considered to access both published and unpublished 

studies, including Chinese and English databases, reference lists, key journals 

and experts conducting HRQoL research in China.   

At the first stage, an initial search was conducted in the following databases. Two 

Chinese academic journals databases CNKI (unlimited to 20172) and WANFANG 

Data (unlimited to 2017) were searched for published papers in Chinese 

language, while PsycINFO (1806 to 2017), Global Health (1973 to 2017), Ovid 

MEDLINE (1946 to 2017), and EMBASE (1947 to 2017) were included to search 

for studies published in English. A draft of searching strategies was developed 

based on the research questions. Two information specialists from the Leeds 

                                            
2 The Chinese databases were searched on October 23rd 2017. The English databases 

were searched on October 5th 2017.  
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Institute of Health Sciences (Rocio Rodrigues Lopez and Naila Dracup) were 

consulted and helped to revise the draft before a list of keywords was applied in 

the databases. Examples of searching strategies (in the English language) in 

Medline and (in the Chinese language) in CNKI are presented in Figure 3-1 and 

3-2. 

Figure 3-1: Searching strategies in CNKI 

 

Figure 3-2: Searching strategies in Medline 

 

CNKI search: 

(TI=(' '+' '+' ')*(' '+' ')+' ΐ')and(AB=' '+' '+'

'+'ẫ ')and(AB='└'*(' '+' ')+( ' '+' ')* '└'+' '+' '+' '+'№ '+'

ḱ '+' '+' ') 

 

Medline search: 

1. (survey* or questionna* or instrument* or tool*). ti,kw.  

2. ((China* or Chinese or mandarin* or Cantonese* or macau* or macao* or 

Beijing* or "Hong Kong*" or Tibet*) and (validat* or form* or develop* or devis* 

or design* or construct* or establish* or produc* or set* or build* or creat* or 

evaluat*)).ti,kw.  

3. 1 and 2  

4. Medicine, Chinese Traditional/ or exp China/  

5. exp *"Surveys and Questionnaires"/  

6. exp *Psychological Tests/  

7. exp *Health Status Indicators/  

8. exp *"patient-reported outcome measure"/  

9. 5 or 6 or 7 or 8  

10. exp *health status/  

11. exp *quality of life/  

12. (hqol or h qol or hrqol or hr qol).tw. 

13. ñhealth related quality of lifeò.ti. 

14. 10 or 11 or 12 or 13  

15. 4 and 9 and 14  

16. 3 or 15 



   
 

45 

 

After searching the databases, citations along with the abstracts were imported 

in the EndNote reference management software. Duplications were removed 

from the EndNote Library. Titles and abstracts were screened to identify studies 

that were of the research interest. Full texts of those studies that might be relevant 

to the research question were then downloaded for further assessment.   

Next, backward and forward reference searching was conducted to broaden the 

scope. Reference lists of all identified reports and articles were scanned 

(backward reference searching). Bibliographies of systematic reviews or 

traditional literature reviews that were found were also checked to identify 

undiscovered papers. Meanwhile, papers that cited an identified 

report/article/review study were examined as well (forward reference searching).    

A hand searching was conducted in six Chinese key relevant medical journals 

from the year 1990 to the year 2017. The journals included the National Medical 

Journal of China, Chinese Journal of Preventive Medicine, Chinese Health 

Economics, Chinese Journal of Behavioural Medical Science, Chinese Journal of 

Integrative Medicine and Chinese Journal of Health Management. Google 

Scholar was used to search for additional papers.  

Experts who had experience in conducting HRQoL research in China were 

contacted via emails to enquire if they noticed relevant works, especially for those 

works that were not published. Professor Cindy Lam, an expert in HRQoL 

assessments and cross-cultural validation studies among Chinese populations 

and Dr Changhe Yu, an expert who reviewed HRQoL measures in the field of 

TCM, responded and offered suggestions on paper searching.       

3.3.2 Charting the data 

Eligible studies that satisfied inclusion criteria were placed for data extraction. A 

data charting form was designed to extract key information for each study. The 

form recorded the following information: name of the HRQoL measure (Chinese 

name and/or English name, if applicable), author(s), year of publication, aims of 

developing such measure, study location, study population, development 

method, health domains/dimensions and the number of questions.       
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3.3.3 Analysis and synthesis 

A thematic analysis (Braun and Clarke, 2006) was undertaken both deductively 

and inductively to attain a condensed and broad description of the identified 

HRQoL measures. Deductively, a predefined conceptual framework (the Wilson-

Clearly model) was used to categorise each question in the HRQoL measures. 

Such a conceptual framework can provide clarity and focus along the analysis 

process (Miles and Huberman, 1994). Inductively, when items could not be 

assigned in the predefined framework, new concepts or categories were 

generated. 

More specifically, each ñquestionnaire itemò (an individual question that was 

included in HRQoL measures) was categorised into a conceptual framework (the 

Wilson-Cleary model) to facilitate the analysis. A conceptual framework normally 

assists to depict a phenomenon by presenting descriptive categories and 

describing interrelationships among them (Walker and Avant, 2005). Within a 

conceptual framework, key constructs, main factors and principal variables of that 

phenomenon are explained, either in a graphical way or with a narrative form 

(Miles and Huberman, 1994). In this study, the Wilson-Cleary model (see Figure 

1-2) was acted as an initial conceptual framework to summarise the content of 

the identified HRQoL measures. Items from the measures were classified into the 

main domains of the Wilson-Cleary model, including ñphysical symptomò, 

ñpsychological symptomò, ñphysical functionò, ñpsychological functionò and ñsocial 

functionò, based on their content. For those items that could not fit in those 

categories, they were placed separately in ñOtherò.  

There were several reasons for choosing the Wilson-Cleary model as an initial 

classification scheme in this study. As mentioned in Chapter 1, the Wilson-Cleary 

model is the most commonly cited HRQoL model (Bakas et al., 2012; Ferrans et 

al., 2005; Mark, 2016). The model connects typical variables that are included in 

HRQoL measures and presents causal relationships between various health 

concepts (Wilson and Cleary, 1995). Its practicality in classifying the content of 

HRQoL measures (Valderas and Alonso, 2008) and its applicability for use in 

describing HRQoL in the context of a general population (Orfila et al., 2006) were 

supported by previous literature. 
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Some may argue that the suitability of using the Wilson-Cleary model, which is a 

ñWestern modelò, to analyse Chinese-developed HRQoL measures. One reason 

for choosing this Western model was that because the concept of HRQoL was 

originally raised and developed in the West before it was introduced to China in 

the 1990s (Kaplan and Bush, 1982; Liu et al., 2013), it was assumed that a widely-

recognised Western HRQoL model was eligible in providing an initial structure for 

the Chinese conceptualisation of HRQoL, given no well-established and widely-

recognised Chinese-based conceptual framework was found in the literature. 

This assumption was supported by a review study reporting that Chinese TCM 

and non-Chinese-developed HRQoL measures (SF-36 and WHOQOL-100) 

shared comparable measuring frames (Yu et al., 2016). Around half of the 

questionnaire items from TCM measures were found to be comparable to those 

included in Western measures. This suggested that a Western conceptual model 

of HRQoL was able to provide an initial structure to categorise many of the 

questionnaire items from Chinese-developed HRQoL measures. It was also 

considered that because a commonly used HRQoL conceptual model contained 

common language that could be better understood and shared across studies 

(Bakas et al., 2012), applying the Western model in this review can be beneficial. 

Meanwhile, the Wilson-Cleary model was used as an initial classification scheme, 

allowing newly discovered health concepts to be added. Main differences and 

similarities between China and the West in structuring HRQoL can be 

straightforwardly presented, by comparing the content of Chinese HRQoL 

measures with this Western model. 

Other models, such as International Classification of Functioning, Disability and 

Health (ICF) model and Patient-Reported Outcomes Measurement Information 

System (PROMIS) model, were also applicable conceptual framework (Cieza and 

Stucki, 2005; Carlozzi et al., 2015) but were not chosen for data synthesis in this 

scoping review. The ICF coding system focuses on functioning and disability 

(World Health Organization, 2001), which is merely one part of the HRQoL 

concept, therefore its classification scheme was considered to be less adequate 

when compared with that in the Wilson-Cleary model. The PROMIS model 

divides the concept of health into three domains: physical, mental and social, then 

further breaks these domains down into physical function, physical symptoms, 



   
 

48 

 

emotional distress, cognitive function and social function (Cella et al., 2010). 

Although the main categories of PROMIS are similar to that in the Wilson-Cleary 

model, the PROMIS model does not show causal relations among health 

concepts, while the Wilson-Cleary model does. Additionally, since the Wilson-

Cleary model clusters symptom status and functional status separately, it was 

considered to be potentially more beneficial in observing characteristics of the 

identified HRQoL measures. It helped to recognise that some measures paid 

more attention to individualôs perceptions and feelings, while some focused more 

on peopleôs functional abilities when assessing health3.        

After each item from the identified HRQoL measures was classified in a 

corresponding health domain within the classification scheme of the Wilson-

Cleary model, through careful coding, classification and comparison, items in 

each domain were further classified into smaller groups. Similar health items were 

grouped together to generate a health dimension, which was labelled based on 

the content of the items that were clustered together. For example, some HRQoL 

measures asked the quality of sleep (ñDo you sleep well?ò), some assessed the 

length of sleep, some asked the difficulty of being asleep and some examined 

the condition of insomnia. These questionnaire items were all about sleep and 

were classified in the subdomain of ñphysical functionò under the domain 

ñfunctionò before they were grouped together to generate a health dimension 

labelled as ñSleepò. If one questionnaire item represented more than one 

concepts, then the item was split and coded as separate health dimensions. For 

example,ò(in the last month) Do you have pain or discomfort?ò from QOL35 was 

coded as two health dimensions ñpainò and ñdiscomfortò. 

Once the health dimensions had been specified, relationships among them were 

investigated. The content of the Chinese-developed HRQoL measures was also 

compared to analyse the similarities and differences among them. Accordingly, a 

Chinese conceptual framework of health, including attributes that could be used 

in subjective health assessment, from the identified HRQoL measures, was 

developed. The developed conceptual framework of health was compared with 

                                            
3 This finding is discussed later in this chapter.  
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the descriptive system of EQ-5D, as a preliminary attempt to explore differences 

in health conceptualisation between China and the West. 

The analysis was conducted in the NVivo 10 software.  

3.4 Results 

3.4.1 The identified HRQoL measures 

As Figure 3-3 presents, after removing duplications, titles and abstracts of 4040 

records were screened to check if the studies were relevant to the research 

question. A number of 34 studies were recognised and their full texts were 

obtained for eligibility assessment, after which 9 papers were qualified in line with 

the inclusion criteria. With the reference mining, hand-searching, website-

searching and experts contacting, a total number of 12 generic Chinese-

developed HRQoL measures were identified and included for data extraction. 

The information of the included HRQoL measures is charted in Table 3-1. 
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Figure 2 Flow chart for the reviewing process Figure 3-3: Flow chart for the reviewing process 
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Table 3-1: Chinese-developed generic HRQoL measures 

Chinese/English name 
(abbreviation) 

Authors, 
year 

Research aims as defined in the 
paper 

Development 
methods 

Population & location 
Main structure as defined in 

the paper 
No. of 
items 

Source 

Ҭ ẫ  
Chinese Psychosomatic 

Health Scale  
(CPSHS) 

(Zhang et 
al., 1993) 

ñTo develop a scale that can 
measure Chinese peopleôs 
psychosomatic health statusò 

Literature review 
and expert opinions 

Experts from 27 provinces in 
China 

Organ function; physical 
symptoms; mental status; relations 

with others; habits 
134 CNKI 

 
Quality of Life Inventory 

(QOLI) 

(Li et al., 
1995) 

ñTo evaluate the quality of life 
among general populations in 
communities in Chinaò 

Literature review, 
expert opinions and 

interviews with 
residents 

430 people in Hunan province for 
a pilot study 

Physical function; mental function; 
social function; material life 

99 
Hand-
search 

ẫ  
Current Perceived Health 

Questionnaire-42  
(CPH42) 

(Fielding 
and Li, 
1997) 

ñTo measure current perceived 
healthò 

Literature review 
and interviews with 

outpatients and 
inpatients 

Participants in Guangzhou and 
Hong Kong 

Energy/fatigue; Physical mobility; 
Pain; Disability; Stress; Anxiety; 

Confidence; Disappointment; 
Depression; Satisfaction; Worry; 

Social isolation; Activity 

42 Ref 

ẫ  
Self-rated Health 

Measurement Scale 
(SRHMS) 

(Xu et al., 
2000) 

ñDue to the specific cultural 
background, China needs to 

develop self-rated health 
questionnaires that are suitable 
for the Chinese situationò 

Literature review 
and expert opinions 

Experts from various locations; 
500 Chinese (Haikou/Guangzhou) 
for preselection; 200 Chinese for 

validation 

Physical, mental and social 
aspects 

48 Wanfang 

ֲ  
General Quality of Life 
Instrument for Chinese 

People  
(QOL35) 

(Wu et 
al., 2005) 

ñTo develop a QoL scale that is 
suitable for the Chinese general 

populationò 

Literature review 
and expert opinions 

Chinese scholars; 
Residents in Beijing communities; 

