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Abstract

Purpose The Short Form version of the Quality of Life
Enjoyment and Satisfaction Questionnaire (Q-LES-Q-SF)
was designed to measure patients’ subjective experience of
enjoyment and satisfaction. However, it had not yet been
validated for Chinese societies. This paper reports on the
validation of the Chinese version of the Q-LES-Q-SF
among primary care patients in Taiwan.

Methods The study included adult patients in primary
care clinics. The participants completed the Q-LES-Q-SF,
the Patient Health Questionnaire, and the Short Form
Health Survey. After that, the trained researchers inter-
viewed the patients using the mood module of the Sched-
ules for Clinical Assessment in Neuropsychiatry and the
17-item Hamilton Rating Scale for Depression. A sub-
sample of participants was reassessed with Q-LES-Q-SF
within a 2-week interval.
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Results A total of 1,482 patients completed the Q-LES-
Q-SF. The content validity was good, with no significant
floor/ceiling effect. The internal consistency of the Q-LES-
Q-SF proved to be substantial as well as the test-retest
reliability. The factor structure was examined by explor-
atory factor analysis (EFA) and confirmatory factor ana-
lysis (CFA). The EFA yielded a 2-factor structure, which
was confirmed by a CFA with acceptable fit indices.
Known-group validity of the Q-LES-Q-SF was satisfactory
in distinguishing patients with and without depression,
according to hierarchical regression analyses. Evidence of
concurrent validity was provided for the Q-LES-Q-SF, and
its two subscales identified significant correlations with
other measures.

Conclusion The Chinese Q-LES-Q-SF was shown to
have adequate validity and reliability. It may be a useful
tool to measure patients’ quality of life in Chinese
societies.
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Abbreviations
HAMD-17 17-item of Hamilton Rating Scale for

Depression

MDD Major depressive disorder

MCS Mental component score

PCS Physical component score

PHQ-9 Patient Health Questionnaire 9-item

PQ-LES-Q Pediatric version of the Short Form of the
Quality of Life Enjoyment and Satisfaction
Questionnaire

QOL Quality of life

Q-LES-Q Quality of Life Enjoyment and Satisfaction
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SCAN Schedules for Clinical Assessment in
Neuropsychiatry
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Introduction

In assessing patients’ clinical conditions, there is increasing
consensus among clinicians and researchers that in addition
to the presence or absence of symptoms, broader dimen-
sions, such as quality of life (QOL), should be included. To
meet such a need, a number of different QOL assessment
procedures have been developed. Health-related QOL has
become an important outcome measure for psychiatric
patients and has been intensively investigated as a measure
of outcome in clinical trials, adherence with medication,
and adaptation to social environments [1-7].

The Quality of Life Enjoyment and Satisfaction Ques-
tionnaire (Q-LES-Q) is a self-report measure with 93 items
that assesses QOL from the point of view of the subject [8].
Since 1993, it has been widely used in QOL outcome studies
of mentally disabled patients and shown good reliability,
validity, and stability in non-psychiatric populations and in
patients [8—13]. However, the Q-LES-Q is a lengthy ques-
tionnaire that takes between 40 and 45 min to complete. The
Short Form of Quality of Life Enjoyment and Satisfaction
Questionnaire (Q-LES-Q-SF) has only 16 items and includes
the same content as the general activities section of the
longer version. The Q-LES-Q-SF has been also demon-
strated to be a highly reliable and valid measure in adults [1,
14-16]. It is increasingly used in psychiatry because it gives
emphasize to the subjective perspectives of patients on
physical, psychological, and social domains of daily life.

The Q-LES-Q and its short form (Q-LES-Q-SF) have
been translated into several languages and validated in
populations of different lifestyles and economic back-
grounds [8, 13, 14, 17-21]. This instrument is widely in use
internationally and should be validated in a Chinese pop-
ulation. To the best of our knowledge, it had not yet been
validated for Chinese societies, including Taiwan. In the
present study, we document the psychometric properties of
the Chinese Q-LES-Q-SF in Taiwan.

