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Abstracts: 

Background 

Most of the commonly used HRQoL measures were developed in the West and have 

been introduced into other countries for use worldwide. Arguably, this adaption 

process assumes that health, as a concept, has universal cultural equivalence. This 

study identified those Chinese-developed HRQoL measures and summarised their 

contents, with which the Western-developed HRQoL measures were compared, 

aiming to explore cultural differences in defining and measuring health between the 

East and the West.  

Methods 

A systematic literature search was conducted to identify Chinese-developed generic 

HRQoL measures. Two Western-developed HRQoL measures (EQ-5D, SF-36) and a 

cross-culturally developed measure (WHOQOL-100) were included for comparison. 

A qualitative content analysis was undertaken both deductively and inductively to 

categorise and summarise the content of the questionnaires in analysing similarities 

and differences between Western and Chinese-developed HRQoL measures.   

Results 

Eight HRQoL measures that were designed in a Chinese cultural context were 

identified and compared with the three non-Chinese-developed HRQoL measures. 

Although there is an agreement between the East and the West regarding the domains 

and subdomains of HRQoL, health concepts including “emotion control”, “weather 
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adaption”, “social adaption”, “spirit”, and “complexion” were exclusively introduced 

by the Chinese measures.   

Conclusions  

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. This study 

implies the necessity of further examining the legitimacy of applying Western-

developed HRQoL measures in other cultural settings. 
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Highlights: 

 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.  

 This paper aims to explore cultural differences in defining and measuring health 

to argue that Western-developed HRQoL measures might not be appropriate for 

use in China, whose culture is considered to be significantly different from that in 

the West.  

 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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Background: 

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

major health problems, health professionals, policymakers and health care providers 

has developed an increasing concern over people’s satisfaction and feeling, instead of 

merely looking at traditional outcome indicators, such as physical signs and 

conventional clinical indexes [1-3]. Health-related quality of life (HRQoL), which can 

be understood as a subjective, multidimensional concept that is associated with 

individuals’ self-perception of their own health, has become an important component 

of health outcomes [4,5]. Although defining HRQoL has been challenging [4,6,7], it 

is widely agreed that this concept is with a self-perceived” perspective, focusing on 

revealing people’s subjective evaluation of health [8], while most definitions of 

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

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

[4,9,10].  

HRQoL is often used interchangeably with terms like health status and quality of life 

(QoL) [4,11]. There is a general lack of consensus over the definitions and 

measurement of these concepts [12]. As Karimi and Brazier illustrated, measures such 

as EQ-5D and SF-36 are referred to as “health status measures” [13,14], “HRQoL 

measures” [15,16] and “QoL measures” [17,18] in different papers. In this paper, the 

term “HRQoL measures” was chosen to represent such health measures to reflect 

their “self-perceived” and “health-focused” features.   
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Most of the commonly used HRQoL measures, such as EQ-5D and SF-36, were 

developed in Europe or North America [19]. Widely-used English language 

questionnaires are often translated into other languages and for worldwide use 

[20,21]. 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 may be that researchers are 

interested in doing cross-country/culture comparative studies by using the same 

HRQoL measure with different languages versions [22]. Additionally, researchers 

tend to trust and apply those HRQoL measures that are supported by accumulating 

evidence of validity and have already been used widely.   

However, translating HRQoL measures into other countries or cultures may be 

problematic [19,20,23,24]. Health is a culturally relevant concept [25,26] and 

therefore, health measures that were developed in a Western cultural setting may 

contain concepts that are not necessarily relevant or important in other cultures [27]. 

Previous studies have shown that Chinese people have different views about health 

compared to Westerners [28-31]. For example, several studies have found that 

Chinese people used concepts such as spirits, food and weather, which are less likely 

to be referred to by people in Western countries, in describing health [28, 32, 35]. The 

legitimacy of applying Western-developed HRQoL measures in China has also been 

questioned by empirical findings [33,34]. For example, a study reported insufficient 

internal consistency and unsatisfactory item-to-scale correlation in Chinese 

participants when SF-36 was used [17]. Generic HRQoL measures reflecting Chinese 
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culture were accordingly developed, with the aim of better-describing health status 

among Chinese people [35].  