A validation study in Beijing 

General health and QoL; physical 
function; self-care; mental health; 

social function; environment; 
change in QoL 

35 Wanfang 

Ҭ  
Chinese QoL Instrument 

(CHQOL) 

(Liu et 
al., 2007) 

ñTo develop a QoL instrument 
reflecting Chinese culture and 

TCM knowledgeò 

Literature review 
and expert opinions 

Health experts in Beijing, 
Yinchuan, Chengdu, Guangzhou, 

Zhengzhou and more; 
Participants in Guangdong and 

Ningxia for pilot tests 

Shape, spirit and mood 50 Wanfang 

Ҭ ẫ  
Health Scale of TCM 

(HSTCM) 

(Wu et 
al., 2007) 

ñTo develop a health scale 
based upon TCM theoryò 

Interviews with 
professionals and 
non-professionals 

Experts from Guangdong 
institutes; Chinese residents in 

Guangdong 

Three domains: physical function 
under natural environment, spirit 
and social environment plus two 

additional items (appetite and 
sleep) 

88 CNKI 
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Chinese/English name 
(abbreviation) 

Authors, 
year 

Research aims as defined in the 
paper 

Development 
methods 

Population & location 
Main structure as defined in 

the paper 
No. of 
items 

Source 

Ҭ PRO  
Chinese PRO Instrument 

(CHPRO) 

(Li, 2007) 
ñTo develop a PRO measure 

that can be used for the curative 
effect appraise of the TCMò 

Expert group and 
interviews with 

patients 

Residents in Zhengzhou, 
Guangzhou, Panyun, Zhuhai 

Spirit and physical function; adapt 
to the environment; emotions; 

social health 
61 CNKI 

Ҭ ẫ ’  
Health Status Scale of 

Traditional Chinese Medicine 
( TCMHSS) 

(Liu et 
al., 2008) 

To develop the health status 
scale of TCM, and to promote 

the domestic scale research and 
enlarge international scale 

scope based on the background 
of the Chinese culture and the 

theory of TCM 

Literature review 
and expert opinions 

Health experts in Beijing, 
Yinchuan, Chengdu, Guangzhou, 

Zhengzhou and more; 
Participants in Guangdong and 

Ningxia for pilot tests 

Energy; pain; diet; sedes; urine; 
sleep; emotion; body constitution 

30 Wanfang 

ẫ ’  
Health Status Questionnaire 

(HSQ) 

(Tian et 
al., 2009) 

ñTo develop a health status 
questionnaire in line with health 

management demands for 
different physical examination 

receiversò 

Literature review 
and expert opinions 

Scholars for item generation; 
2866 individuals in Beijing for a 

validation study 

Sleep; pain; anxiety; depression; 
stress; fatigue; habits; social 

adaption 
88 Wanfang 

Ҭ ẫ (Ҭ

- 50)  
Self-rated Questionnaire of 
Health Status in Traditional 
Chinese Medicine (TCM50) 

(Wang et 
al., 2011; 
Zhang et 
al., 2017) 

ñTo develop a health-evaluating 
scale from a Chinese 

perspective and reflecting CM 
conception of healthò 

Literature review, 
expert opinions and 

interviews with 
residents + focus 
group discussion 

Chinese CM practitioners, Chinese 
participants from Guangzhou, 
Chengdu, Beijing and Nanjing 

Physical feelings; mental 
conditions; adaptability to nature; 

adaptability to the society 
50 Ref 

Ҭ ẫ  
Questionnaire Based on 

TCM for Detecting Health 
Status (TCMQ) 

(Zhou et 
al., 2015) 

ñTo detect health status in the 
community of Tianjin, Chinaò 

Literature review 
and expert opinions 

Experts from Shandong, Jilin, 
Tianjin and Shanghai; pilot study 
with 303 participants in Tianjin 

Heart system; spleen and stomach 
system; lung; urine and stool; 

endocrine and metabolic system; 
liver system; head; body; kidney; 

skin 

49 Medline 
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3.4.2 The content of the Chinese-developed HRQoL measures 

Among the twelve generic Chinese-developed HRQoL measures, most of the 

measures were developed by consulting with Chinese experts including clinicians 

and researchers. Several studies involved interviews with Chinese lay people in 

designing their measures. With Chinese health expertsô as well as Chinese lay 

peopleôs opinions obtained, it can be argued that such HRQoL measures were 

developed in a Chinese cultural context. 

Health dimensions that were identified from the twelve HRQoL measures are 

summarised in Table 3-2. In the table, ñ1ò represents that the HRQoL measure 

(in this column) includes the health dimension (in this row). Within each health 

domain, health dimensions were sorted by frequency of occurrence in 

descending order.  

Among the twelve measures, six of them were developed based on Traditional 

Chinese Medicine (TCM) knowledge. Because TCM and non-TCM health HRQoL 

measures seemed to select health dimensions differently, they were divided into 

two groups (in Table 3-2, the first six are TCM measures, the other six are non-

TCM), in order to present such differences more explicitly.  
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Table 3-2: Summarised health dimensions 

 Name of the included measures Amount 

 CHPRO CHQOL HSTCM TCM50 TCMHSS TCMQ CPH42 CPSHS HSQ QOL35 QOLI SRHMS Total TCM 
Non-
TCM 

Symptom status 
Physical symptoms4    

Discomfort 1  1 1 1 1 1 1  1 1 1 10 5 5 

Appetite 1 1 1 1 1  1 1  1 1 1 10 5 5 

Fatigue 1 1  1 1 1 1  1 1  1 9 5 4 

Pain   1  1 1 1 1 1 1 1 1 9 3 6 

Energy 1 1 1 1 1  1 1   1  8 5 3 

Complexion 1 1  1  1       4 4 0 

Appearance   1     1   1  3 1 2 

Spirit     1   1     2 1 1 

Psychological symptoms    

Worry/anxiety 1 1 1 1 1 1 1 1 1 1 1 1 12 6 6 

Depression 1 1  1 1  1 1 1 1 1 1 10 4 6 

Happiness 1 1 1 1   1   1 1 1 8 4 4 

Stress 1  1    1 1 1 1 1 1 8 2 6 

Fear 1 1 1 1    1    1 6 4 2 

Anger 1 1  1 1   1   1  6 4 2 

Emotional stability 1 1 1    1 1   1  6 3 3 

Confidence   1    1 1  1 1 1 6 1 5 

                                            
4 There were some TCM health items that were classified as ñother signsò without being identified as a health dimension because they were 

too specific compared to other health dimensions. Examples are urination, stool, sweat, skin and mouth feelings.  



   
 

 

 5
5
 

 CHPRO CHQOL HSTCM TCM50 TCMHSS TCMQ CPH42 CPSHS HSQ QOL35 QOLI SRHMS Total TCM 
Non-
TCM 

Loneliness 1      1   1 1 1 5 1 4 

Satisfaction   1    1    1 1 4 1 3 

Sense of security 1 1     1      3 2 1 

Optimism   1        1 1 3 1 2 

Functional status 
Physical function    

Sleep 1 1 1 1 1 1 1 1 1 1 1 1 12 6 6 

Usual activities 1   1   1   1 1 1 6 2 4 

Communication 1 1 1 1    1     5 4 1 

Organ function      1  1   1 1 4 1 3 

Mobility       1   1 1 1 4 0 4 

Self-care       1   1 1 1 4 0 4 

Sexual function        1  1 1  3 0 3 
Depending on medicine          1 1  2 0 2 

Psychological function    

Memory 1 1  1 1 1    1 1 1 8 5 3 

Concentration 1 1 1 1   1   1 1 1 8 4 4 

Thinking 1 1 1    1    1 1 6 3 3 

Reaction 1 1         1  3 2 1 

Decision-making   1     1   1  3 1 2 

Social and role function    

Social relation 1   1   1 1  1 1 1 7 2 5 

Social support 1      1   1 1 1 5 1 4 

Social adaption       1 1 1   1 4 0 4 

Social contact    1       1 1 3 1 2 
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 CHPRO CHQOL HSTCM TCM50 TCMHSS TCMQ CPH42 CPSHS HSQ QOL35 QOLI SRHMS Total TCM 
Non-
TCM 

Morality        1     1 0 1 

 
General health perceptions & QOL 

General health perceptions    

Overall health rating   1       1 1 1 4 1 3 

Overall QoL 1         1 1  3 1 2 

Other    

Other    
Weather adaption 1 1 1 1 1        5 5 0 
Economic status 1         1 1  3 1 2 

Living environment          1 1 1 3 0 3 

Susceptibility   1  1        2 2 0 

Lifestyle        1 1    2 0 2 

Family history        1     1 0 1 
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3.4.2.1 Symptom status  

Table 3-3: Health dimensions in the symptom domain 

Health dimension Item examples HRQoL measures 

Physical symptoms 

Discomfort 
Discomfort feelings in the chest, throat itching, 

nausea, dizziness  

CHPRO, HSTCM, TCM50, 
TCMHSS, TCMQ, CPH42, QOL35, 

CPSHS, QOLI, SRHMS  

Appetite 
The desire of having food, thinking food is 

tasty, food amount  

CHPRO, CHQOL, HSTCM, TCM50, 
TCMHSS, CPH42, CPSHS, QOL35, 

QOLI, SRHMS 

Fatigue 
Tiredness, easily getting tired, tired feeling, 

fatigue feeling, sleepy feeling  

CHPRO, CHQOL, TCM50, 
TCMHSS, TCMQ, CPH42, HSQ, 

QOL35, SRHMS 

Pain Painful feelings  
HSTCM, TCMHSS, TCMQ, CPH42, 

CPSHS, HSQ, QOL35, QOLI, 
SRHMS 

Energy 
Body and limbsô strength, willingness to move, 

walk lightly or not  
CHPRO, CHQOL, CPSHS, HSTCM, 

TCM50, TCMHSS, CPH42, QOLI 

Complexion The colour of face, the colour of lips CHPRO, CHQOL, TCM50, TCMQ 

Appearance 
External outlook, body shape (obesity), body 

image 
CPSHS, HSTCM, QOLI 

Spirit Spirit (ñ ò) TCMHSS, CPSHS 

*Other physical signs 
Stool and urine, mouth feelings (sticky, 
greasy, dryé), self-sweating, hoarse voice  

CHPRO, HSTCM, TCM50, 
TCMHSS, TCMQ, CPSHS 

Psychological symptoms (emotional symptoms) 

Worry/anxiety 
Anxious feelings, worrying things, feeling 

uneasy, feeling troubled 

CHPRO, CHQOL, HSTCM, TCM50, 
TCMHSS, TCMQ, CPH42, CPSHS, 

HSQ, QOL35, QOLI, SRHMS 

Depression 
Depressed feelings, feeling sad, hopelessness, 
helplessness, feeling unhappy, wanting to cry 

CHPRO, CHQOL, TCM50, 
TCMHSS, CPH42, CPSHS, HSQ, 

QOL35, QOLI, SRHMS 

Happiness  Delighted feelings, happiness in life 
CHPRO, CHQOL, HSTCM, TCM50, 

CPH42, QOL35, QOLI, SRHMS 

Stress 
Emotional strain, feeling nervous, under 

pressure 
CHPRO, HSTCM, CPH42, CPSHS, 

HSQ, QOL35, QOLI, SRHMS 

Fear 
Being afraid, fear without causes, getting 

scared easily, feeling terrified 
CHPRO, CHQOL, HSTCM, TCM50, 

CPSHS, SRHMS 

Anger 
Annoyed feeling, being angry easily, 

controlling temper 
CHPRO, CHQOL, TCM50, 
TCMHSS, CPSHS, QOLI 

Emotional stability 
Ability to stay calm mentally, feeling 

peace/relaxed, surprised easily/frequently 
CHPRO, CHQOL, HSTCM, CPH42, 

CPSHS, QOLI 

Confidence 
Feeling confident, self-confidence, confidence 

towards future 
HSTCM, CPH42, CPSHS, QOL35, 

QOLI, SRHMS 

Loneliness Feeling lonely 
CHPRO, CPH42, QOL35, QOLI, 

SRHMS 

Satisfaction Feeling satisfied HSTCM, CPH42, QOLI, SRHMS 

Sense of security Feeling safe/unsafe CHPRO, CHQOL, CPH42 

Optimism Feeling optimistic/positive  HSTCM, QOLI, SRHMS 

 

Symptom domain consisted of two sub-domains: physical symptoms and 

psychological symptoms. All of the twelve identified HRQoL measures selected 

questionnaire items from both the two sub-domains.  
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Physical symptoms 

Under the subdomain of physical symptom, eight health dimensions were 

identified. The majority of the HRQoL measures, both TCM ones and non-TCM 

ones, covered health dimensions about discomfort, fatigue, energy, pain and 

appetite. Ten out of twelve measures contained questions relating to physically 

uncomfortable feelings. Some asked specific types of discomfort, such as 

dizziness and nausea; some assessed discomfort symptoms in specific body 

parts like throat and chest, while some inquired whether respondents felt a feeling 

of discomfort in general. Ten of the identified measures included questions 

relating to oneôs eating condition, where respondentsô desire for food and amount 

of food taken were assessed. These items were identified as a health dimension 

labelled ñappetiteò. Pain was included in nine HRQoL measures, where either 

general (pain in general) or specific questionnaire items (pain in specific body 

parts) were selected. Energy was mentioned in 8 measures and fatigue was 

covered by 9 measures. Although it may be argued that these two terms are 

antonyms and could be classified in one category, they were separated as two 

independent health dimensions in this study. Because being energetic meant 

more than just being without fatigue and being without energy did not necessarily 

mean someone was with a symptom of fatigue, ñenergyò and ñfatigueò should be 

considered as separate health dimensions.    