Methods
Study setting

The protocol was approved by the institutional review
board of the Mackay Memorial Hospital in Taipei, Taiwan.
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The study was part of a larger investigation of outcomes of
service enhancement with case management for major
depressive disorder (MDD) in primary care. The study was
undertaken in 6 community-based primary clinics and
several hospital-based outpatient clinics of the Family
Medicine Department in Taipei from September 2007 to
December 2008. All adult patients, 18 years or older, who
visited the clinics mentioned above and speak Chinese
were invited to join the study while they were waiting for
their clinical visits.

Study procedure

All participants gave written informed consent after
receiving a full description of the study procedures. They
were then asked to complete the Chinese version of the
Q-LES-Q-SF, the Patient Health Questionnaire 9-item
(PHQ-9), and the Short Form Health Survey (SF-12) during
or shortly after their visits to see their primary care phy-
sicians. After the participants had completed these ques-
tionnaires, trained research staff blinded to the results from
the questionnaires interviewed the patients using the mood
module of the Schedules for Clinical Assessment in Neu-
ropsychiatry (SCAN) and the 17-item of Hamilton Rating
Scale for Depression (HAMD-17). A subsample of par-
ticipants was re-administered the Chinese version of the
Q-LES-Q-SF within 2 weeks of the index visit.

Measures

The Q-LES-Q-SF is a self-reported questionnaire, with 16
items, derived from the general activities scale of the ori-
ginal 93-item form [8]. It evaluates overall enjoyment and
satisfaction with physical health, mood, work, household
and leisure activities, social and family relationships, daily
functioning, sexual life, economic status, overall well-
being and medications. Items are rated on a 5-point scale
(“not at all or never” to “frequently or all the time”), with
higher scores indicating better enjoyment and satisfaction
with life. The scoring of the Q-LES-Q-SF involves sum-
ming only the first 14 items to yield a total score. The last
two items, about medications and overall life satisfaction,
are not included in the total score but are stand-alone items.
The total score ranges from 14 to 70 and is usually
expressed as a percentage (1-100) of the maximum total
score that is achievable, as presented in this study. The
original Q-LES-Q-SF was translated into traditional Chi-
nese by a bilingual psychiatrist. The translated version was
back-translated into English and modified until the back-
translated version was comparable with the original Eng-
lish version. Some patients and experienced psychiatric
nurses were invited to review and provide feedback. The
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Chinese version was then pretested in a small group of
psychiatric patients prior this study to test the cultural
appropriateness and content validity [22].

The PHQ-9 is a self-administered measure designed for
identifying MDD in primary care and non-psychiatric set-
tings. It contains items derived from the Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition (DSM-
IV). The PHQ-9 has been validated in multiple studies
conducted in different situations of clinical services and in
different cultures. The Chinese version of the PHQ-9 has
been validated for the Taiwanese population in primary
care [23].

The HAMD-17 is a standardized interview-based
assessment examining the frequency and intensity of 17
depressive symptoms. It is one of the most commonly used
instruments for rating the overall levels of depression
severity in medical studies [24]. The investigator should
choose the possible responses to each question by inter-
viewing the patient and by observing his or her symptoms.
Each question has between 3 and 5 possible responses that
increase in severity. It yields a total score ranging from O to
52. Higher values represent greater symptom severity. The
reliability and validity of the Chinese version of the
HAMD-17 have been demonstrated, showing good inter-
rater reliability and internal reliability. Its concurrent
validity is excellent while comparing the Global Assess-
ment Scale [25].

The SF-12 is a shorter version of the SF-36 Health
Survey, a generic health-related QOL questionnaire [26]. It
is composed of 12 items and provides physical component
summary (PCS) and mental component summary (MCS)
scores as well as the SF-36. The SF-36 has been validated
and used extensively in Taiwan [27].