Several studies reviewed applications of HRQoL measures in China, but they focused 

on those measures developed from a Traditional Chinese Medicine (TCM) 

perspective [36,37]. Other studies have reviewed the used of Western HRQoL 

measures, such as EQ-5D and SF-6D, in Chinese populations [38-40]. But few studies 

have been conducted to review those HRQoL measures that were developed for 

Chinese populations.  

Consequently, a review was conducted to identify Chinese-developed HRQoL 

measures and to synthesise their contents. There were two main objectives of the 

review: 1) to establish a conceptual framework summarising concepts that comprise 

HRQoL assessment in China; 2) to compare similarities and differences in HRQoL 

concepts between Chinese-developed HRQoL measures and Western-developed 

HRQoL measures. This would enable exploration of cultural differences in defining 

and measuring health between the East and the West.  

Methods: 

Identifying Chinese-developed HRQoL measures 

Studies included if they reported (1) HRQoL measures that were developed in a 

Chinese cultural setting with the aim of assessing health for Chinese people and (2) to 

be generic. Studies excluded if they (1) were originally developed in other countries 
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and translated into Chinese, (2) lacked validity evidence, or (3) were developed for 

diagnosis rather than health assessment. 

Two Chinese databases (CNKI and WANFANG), as well as four English databases 

(PsycINFO, Global Health, Ovid MEDLINE and EMBASE) were searched for 

published papers. Examples of searching strategies (in the English language) in 

Medline and (in the Chinese language) in CNKI are presented in Appendix. Reference 

lists of all identified reports and articles were searched for additional studies. Further, 

hand searching was conducted in six Chinese key medical journals and Google 

Scholar was used to search for additional papers.  

After searching in the databases, citations along with the abstracts were imported in 

EndNote reference management software, where duplications were deleted. Two 

researchers independently screened citations based on the inclusion and exclusion 

criteria. Differences in the selection process were resolved through discussions or by 

consulting the third reviewer. Information about those studies that met the criteria was 

extracted by one reviewer and was checked by the second reviewer. In the case of 

unclear or missing data, publication authors were contacted.   

Selecting Non-Chinese-developed measures included for comparison  

Chinese versions of EQ5D, SF-36 and WHOQOL-100 were included as comparators 

to the identified Chinese-developed measures. EQ-5D and SF-36 were two HRQoL 

measures that were originally developed in Western countries [13,41]. WHOQOL 

was developed cross-culturally in various field centres around the world and claimed 
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to be eligible to be used in different cultural settings [5]. They are widely applied in 

China and are often regarded as a "golden standard" in validation studies of Chinese 

new measures [42], therefore, they were chosen for comparison with Chinese-

developed HRQoL measures.   

Content analysis and framework analysis 

Content analysis was used to attain a condensed and broad description of the 

identified HRQoL measures. Both inductive and deductive approaches were applied. 

Deductively, the terminology used in the Patient-Reported Outcomes Measurement 

Information Systems (PROMIS) framework was utilised in labelling each question in 

the measures. Inductively, when items could not be assigned in the pre-defined 

framework, new concepts or categories were generated. 

Reviewers obtained a copy of the identified HRQoL measures and entered each 

question item into an Excel spreadsheet. Three members of the research team worked 

independently and performed the initial coding. Researchers considered each item in 

turn and coded it with a concept, then classified it into a sub-domain, then a domain. 

For example, one item in the Current Perceived Health Questionnaire-42 states “It is 

hard to keep your mind on things”. This item was labelled as “concentration” and 

classified in the sub-domain “cognitive function” as well as the domain “mental 

health”. If one item represented more than one concept or domain, then the item was 

split and coded as two conceptual items; such as "anxiety and depression" from EQ-

5D, it was coded as two concepts.  
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Once all items had been coded, the three researchers compared results to reach a 

consensus on any discrepancies. A conceptual model, containing domains, 

subdomains and concepts, was then constructed. Content of the Chinese and Western 

HRQoL measures was then compared.  