Some health dimensions were mainly included in TCM HRQoL measures and 

seemed to be closely related to TCM knowledge, including complexion and spirit. 

Complexion was assessed in four TCM measures and represented those 

questionnaire items about oneôs face colour or lip colour. The term ñspiritò, in 

Chinese phrase ñò, was included in two HRQoL measures. Both the two 

HRQoL measures included ñspiritò without giving further explanations of how this 

phrase was defined. The concept of ñspiritò was introduced in Section 3.1.1.2. It 

can be understood as a personôs overall appearance, consciousness, mind, 

thoughts and/or vitality, emphasising on different meanings in different contexts 

(Liu and Fang, 2000; Rossi, 2007; Zi, 2012). Most of the TCM measures also 

included specific body signs such as urine/stool, mouth feelings, skin problems, 

sweat and voice to evaluate health status. These dedicated TCM items seemed 
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to be principally used in TCM diagnosis and were too specific compared to other 

identified health dimensions. Therefore, they were not generated as health 

dimensions.   

Psychological symptoms 

Twelve health dimensions were identified under the subdomain of psychological 

symptom. Negative psychological feelings were addressed in Chinese-developed 

HRQoL measures. Worry/anxiety was mentioned by every identified measure, 

while depression and stress were also assessed by the majority of the identified 

HRQoL measures. Several measures comprised questionnaire items asking fear, 

anger and loneliness.   

On the other hand, positive psychological feelings were also assessed. Eight 

HRQoL measures included questionnaire items about happiness. Six measures 

addressed emotional stability, asking whether respondents felt calm or assessing 

their ability to stay calm. Confidence and satisfaction were two positive health 

dimensions relating to oneôs mind and were classified under the sub-domain of 

psychological symptom. They were covered by six and four HRQoL measures, 

respectively.  
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Table 3-4: Health dimensions in the function domain 

Health dimension Item examples HRQOL measures 

Physical function 

Sleep 
Insomnia, sleep quality, dream disturbed 

sleep 

CHPRO, CHQOL, HSTCM, 
TCM50, TCMHSS, TCMQ, 

CPH42, CPSHS, HSQ, QOL35, 
QOLI, SRHMS 

Usual activities  
Go shopping, housework, ride bikes, work, 

study 
CHPRO, TCM50, CPH42, 

QOL35, QOLI, SRHMS 

Communication 
Speak clearly, express ideas clearly, 

communicate without problems 
CHPRO, CHQOL, HSTCM, 

TCM50, CPSHS 

Organ function Ability to see, ability to hear TCMQ, CPSHS, QOLI, SRHMS 

Mobility  
Walk about, get upstairs and downstairs, 

bend knees, bend waist 
CPH42, QOL35, QOLI, SRHMS 

Self-care Dress oneself, bath, feed, self-care CPH42, QOL35, QOLI, SRHMS 

Sexual function Sexual function, sexual life CPSHS, QOL35, QOLI 

Depending on 
medicine 

Depend on medicine or medical equipment QOL35, QOLI 

Psychological function (cognitive function) 

Memory 
Good memory, remember things, memory 

deterioration  

CHPRO, CHQOL, TCM50, 
TCMHSS, TCMQ, QOL35, 

QOLI, SRHMS 

Concentration 
Pay attention, keep the mind on things, 

concentration 

CHPRO, CHQOL, HSTCM, 
TCM50, CPH42, QOL35, QOLI, 

SRHMS 

Thinking 
Clear mind, think clearly when considering 
problems, feel disordered or in confusion  

CHPRO, CHQOL, HSTCM, 
CPH42, QOLI, SRHMS 

Reaction React to the external world, response quickly CHPRO, CHQOL, QOLI 

Decision-making Make decisions  HSTCM, CPSHS, QOLI 

Social function & role function 

Social relation 
Family relations, relations with friends, 

relations with colleagues 
CHPRO, TCM50, CPH42, 

CPSHS, QOL35, QOLI, SRHMS 

Social support 
Support from family and friends, give support 

to family and friends 
CHPRO, CPH42, QOL35, QOLI, 

SRHMS 

Social adaption Adapt to the new life/work/study environment CPH42, CPSHS, HSQ, SRHMS 

Social contact 
Participate in communal activities, contact 

with relatives and friends 
TCM50, QOLI, SRHMS 

Morality Inappropriate behaviours CPSHS 

 

3.4.2.2 Functional status  

The domain of function status was divided into three sub-domains: physical, 

mental and social/role aspects.  

Questionnaire items about sleep were found in all the identified HRQoL 

measures. The majority of the measures asked about individualsô sleep quality, 

while some measures included questions about sleep length or insomnia 

conditions. Five HRQoL measures, including four TCM measures and one non-

TCM measure, assessed respondents' ability to speak and communicate. Apart 

from ñsleepò and ñcommunicationò, other health dimensions that were identified 
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under the physical function category were mainly covered by non-TCM HRQoL 

measures. Questions about the ability to see/hear (jointly generated as one 

health dimension: organ function), the ability to walk about (mobility) and the 

ability to conduct self-care activities were rarely found in TCM measures but were 

included in most of the identified non-TCM measures. 

Psychological function referred to cognitive functional abilities in this thesis and 

was covered by both TCM and non-TCM HRQoL measures. Five health 

dimensions were identified under this sub-domain. Memory and concentration 

were addressed by eight HRQoL measures. Over half of the identified measures 

assessed respondentsô ability to think and linked a clear head with good health. 

The ability to respond quickly was assessed by three HRQoL measures, while 

the ability to make decisions was included in two.   

Health dimensions under social/role function were not commonly assessed by 

TCM measures and they were only found in two TCM-perspective HRQoL 

measures. Five non-TCM measures included questionnaire items about social 

relations and four of these measures also evaluated peopleôs social support. 

ñSocial adaptionò considered oneôs relationships with the external social 

environment and assessed a personôs ability to adapt to the environment. It was 

assessed in four non-TCM measures. An example of social adaption is that 

SRHMS asked whether a person was able to fit into a new working or studying 

environment within a limited time.  

3.4.2.3 General health perceptions and overall Quality of Life 

The fourth and fifth levels of the Wilson-Cleary model are the general assessment 

of health and quality of life. Four identified HRQoL measures included questions 

to evaluate respondentsô general feelings of their own health status and three of 

them were the HRQoL measures from the non-TCM perspective. While one TCM 

and two non-TCM measures covered questionnaire items to assess individualsô 

overall quality of life.  
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3.4.2.4 Other dimensions  

Table 3-5: Other dimensions 

Health dimension Item examples HRQoL measures 

Weather adaption 
Ability to adapt to changes in seasons and 

weather, fear of cold/hot weather 
CHPRO, CHQOL, HSTCM, 

TCM50, TCMHSS 

Susceptibility 
susceptibility of catching a cold, susceptibility to 

diseases 
HSTCM, TCMHSS 

Lifestyle  Drinking habits, dietary habits CPSHS, HSQ 

Family history Family medical history  CPSHS 

Economic status* Economic problems, revenue, social welfare CHPRO, QOL35, QOLI 

Living environment* Living condition, community service, noise QOL35, QOLI, SRHMS 

* Concepts being excluded because they were not considered as health dimensions 

A number of identified health dimensions could not be classified in the domains 

of the Wilson-Cleary model. Five Chinese TCM HRQoL measures concerned 

about oneôs physical health state under certain weather conditions. For example, 

some measures asked whether the weather/season changes affected oneôs 

body; some measures assessed whether respondents were afraid of cold/hot. 

These questionnaire items were coded as ñweather adaptionò because they 

seemed to assess oneôs abilities to adapt to certain weather conditions. Two 

HRQoL measures included questionnaire items asking whether respondents 

were easy to get cold. They assessed whether respondents were susceptible to 

diseases and were grouped as ñsusceptibilityò. Questions about lifestyle habits, 

including drinking and dietary habits, were found in two non-TCM based 

measures. One non-TCM measure included questions relating to family medical 

history.  

Some measures that were identified in this study included questions about oneôs 

economic status and living environment. As mentioned in Section 1.2.2 that the 

thesis is focused on the concept of HRQoL, which is a ñhealth-focusedò term. In 

this thesis, the concept of HRQoL is distinguished from the concept of QoL 

(quality of life). HRQoL here is associated with peopleôs subjective assessment 

of their own health and is only one part of QoL. QoL is a broader concept that 

incorporates all aspects of an individual's existence, while HRQoL is a subset 

relating only to the health domain of that existence. More specifically, QoL covers 

dimensions not only about individualsô health but also their economic status, 

external environment conditions and all other aspects of an individualôs life. Since 

the two attributes ï economic status and living environment ï are not about an 
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individualôs health status, they were not considered as health dimensions and 

were excluded as being part of the conceptual framework of health in this study.    

3.4.3 A preliminary conceptual framework of health 

With a number of health dimensions identified from the scoping review, a Chinese 

conceptual framework of health was proposed. The framework is structured with 

two divisions: cause vs effect, internal vs external. The cause vs effect division 

was established based on the Wilson-Cleary model. The internal vs external 

division was inspired by Chinese old sayings which convey a holistic concept of 

health, including ñUnity of body and spiritò and ñHarmony between man and 

natureò. These two phrases were introduced in Section 3.1.1.  

Figure 3-4 presents the proposed Chinese conceptual framework of health.   
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Figure 3-4: Conceptual framework of health based on the Chinese-developed HRQoL measures 

   

 Overall health status 
Overall Quality of Life 

Symptoms  

Function  

General 
perceptions of 

health 

Effect  

Cause   

Physical function: sleep, 
mobility, usual activities, self-
care, organ function, 
communication, sexual function;  
Daily life: dependence on 
medicine 

Cognitive function: 
memory, reaction, thinking, 
concentration, decision-
making 

Physical senses: pain, 
discomfort, fatigue, appetite, 
energy; 
Appearance: body weight, body 
shape, body image, Complexion, 
spirit; 
Other signs (sweat, stool, 
urination, voice, skiné) 

Negative emotions: anxiety, 
stress, depression, fear, 
anger, loneliness; 
Positive emotions: 
happiness, sense of 
security, confidence, 
emotional stability, 
satisfaction, optimism   
 

Social relations; 
Social contact; 
Social support;  
Morality  

Susceptibility; 
Adaptability to 
changes in 
weather; 
Adaptability to 
social environment  

Physical Social & environmental   Psychological      

 Internally   Externally 

Lifestyles; 
Family history 
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3.4.3.1 Cause vs effect 

In the Wilson-Cleary model, a left-to-right arrow path connects five variables, 

indicating a series of approximate cause-effect relationships moving from left to 

right: from biological and physiological factors to symptoms, then to functioning, 

then to general health perceptions and then to the overall quality of life (Wilson 

and Cleary 1995). Although the cause-effect direction is debatable, for example, 

symptom status cannot fully explain variations in functioning and functioning 

problems may lead to some symptoms, it is believed that the indicators on the 

left could be an important determinant and predictor of indicators on the right of 

the model (Wilson and Cleary, 1995).  

Reviewing Chinese-developed HRQoL measures identified health dimensions 

under domains of symptom, function and general perception of health. 

Accordingly, the cause-effect flow (from symptom status to functional status then 

to general health perception) of the Wilson-Cleary model was adopted in 

developing the Chinese conceptual framework and to be presented vertically. 

Health dimensions relating to symptoms were displayed at the fundamental level 

at the bottom, functioning concepts were allocated at an upper level in the model 

and general health perceptions were at the top.  

3.4.3.2 Internal vs external 

As discussed in Section 3.1.1, a holistic concept of health, which views all things 

as a part of a whole in interpreting health, is conveyed by traditional Chinese 

knowledge (Zhao et al., 2004; Zhang et al., 2015). It suggests an idea of paying 

attention to oneôs physical body and intangible ñspiritò at the same time (Unity of 

body and spirit). It also emphasises the relationship between a person and his/her 

surrounding environment as an essential aspect of individualsô daily life (Harmony 

between man and nature). This holistic concept of health was well recognised in 

the identified HRQoL measures. These measures not only considered physical 

health but also mentioned mental health; meanwhile, they not only assessed 

oneôs own health status but also addressed oneôs relation to the external 

environment, by introducing health dimensions such as weather adaption and 

social adaption. Inspired by this, horizontally, health dimensions were divided into 

three sections: psychological-relating, physical-relating and external 
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environment-relating, with a sequence from internal indicators to external 

dimensions.  

Because emotions are individualsô inner feelings and cognitive function indicators 

are commonly not perceptible, they were placed on the left-most column. 

Physical symptoms and function are more visible to others and these dimensions 

were allocated in the middle. Both physical and mental health dimensions focus 

on an individual personôs status, while those questionnaire items about social 

health expanded health assessment into a wider context by considering oneôs 

relation to external surroundings. In addition to social health dimensions, there 

were health dimensions referring to oneôs ability to adapt to the external 

environment. Some of them assessed oneôs adaptability to the natural 

environment, while some asked oneôs ability to adapt to the social environment. 