The SCAN is a set of clinical assessment instruments
aimed at assessing, measuring, and also providing possi-
bilities for categorical assessment of psychopathology and
behavior associated with the major psychiatric disorders in
adult life [28]. It can be used for clinical, research, and
training purposes and was developed within the framework
of the World Health Organization. The cross-cultural
clinical equivalence and reliability of a Chinese version of
the SCAN in Taiwan suggested that no between-group
differences were found for most individual items, and
cross-cultural implementation based on SCAN in Taiwan
appears valid [29]. In this study, the mood module of the
SCAN was used to identify the patients with MDD in the
past one month. Two psychiatric research nurses with
4 years of psychiatric research experience were trained in
the administration of SCAN for 6 months. At the end of
that period, there was good inter-rater reliability between a
research psychiatrist and the research nurses (generalized
kappa of 0.88 for the diagnosis of MDD according to
DSM-1V criteria).

Statistical analyses

Descriptive statistics were generated and distributions of
variables were checked for normality before statistical
analyses. Floor and ceiling effects were calculated as the
percentages of patients with the lowest or highest scale
item (or possible sum score) out of the total number of
patients. Floor and ceiling effects were present if more than
15 % of respondents achieved the lowest or highest pos-
sible score [30]. Cronbach’s o was used to determine the
internal consistency (=0.70; Cohen) [31]. The intra-class
correlation coefficient (ICC) was used to examine test—
retest reliability for the two assessments at an interval of
2 weeks.

To analyze the construct structure of the Chinese
Q-LES-Q-SF, the sample was randomly split into two
halves using the algorithm available in the SPSS: one for
exploratory factor analysis (EFA) and one for confirma-
tory factor analysis (CFA). The EFA was performed with
principal component and Varimax rotation. Factors with
eigenvalues greater than one were retained, and variables
with an absolute loading greater than the amount set in
the minimum loading option (>0.4) were selected [32—
34]. The CFA was performed to assess the goodness of fit
of the factor structure extracted from the EFA. The
maximum-likelihood estimation (MLE) method was used
to test the covariance matrix to determine how well the
model fits the sample data. Traditionally, the chi-square
test is applied to assess the goodness of fit for a model.
However, the chi-square test is very sensitive to sample
size (may reject a model with good fit if sample size is
large). In this study, three other indexes, including
goodness-of-fit index (GFI), adjusted GFI (AGFI), and the
root of the mean square residual (RMR), were chosen to
assess the fit of the model [35-37]. Values of GFI greater
than 0.9, AGFI greater than 0.8, and RMR less than 0.1
indicate a good fit [37].

To verify concurrent validity, the Pearson’s correlation
coefficient was used to analyze the correlation between the
Q-LES-Q-SF and the other instruments. The SF-12 was
used for concurrent validity because it has been used
extensively for QOL studies of a wide range of disease,
including depression [38—40]. We also investigated the
association of the Q-LES-Q-SF with measures of depres-
sion (i.e., PHQ-9 and HAMD-17) to establish that scores of
Q-LES-Q-SF are higher when people have lower scores on
depression scale. Confirmation of these properties enables
the Q-LES-Q-SF to be used with confidence in outcome
studies of depression. We considered a correlation of <0.3
to be small, 0.3-0.5 moderate, and =0.5 large [31].

Known-group validity refers to whether an instrument
can differentiate between groups of patients whose health
status differs, in this case patients with versus without
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MDD, diagnosed by SCAN interview. We expected par-
ticipants without MDD to have better QOL than partici-
pants with MDD, using the Mann—Whitney U test. Given
the sample was collected from a primary care setting, the
information regarding the presence or absence of physical
complaints was a possible covariate. Hierarchical regres-
sion analyses (stepwise method) were performed to test the
hypothesized associations between MDD and QOL, with
the Q-LESQ-SF as the dependent variable. All sociode-
mographic variables were introduced at a first step, fol-
lowed by two clinical variables of depression (with vs.
without MDD) and physical problems (with vs. without
physical complaints) on a second step to examine its
unique association with QOL accounting for all other
variables.

The CFA analyses were performed with AMOS 18.0.
All the other analyses were conducted using the SPSS 18.0.
All analyses employed a significance level of 0.05.
A Bonferroni correction was applied to adjust the signifi-
cance level of multiple comparisons.

