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Background: Measuring the quality of life is important for evaluation and prediction of life and social care
needs. To evaluate Quality of Life (QOL) in an urban poor population in northeast of Thailand, the Urban
Poor Quality of Life (UPQOL) instrument was developed.

Objective: To develop an initial instrument to measure urban poor QOL.

Material and Method: The development was started with literature review and investigated in urban poor
communities. The results were transformed into the items required to build a structured questionnaire. Five
hundred twenty three subjects, representatives of urban poor, were selected to test this instrument. Descriptive
statistics described feature of items and the samples, exploratory factor analysis conducted the items score,
and confirmatory factor analysis conducted the construct validity.

Results: The result found that the UPQOL instrument consisted of nine domains (education, income and
employment, environment, health, infrastructure, security and safety, shelter and housing, civil society and
political, and human rights domains) with egien value rank from 1.5 to 4.2 and 61 items with the factor
loading rank from 0.41 to 0.82. The internal consistency was 0.92. The correlation between items to domain
ranged from 0.30 to 0.72 and domains to overall QOL ranged from 0.27 to 0.84. Confirmatory factor analysis
showed that the structure fit all domains well. Domains and overall structure were good with CFI (> 0.95).The
internal consistency value ranged from 0.73-0.93. UPQOL scores were able to discriminate groups of subjects
with differences levels of QOL.

Conclusion: The UPQOL instrument is conceptually valid. The results support good validity and reliability. It
forms the basis for future testing and application in other settings.
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The rapid growth of urban poor areas has
largely contributed to the social, economic, and
environmental problems in urban poor areas. Estimates
by UN-HABITAT (United Nations Human Settlements
Programme) suggest that some 38% of the population
of developing-country cities live in slums, with total
slum populations numbering 126 million persons in
Africa, 433 million in Asia, and 87 million in Latin
America®”. The urban poor area or slum is the place
where poor people struggle to make a living and bring
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up their families"-?. Poor urban slum dwellers tend to
suffer more from environmental and infectious illnesses
including infant mortality, child growth, and infectious
disease risk®?. Death rates for diarrhea, measles, and
TB among urban poor children can be up to 100 times
higher than for their counterparts in industrialized
countries”. Poverty, crowded living conditions,
outdoor and indoor pollution, and food insecurity
are among the factors causing ill health®®. The poor
usually also have a “low quality of life”.

WHO defines Quality of Life as “an
individual’s perception of their position in life in the
context of the culture and value systems in which they
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live and in relation to their goals, expectations,
standards and concerns””. It is a broad ranging
concept affected in a complex way by the person’s
physical health, psychological state, personal beliefs,
social relationships, and their relationship to salient
features of their environment®. Terms of QOL have
been used in many ways and many QOL instruments
were conducted®. Two widely used instruments to
measure QOL were the World Health Organization
Quality of life (WHOQOL) indicator” and the Medical
Outcomes Study SF-36 Health survey (SF-36) indica-
tor!®!, Both indicators are designed for measuring
QOL of patients with diseases such as cancer, tuber-
culosis, and heart disease!'?. Recent thinking debate
on QOL, suggested that there is more to QOL than
income alone!™*'¥, Health, education, political freedom,
and environment are all important components of
QOLU. These factors are bound to each other, and to
income, in a complex network of two-way relation-
ships®'9. The relation between poverty and poor
health is well established. The urban poor have more
medical illness and mental illness, emotional distress,
and physical pain“”.The multi-dimension of life’s
condition of the urban poor clearly shows that it is
necessary to study “Quality of Life of the urban poor”
to get a better understanding of their situation and to
be able to help them in improving their life. However,
presently appropriate tools for measuring QOL of the
urban poor are rare. The present study attempts to
develop an initial tool to measure urban poor QOL in
Thailand. Despite the rapid spread of urbanization
and urban poverty, the political, social, and economic
situation disregarded the unfortunate development.
The openness to new ideas that could have solved
the problem does not exist. The implication of the
present study might be far-reaching and might be felt
in even the most remote parts of urban poor. As the
world changes quickly, there is a need to make sure
that the urban poor benefits and do not fall further
behind.

Material and Method
Establishing the initial UPQOL structure

Two steps of conducted UPQOL. Firstly, a
literature reviewed the concept of QOL. An in-depth
literature search was conducted using terms (QOL/
Urban poor/Slum/QOL of the urban poor/Health of
the urban poor) to gather relevant information for the
initial framework. Four types of sources were used
during the literature search. The first was academic
electronic databases. The second was journals and
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books in Thai university Libraries. The third was
Internet search. The last was searching special materials
in organizations. Those search yielded a list of 22 QOL
tools with 134 domains. Secondly, two urban poor
community were investigated (Teparuk Community,
Khon Kaen and Rod Fai Community, Nakorn
Ratchasrima) for six months. The findings were aggre-
gated. Then, three experts tested content validity. The
experts were asked to comment on the initial domain
model and items. The results of the panel meeting were
used to produce the domains and items structure that
guided the drafting of the UPQOL.

Draft items

Items of the UPQOL were supposed to be
indicators of QOL. The items were written in wordings
that were commonly used in the daily life communica-
tion. The items were phrased in the form of questions
asking about frequency, satisfaction, perception, and
feelings where appropriate. Subjects could rate the
items with a set of three point rating scales (good,
moderate, or poor). The three response scales were
selected for this measurement tool because the urban
poor have a rather low education and were unfamiliar
with the rating scales. A very detailed scale of five or
seven may be difficult for them to justify. Another
point was that the three response scales, especially
middle scale, could be used as a reference to compare
the higher or lower level of each item. It was confirmed
by the study of Van-Nieuwenhuizen"?, using the
fixed three point scale (disagree, no opinion, agree) to
assess the degree to which an individual can envision
his/her life as having some meaningful perspective and
fulfillment. This scale assesses whether an individual
has derived a set of life goals from their live. The
response scales ranged from one to three. For most
items, score 1 referred to the lowest QOL and 3 referred
to the highest QOL.