For those health dimensions that linked a respondent to his/her outer settings, 

they were placed on the right-most column.  

3.4.4 Comparing the Chinese conceptual framework with the EQ-5D 

descriptive system 

The developed Chinese conceptual framework contained the five dimensions of 

EQ-5D 5 . Within the descriptive system of EQ-5D, Pain/Discomfort and 

Anxiety/Depression are about physical senses or emotions, under the domain of 

symptom. They were referred to in most of the identified Chinese-developed 

measures. On the other hand, the other three dimensions of EQ-5D, which are 

about physical functional abilities, were not included in the Chinese HRQoL 

measures as frequently as Pain/Discomfort and Anxiety/Depression.   

Among the Chinese-developed HRQoL measures, sleep and appetite were 

included in almost all of them but are not covered in the Western HRQoL 

measure, EQ-5D. Health dimensions relating to oneôs social relations as well as 

cognitive function were also assessed by most of the Chinese measures, while 

they are not part of the descriptive system of EQ-5D. Additionally, this review 

study identified some health dimensions carrying Chinese cultural features. For 

                                            
5  As introduced in Chapter 1, the descriptive system of EQ-5D consists of five 

dimensions: mobility, self-care, usual activities, pain/discomfort and 
anxiety/depression. 
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example, spirit and complexion seem to be specific to Chinese culture and are 

not included in EQ-5Dôs descriptive system. 

3.5 Discussion  

Through systematically searching and selecting, twelve Chinese-developed 

generic HRQoL measures were documented in this scoping review. After 

synthesising the content of these HRQoL measures, a conceptual framework of 

health was proposed and was compared with the descriptive system of EQ-5D. 

3.5.1 Chinese-developed measures from TCM and non-TCM 

perspectives 

Among the identified HRQoL measures, half of them were developed combining 

TCM knowledge. TCM, working alongside with Western (Morden) Medicine, has 

been playing an active role in Chinese health care system and in public in China 

(Hesketh and Zhu, 1997; Xu and Yang, 2009; Li et al., 2017). Because TCM has 

its unique theoretical and practical perception of health, the TCM HRQoL 

measures exhibited distinctive characteristics compared with those non-TCM 

HRQoL measures.  

TCM HRQoL measures mainly included questionnaire items about mental and 

physical symptoms and covered fewer questionnaire items about physical and 

social functional status. It seems that the designers of the TCM HRQoL measures 

did not define health from a functional point of view. Instead, they adopted a 

holistic concept of health, where oneôs body is understood as an integral 

organism and oneôs health is understood as ña state of spiritual and physical 

harmony with natureò (Spector, 2004, p212). In this holistic view of health, all 

body components are believed to be connected and interacted with each other, 

therefore, a small sign of the body is able to reflect his/her condition of health (Zi, 

2012). In practice, typical diagnostic methods of TCM, involving inspection, 

listening, smelling, as well as pulse taking, are all about examining trivial 

symptoms. For example, TCM practitioners observe patientsô face colour and 

make inquiries about patientsô stool, urine, mouth feelings, sweat and skin. The 

fact that symptom-relevant physical and mental signs are common factors to 
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assess health from a TCM perspective may explain why these signs were 

frequently covered in the TCM HRQoL measures.  

Health dimensions ñweather adaptionò and ñsusceptibilityò were also mainly 

included in the TCM HRQoL measures, but less likely to be included in the non-

TCM measures. These concepts addressed the ability to adapt as an indicator in 

measuring health, implying that if a person who is more capable to adapt to 

weather changes, he/she is less likely to catch a disease, and therefore is 

supposed to be in a better health state. By including such concepts, the designers 

of the HRQoL measures not only concerned about a personôs own health 

condition, but also his/her relation to the external environment, or more 

specifically, his/her ability to adapt to the environment. They emphasised the 

importance of being adaptive to changes in environments to maintain a dynamic 

harmonious state, which again reflects a holistic view of health.    

On the other hand, health dimensions on physical and social functional status 

appeared mainly in the non-TCM HRQoL measures. Questions about mobility, 

self-care, social relation and social support were frequently referred to in the 

HRQoL measures developed from a non-TCM perspective, while few TCM 

HRQoL measures included such health dimensions. It shows that the designers 

of those non-TCM HRQoL measures tended to define health as abilities to do 

things. This is in accordance with that in the West since various Western HRQoL 

measures assess health from a functional perspective (McDowell, 2006).  

Despite distinct differences between Chinese-developed TCM and non-TCM 

HRQoL measures, similarities were also obvious. Most of the non-TCM HRQoL 

measures, such as SRHMS, CPH42, QOL35 and QOLI, adopted the WHOôs 

definition of health and included questionnaire items in physical, mental and 

social aspects. As for those HRQoL measures that were developed from the TCM 

perspective, although most of them did not emphasise on the social health 

aspect, they still included domains of mental health and physical health. It 

indicates that TCM and non-TCM HRQoL measures shared a comparable 

measuring frame, which includes at least the domains of mental health and 

physical health.  
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Several health dimensions were covered by almost all the identified measures, 

no matter whether they were TCM or non-TCM theory-based. Sleep was included 

in all the twelve HRQoL measures. Many traditional Chinese idioms show that 

sleep is an important factor in staying in health. For example, the Chinese saying 

ñOne good sleep is better than taking pills for ten times6ò expresses an idea that 

sleeping well can benefit oneôs health condition. The importance of sleep is also 

highlighted in TCM theory, where it is believed that sleep can help to protect a 

personôs ñQiò7 and restore oneôs energy (Lou et al., 2009; Zhou et al., 2013). The 

connection between health and sleep was also frequently investigated in various 

Chinese empirical studies (Wang et al., 2003; Zhao et al., 2006; Cheng et al., 

2008). These facts support the finding that sleep is agreed to be an applicable 

indicator in assessing health in Chinese cultural contexts.   

Besides sleep, appetite was also a favourable health dimension introduced in the 

majority of the Chinese HRQoL measures. The popularity of ñeatingò in Chinese 

communities has been discussed in the literature: ñHave you eaten?ò is one of 

the most common greeting ways among Chinese people (Zhang, 2004; Han and 

Ji, 2009); there are also numerous expressions relating to ñeatò, ñfoodò and ñcookò 

in the Chinese language (Han and Ji, 2009). The Chinese dining culture may be 

originated from the fact that China is a traditional agricultural country with a large 

population, where food production and consumption is considered as a 

fundamental and principal theme by Chinese governors as well as ordinary 

Chinese people (Zhao, 2003; Han and Ji, 2009). Given the important role ñeatingò 

plays in a Chinese cultural setting, it may explain how individualsô desire for food 

was frequently assessed by those Chinese HRQoL measures.   

Physical senses including discomfort, pain and fatigue were also included in most 

of the identified Chinese HRQoL measures. In the Western literature, physical 

symptoms are believed to be able to provide subjective information about health 

and are of interest to HRQoL assessment (Wilson and Cleary, 1995). This idea 

seems to be well accepted in the non-TCM Chinese-developed HRQoL 

measures. On the other hand, as discussed earlier in this section, physical 

                                            
6 Translated from the Chinese language:ñ̆טҌ ѿ ò. 
7 In traditional Chinese culture, Qi can be understood as the vital energy that forms and 

protects each part of any living entity.   
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symptoms are emphasised by TCM knowledge and TCM practitioners depend 

on symptoms to diagnose and treat patients. Therefore, health dimensions about 

physical symptoms are also important in assessing health from a TCM 

perspective.  

Besides, there was little difference between the TCM HRQoL measures and the 

non-TCM HRQoL measures in selecting health dimensions under the mental 

health domain. Health dimensions such as anxiety/worry, depression and 

happiness were recognised in both groups of measures. In the Chinese 

language, ñemotionò is classified into seven types. ñSeven emotionsò, which refer 

to joy, anger, sadness, worry, grief, fear and fright, is a well-known Chinese 

expression (Zhang and Zhang, 2010; Yang et al., 2017). According to traditional 

Chinese knowledge, these emotions are believed to be closely linked with 

specific organs of the body, therefore can be determinants and indicators of 

health (Zhao et al., 2004; Yue et al., 2007). As Yellow Emperorôs Classic of 

Internal Medicine suggests, anger is associated with liver, fear and fight may 

influence kidneys, joy is linked with heart, sadness and grief are with lungs 

(Kaptchuk, 2000). This may be a theoretical basis for TCM HRQoL measures to 

include certain emotions in assessing health. Because the health dimensions 

about oneôs emotions were both recognised in both TCM and non-TCM HRQoL 

measures, it shows that mental health is widely concerned in health 

measurement in China. 

Last but not least, health dimensions about the cognitive function such as 

memory and concentration were also favourable across the identified Chinese 

generic HRQoL measures. Although TCM measures included few health items 

about physical function and social function, they comprised questionnaire items 

about cognitive function. This may be related to the concept of ñspiritò. As 

mentioned earlier, traditional Chinese knowledge considers physical body and 

spirit at the same time when describing the state of health (Ni et al., 2014). While 

ñspiritò can be referred to peopleôs consciousness, mind, thoughts and/or vitality 

(Liu and Fang, 2000; Rossi, 2007; Zi, 2012), cognitive function abilities such as 

the ability to concentrate and ability to think clearly are regarded as part of ñspiritò. 

It shows that although TCM has a unique theoretical and practical perception of 
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health, TCM and non-TCM HRQoL measures possess a shared emphasis on 

cognitive function in terms of measuring health.    

3.5.2 A Chinese conceptual framework of health 

The proposed Chinese conceptual framework of health adopted the structure of 

the Wilson-Cleary model and designed its vertical division to follow a cause-effect 

arrow path, linking symptom status to functional status then to general health 

perception. It shows that the majority of the identified health dimensions was able 

to be categorised under a Western HRQoL conceptual model ï the Wilson-Cleary 

model, which further indicates that Chinese and Western HRQoL measures 

share a comparable measuring frame. This finding is similar to what was found 

in a previous study (Yu et al., 2016), although that study only reviewed TCM 

HRQoL measures. 

The horizontal axis of the Chinese conceptual framework connects physical, 

psychological and social/environmental using an ñinner vs outerò double-headed 

arrow. This design is not part of the Wilson-Cleary model and is inspired based 

on the Chinese idioms Unity of body and spirit and Harmony between man and 

nature (Zhao et al., 2004; Zhang et al., 2015). According to traditional Chinese 

knowledge, health can be understood as reaching a harmonious state. In order 

to reach a harmonious state, the connection between oneôs body and ñspiritò (an 

inner relation) as well as the relation between one person and his/her 

environment (an outer relation) need to be concerned. This holistic view of health 

is revealed by reviewing Chinese-developed HRQoL measures. On the one 

hand, the Chinese-developed HRQoL measures paid attention to both physical 

and mental health. It implies that both internally existing ñnon-tangibleò indicators 

and physically appeared health dimensions are considered to be important in 

describing and measuring health. On the other hand, the Chinese-developed 

measures also assessed the relations between an individual and his/her 

surrounding environment. These measures assessed by what extent 

weather/season changes affected oneôs body and also asked oneôs adaptability 

to the social environment as a way to examine oneôs physical health and social 

wellbeing. This view of thinking about health as the ability to adapt has been 
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proposed by some Western scholars (Giacaman et al., 2009; Huber et al., 2011; 

Charlier et al., 2017) but seems to be rarely used in Western HRQoL measures.  

3.5.3 Potential differences between China and the West in 

measuring health 

Several Chinese-developed HRQoL measures conveyed a holistic concept of 

health. This holistic concept is not frequently adopted in developing HRQoL 

measures, for example, EQ-5D, in the West, in which a functional point of view 

of health is a more widely used concept (McDowell, 2006). This review study thus 

implies cultural differences between China and the West in understanding health 

in this regard.     

This study also identified additional health dimensions that may be important in 

China but are not part of EQ-5D. It is noted that EQ-5D is a short HRQoL measure 

and includes a ñcommon core setò of health dimensions that are of relevance to 

most people (Williams, 2005). Since EQ-5D was developed by a group of 

Western scholars, it can be argued that this ñcommon core setò fails to involve 

dimensions that are important in assessing health in a Chinese cultural setting. 

Health dimensions, such as ñspiritò, ñcomplexionò, ñweather adaptationò and 

ñsocial adaptionò were mainly referred to in TCM HRQoL measures and are not 

part of the descriptive system of the Western HRQoL measure. Aside from those 

concepts that may be considered TCM features, several health dimensions, such 

as sleep and appetite, were highly emphasised by Chinese-developed HRQoL 

measures but are missing in EQ-5D. Thus, cultural differences in assessing 

health between China and the West are further presented. 

Applying translated Western HRQoL measures may facilitate researchers in non-

English speaking countries to conduct HRQoL studies in some respects, but as 

health is a culturally relevant concept, health dimensions that are relevant and 

important in defining and measuring health in a Western setting, may not 

necessarily be relevant or important in China, and vice versa. Therefore, it is 

worth considering such cultural differences when selecting HRQoL measures for 

trials or clinical practices as well as health research involving participants with 

different cultural background. As shown in the current study, China and the West 

may share a similar structure and most concepts in measuring health, but unique 
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ñChinese specificò concepts exist. Similar organising frameworks and key health 

dimensions from a Western measure may be kept, while concepts reflecting 

Chinese culture may also be important to be considered in assessing health 

among Chinese populations. The result implies the necessity of further examining 

the legitimacy of applying the Western-developed HRQoL measure in a Chinese 

cultural setting. 