Results
Demographics

Study participants consisted of 1,482 subjects including
614 male (41.43 %) and 868 female (58.57 %), with a
mean age of 54.65 years (SD 18.64). Of the 1482 subjects
who completed the Chinese version of the Q-LES-Q-SF,
1,100 (74.22 %) received the SCAN diagnostic interviews
by mental health professionals. Of the 1,100 who were
interviewed with SCAN, 29 subjects (2.64 %) were diag-
nosed as having MDD in the past one month. Table 1
shows basic demographic and clinical characteristics. As
shown in Table 2, the average raw score on the Q-LES-Q-
SF was 47.93 (SD 6.15), or 68.47 % of the total score of
70. The mean raw score of each item and raw total score of
Q-LES-Q-SF are also reported in Table 2. Distributions of
scores for each item were normal, with skewness and
kurtosis within acceptable limits [35]. No floor effect was
observed. Ceiling values were less than 12.1 %.

Reliability

The internal consistency of the Q-LES-Q-SF, as measured
by Cronbach’s o coefficient, was found to be substantial
(e = 0.87). No items showed significantly lower item-total
correlation compared to the other items. The test-retest
reliability was high (ICC = 0.75) using data from the 199
participants who were re-administered the Q-LES-Q-SF
2 weeks after the first administration.
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Table 1 Description of study subjects (N = 1,482)

Demographic characteristics N or mean % or SD
Gender

Male 868 58.57
Female 614 41.43
Age 54.65 18.64
Education

Illiterate 142 9.69
Elementary school 412 28.12
Junior high school 227 15.49
High school 305 20.82
College 126 8.60
University 219 14.95
Master degree and above 34 2.32
Marriage

Single 259 17.50
Married/live with a partner 981 66.28
Separated/divorced 48 3.24
Widowed 192 12.97
Occupation

Full-time 545 36.87
Part-time 44 2.98
Unemployed 99 6.70
Homemaker 236 15.97
Student 70 4.74
Retired 478 32.34
Military service 6 0.41
Socioeconomic status

Semi-professional 44 3.02
Non-manuel skilled worker 398 27.28
Manuel skilled worker 588 40.30
Semi-skilled labor 334 22.89
Non-skilled labor 95 6.51
Religion

No religion 306 20.76
Christianity/catholicism 113 7.67
Buddhism/Taoism/folk religion 1,048 71.10
Others 7 0.47
SCAN diagnosis

Not depressive 1,071 97.36
Major depressive disorder 29 2.64

Validity

EFA was first performed on a random 50 % of the total
sample. Bartlett’s test of sphericity was statistically sig-
nificant (P < 0.001), and the Kaiser—Meyer—Olkin value
was 0.90. The inspection of scree plot (Fig. 1) showed two
factors in the analysis. Factor 1 consisted of 10 items
(items 2-11) representing “psychosocial dimension” with



Qual Life Res (2014) 23:907-916 911
Table 2 Raw scores of the Q-LES-Q-SF of subjects with and without major depression (n = 1,482)
Items from the Q-LES-Q-SF Subjects Subject with  Total subjects

without major

major depression

depression

Mean SD Mean SD Mean SD P value Skewness Kurtosis Floor Ceiling
1. Physical health 312 077 228 0.75 3.09 0.78 <0.001* 0.005 —-0.207 1.2 2.5
2. Mood 337 073 210 056 332 076 <0.001* —0.200 0.097 1.0 3.9
3. Work 339 069 238 0.73 335 070 <0.001* —0.093 0.183 0.5 35
4. Household activities 347 065 276 0.64 345 0.65 <0.001* 0.088 0.165 0.3 4.0
5. Social relationships 368 0.66 321 094 366 0.66 0.002* —0.444 0.361 0.1 6.0
6. Family relationships 375 0.68 3.10 1.01 3.72 0.69 <0.001* —-0.649 1.111 0.5 8.3
7. Leisure time activities 3,59 071 293 0.88 3.54 0.72 <0.001* —-0.370 0.242 0.5 5.7
8. Ability to function in daily life 3.65 0.63 3.07 084 3.62 0.63 <0.001* —-0.005 —0.050 0.1 6.0
9. Sexual drive, interest, and/or performance 326 0.62 266 0.61 3.23 0.62 <0.001* 0.195 1.425 0.8 2.4
10. Economic status 312 071 231 085 311 0.71 <0.001* —-0.093 0455 14 1.9
11. Living or housing situation 361 071 3.00 076 3.57 0.71 <0.001* —0.296 0385 0.5 6.6
12. Ability to get around physically 351 091 259 095 351 091 <0.001* —0.249 —0.560 0.6 12.1
13. Vision in terms of ability to do work or 332 090 276 0.83 333 088 0.001* —-0.038 —-0.584 0.7 8.0