Results 

A total of 4535 articles were identified by our search strategy (see Fig. 1) with 34 

articles satisfying the inclusion criteria. Eight measures were found with satisfactory 

psychometric properties [37, 43-46] and with full questionnaires available for this 

review. Table 1 shows the characteristics of the 8 Chinese-developed HRQoL 

measures. Four of them were developed from a TCM perspective, while the 

remaining four measures were not. 

  



11 

 

Table 1. Characteristics for the included Chinese and Western-developed measures 

Name, Author(s), 

Publication year 
Research Aims Development Methods 

No. of 

items 

Chinese-developed measures (n=8) 

Quality of Life Inventory Li 

et al, 1995 [43] 

To evaluate quality of life among general 

populations in communities in China 

literature review, expert opinions 

and interview residents 
99 

Current Perceived Health 

Questionnaire-42, R. 

Fielding and J. Li, 1997 [44] 

To measure current perceived health 
literature review and interview 

with outpatients and inpatients 
42 

Self-rated Health 

Measurement Scale, Xu et 

al, 2000 [45] 

To develop self-rated health questionnaires 

that are suitable for the Chinese situation 

Literature review and expert 

opinions 
48 

QoL-35, Wu et al, 2005 [46]  
To develop a QoL scale that is suitable for 

the Chinese general population 

Literature review and expert 

opinions 
35 

Chinese QoL Instrument, 

Liu et al, 2007 [35] 

To develop a QoL instrument reflecting 

Chinese culture and TCM knowledge 

Literature review and expert 

opinions 
50 

Health Scale of TCM, Wu 

and Lai, 2007 [47] 

To develop a health scale based upon TCM 

theory 

Interview with professionals and 

non-professionals 
88 

ChPRO, Li et al, 2007 [48] 
To develop a PRO measure that can be used 

for the curative effect appraise of the TCM 

Expert group and interview with 

patients 
61 

TCM-HSS, Liu et al, 2008 

[49] 

To develop a health status scale of TCM 

based on Chinese culture and TCM 

Literature review and expert 

opinions 
30 

Non-Chinese-developed measures (n=8) 

EQ-5D [50] 
To provide a simple, generic measure of 

health for clinical and economic appraisal 
Review and expert opinions 5 

WHOQOL100 [5] 

To assesses individuals' perceptions of their 

position in life in the context of the culture 

and value systems in which they live and in 

relation to their goals, expectations, 

standards and concerns 

Expert opinions, Focus groups, 

expert and lay question writing 

panel 

100 

SF-36 [13] 
To develop a patient self-reporting generic 

HRQoL measure 
Expert opinions 36 
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Table 2. Number of items classified in each sub-domain  

  

Major domain/ 

sub-domain 

Number of items a Number of 

items in 

Western 

measures 

Total 

number of 

itemsb 

N (%) 

Number of 

questionnaire 

itemsc 

Items in 

MM 

Items in 

TCM 
Sub-total 

Physical health(n=250)  

Physical symptoms 31 70 101 19 120(22.43) 116 

Physical function 47 16 63 30 93(17.38) 91 

Appearance 1 16 17 4 21(3.93) 21 

Physical adaption 0 15 15 1 16(2.99) 14 

Mental health(n=161)  

Negative affect 22 31 53 9 62(11.59) 61 

Positive affect 16 13 29 17 46(8.60) 46 

Cognitive function 13 19 33 3 36(6.73) 33 

Mental adaption 1 16 17 0 17(3.18) 17 

Social health(n=90)  

Social relation 44 2 46 9 55(10.28) 55 

Social function 14 2 16 16 32(5.98) 32 

Social adaption 3 0 3 0 3(0.56) 3 

General health assessment(n=34)  

Global health 13 4 17 9 26(4.86) 26 

General life 

satisfaction 
3 2 5 3 8(1.50) 8 

Total number (%) 208(39.79) 206(35.51) 415(75.30) 120(24.70) 535(100) 523 

a Items have been divided by Chinese questionnaires developed based on Traditional Chinese Medicine 
(TCM) and Non-TCM Medicine (Modern Medicine MM) theories 
b Total number of health items, each of which can represent one separate aspect of health. 
c Total number of single questions that were included in the identified questionnaires.  
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Table 3. Number of questionnaires covered each concept 