3.6 Limitations 

This review study only focused on those papers that had reported development 

and/or validation processes. Some self-designed Chinese generic HRQoL 

measures might be excluded due to their omission of descriptions of measure 

development. Therefore, there was a risk that such eligible HRQoL measures 

may be neglected. However, it is not practical to screen all Chinese studies 

involving HRQoL measures, since a significantly large number of papers had 

implemented Western HRQoL measures to assess health among Chinese 

populations.  

The study used second-hand data to explore how health can be defined and 

measured in China, but it may not include all health concepts that are considered 

important in this cultural setting. Further empirical studies were conducted to 

better understand how health is described among Chinese populations and are 

reported in the subsequent chapters.  

Another limitation is related to the subjectivity of the researcher, because the 

analytic process of this review involved the researcherôs own understandings and 

interpretations. Although a predefined conceptual framework, which can provide 

clarity and focus along the analysis process, was used, it would have been more 

rigorous to include a second reviewer to screen the studies and summarise the 

content of the identified HRQoL measures. However, the researcher had 

encountered difficulties in finding a second bilingual researcher who was familiar 

in this research field and was available in assisting the review work at that time. 
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3.7 Conclusion  

This chapter describes a scoping review of Chinese-developed generic HRQoL 

measures. It proposes a Chinese conceptual framework of health based on these 

synthesised materials and presents an overview of how health can be defined 

and measured in China. It also demonstrates that Chinese-developed HRQoL 

measures include specific features relating to the Chinese culture and that there 

are cultural differences in defining and measuring health between China and the 

West. Empirical studies are reported in the following chapters to further explore 

such cultural differences.  
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 Lay understandings of health in China: a qualitative 

study 

4.0  Summary 

This chapter presents a qualitative study that explored how Chinese lay 

participants understood and described health. In Chapter 3, health dimensions 

that are potentially important in assessing health among Chinese populations 

were identified from the scoping review of Chinese-developed generic HRQoL 

measures. An empirical qualitative study was designed to further understand the 

concept of health in China.  

A series of semi-structured one-to-one face-to-face qualitative interviews were 

conducted. Open-ended questions were designed to inquire about Chinese 

participantsô understandings of health. EQ-5D was subsequently provided to ask 

participants to comment on. Thematic analysis was conducted both deductively 

and inductively to analyse the collected data. This qualitative study aimed to 

examine the findings from the scoping review study and to provide additional 

resources to build up the Chinese conceptual framework of health. It also 

collected feedback on EQ-5D, attempting to directly assess its content validity in 

China. This study further investigated cultural differences in defining health 

between China and the West.  

4.1 Background 

Reviewing those Chinese-developed HRQoL measures had developed a 

preliminary conceptual framework of health in a Chinese cultural setting. 

Although the scoping review study summarised how health can be defined and 

measured in the Chinese literature, it is not convincing to assume that the 

developed conceptual framework of health is comprehensive in capturing 

important aspects of health. The literature-based findings may still fail to include 

some health dimensions that are important in assessing health for Chinese 

general populations.  
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It is commonly believed that lay peopleôs descriptions of health are essential 

sources in deciding the content of an HRQoL measure (Gill and Feinstein, 1994; 

Streiner et al., 2014). However, among the identified HRQoL measures, only a 

limited number of them obtained information from lay people to develop their 

measures. Since few studies have investigated Chinese lay perceptions of 

health, to better characterise the concept of health from a Chinese perspective, 

an empirical qualitative study was planned to investigate how Chinese lay 

participants described health.  

Meanwhile, as it was addressed in Chapter 1, since the content validity of EQ-5D 

was inadequately tested among Chinese populations, Chinese lay peopleôs 

opinions on this Western-developed HRQoL measure remained unknown. The 

study therefore also aimed to obtain Chinese participantsô views about EQ-5D, in 

order to examine clarity, relevance and completeness of its descriptive system in 

a Chinese cultural setting. 

4.2 Research objectives  

The objectives of this study were set as follows: 

1. To explore how health was described among a group of Chinese lay 

participants and to further explore cultural differences between China and 

the West;  

2. To refine the health conceptual framework developed from the scoping 

review, by supplementing additional health dimensions that lay people 

considered to be important; 

3. To obtain Chinese participantsô opinions on the descriptive system of EQ-

5D as a way to test its content validity. 

4.3 Methods 

4.3.1 Study design 

Since this study aimed to make sense of how people understand a certain 

concept, a qualitative study design was used to meet the study objectives. 

Qualitative research can help to develop concepts in understanding social 
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phenomena (Pope and Mays, 1995; Creswell, 2014). In a qualitative study, a 

researcher can collect data from the field by directly interacting with people (Pope 

and Mays, 1995; Patton, 2002; Creswell, 2014). For example, a researcher can 

obtain data by talking to people or by observing their behaviours in order to gather 

meanings, experiences and views of participants, then he/she can try to interpret 

what meanings people give to a certain phenomenon (Pope and Mays, 1995).  

Approaches to qualitative inquiries are diverse and there are no explicit 

classifications or typologies (Creswell, 2007). Grounded Theory is one of the 

most widely used qualitative methodologies across a wide range of subject areas 

(Bryant and Charmaz, 2007). It aims to develop theories and emphasises that 

theories should be grounded in data (Corbin and Strauss, 2008). The approach 

involves a systematic, cyclical procedure in terms of data collection and data 

analysis (Creswell, 2007; Green and Thorogood, 2004). In this approach, data 

collection and data analysis are in a cyclical motion, namely a process of 

collecting data, analysing data, developing a provisional coding system, using the 

provisional scheme to suggest subsequent data collection and analysis and so 

on (Green and Thorogood, 2004). Phenomenology, which aims to explore 

meaning, structure and essence of individualsô experience of a specific 

phenomenon, is another widely used qualitative approach (Patton, 2002). As it 

attempts to develop a concrete description of ñessenceò of the experience of 

research interest, it normally requires to conduct in-depth interviews with people 

who have directly experienced that phenomenon (Patton, 2002; Creswell, 2007). 

Besides, there are other approaches available that are developed from various 

theoretical orientations and with diverse research focuses (Patton, 2002). For 

example, Ethnography tends to be utilised to understand the culture of a specific 

group and Narrative research has a focus on stories told by individuals (Patton, 

2002; Creswell, 2007). 

The qualitative study reported in this chapter did not fully adopt a Grounded 

Theory approach. Because it commenced with a pre-defined conceptual 

framework and was considered to be less inductive compared to a Grounded 

Theory study, which normally develops theories that are ñgroundedò in the data. 

However, this study implemented elements of Grounded Theory (a cyclical 

procedure in collecting and analysing data as well as constant comparisons). 



   
 

 78 

Because using this technique, which allows for analysis and reanalysis through 

continuing comparisons, can help to enhance the validity of the research output 

and to control the personal biases of the researcher (Green and Thorogood, 

2004).  

This study was not conceptualised as a Phenomenological study either, although 

it was planned with a phenomenological perspective and applied an in-depth 

interview technique to capture individualsô understandings of health. 

Phenomenology tends to describe what people have in common when 

experiencing a certain phenomenon, such as insomnia and loneliness, and how 

they experience it (Creswell, 2007). This approach focuses on individualsô 

experiences of a phenomenon and assumes that ñessencesò exists in shared 

experience (Patton, 2002). Since this study was about peopleôs understandings 

of health but not about their experiences of a phenomenon, it was not considered 

as a Phenomenological study.  

Semi-structured face-to-face interviews were conducted to ask participants to talk 

about health. This method enables the inclusion of structured key questions 

directing the interviewing process but is also open enough to give both 

interviewers and interviewees the freedom to discuss a response or idea in more 

detail (Gill et al., 2008). The principal questions were prepared for participants to 

describe their own current health state as well as conditions of good and poor 

health, in order to understand their ways of describing health. Probing questions 

were used to seek additional information from participants: clarifying their 

response, exemplifying their responses or reasoning their opinions.  

Data collection was conducted through one-to-one format interviews. Focus 

group design was not considered, because the study was interested in personal 

understandings of health, instead of the interactions among participants. Besides, 

people generally have different health conditions and/or health experiences, 

individual interviews could facilitate the data collection to be in more depth. 

Furthermore, because a discussion about health can involve personal and 

sensitive topics, participants may feel not comfortable to talk about personal 

issues in front of other people and a group discussion may prevent them from 

talking about what they thought in their head. The detailed interview schedule is 

presented in Section 4.3.4.  
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Thematic analysis was undertaken to analyse the collected data. Thematic 

analysis is often used to identify, interpret and present themes within data and 

can involve both inductive and deductive analysis (Braun and Clarke, 2006). 

Here, a ñthemeò is supposed to deliver important information from the data by 

representing a certain level of ñpatternedò response or meaning within the data 

(Braun and Clarke, 2006). This analytic method was selected because, on the 

one hand, the scoping review study reported in Chapter 3 had established a 

preliminary conceptual framework of health, which can be served as an initial 

coding frame for deductive analysis. On the other hand, this approach can also 

provide enough flexibility to generate codes that were not covered in the 

established framework ï through inductive analysis (Braun and Clarke, 2006). 

The detailed analytic process is described in Section 4.3.5 Data Analysis.  

In this study, data collection and data analysis occurred simultaneously, which 

allowed the researcher to continuously categorise and compare across data, 

refine interview questions and give indications for subsequent participant 

recruitment. It enabled the researcher to consider what perspectives had not 

been covered, what data to obtain next and where to approach. The iterative 

process was ended once the saturation was achieved, the point at which 

additional data collection did not generate new themes or information (Glaser and 

Strauss, 2017).      

4.3.2 Participants 

There were two principal recruitment strategies. First, it aimed to include Chinese 

participants, whose views could be as diverse as possible. This was because 

participants with different views were expected to refer to different health 

dimensions in describing health. With a diverse sampling group, it was more likely 

to obtain a comprehensive list of health dimensions that are potentially important 

in China. A sample with a balance of demographic background, in terms of 

gender, age and with different health conditions (for example, participants with 

and without chronic diseases were both recruited), was believed to generate 

diverse views and opinions. Since China is a large country and Chinese residents 

from different regions may have different perceptions of health, residence 

locations of participants were also considered in recruitment.  
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The second strategy was that data collection and data analysis were conducted 

concurrently and the subsequent recruitment was based on previous data and 

generated themes. For example, interviews started with participants living in 

cities and with relatively higher level of education, after which recruitment focused 

on finding participants living in rural areas and/or with low educational attainment.  

The inclusion criteria were as follows: (1) with Chinese nationality, (2) 18 years 

old or older, (3) using Chinese as the mother tongue and being able to 

communicate in Mandarin. Certain groups of people were excluded from the 

study. People, who had cognitive problems or had a serious health condition that 

may limit their participation, were not recruited for interviews. 

To access a diverse group of people, the researcher utilised various ways of 

contacting potential participants. The researcher contacted with certain group 

leaders/members to access groups of potential participants that may meet 

inclusion criteria. For example, a member of a Mahjong game club agreed to ask 

other members (mostly people in middle or elder age) if they were interested in 

participating in this study; a manager of a care home helped to contact with 

people had long-term health problems; a village head offered help in distributing 

recruitment leaflets and introducing the researcher to his villagers, etc. Group 

organisers delivered prepared invitation flyers containing information about the 

research to their group members. If potential participants were interested in 

taking part in the interview, then either the potential participants contacted with 

the researcher directly or the researcher contacted with them by using the contact 

information shared by the organisers. The researcher then sent information 

sheets (Appendix II) and consent forms (Appendix IV) to potential participants in 

person or via email.  

The snowballing approach was also applied to ask interviewees to nominate 

potential participants who may be interested in participating in the research. For 

people who were already enrolled in the study, they were asked if they knew 

anyone who may fit with certain descriptions, for example, if they knew a female 

friend who was less educated and whose age was older than 60, and who may 

be willing to take part in the study. In the end, nineteen participants were 

purposively recruited in this study. 
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4.3.3 Ethics 

The study has been reviewed and approved by the School of Medicine Research 

Ethics Committee at the University of Leeds (Reference number: MREC17-021). 

See Appendix I for the ethics approval letter.  

Key ethical considerations included: personal information of participants was 

handled strictly to protect their confidentiality; all interviewees remained 

anonymous as each individual participant was given a pseudonym.  

4.3.4 The procedure of interviews  

Once prospective interviewees had confirmed their willingness to participate, the 

place, date and time were discussed and arranged together by the researcher 

and the interviewees. For the privacy of interviewees and the quality of interviews, 

interviewing places were selected carefully to ensure interviews could take place 

with minimal interruption. The chosen sites were various, taking into account both 

interviewerôs and intervieweesô convenience and safety, including private 

meeting rooms in public teahouses, quiet compartments in cafes, meeting rooms 

in the places of intervieweesô employment. Interviews were conducted in 

Chongqing (a southwest municipality), Shandong province (an eastern coastal 

province) and Beijing (capital city in northern China), between March 2018 and 

June 2018.   

An information sheet and a consent form were prepared before each interview. 