hobbies
14. Overall sense of well-being 346 072 248 0.69 343 0.73 <0.001* -0.018 —-0.011 03 59
Raw total (1-14 items) 4830 593 37.62 5.63 4793 6.15 <0.001* 0.204 0973 0.0 0.3
15. Medication 236 1.64 238 127 233 1.63 0.593 —0.446 —1.302 09 34
16. Overall life satisfaction and contentment 351 0.68 238 0.68 347 0.69 <0.001* —-0.109 0.249 05 4.9
Floor effect defined as percentage of worst possible outcome out of total number
Ceiling effect defined as percentage of best possible outcome out of total number
* Significant using nonparametric Mann—Whitney U tests with Bonferroni correction
eigenvalue of 5.24, accounting for 37.41 % of variance. Scree Plot
Factor 2 consisted of 4 items (items 1, 12, 13, and 14) 6
representing “physical dimension” with eigenvalue of
1.27, accounting for 9.07 % of variance. All the factor- 5+
pattern coefficients were above 0.40, indicating that all the
items were salient (Table 3). s 4
The CFA was used to determine the goodness of fit of s

the previously identified two-factor model. The results of § ¥
CFA for the model showed that x2 = 415.18, df =76, il 5
P < 0.001, GFI = 0.93, AGFI = 0.90, and RMR = 0.03.
The values of GFI, AGFI, and RMR were considered as 14
acceptable [35-37]. The factor loadings for each of the 14
items ranged from 0.67 to 1.46, and all of the factor 0
loadings were significant at P < 0.05. Thus, the two-factor 1 2 3 4 56 7 8 9 1 1 12213 1

model was confirmed by a CFA.

Based on the grouping of items resulting from CFA, two
subscales of the Q-LES-Q-SF were created by summing the
raw values of the items attributed to each factor. As shown
in Table 4, the concurrent validity of the Q-LES-Q-SF (the
whole scale and two subscales) versus other scales was
examined. Correlations between the SF-12 subscales with
the overall Q-LES-Q-SF were moderate (r range
0.35-0.38, all Ps < 0.001); correlations between two

Component Number

Fig. 1 Scree plot of the Q-LES-Q-SF scale

clinical measures (PHQ-9 and HAMD-17) with the Q-LES-
Q-SF (total and two subscales) were also moderate, but
negative (r range —0.37-—0.49, all Ps <0.001). As
expected, the physical subscale of the Q-LES-Q-SF had a
moderate correlation with PCS-12 (r = 0.39) and the
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Table 3 Construct validity of Q-LES-Q-SF: individual item loadings
for exploratory factor analysis (n = 741)

Component
Psychosocial Physical
dimension dimension
2. Mood 0.53
3. Work 0.63
4. Household activities 0.70
5. Social relationships 0.67
6. Family relationships 0.67
7. Leisure time activities 0.56
8. Ability to function in daily life 0.40
9. Sexual drive, interest, and/or 0.42
performance
10. Economic status 0.63
11. Living or housing situation 0.61
1. Physical health 0.50
12. Ability to get around physically 0.75
13. Your vision in terms of ability to do 0.83
work or hobbies
14. Overall sense of well-being 0.57

Extraction method: principal component analysis
Rotation method: Varimax with Kaiser normalization

Factor loadings of less than 0.40 were suppressed for simplicity of
interpretation

psychosocial subscale of the Q-LES-Q-SF had a moderate
correlation with the MCS-12 (r = 0.37), whereas the
physical subscale of the Q-LES-Q-SF had a small corre-
lation with the MCS-12 (r = 0.28) and the psychosocial
subscale of the Q-LES-Q-SF also had a small correlation
with PCS-12 (r = 0.27). These results confirmed the con-
current validity of the Chinese version of the Q-LES-Q-SF.