 

Major domain 

Sub-domain 
Concept 

Number of Chinese 

questionnaires containing the 

concept 

Number of 

Western 

questionnaires 

Total 

number  

MM TCM Sub-total 

Physical health 

Physical symptoms Appetite 4 4 8 0 8 

 Chest feeling 1 1 2 0 2 

 Discomfort 2 0 2 2 4 

 Dizziness 0 2 2 0 2 

 Energy 2 4 6 2 8 

 Fatigue 3 3 6 2 8 

 Feeling of mouth 0 3 3 0 3 

 Gastrointestinal symptoms 1 3 4 0 4 

 Medicine dependence 2 0 2 1 3 

 Pain 3 2 5 3 8 

 Palpitation 0 1 1 0 1 

 Stool  0 3 3 0 3 

 Substance use 1 0 1 0 1 

 Sweat 0 2 2 0 2 

 Throat 0 1 1 0 1 

 Urination 0 3 3 0 3 

 Voice 0 1 1 0 1 

Physical function Hearing 2 1 3 0 3 

 Learning 0 0 0 1 1 

 Mobility 3 0 3 3 6 

 Physical activities 4 0 4 1 5 

 Self-care 4 0 4 2 6 

 Sexual function and 

Satisfaction 2 0 2 1 3 

 

 

 Sleep 4 4 8 1 9 

 Usual activities 3 0 3 3 6 

 Verbal expression 0 2 2 0 2 

 Vision 2 0 2 0 2 

Appearance Complexion 0 2 2 0 2 

 Body image 1 1 2 1 3 

 Body weight 0 1 1 0 1 

 Eye spirit 0 3 3 0 3 

 Lip 0 2 2 0 2 

 Spirit 0 1 1 0 1 

Physical adaption Weather adaption 0 3 3 0 3 

 Susceptibility 0 2 2 1 3 

Mental health  

Negative affect Anger 0 3 3 0 3 

 Anxiety 3 3 6 1 7 

 Depression 3 3 6 3 9 

 Fear 1 2 3 0 3 

 Loneliness 3 1 4 0 4 

 General negative affect 3 0 3 1 4 

 Nervous 3 1 4 1 5 

 Worry 2 2 4 1 5 

Positive affect Calm 1 2 3 1 4 

 Meaning and purpose 2 1 3 2 5 

 General positive affect 4 3 7 2 9 

 Sense of security 2 2 4 1 5 

 Self-efficacy 4 1 5 1 6 

Cognitive function Concentration 4 3 7 1 8 

 Decision making 1 0 1 1 2 

 Memory 3 3 6 1 7 

 Reaction 1 3 4 0 4 

 Thinking 2 3 5 0 5 

Mental adaption Emotion control 0 2 2 0 2 

 Mental response 1 2 3 0 3 
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A total number of 571 questionnaire items were documented and 48 items were 

excluded because they were classified as respondents’ external environment 

conditions (health determinants) rather than components of health status, while this 

paper is only interested in exploring the content that was embraced in individuals’ 

subjective assessment of health. This resulted in 523 questionnaire items that were 

recorded. Since there were ten questionnaire items with two concepts and one item 

containing three concepts, therefore a total number of 535 conceptual items were 

coded to define the concepts within the framework. Each concept was assigned to a 

sub-domain and a domain. The number of questionnaire items in each sub-domain is 

presented in Table 2.  

Figure 2 shows a model of HRQoL developed from the content analysis of the 11 

included HRQoL measures. The conceptual framework consisted of 4 domains, 14 

 

Social health  

Social relation Social relation 4 1 5 2 7 

 Social support 4 1 5 1 6 

Social function 
Ability to perform social 

activities 
1 0 1 1 2 

 Ability to perform social 

roles 
4 2 6 2 8 

 Recreation & leisure 1 0 1 1 2 

Social adaption Social adaption 2 0 2 0 2 

General health assessment 

General life 

satisfaction 
General life satisfaction 3 2 5 1 6 

Global health Global health 3 3 6 3 9 
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sub-domains and 64 concepts. Content of the conceptual framework is summarised in 

Table 2 and is explained in detail in the following sub-sections. 