After each interviewee ensured that he/she had no further concerns or questions 

and signed the consent form, an interview began. Key open-ended questions 

were prepared beforehand and were discussed with the supervisory team. The 

interviewing procedure was divided into two main sections. First, interviewees 

were asked to talk freely about their understandings of health. Table 4-1 presents 

some examples of the guide questions. The full list of key interviewing questions 

can be found in Appendix V. Some of the questions were informed by a study 

investigating the lay concept of health (van Dalen et al., 1994).  
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Table 4-1: Example questions part I 

1) How do you think about your health at the moment?  

You just said you are in good health/not in good health/not in a very good 

health state/ in sub-health, why did you say that? What makes you feel you 

are (not) in good health? 

2) What experiences do you have in good/poor health yourself? 

[When appropriate] You said you are in good health, have you been in poor 

health yourself? What things might make you think you were not in good 

health? What are the differences between now and the time when you were 

in poor health?  

3) How would you describe someone in good health? 

What does ñgood healthò mean to you? What are the features of good health? 

4) How would you describe someone in poor health? 

Can you think of someone you know who is in poor health? Why do you think 

he/she is/was in poor health? Can you describe their experiences in poor 

health?  

 

In the second part of each interview, participants were given the Chinese version 

of EQ-5D-5L to rate their own health. After they completed the HRQoL measure, 

they were asked the questions that were specifically on the EQ-5D five 

dimensions. Participants were asked not only to talk about the clarity of the 

wording of the measure but also comment on the completeness and 

appropriateness of EQ-5Dôs descriptive system. Examples of the questions are 

listed in Table 4-2 below. 



   
 

 83 

Table 4-2: Example questions part II 

1) Difficulty in understanding or answering some of the questions: 

Have you encountered any difficulties in understanding or completing these 

questions? Do you think the questions are all clear to you? Are there any 

unclear phrases?  

2) Completeness of EQ-5D 

Do you think these questions can fully describe your health status? Why or 

why not? Do you think there are things that the questionnaire does not include 

but are important in describing health status? What additional questions 

should the questionnaire ask? What will you do to improve the questionnaire 

to make it better reflect your health status?  

3) The importance of the five dimensions in EQ-5D 

To describe your health status, do you think the five questions are the most 

important ones? Are there any dimensions not important in reflecting your 

health status?  

4) Overall impression of EQ-5D  

In general, do you like this questionnaire or not? Do you have any 

suggestions for improving the questionnaire? 

 

In the first two sections, apart from the prepared key questions, probing 

techniques were also used when necessary. This was to ask interviewees to be 

clearer, more specific or simply give more information. At the end of each 

interview, participants were asked to give their demographic information, 

including age, education background, current residence place (city/non-city) and 

birthplace.  

The whole interview procedure was piloted with three Chinese people living in 

Leeds in the UK. The pilot study showed that the sequence of the interview was 

appropriate and the interviewing questions were clear to interviewees. 

The lengths of interviews ranged from 25 minutes to 86 minutes with an average 

of 45 minutes. Each interview was audio-recorded and transcribed verbatim in 

Chinese. Due to linguistic and cultural differences between English and Chinese, 

the transcripts were not translated into English to be analysed. Instead, the 

analysis was conducted in Chinese to fully capture all the information through the 
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interviews and avoid the potential translation inaccuracies and biases. The 

generated themes and relevant quotes were translated into English to report.  

4.3.5 The procedure of data analysis  

4.3.5.1 Lay understandings of health 

Referring to the thematic analysis approach described by Braun and Clarke 

(2006) and analytical techniques of the Grounded theory (Corbin and Strauss, 

2008), the transcripts were analysed through the following steps:  

First, each transcript, along with its fieldwork notes, was read and reread to allow 

the researcher to be familiar with the data.  

The second step involved a line-by-line open coding. It was to identify words, 

phrases or sentences that were considered to be relevant to the research 

question within the transcript. The step required the researcher to be open to 

capture all useful information that might be applicable to the research question 

and label each unit of the information within the transcript. Since a preliminary 

conceptual framework of health had been established in the scoping review, the 

established categorisation scheme was applied to provide clarity and focus along 

the open coding process (Miles and Huberman, 1994). When words or sentences 

in transcripts conveyed meanings of predefined health dimensions, the names of 

those health dimensions were used to label those phrases. On the other hand, if 

pieces of information, which were emerged from discussions about health, were 

not able to be assigned to the initial conceptual frame, new codes were generated 

to add to the thematic framework. As data collection and data analysis occurred 

simultaneously, subsequently generated data were compared with existing 

findings, when subsequent interviews were coded by using either existing or new 

labels.  

In the third step, codes, both predefined and newly-generated, were combined 

and contrasted, then grouped into categories. This classifying process also 

combined both inductive and deductive work. Deductively, since the conceptual 

framework developed from the scoping review included psychological symptom, 

physical symptoms, psychological function, physical function and social function 

as categories for health dimensions, it was kept as an initial structure to classify 

the codes. Inductively, space was left to generate new categories where newly 
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emerging codes could fit in with. Through the classifying process, newly emerging 

codes were contrasted and combined with each other, then they were 

restructured and refined to be finalised as health dimensions, in order to better 

collate data.   

Then, relations across the categorical system, including relations among initial 

health sub-domain categories and relations among health dimensions, were 

interpreted and analysed to generate themes of participantsô understandings of 

health. The initial categories were served merely as a guide in data analysis 

rather than to be final themes. This was because this study aimed to present how 

participants described and judged heath. After interpreting connections among 

the identified health dimensions and the meanings of qualitative data within the 

dimensions, initial health categories were restructured and renamed to better 

present ñwhat health isò in Chinese lay participantôs understandings.  

Table 4-3 presents an example of how data was coded, classified and led to the 

final themes: 
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Table 4-3: Example coding of data extracts 

(Step 1) 

Data extracted 

(Step 2) 

Data were 

coded line 

by line 

(Step 3) 

Codes were grouped into initial 

health sub-domains (Meanwhile, 

newly emerged codes were 

restructured and refined to be 

health dimensions) 

(Step 4) 

Themes of ñLay 

Understandings 

of Healthò 

ñI think I am in a sub-

health state, because, 

firstly, my sleep, is not 

very good... The second 

reason is that my stomach 

and bowel system is not 

very healthy, especially 

the defecation, is difficult 

sometimesé.and the 

discomfort feelings in the 

waist and neck.ò (Muqing) 

Sleep 
Grouped into: Physical function 

Health dimension: Sleep 

Being able to do 

things without 

restrictions 

Stomach 

and bowel 

function 

Grouped into: Physical function 

Health dimension: Organ function 

Being able to do 

things without 

restrictions 

Discomfort 

feelings 

Grouped into: Physical symptoms 

Health dimension: Discomfort 

feelings 

Without physical 

senses of 

discomfort 

4.3.5.2 Opinions on the descriptive system of EQ-5D 

Thematic analysis was also adopted to analyse intervieweesô opinions on EQ-

5D. However, unlike the analysis that was undertaken to obtain participantsô 

views of health, because there was no predefined framework beforehand, the 

codes were generated and refined based on the information emerged during 

interview discussions. The analytic process was as follows:  

The first step involved familiarisation of data when the researcher read and reread 

the comments relating to EQ-5D. Then a line-by-line open coding was conducted 

to capture useful information about participantsô opinions on EQ-5D.  

Next, through constant comparisons within one transcript and across transcripts, 

codes were combined or contrasted, then grouped into categories. At this stage, 

comparisons were made both within each transcript and between individual 

interviewing cases. This would establish connections between generated codes 

before themes could be identified. As data collection and data analysis occurred 

simultaneously, newly obtained data were compared with existing findings, when 

they were coded by using either existing or new labels. The subsequently 
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generated data either brought new concepts or were served as a source to 

examine the legitimacy of existing findings. This process thus combined both 

inductive and deductive work. Themes were then reviewed and refined to 

summarise peopleôs opinions on the descriptive system of EQ-5D.  

All data analysis was conducted using the Nvivo 10 software. 

4.3.6 Robustness of the study 

In order to achieve the integrity of a qualitative study, the whole research process 

should be systematic and rigorous. Four criteria, namely credibility, objectivity, 

reliability and transferability, are generally considered to assess the rigour of 

qualitative research (Lincoln and Guba, 1985; Sandelowski, 1986; Colorafi and 

Evans, 2016; Miles and Huberman, 1994).  

Credibility can be understood as the truth value of the data (Miles and Huberman, 

1994). To enhance credibility, all interviews were audio-recorded and were 

transcribed verbatim to avoid missing essential information from participants. 

Additionally, the qualitative study recruited participants with various demographic 

characteristics in order to obtain an account that was as comprehensive as 

possible in describing health. Credibility in this research was also strengthened 

by conducting a pilot study before the fieldwork and by using the peer debriefing 

strategy. The researcher discussed the interviewing questions with the 

supervisory team and piloted the interviewing procedure with three Chinese 

participants to ensure the questions included in interviews were appropriate. The 

supervisory team also audited the data collection and data analysis processes by 

having regular supervision meetings and discussions with the researcher. The 

team helped to check whether the results make sense as well.  

Reliability refers to the consistency of the findings (Lincoln and Guba, 1985). The 

following strategies were applied in fostering this studyôs reliability. First, the 

research procedure was designed beforehand based on the list of predefined 

research objectives. Consistency was kept for all participants by using the same 

interviewer (the researcher herself) and by asking similar key questions. Second, 

since a preliminary conceptual framework of health had been developed, a 

consistent coding structure was available in guiding data analysis. Additionally, 
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the data collection and analysis methods were documented in detail in this thesis, 

allowing other researchers to evaluate and critique the research procedure.         

Transferability can be understood as to what extent the findings can be applied 

to other contexts (Lincoln and Guba, 1985). Compared to quantitative 

researchers that often involve a large sample size aiming to address 

generalisable results, it is difficult for qualitative researchers to demonstrate that 

their findings from qualitative research are applicable to other populations or 

situations (Shenton, 2004). This current study was not aiming, yet it was not 

possible, to present a fully complete account of how health is understood by all 

Chinese people. Instead, the principal objective of this study was to explore those 

health dimensions that were considered to be important in describing health in 

China. The findings were used to revise a previously established conceptual 

framework of health by adding additional health dimensions that were not 

covered in the original framework. The revised conceptual framework was 

therefore supported by the empirical qualitative data and was believed to better 

summarise how health is described in China. Meanwhile, because the findings of 

this qualitative study would be used in a Q-methodological study, which is 

reported in Chapter 5. The Q-study would further help to test the transferability of 

the findings to a larger sampling group.            

Objectivity can be defined as ñneutralityò of the findings (Lincoln and Guba, 1985). 

Since the data collection and data analysis processes were designed and 

performed by the researcher, there may be some personal and intellectual biases 

affecting the qualitative inquiry (Mays and Pope, 2000). A researcherôs personal 

background, including age, sex and professional status and personal 

experiences, can also potentially influence intervieweesô responses (Berger, 

2015; Mays and Pope, 2000). It would be important to clarify the researcherôs 

understandings of her role, as a way to strengthen the transparency and 

objectivity of the study (Mays and Pope, 2000). For example, some Interviewees 

stated because they felt they were inadequately educated, they were afraid of 

being interviewed in a ñPhD research projectò. In response to this, the researcher 

prepared questions using language that was comprehensible to a lay person and 

tried to make participants understand that there would be no right or wrong 

answers and all views would be respected. Each interview started by asking ñhow 
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are you now?ò and ñhow is your health at the moment?ò Such questions were 

considered to be less challenging and answerable to participants and helped to 

reduce participantsô potential ñnervousnessò in participating an ñinterviewò. Once 

they started to think about their own health condition, it would also be easier for 

them to respond the following questions from their own perspective.  

4.4 Results  

Nineteen participants were involved in the study. Table 4-4 presents the 

demographic characteristics and the self-rated health status of the participants. 
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Table 4-4: Demographic characteristics of participants  

 Pseudonym Gender Age Self-commented health8 EQ-5D Score Education Residence 

1 Kaifeng Male 25 Average 11122 (60) University/college City, South 
2 Yubei Female 48 ñSub-healthò 11111 (85) University/college City, South 
3 Lianglu Female 29 ñSub-healthò 11122 (70) University/college City, South 
4 Chenggong Female 35 ñSub-healthò 11222 (85) University/college City, South 
5 Putuo Male 18 Good 11123 (75) Secondary school  City, South 
6 Zini Female 66 Poor 31333 (75) No formal education Non-city, South 
7 Yuzi Female 73 Average 11121 (80) Secondary school Non-city, South 
8 Fengjie Female 52 Average 11122 (80) University/college Non-city, South 
9 Xiaozhang Male 55 Average 11111 (95) University/college City, South 

10 Laoshi Male 61 Average 11111 (90) No formal education Non-city, South 
11 Popo Female 65 Average 11111 (80) No formal education Non-city, South 
12 Baozhang Male 48 ñSub-healthò 11122 (80) Unknown City, South 
13 Muqing Female 50 Poor 11121 (75) University/college City, North 
14 Guoqiang Male 53 Poor 11121 (80) Unknown City, North 
15 Nianqing Male 48 Excellent 11111 (100) University/college City, North 
16 Yali Female 37 ñSub-healthò 11112 (85) University/college City, North 
17 Jingniang Male 26 ñSub-healthò 11112 (70) University/college City, North 
18 Yuyue Female 24 Average 11111 (70) University/college City, North 
19 Yangshen Female 80 Good 22321 (85) Secondary school City, South 

                                            
8 Participants were asked to comment on their overall health status by answering, ñHow do you think about your health at the moment?ò at the 

beginning of the interview and their ñself-commentedò health status was categorised into five groups: Excellent, Good, Average, ñSub-healthò 
(This term is introduced in Chapter 1, Section 1.1.2.4.2) and Poor. 
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4.4.1 Lay understandings of health  

Eight main themes were identified and are described in this section in detail. 