Table 2 shows the mean raw scores of each item and
total scale of Q-LES-Q-SF among depressed and non-
depressed patients. As shown in Table 2, the Mann—
Whitney U tests revealed significant differences between
subjects with versus without a MDD across all of the
individual items and the whole scale measured by the
Q-LES-Q-SF. Depressed patients displayed significantly
poorer scores of the Q-LES-Q-SF than those without
depression. Simple linear regression revealed that both
variables of MDD and presence of physical complaints
were significant predictors of the Q-LES-Q-SF. Hierar-
chical multiple regression strategies (stepwise method)
were used to determine the predictors of Q-LES-Q-SF
scores. As shown in Table 5, QOL was found to be sig-
nificantly associated with education, marital status, and
socioeconomic status in Model 1. In Model 2, the signifi-
cant association with these sociodemographic variables
was unchanged, and QOL also showed significant
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Table 4 Concurrent validity (Pearson’s correlations) of the Q-LES-
Q-SF with the PHQ-9, HAMD-17, PCS, and MCS of the SF-12 for
the whole sample

Measures Q-LES- Q-LES-Q-SF Q-LES-Q-SF
Q-SF total psychosocial physical
score dimension dimension

PHQ-9 —0.49, —0.47, —0.40,

P < 0.001 P < 0.001 P < 0.001

HAMD-17 —0.44, —0.41, —0.37,

P < 0.001 P < 0.001 P < 0.001

PCS of 0.35, 0.27, 0.39,

SF-12 total P < 0.001 P < 0.001 P < 0.001
score

MCS of 0.38, 0.37, 0.28,

SF-12 total P < 0.001 P < 0.001 P < 0.001

score

associations with two clinical variables, MDD and physical
complaints. MDD remained in the model as the strongest
predictor for QOL. The adjusted R? for Model 2 was bigger
than the R* for Model 1, and the change in R* was also
significant.

Discussion

This is the first study to validate the Chinese version of the
Q-LES-Q-SF. We demonstrate that the Chinese version of
the Q-LES-Q-SF is a reliable and valid measure of quality
of life using data from a large sample of Taiwanese pri-
mary care patients in the present study. Most of validity
and reliability analysis of data generated in this study was
conducted according to parameters described in similar
studies developed by other investigators.

Internal consistency data revealed a high reliability
evidenced by internal consistency Cronbach’s o (0.87) for
the Chinese Q-LES-Q-SF. The internal consistency reli-
ability coefficients of the short form or the general activi-
ties scale of the Q-LES-Q, an equivalent to the short form,
are also high in many versions including the original
English version [8] and other language versions used in
various countries (range from 0.9 to 0.95) [14, 17].

As is the case with the original version [8] and many
other versions [7, 14, 18, 41], the Chinese Q-LES-Q-SF has
been demonstrated to have high test—retest reliability in the
2-week interval. The analysis demonstrates that it is
appropriate for individual comparisons, implying its sta-
bility in repeated assessments.

The EFA for the Chinese Q-LES-Q-SF yielded a
2-factor structure (psychosocial and physical dimensions).
The 2 factors accounted for 46.47 % of the variance, which
appears to be sufficient, although not ideal. Factor 1 con-
sisted of 10 items (items 2—11), including satisfaction of
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Table 5 Summary of
hierarchical multiple regression
analyses (stepwise method)
examining multivariate
correlates of scores of the

Model 1 Model 2

Sociodemographic variables Clinical variables

B coefficient (95 % CI) P B coefficient (95 % CI) P

-LES-Q-SF
Q Q Education

Illiterate and elementary school
(reference group)

Junior high school and high
school

College and University and
master degree and above

Marriage

Single

Married/live with a partner

Widowed

Separated/divorced (reference
group)

Socioeconomic status

Semi-professional

Non-manuel skilled worker

Manuel skilled worker

Semi-skilled labor

Non-skilled labor (reference
group)