Physical health 

Physical health was the most frequently assessed domain, with 250 items (47%) 

coded as concepts belonging to this domain. There were four sub-domains for 

physical health – physical symptoms, physical function, appearance and physical 

adaption – containing 35 concepts in total. Physical symptoms (22%) and physical 

function (17%) were two most commonly mentioned sub-domains and they were 

addressed in all the eleven measures.  

Various physical symptoms were identified from the measures. Some of them were 

covered by both Western and Chinese measures, while many concepts were 

exclusively mentioned in Chinese-developed HRQoL measures. Appetite, for 

example, was assessed by all the eight Chinese measures, while none of the Western 

counterparts included such item. Similarly, several specific physical signs, such as 

urination, stool, mouth feeling, chest feeling and sweat, were included in Chinese 

questionnaires, especially those integrating TCM knowledge, but they were not 

frequently considered from a Western perspective.  

Both Western measures and Chinese-developed measures covered concepts regarding 

physical function. Some of the concepts were simultaneously identified in the two 

groups of measures, including mobility, physical activities (specifically referring to 

those activities that required considerable physical effort, such as lifting heavy 
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things), self-care, sexual function and satisfaction, sleep and usual activities. It may 

be worth noting that sleep was found in all the Chinese-developed health measures, 

while only WHOQOL100 included this concept. Another difference in content 

between the Western and Chinese measures was that hearing, verbal expression and 

vision were only mentioned in Chinese measures, while learning was exclusively 

asked in WHOQOL100. 

Appearance and physical adaption were two sub-domains that were mainly covered 

by “Chinese-specific” concepts. Appearance was understood as a person’s external 

appearance. This sub-domain consisted of concepts that are visible and can be 

observed by other people: things like facial complexion, eye spirit, body weight, lip 

and spiritual appearance were included in several Chinese-developed questionnaires 

for health appraisal. Some of these concepts were Chinese idioms and purely came 

from Traditional Chinese knowledge, such as “eye spirit” and “spiritual appearance”. 

“Spirit” is a central notion in traditional Chinese knowledge, yet it seems to be 

elusive, with various meanings and is hard to be defined even in Chinese [51,52]. In a 

broad sense, it is understood as the external manifestation of one’s life activities[51]. 

In a narrower sense, “spirit” is mainly referred to people’s consciousness, mind, 

thoughts and/or vitality, emphasising on different meanings in different contexts [53-

55]. “Having eye spirit” may be understood as one’s eyes could focus on things and 

are with a bright vision; “spiritual appearance” is the overall appearance of an 

individual. As it was illustrated by Deng and Guo [56], when one had spirit, it means 

“one’s mind is clear, vision is bright, talking is clear, complexion is glowing, facial 
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expression is natural, response is quick, movement is agile, breathing is smooth and 

steady...” This quote suggests that spirit is closely associated with physical symptoms 

(including complexion and eyesight), physical function (verbal expression) as well as 

cogntive function (reaction and concentration), which were often included as 

questionnaire items to assess health in thoese TCM measures. 

Several Chinese measures included items on relationships between an individual and 

his/her surrounding environment, aiming to assess a person’s physical health status 

under certain circumstances. Such questions were classified as concepts in “physical 

adaption”. For example, some Chinese questionnaires asked whether weather/season 

changes affected one’s body (“weather adaption”). There were other questions asking 

whether one is afraid of cold/hot or whether someone is susceptible to diseases when 

the weather changes. They considered an individual’s susceptibility to his/her external 

surroundings and were grouped as “susceptibility”. Among the three Western 

questionnaires, only SF-36 contained a question asking if a person seemed to get sick 

easier than others. Although the question was coded as “susceptibility”, it did not 

address influences caused by the environment.    