Compared to the conceptual framework of health that was developed in Chapter 

3, new categories (themes) were generated in this study including ñThe opposite 

of diseasesò and ñHaving a positive mind-setò. Some of the initial categories (sub-

domains) of the conceptual framework were merged together: for example, 

Psychological function and Physical function subdomains were both relating to 

ñabilities to do thingsò and were grouped together to develop the theme ñBeing 

able to do things without restrictionsò. Some initial categories were divided into 

separate themes, such as Physical symptoms, which were separated into 

ñphysical sensesò and ñspiritsò. ñHaving spiritsò was identified as an independent 

theme here because this ñChinese-specificò health concept seemed to be valued 

by Chinese participants and it would be necessary to further explain how this term 

was explained by them. 

4.4.1.1 Theme 1: ñThe opposite of diseasesò 

Describing health as the opposite of disease was a popular view among 

participants. They explained that health and ñno diseaseò are closely related to 

each other. In some participantsô opinions, ñno diseaseò was a synonym for 

health, while some participants illustrated that although being free from diseases 

may not necessarily mean being in good health, having no disease was a 

foremost requirement. For example, a participant exemplified some specific 

diseases to explain that he was not in good health: I have diabetes, my blood 

sugar levels are highéhealth, in my opinion, for example, you do not have any 

diseases, no chronic diseases, hypertension, diabetes, cardiovascular diseases 

and so oné(Guoqiang, male, 53, Poor health).  

The idea of thinking about health as the opposite of disease was also reflected 

when some participants referred to physical examination results when talking 

about health. They believed that oneôs health can be examined by objective 

clinical indicators and a physical examination helped to identify potential 

illnesses. If an examination showed that clinical figures were within normal 

ranges, it was a sign of good health, or it indicated health problems, as a 

participant illustrated:   
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Jingniang (male, 26, ñSub-healthò): I will take a look at my body 
examination results, to see if they are normal or noté They (clinical 
indicators) can distinguish unhealthy conditions from healthy 
conditions. If some figures are out of the normal zone, the person 
needs to be aware of it and asks his doctor for further consultation.      

Additionally, interviewees were concerned about ñbody qualityò (in Chinese ñᵣ

ò), or, more formally speaking, body constitution 9 , when describing health. 

Participants illustrated that body constitution indicated whether it was easy for a 

person to catch a cold or get other diseases. Individuals with better quality were 

believed to be less likely to have diseases, therefore were in better health. For 

example, one interviewee said: for our body health, one thing is our inherited 

body qualityé your ability to fight against diseases. Better body quality, fewer 

diseases (Fengjie, female, 52, Average health). According to participants, body 

constitution was believed to be inherited but could also be affected by oneôs 

lifestyle in the long run, therefore it was different for different people. Some 

participants thus referred to family medical history in describing health. They 

explained that because close relatives tended to share common genes and 

similar body constitution, family illness experiences indicated a personôs current 

or future health problems.  

A concept related to ñbody constitutionò was the adaptability to weather changes. 

As it was discussed by participants, when outside environment, such as 

temperature or weather changed, a person with better body constitution was 

more likely to be able to adapt to changes. He/she was believed to be less likely 

to be ill, which should be considered as a sign of health.  

In summary, the first theme showed that Chinese participants described health 

as the opposite of disease. Participants thought about health as a state which 

was not disturbed by a disease condition, a state where clinical indicators were 

all within normal ranges and a state that was unlikely to be ill.   

                                            
9 According to the descriptions given by participants and the definition made by WHO 

ICD-11, constitution here was understood as oneôs body quality that can indicate the 
susceptibility to diseases and the ability to adapt to environment changes. Body 
constitution was introduced in Chapter 1, Section 1.1.2.4.1.     
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4.4.1.2 Theme 2: ñHaving spiritsò 

ñHaving spiritsò was emphasised by Chinese interviewees when they described 

health and was identified as a separate theme that may reflect Chinese culture. 

The phrase ñspiritò, in Chinese ñò, was used frequently in discussions, 

however, when participants were asked to explain what ñspiritò is, most of them 

expressed it was difficult to define it by words. Participants were then asked to 

give some examples to clarify how they understood the concept. According to 

some interviewees, it was an overall appearance which can externally display 

oneôs health condition. For example, an interviewee said: To identify a healthy 

person, when you see him, you immediately find he is with good spirit, then you 

know he is in good healthé a healthy person looks like he is with a good spirit 

(Lianglu, female, 29, ñSub-healthò). Interviewees referred to specific body signs 

that they often observed to judge an individual had spirits or not. These signs 

included oneôs complexion, eye spirts, voice, sitting postures and movement.  

Kaifeng (male, 25, Average): You can see from his eye spirits, can 
their eyes focus on things, if they cannot, it means he might have some 
disease. 

Guoqiang (male, 53, Poor health): To judge if someone is in good 
health, I will take a look at oneôs spiritual state, to see if they have a 
shiny face, to see if they can walk lively, with strengthé you can also 
tell oneôs spiritual state by hearing his voice and seeing his eyes, they 
can all reflect if one is healthy or not. 

Spirit was also associated with oneôs body strength (the literal translation of 

ñenergyò in Chinese). According to some participants, a healthy person should 

have enough energy and perform daily activities with ñgood spiritò, while a person 

who looked tired was not likely to ñhave spiritò and may have some health 

problems. For example, one interviewee mentioned Spirit when he illustrated why 

he felt he was in good health: 

Laoshi (male, 61, Average): I feel I am with good spirit, I can take my 
father (who was disabled sitting in a wheelchair) to go out every day, 
every day we take a walk to go to the bridge, to play. 

Some participants also believed that ñspiritò commanded peopleôs activities, both 

physically and mentally, by directing and adjusting human beingsô thoughts and 

behaviours. A participant illustrated that a person without sufficient spirit ñmay 

lose interest in things and may not want to do things positivelyò (Putuo, male, 18, 
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Good), while another participant described a person with no spirit tended to ñfeel 

upset all the day and want to dieò (Zini, female, 66, Poor health). Spirit, in this 

sense, could affect individualsô both physical and mental conditions.  

ñHaving spiritsò was repeatedly recognised by Chinese interviewees when 

assessing health. It was displayed as the second theme in this study.  

4.4.1.3 Theme 3: ñWithout physical senses of discomfortò 

Participants referred to various physical symptoms when describing health. 

According to some participants, physical feelings could indicate oneôs health 

status because undesirable feelings interfered oneôs wellbeing and negatively 

affected oneôs health, meanwhile one could also feel being in good health when 

he/she had positive bodily experiences. An interviewee, who thought himself in 

an ñexcellentò health state, described that:  

Nianqing (male, 48, Excellent health): I ask myself: ñdo I feel anything 
unusual?ò I close my eyes and ask myself this question. I donôt. I close 
my eyes and I think very carefully. I do not have any abnormal feelings. 
Thatôs it. That is my best condition. Nothing more than that. That is 
good.       

Some participants revealed that abnormal physical symptoms indicated health 

problems in the body, therefore unpleasant physical senses were linked to poor 

health. During interviews, various specific symptoms were mentioned, including 

allergies, cough, swellings, nasal congestion and dim eyesight. They were 

believed to be symptoms of diseases, thus signs of poor health. For example, an 

interviewee exemplified various physical symptoms when she described her 

health: 

Chenggong (female, 35, ñSub-healthò): I coughed sometimes because 
I smoked quite a lot é some swellings in the body é my waist and 
back sometimes have a little bit aches. 

Physical senses such as pain and discomfort were commonly mentioned in 

dialogues about health. People illustrated different kinds of physical discomfort 

such as dizziness, numbness in hands and feet, tinnitus, and palpitation. Some 

interviewees also talked about pain or discomfort in specific body parts, such as 

back, neck, stomach, feet and waist or discussed bodily pain and discomfort in a 

general sense of the words:  
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Zini (female, 66, Poor health): There are some people in my 
neighbours who are not in good health, I think. They are in pain é and 
they always said they had pains here and there. 

Chenggong (female, 35, ñSub-healthò): Clearly, whenever I feel I have 
some discomfort feelings, I know that I am not in good health.  

Several interviewees talked about appetite and thought that the desire for food 

can reflect oneôs health. Some participants quoted a Chinese old saying ñfood is 

the sky for peopleò to emphasise that it might be part of the Chinese culture that 

they appreciated what to eat and how to eat well. They explained that if a person 

could only take a small amount of food, he/she may not be supplemented with 

enough nutrients and was likely to become ill. Additionally, because it was 

peopleôs natural desire to have food, losing interest in food may reflect he/she 

was particularly unwell, mentally or physical or both. Appetite can thus be an 

effective indicator to judge someoneôs health. 

Interviewees believed that physical symptoms were health-related body signs 

and referred to physical senses in describing health. Health, in this view, could 

be understood as the condition without undesirable physical senses.  

4.4.1.4 Theme 4: ñHaving a good moodò 

Apart from physical senses, there were also frequent discussions about 

emotional experiences, when participants referred to emotions and moods to 

describe health. Some participants explained that mental health was an important 

part of health itself, while some illustrated how oneôs emotional experiences 

affected the physical state, therefore oneôs psychological state could reveal 

health to some extent. For example, some participants discussed stressed 

feelings during interviews and highlighted that stress influenced his physical 

health:  

Baozhang (male, 48, ñSub-healthò): The stress that comes from my job 
makes me feel I am in sub-healthé My sub-health is like, I want to do 
things but I feel I do not have sufficient energyé I am not energetic to 
my work.  

Feelings of anxiety and worry were also referred to in conversations. Anxiety, or 

worry, which can be understood as the same thing in the Chinese language, 

seemed to be a common issue for participants across different age groups. Many 

participants stated they felt anxious, worried and had too many things in mind. 
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Some believed such feelings were mental health issues, for example, a 

participant said that at the beginning, you cannot control yourself, then you feel 

anxious, you are agitated and you get a series of mental problems (Yali, female, 

37, in ñSub-healthò). Some explained these psychological symptoms disturbed 

their normal life and made them feel in a poorer health state. For example: 

Guoqiang (male, 53, Poor health): I worried a lot when I was in bed, I 
tended to think a lot of things and I could not sleep.  

Other specific emotional experiences, either negative or positive, including 

depressed/happy, peaceful/excitable, and fear/safe, were mentioned in 

conversations about mental health. Additionally, some participants described 

their general emotional state without specifying the exact feeling. People thought 

that a generally pleasant mood and a feeling without any mental discomfort could 

reflect a healthy mental state: 

Yubei (female, 48, ñSub-healthò): The time when I feel I am in good 
health, I am generally in a pleasant mood and there are few things to 
worry about; 

Zini (female, 66, Poor health): My heart became uneasy, 
uncomfortable, and I thought there were so many things and no one 
would help me. 

In summary, the fourth theme showed how participants regarded mental 

ñfeelingsò as a component of health. They were aware of moods and emotions 

and their relations to health status.   

4.4.1.5 Theme 5: ñBeing able to do things without restrictionsò 

Additionally, participants referred to oneôs ability in doing things when they 

described health. In this view, if a person had problems in performing certain 

activities, his/her life was restricted and this could be seen as a sign of poor 

health; if a person was able to do things without restrictions, it indicated good 

functional abilities, and therefore, good health.   

Sleep was discussed by many interviewees. Participants mentioned the quality 

of sleep, difficulties in being asleep, length of sleep and insomnia conditions when 

they described their health. They explained that sleep was an important aspect 

of everyday life and poor sleep affected life quality directly. They also mentioned 

that oneôs physical body needed sufficient time of resting when sleep could help 

a person to restore energy. Additionally, sleep was believed to be closely linked 
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with oneôs mental state. For example, one participant said she was not in a good 

health state, then she illustrated: 

Zini (female, 66, Poor health): I have one problem, I cannot sleep well. 
I cannot sleep. I used to be very afraid because I cannot fall asleep. I 
am afraid I will be diagnosed with depression. 

Mobility was another important health dimension according to participants. Many 

people stated activities, such as walking, climbing stairs, going out to play, 

exercising, running and bending oneôs knees, which were related to oneôs mobility 

and flexibility, when describing oneôs health condition. A participant illustrated that 

ñI think I am good é I can walk, I can go to the nearby town, I can climb stairs 

and slopes, without any problemsò (Popo, female, 65, Average). In addition to the 

activities of mobility, some participants referred to other routine activities in daily 

life to describe health. Some people mentioned self-care activities including 

brushing teeth and taking shower; some participants talked about their daily 

activities such as doing shopping, cooking meals and playing Mah-jong; while 

some also mentioned their performance in their working and studying. Whether 

the specific organs, such as eyes and ears, could perform well was also covered 

in discussions. They explained that some of these functional abilities were basic 

requirements in daily life, therefore were important indicators for health. For 

example, without the ability to move, a person would be restricted from doing 

many other activities and may need external help in order to do things.  