SCAN diagnosis

Major depressive disorder

Not depressive (reference group)
Presence of physical complaints
Yes

No (reference group)
Model 1 adjusted for all
sociodemographic variables in
Table 1. Model 2 adjusted for
Model 1, presence of major
depression and physical
complaints

2.11 (1.38-2.83) <0.001 1.94 (1.10-2.28) <0.001

0.68 (0.02-1.35) 0.043  1.04 (0.29-1.79) 0.007

2.02 (0.14-3.89)
2.72 (1.90-3.55)
1.49 (0.74-2.23)

0.035
<0.001
<0.001

2.35 (1.43-3.26)
1.05 (0.23-1.86)

<0.001
0.012

—8.86 (—11.07 to — <0.001

6.65)

—1.25 (=1.99 to —0.51)  0.001

R? = 0.080, adjusted R? = 0.140, adjusted

R? = 0.062, R?=0.121,
AR? = 0.080, AR? = 0.060,
F = 4.436 F =35.111
(P < 0.001) (P < 0.001)

mood, work, household activities, social relationships,
family relationships, leisure time activities, ability to
function in daily life, sexual drive, interest, and/or perfor-
mance, economic status, and living/housing situation, so
we conceptualized factor 1 as psychosocial dimension of
the Chinese Q-LES-Q-SF. Factor 2 was composed of 4
items (items 1, 12—-14) covering physical health, ability to
get around physically, vision in terms of ability to do work/
hobbies, and overall sense of well-being; thus, we con-
ceptualized factor 2 as physical dimension of the Chinese
Q-LES-Q-SF. Furthermore, a subsequent CFA indicated
that the data sufficiently fit the 2-factor model [36]. To the
best of our knowledge, the factor structure of the Q-LES-
Q-SF has not been reported earlier in adult population.
Inconsistent with a previous study [41], it revealed that an

exploratory principal component factor analysis of pediat-
ric version of the Short Form of the Quality of Life
Enjoyment and Satisfaction Questionnaire (PQ-LES-Q)
indicated that a single factor accounted for 37 % of the
variance and all of the items had their highest loading on
the first factor. PQ-LES-Q has 15 items and is almost alike
to Q-LES-Q-SF except lack of an item of satisfaction of
medication. The sample that included outpatient children
(6-11 years old) and adolescents (12—17 years old) with
MDD in the previous study differs much from that of the
present study. The difference of patients’ age and diagnosis
may influence the result of factor analysis much. Our study,
therefore, provides some new and important information.
Regarding concurrent validity, correlations between the
Chinese Q-LES-Q-SF and both the PCS and MCS of SF-12
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health survey are positive significantly, which demonstrate
that these questionnaires are congruent with each other
regarding patients’ well-being. Higher scores on both
dimensions of SF-12 are associated with higher satisfaction
of QOL measured by the Chinese Q-LES-Q-SF, which
result is consistent with previous studies. A previous study
[19] implies that improvements in Q-LES-Q scores are
associated with improvements in overall mental health and
vitality measured by the SF-36. The subscales of Q-LES-
Q-SF are significantly correlated with the PCS and MCS;
there are, however, validation subscales that show stronger
associations with corresponding domains. This may be
depicting the complex and interrelated nature of health-
related QOL.

The anticipated association between poorer QOL and
depression was confirmed by “dimensional” and “cate-
gorical” assessments. The Chinese version of the Q-LES-
Q-SF and its two subscales presented significant negative
Pearson’s correlation scores with both scales measuring
severity of depression, PHQ-9, and the HAMD-17. The
more depressed patients reported lower enjoyment and
satisfaction of QOL. Similarly, the results of other previous
studies show that Q-LES-Q scores are associated nega-
tively with severity of depressive symptoms [9, 13, 19, 20].
Regarding the known-group validity, individuals with
MDD had significant lower scores in the total scale and
each item of the Chinese Q-LES-Q-SF, using either ¢ test
(data not shown) or the Mann—Whitney’s U test. Using the
hierarchical multiple regression strategies to control for the
sociodemographic variables and physical complaints,
MDD remained the strongest predictor for the Q-LES-Q-
SF. The Chinese Q-LES-Q-SF was thus proved to have
good capacity to discriminate depressed and non-depressed
patients in the sample. This is in line with the other quality
of life studies on MDD [1, 18]. It should also be noted that
one-month prevalence rate of MDD was low (2.64 %) in
our study, with the figure being much lower than those
reported in the literature [42]. However, the finding of a
low prevalence of MDD in this study is similar to that in
the previous national epidemiological studies in Taiwan
[43, 44]. In a national epidemiological study using repre-
sentative samples between 2003 and 2005 in Taiwan, a low
prevalence rate of MDD was reported, with 12-month and
lifetime prevalence being 0.6 % and 1.2 %, respectively
[43]. We speculated that the cultural factors may be
responsible for this difference.