Mental health 

A total of 158 items (30%) were classified in the mental health domain, which was 

consisted of negative affect, positive affect, cognitive function and mental adaption. 

The first three sub-domains were included by more than 80% of the questionnaires. 
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Most frequently mentioned concepts included depression, mental response, anxiety, 

general positive affect and concentration. 

Measures developed from both Chinese and Western perspectives covered negative 

mental symptoms including anxiety, depression, loneliness, nervous and worry, while 

anger and fear were two concepts only found in Chinese ones. As for positive mental 

symptoms, items such as mental state of calmness, meaning and purpose, sense of 

security and self-efficacy were referred to in both Chinese and Western measures.  

The cognitive function can be understood as the abilities to perform mental activities 

and was, therefore, classified as a subdomain in mental health. Concentration, 

decision-making ability and memory were included in both Chinese and Western 

contexts. Among them, concentration was paid particular attention by the Chinese 

measures, when seven out of eight Chinese questionnaires included this concept. 

Several Chinese-developed measures asked questions regarding reaction and thinking 

ability, while none of the three Western counterparts covered such concepts in 

assessing health.  

Similar to the concept “physical adaption”, “mental adaption” was identified as an 

exclusive Chinese aspect in the mental health domain. “Mental adaption” was about 

the potential influences of external surrounding on one’s mental states. Under this 

sub-domain, two concepts, “mental response” and “emotion control” were recognised. 

More specifically, “mental response” assessed how a person’s reacted, mentally, 

under a specified circumstance. For example, HSTCM included a question “Will you 
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be nervous when you are with unfamiliar people or in an unfamiliar environment?” 

This question illustrated a circumstance and assumes that such an environment would 

affect a person’s mental state. By asking whether a person feel nervous or not under 

an unfamiliar condition, respondents’ ability to mentally adapt to this environment 

was assessed. “Emotion control” was another concept in this sub-domain and was also 

only mentioned in Chinese-developed measures. Two Chinese measures asked “can 

you control your emotions?” to assess the ability to adjust emotions to external 

influences.           

Social health 

The domain of social health included three sub-domains: social relation, social 

function and social adaption, with 90 items (17%) in total. Social relation and social 

function were assessed by around half of the questionnaires. Questions about social 

relations and social supports appeared 30 times and 25 times respectively. Ability to 

perform social roles, in the social function domain, was another frequently mentioned 

concept (n=23).  

Both Western and Chinese HRQoL measures addressed the social domain of health 

and their included concepts were similar to each other.  

The sub-domain of social relation consisted of questions concerning the quality of 

social relationships and the condition of social support. They were both covered in the 

majority of Chinese questionnaires and were also mentioned by Western 

questionnaires.  
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In the aspect of social function, six out of the eight Chinese HRQoL measures 

assessed individuals’ ability to perform social roles, such as the ability to work and 

the ability to maintain family responsibilities. Several Chinese measures also included 

questions on the ability to perform social activities or the state of recreation and 

leisure activities. Those concepts were identical to those in Western measures, such as 

SF-36 and WHOQOL100.  

“Social adaption” was identified as a sub-domain and was only included in Chinese 

measures. Similar to physical adaption and mental adaption, it considered one’s 

relationships with the external environment and assessed a person’s ability to adapt to 

such an environment, but from a social perspective. For example, HSTCM asked 

whether a person is able to fit into a new working or studying environment within a 

limited time. None of the three Western measures included similar questions.  

General health assessment  

The general health assessment domain (34 items, 6%) included items pertaining to 

assess individuals’ overall health status. There were mainly two types of questions in 

this domain, one asked about general life satisfaction, the other assessed health status. 

The majority of the identified questionnaires, both Chinese and Western, contained 

questions that assess the overall condition.  
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Discussion 

A conceptual model combining health items from both Chinese-developed and 

Western-develop HRQoL measures was developed. Both Western-developed and 

Chinese-developed measures involved similar organising frameworks: physical, 

mental, social and general health domains and consisted of similar sub-domains and 

health concepts for measuring health. More than half of the identified concepts 

(38/68) were included in both Western and Chinese measures.  