Besides those physical functional activities, cognitive function was considered by 

interviewees in judging health as well. Abilities to think things clearly, to 

remember things, to make decisions, to concentrate on things and to perceive 

surrounding changes and respond were identified as health dimensions from the 

conversations. They believed that those cognitive functional abilities were 

essential to their work, study, conducting daily activities and social wellbeing. 

Some participants highlighted the importance of cognitive function to health by 

making examples of elderly relatives losing memory. They explained that 

because their relatives were losing memory, they had deteriorating health 

condition as well as life quality.    
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The fifth theme conveyed that health could be defined from a perspective of 

function. Health was described and assessed by referring to abilities to perform 

various activities in interviews.    

4.4.1.6 Theme 6: ñHaving satisfying social relationshipsò 

During interviews, participants also talked about social wellbeing in describing 

oneôs health. Many of them referred to the WHO health concept, highlighting the 

social aspect was a component of health. Some participants stated that although 

social health was not part of the ñtraditionalò concept of health, which consisted 

of physical health and mental health only, social relating issues such as abilities 

in dealing with social relations were closely linked with oneôs health condition and 

were essential to each individual. They explained that oneôs state of social 

relations influenced oneôs health state, especially oneôs mental health state. For 

example, one participant revealed that he felt lonely and unhappy because he did 

not have many friends and he was aware this situation would affect his mental 

wellbeing:   

Putuo (male, 18, Good health): Interpersonal relations, the ability to 
deal with interpersonal relations, I have some problemsé I do not 
have many friends at school; for other people, they get friends to have 
lunch together é I am always alone and do not have classmates or 
roommates to chat with, we donôt have common topicsé I donôt like 
being in this situation, I feel if I always live in this way, I will be not 
healthy... mentally.  

Some interviewees mentioned that oneôs ability to deal with social relations can 

largely determine if he/she adapted well into the social environment, enjoyed 

living in a community and in return contributed to the community. Being well 

involved in oneôs community and welcomed by other people in oneôs community 

was believed to be beneficial to both the individual and the community, and was 

therefore regarded as a sign of good health, from both an individual perspective 

and a social perspective. On the other hand, some participants illustrated those 

criminal offenders who conducted anti-social behaviours. They highlighted that 

even if a person was physically healthy if he/she caused negative influences on 

society, this person would not be considered as in good health. They believed 

that the misbehaviours of those criminal offenders were due to the fact that they 

failed to be involved in a community, which was a sign of poor health itself. For 

example, a participant described:  
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Xiaozhang (male, 55, Average): There was a Chinese college student, 
Jiajue Ma (a university student who killed his four roommates after 
having quarrels with them), he was surely an example of being in bad 
health, although he might have a strong bodyé he is not able to 
communicate with people... 

Social support was also regarded to be crucial for many participants. They 

highlighted that supports from friends and family could influence oneôs health 

status, especially mental health. An elder participant mentioned how financial 

support and sufficient care from their children affected her mood, making her did 

not feel lonely most of the time and was satisfied with her life. Feeling supported 

was believed to be able to bring about positive emotional experiences such as 

confidence and sense of security, as a participant explained:  

Yuyue (female, 24, Average): I think social health is so important, it 
can largely affect your mental health é People are very easily 
affected. It is very hard to stick to your opinions when everyone else 
thinks you are wrong é Are there many people supporting you? If not, 
you may feel upset and start to doubt about yourself. 

ñHaving satisfying social relationshipsò was named as the sixth theme, given the 

general recognition of peopleôs sociality during discussions.  

4.4.1.7 Theme 7: ñHaving a positive mind-setò 

Some participants believed that oneôs mind-set, which can be understood as 

oneôs mental attitude towards life, was a component of health. They described a 

healthy person as being with ñpositive energyò and ñsunny attitudesò, while 

suggested people with ñnegative attitudesò and being ñlazyò were unhealthy. They 

seemed to understand health as a positive state, where a person should be not 

only physically positive (doing things without restrictions) but also mentally 

positive (with a positive life attitude). In this view, with a positive mind-set, a 

person was more likely to act energetically in daily life and was more likely to be 

ñfull of spiritò according to some participants, as one interviewee described:   

Muqing (female, 50, Poor health): you can see people who are very 
sunny, who are with positive energy, he would normally do things with 
his own initiative and was always energetic, with spirits.   

Participants also held an opinion that oneôs life attitude could largely affect oneôs 

health, both physically and mentally. They referred to those people who were 

physically disabled but still lived positively and optimistically and eventually 
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overcame physical restriction to explain such influence. They believed that oneôs 

positive attitude could give him/her a good signal and caused positive effects.     

One's mind-set also consisted of oneôs attitude towards others, as interviewees 

suggested, it was ñhealthyò to be ñopen-mindedò, ñbig-heartedò and ñtolerantò to 

other people, instead of being ñaggressiveò or ñnarrow-mindedò. They again 

highlighted the importance of social wellbeing, which was believed to be closely 

linked with peopleôs attitude to others, as a participant illustrated, ñone should be 

more generous, this can reflect health too, if someone has a narrow mind, he 

may treat his family, friends, boss, or colleagues in a way that was not favourable. 

He may not be welcomed by others. He may not feel happy himself because he 

could not deal with relationships very well (Xiaozhang, male, 55, Average)ò. In 

this view, being open-minded and tolerant to people, a person would be liked by 

people surrounding him/her and was expected to have a better state of social 

wellbeing.  

Some participants also illustrated abilities to cope with stress or to adjust temper 

in describing health. These abilities addressed conditions requiring people to deal 

with external stimulants or external relations with other people. Such abilities 

were considered to be associated with oneôs mind-set because it was explained 

that with better ability to cope with unfavourable external challenges or conflicts 

with others, individuals were more likely to stay optimistic in mind or to be lenient 

to treat other people. Thus the individuals tended to hold a more positive mental 

attitude and to be in better health from mental and social perspectives.      

The seventh theme was about individualsô mind-set and life attitude. It expanded 

the concept of health in a wider context by considering how individuals dealt with 

external relations and external stimulants. 

4.4.1.8 Theme 8: ñBehaving well in everyday lifeò 

Oneôs lifestyle behaviour was considered to be directly linked with health in 

interviews. Positive health behaviours, such as maintaining regular excise, 

keeping a balanced eating diet and maintaining a regular work-and-rest schedule, 

as well as negative health behaviours, such as smoking, drinking too much 

alcohol and sleep too late, were mentioned.  
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It was discussed in interviews that oneôs daily behaviours could affect oneôs 

current health state. A participant illustrated that she stayed up late last night and 

that was why she felt tired and unwell in the morning (Yuyue, female, 24, 

Average). She added that she felt less energetic and her work efficiency was 

affected and did not think she was in a good health state.  

Some participants referred to the long term effect of lifestyle behaviours on 

health, as a participant illustrated, ñif a person continued to go to bed late for a 

long time, his/her energy would be difficult to be restored and immunity may 

decline eventuallyò (Yali, female, 37, in ñSub-healthò), oneôs everyday behaviour 

can reflect oneôs future health status. Good lifestyle behaviours were expected to 

help a person to gain better health status in the future, while unhealthy lifestyle 

behaviours were likely to damage oneôs future health. Unhealthy habits such as 

drinking alcohol and smoking were frequently mentioned in interviews by 

participants. Participants explained that although the negative health behaviours 

may not cause an immediate effect on oneôs health, they affect oneôs health in 

the long run, as a participant described, ñsome teenagers think smoking is coolé 

they cannot foresee smokingôs bad influence. Once smoking becomes their 

habits, it will damage their health... They will have health problems 

later.ò(Baozhang, male, 48, ñSub-healthò) 

Under the last theme, it was suggested by participants that lifestyle behaviours 

could affect health now and in the future, therefore oneôs lifestyle was considered 

as an important aspect in describing oneôs health.  

4.4.2 A revised conceptual framework of health  

The conceptual framework of health developed from the scoping review study 

was used to guide the qualitative analysis in this study. To better present how 

Chinese participants described health and assessed health status, the 

categorisation scheme of the preliminary conceptual framework was refined and 

renamed to develop themes of Chinese participantsô understandings of health. 

Table 4-5 below presents how the themes were developed from the initial 

categorisation scheme. The finalised themes (fourth column), which were 

developed from the qualitative study, were compared with the initial categories 

derived from the scoping review study (first column). The identified health 
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dimensions in the qualitative study were listed in the third column in the Table 4-

5 and were compared with the health dimensions identified in the scoping review 

study (second column).  

Table 4-5: Comparisons in findings between the scoping review and the 
qualitative study 

Initial categories 

for health 

dimensions  

Health dimensions 

identified from the 

scoping review 

study 

Health dimensions 

identified from the 

qualitative study  

Themes of ñlay 

understandings 

of healthò 

Other  Disease ñThe opposite 

of diseasesò  Physical examination 

results 

Family history  Family history  

Physical 

symptoms  

 

Susceptibility Body constitution 

(Susceptibility) 

Weather adaption Weather adaption 

Appearance  Appearance  ñHaving spiritsò 

 Spirit Spirit 

Fatigue  Fatigue  

Energy    ñBody strengthò 

(Energy)    

Complexion Complexion 

Discomfort  Discomfort  ñWithout 

physical 

senses of 

discomfortò 

Pain  Pain  

Appetite  Appetite  

Other abnormal 

signs 

Other abnormal signs 

Psychological 

symptoms 

Stress  Stress  ñHaving a good 

moodò Depression Depression 

Worry/anxiety   Worry/anxiety   

Emotional stability  Emotional stability  

Anger Anger 

Fear Fear 

Sense of security  Sense of security  

Happiness  Happiness  

Loneliness  Loneliness  

Confidence Confidence 

Satisfaction Satisfaction 

Physical function  

 

Sleep  Sleep  ñBeing able to 

do things Mobility Mobility 

Usual activities  Usual activities  
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Organ function   Organ function   without 

restrictionsò 

 

Self-care Self-care 

Sexual function  

Dependence one 

medicine 

 

Psychological 

function 

 

Thinking Thinking 

Reaction Reaction 

Memory Memory 

Decision-making Decision-making 

Concentration  Concentration  

Social and role 

function  

 

Social relation  Social relation  ñHaving 

satisfying social 

relationshipsò 

 

Social adaption  Social adaption  

Social support Social support 

Communication Communication 

Morality Morality 

Social contact  

N/A Optimism Life attitude (including 

optimism) 

ñHaving a 

positive mind-

setò  Breadth of mind 

 Ability to deal with 

stress 

 Ability to adjust the 

mood  

 Personality  

Other Lifestyle Lifestyle ñBehaving well 

in everyday lifeò 

 

Generally speaking, health dimensions identified from this qualitative study were 

found to be highly comparable with that from the scoping review study. 

Meanwhile, there were some differences between the scoping review and the 

qualitative study in terms of the identified health dimensions. Diseases, physical 

examination results were referred to by participants to describe health but were 

not included in the reviewed HRQoL measures. This may be because the 

principal aim of the HRQoL measures was to collect information on subjective 

health status and did not include objective clinical indicators. Second, ñHaving 

spiritsò was identified as an independent theme in this study. This was because 

ñspiritò was widely recognised by Chinese participants and seemed to be an 

important theme of health in describing health among them. It was distinguished 

from other physical senses to show its importance in a Chinese cultural setting. 
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Health dimensions relating to individualsô attitudes towards other people 

(ñbreadth of mindò) and personality were considered to be important in assessing 

health according to many participants but were not covered in the initial 

conceptual framework. They were therefore added to the conceptual framework. 

Sexual function was not mentioned by participants in this qualitative study but 

was part of the preliminary conceptual framework. This may be because sex was 

considered as a private and sensitive topic by participants and they did not feel 

comfortable to talk about it during interviews.   

A revised conceptual framework was updated with newly added health 

dimensions from lay participants. Figure 4-1 below presents the revised 

conceptual framework.  

 



   
   

 

 

1
0

5
 

 

 

 

 

 

 

 

 

 

 

 

 

Symptoms 

Function 

General 
perceptions of 

health 

Effect  

Cause   

Physical function: sleep, 
mobility, usual activities, self-
care, organ function, 
communication, sexual function;  
Daily life: dependence on 
medicine 

Cognitive function: 
memory, reaction, thinking, 
concentration, decision 
making 

Physical senses: pain, 
discomfort, fatigue, appetite, body 
strength; 
Appearance: body weight, body 
shape, body image, Complexion, 
Spiritual outlook; 
Other signs (sweat, stool, 
urination, voice, skiné) 

Negative emotions: anxiety, 
stress, depression, fear, 
anger, loneliness; 
Positive emotions: 
happiness, sense of 
security, confidence, 
emotional stability, 
satisfaction, optimism   
 

Life attitude; Breadth of 
mind; Social relations; 
Social contact; Social 
support; Morality  

Susceptibility; 
Adaptability to changes 
in weather; 
Adaptability to social 
environment  

Physical Social & environmental   Psychological      

 Internally   Externally 

Lifestyles;  
Family history  

Overall health status 
Overall Quality of Life 

Figure 4-1: Conceptual framework of health based on the scoping review and interviews  


































































































































































































































































































































