Implications
The strengths of this study include the use of a validated
criterion standard administered by trained researchers

blinded to the results of the tested instrument to avoid
interview bias, and the recruitment of a large number of

@ Springer

patients from both community-based and hospital-based
primary care clinics to provide sample diversity. The
sample size in this study was much larger than some pre-
vious studies of psychometric properties of full version or
short form of Q-LES-Q [10, 14, 16, 18, 20, 21].

The experience of enjoyment and satisfaction is an
important aspect of life. In clinical assessments, if we only
measure the severity of symptoms and impairments of
psychosocial functioning, we would ignore this important
aspect of life. The Q-LES-Q-SF is a short questionnaire
that is easy to use in many clinical settings and it only takes
just a little time to complete. The present study has pro-
vided the parameters of validity and reliability of the
Chinese version of the Q-LES-Q-SF. We consider the
findings robust and trustworthy with this large sample size
containing 1,482 primary care patients. Given its high
validity and ease of administration for primary care
patients, the Q-LES-Q-SF can be used widely in clinical
services. Busy primary care medical staff would find this
questionnaire to be a useful and simple tool that can be
applied routinely in measuring and monitoring patients’
QOL.

Limitations

The present study has some limitations. First, our patients
were recruited from primary care clinics of northern Tai-
wan; hence, the results may differ to some extent in other
clinical settings or other regions with different ethnic
backgrounds or cultures. Moreover, we excluded partici-
pants who were younger than the age of 18 years. There
might be a bias when this self-report measure is used in
surveying people under the age of 18. However, mental
disorders are common among adolescents in Taiwan [45];
thus, it is important to meet the identified need to assess the
status of QOL and changes in QOL with treatment in this
group. The original author of Q-LES-Q developed PQ-
LES-Q to aid in the assessment of an important aspect of
life experience in children and adolescents (6-17 years
old) [41]. It was proved to have good reliability and
validity [41]. In the future, it will be necessary to develop
the Chinese version of the PQ-LES-Q for patients under 18
years old. Second, we did not estimate the concurrent
validity with respect to the “original” version of the
Q-LES-Q because the study was administered as part of a
large-scale interventional outcome study for MDD in pri-
mary care. Considering that one of the most important
ways to validate the short form of an instrument is based
upon the estimate of concurrent validity with respect to the
“original” version of the instrument, it would be infor-
mative to examine the relationship of the Q-LES-Q-SF
with the “original” version of the Q-LES-Q. Another sig-
nificant limitation is that patients’ comorbid chronic
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medical disorders were not accounted for in the present
analyses. It is certainly possible that poor QOL in patients
with MDD is more strongly related to coexisting chronic
physical disorders, and multiple disorders could have an
additive effect on QOL. Future research should incorporate
chronic medical disorders and examine this effect. Finally,
our study is a cross-sectional design. Further longitudinal
studies are needed to establish its sensitivity to change.

Conclusion

This study showed that the original English version of the
Q-LES-Q-SF can be successfully adapted to Chinese with
satisfactory psychometric properties of validity and reli-
ability among Chinese primary care patients in Taiwan.
Importantly, the Chinese version of the Q-LES-Q-SF was
well accepted by patients and primary care physicians as it
has the advantage of being a time-saving and brief instru-
ment. If it can be well integrated into primary care services,
it may be a useful adjunct in the daily practice of clinicians
to heighten their awareness to this important aspect of
patients’ life.
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