Despite these similarities, there were some clear differences. The first and foremost 

difference was that TCM knowledge seemed to play an important role in HRQoL 

assessment in China. Among the eight Chinese-developed HRQoL measures that 

were identified, half of them were developed combining TCM knowledge. This may 

be because TCM, working alongside Western (Modern) Medicine, has played an 

active role in the Chinese health care system [57,58].  

TCM has its unique theoretical and practical perception of health, therefore, 

questionnaires developed following TCM knowledge system had distinctive 

characteristics compared to non-TCM developed Chinese measures and those 

Western HRQoL measures. TCM questionnaires had items mainly on symptom status 

to assess the health status of people. Questions about physical and mental symptoms 

constituted a great portion of the TCM questionnaires, while there were fewer 

questions about physical and social functional status. It may be because the TCM 

theory encompasses a holistic concept of health, which means body components are 
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supposed to be connected and interact with each other, thus it was believed that a 

small sign of the body is able to reflect an individual’s health status [55]. In practice, 

typical diagnostic methods of TCM, involving inspection, listening, smelling, as well 

as pulse taking, are also about examining trivial symptoms of an individual. For 

example, TCM practitioners tend to observe patients’ face colour and make inquiries 

about patients’ stool, urine, mouth feelings, sweat and skin. Some of these specific 

items were recognised in the TCM health questionnaires. It seems that they are 

common factors to detect health status from a TCM perspective, therefore these 

symptom-relevant questions were frequently mentioned by those TCM health 

measures.  

Concepts like “Weather adaption”, “Emotion control” and “Social adaption” were 

also mainly referred to in TCM questionnaires and were not part of the descriptive 

systems of the Western HRQoL measures. These concepts addressed the ability to 

adapt as a component in measuring health. It may be inspired by those Chinese old 

sayings “Harmony between man and nature”, which also indicates a holistic view of 

health. This phrase suggests an idea that one can reach a dynamic harmonious state by 

being adaptive to changes of natural or social environments [59], therefore a person’s 

adaptability is associated with his/her health state. For example, a person who has a 

better immune system and is more likely to adapt to weather changes is supposed to 

be in a better physical health state. While it is also believed that being able to adapt to 

the external social environment better, such as the working environment, one could 

expect a better social wellbeing state. The idea of defining health as the ability to 
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adapt has been proposed by some Western scholars [60-62] but seems to be rarely 

used in Western HRQoL measures.   

Aside from those concepts that may be considered TCM features, there were health 

dimensions that were emphasised by Chinese health measures but were less apparent 

in the Western HRQoL measures. Sleep was agreed to be an applicable health 

indicator among the eight Chinese-developed measures. The connection between 

health and sleep was investigated and confirmed in various Chinese empirical studies 

[63-65]. Many Chinese traditional Chinese idioms show that sleep is an important 

factor in staying in health, for example, the saying “One good sleep is better than 

taking pills for ten times1” suggests an idea that sleeping well may benefit one’s 

health condition. The importance of sleep is also highlighted in TCM theory, where it 

is believed that sleep can help to protect a person’s “Qi” and restore one’s energy 

[66,67]. Appetite was another concept introduced in all the identified Chinese health 

measures, but none of the western counterparts included such item. The Chinese 

dining culture may have 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 [68,69]. It can then illustrate how individuals’ desire to have 

food was considered to be one of the indicators in examining health, given the 

important role “Appetite” plays in a Chinese cultural setting.   

                                                
1

 “吃药十付，不如独宿一夜” 
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Therefore, health concepts, such as “spirit”, “complexion”, “weather adaptation” and 

“social adaption” were exclusively introduced in Chinese literature, but which were 

not covered in Western measures. Additionally, items like appetite and sleep were 

frequently referred to in Chinese-developed questionnaires and by Chinese 

interviewees but were less likely to be emphasised in those Western measures such as 

EQ-5D and SF-36. These “Chinese-characteristic” health concepts demonstrated 

potential cultural differences in defining health between the East and the West.  

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, factors that are relevant and important in defining and 

measuring health in a Western setting, may not necessarily be relevant or important in 

China [35]. Therefore, it is then 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, the East and the West may share a similar structure and most concepts in 

measuring health, but unique “Chinese specific” concepts exist. Similar organising 

frameworks and key health items 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. Our result implies the necessity of 

further examining the legitimacy of applying the Western-developed HRQoL 

measures in a Chinese cultural setting. 
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On the other hand, despite HRQoL measures have been developed and validated for 

Chinese populations, most of these measures seem to be with much less significance 

or application, compared to those Western measures such as EQ-5D and SF-36 in 

Chinese HRQoL research. This may be because Chinese researchers are more likely 

to trust those Western HRQoL measures which are supported by accumulating 

evidence of validity and have already been used widely. In addition, although 

Chinese-developed HRQoL measures seem to be more sensitive to the Chinese 

culture and may outperform those Western-developed HRQoL measures in assessing 

health China, being Chinese culture specific can limit their application, especially in 

cross-country comparative studies or international clinical trials. Meanwhile, many 

Chinese-developed HRQoL measures, especially those developed based on TCM 

theories, have not provided a well-established and widely-recognised construct of 

health and may be applicable to TCM practice or research only. Additionally, many 

Chinese-developed HRQoL measures (mainly TCM measures) are often regarded as 

just a diagnostic tool in clinical practice, while they have been rarely used to monitor 

and track changes of the clinical outcomes. These challenges and misunderstandings 

of Chinese-developed HRQoL measures have become obstacles to their widely use. 

With much efforts have been devoted in developing HRQoL measures for Chinese 

populations, the current study implies the need to further refine and develop an 

agreeable conceptual framework of health for use among Chinese populations, before 

considering inventing new HRQoL measures with limited potential for widely use. 

We would also recommend further research to guide and promote the use of Chinese-
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developed HRQoL measures. Because for those Chinese-developed HRQoL measures 

with sufficient content validity and quality, they may be able to collect better quality 

health status information of Chinese populations and are supposed to lead to better 

clinical decisions, policymaking and resource allocation.  

Limitation 

The review only focused on those papers that had reported development and/or 

validation processes. It is possible that some Chinese generic HRQoL measures were 

excluded due to omission of descriptions of measure development. Therefore, there 

was a risk that such eligible questionnaires may be neglected. However, it is not 

practical to include all Chinese studies involving HRQoL measures, since a 

significantly large number of papers had implemented Western HRQoL measures to 

assess health among Chinese populations.   

Meanwhile, this study only selected three non-Chinese HRQoL measures for 

comparison. Various Western-developed HRQoL measures are available but it would 

be not practical to include all those health questionnaires in this study. EQ-5D, SF-36 

and WHOQOL100 were selected as examples for comparison because they have been 

most frequently used in China for assessing HRQoL.  

Another limitation related to coding biases since the process involved researchers’ 

own subjective understandings. The PROMIS standards were applied in the coding 

process and concepts were blindly coded by three researchers to try to control such 

biases. 
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Further, the study conducted a secondary data analysis to explore how health is 

defined and measured in China. It may not include all health concepts that are 

considered important by Chinese people. Further empirical studies are needed to 

better understand how health is described among Chinese populations. 

Conclusion 

This paper describes health concepts that form part of questionnaires used to measure 

HRQoL in a Chinese cultural setting and proposes a conceptual framework of health 

based on these synthesised materials. It presents an overview of how health can be 

defined and measured in HRQoL researches in Eastern culture and demonstrates that 

Chinese-developed health measures include specific features relating to the Chinese 

culture and that there are cultural differences in Eastern and Western approaches to 

defining and measuring health. Western questionnaires considered for use among 

Chinese populations will need careful scrutiny and potential modification to improve 

their capacity to measure health status when they are applied in a Chinese cultural 

setting. 
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Fig.1 The process of study selection 
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Fig 2. Working model of HRQoL domains, sub-domains, and concepts in the included 

measures 

 