Questionnaire pretest

The six urban poor representatives from two
communities were invited as reviewers. The aim of this
stage was to ask for their suggestions and identified
items that did not fit with their livelihood. Furthermore,
the items that affected their feelings were deleted.
Then, convenience samples of 35 people within an
urban poor area were recruited to test domains and
indicators of the questionnaire. In the field test, all of
the subjects were interviewed and asked to answer a
set of questionnaires that consisted of the items of
UPQOL. Then, the UPQOL measurement tool was
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employed to test reliability. The Cronbach’s alpha
coefficient was 0.92.

Subjects and field test

Five hundred twenty three urban poor in five
provinces in the northeast of Thailand including
Nakorn Ratchasrima (n = 175), Khon Kaen (n=156), Ubol
Ratchathanee (n = 75), Nong Kai (n = 65), and Surin
(n=52), who were 15 years old and over, residing in an
urban poor area for more than six months and could
communicate in Thai were recruited. The urban poor
households were selected using systematic sampling
techniques from every urban poor to get the entire
spread of urban poor. After identifying eligible subjects,
the UPQOL was administered by face-to-face interview.

Build the final UPQOL structure and data analysis

Exploratory Factor Analyses (EFA) using
Principal component extraction method with Varimax
rotation and Eigen value > 1. The factor loading > 0.4,
factor analysis was used to examine the items in each
of the domains®”. The purpose was to select items
that best represented the domains, and to reduce items
that did not fit in well with other items in any facets
under the domain. Confirmatory Factor Analyses (CFA)
was then conducted to confirm the item-facet and
facet-domain structure of the domains. Comparative
Fit Index (CFT) and the Chi square (X?) were reported to
show the structure fitness. The domains scores were
used to test the overall items to domain structure of
the UPQOL instrument®). The characteristics of the
respondents were described as mean standard devia-
tion and percentage. The standardized coefficient
Cronbach’s alpha analyses were conducted to confirm
reliability (SPSS 11.0).

The concept of UPQOL

The initial steps of UPQOL development
reviewed and explored the theoretical of QOL. Then,
the urban poor community investigation was employed
for the urban poor life. However, there were few docu-
ments for the urban poor QOL. The context, culture,
and economic status were influenced to measure QOL
of this group®™. In conclusion, the concept of UPQOL
was based on the theoretical QOL concept and
integrated the urban poor life, the culture, the context,
and their environment. The focus of the UPQOL were
aggregated health, economic, environment, and
other contexts that related to their life. The model of
UPQOL focused on their need, aspiration, satisfaction,
expectation, value, and perception.
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The items pool

After revising and reviewing the initial
188 items of 10 domains of UPQOL, 129 items were
considered by the researcher based on the expert’s
judgment. Finally, 100 items of UPQOL were retained,
which were a synthesis.

Results
Demographics of the sample in the field study

Five hundred twenty three subjects from five
urban poor communities in the northeast of Thailand
were recruited for the field study. More than half of
them were female (62.2%) (Table 1). The mean age was
44.5 years, ranging from 15 to 86 years. Most of the
subjects came from the ethic group of Thai (84.0%).
About 77% were married and about 62% had completed
primary school.

The final UPQOL structure

Asseries of EFA and CFA were used to test the
appropriateness and structure fitness of the initial
UPQOL. The first round of principle component factor
analysis was done on 100 items. The items with a factor
loading < 0.4 were excluded. Seventy-cight items
remained. The income and economic domain was
integrated with employment and occupation domain
and remanded to income and occupation domain.
Further EFA was conducted on the 9 domains and 78

Table 1. Demographic of the samples (n = 523)

Variables n %
Age
Mean (SD) 44.5 (15.90)
Median (min:max) 43.0 (15:86)
Sex
Female 325 62.2
Male 198 37.8
Ethic group
Thai 438 84.0
Laotian 25 4.7
Cambodian 22 4.2
Myanmar 17 32
Vietnamese 4 0.7
No answer 17 32
Marital status
Married 402 76.8
Single 50 9.5
Widow 47 8.9
Separated 13 2.4
Divorced 11 2.1
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Table 2. Descriptive statistic and reliability of the UPQOL

Domains Items (n) Possible Actual Mean SD Alpha Item to total
range range correlation
Education 5 5-15 5-15 10.9 2.1 0.71 0.43-0.50
Income and occupational 6 6-18 6-17 11.5 2.0 0.69 0.31-0.51
Environment 4 4-12 4-12 6.9 1.8 0.74 0.30-0.59
Health 13 13-39 14-37 26.5 4.4 0.67 0.30-0.50
Infrastructure 6 6-18 6-18 11.8 2.7 0.84 0.52-0.70
Security and safety 9 9-27 9-27 17.3 33 0.81 0.34-0.65
Shelter and housing 6 1-18 6-18 12.1 2.4 0.72 0.39-0.60
Civil and political 7 7-21 7-21 14.8 2.9 0.79 0.48-0.58
Human right 5 5-15 5-15 11.3 2.5 0.83 0.57-0.72
UPQOL n=061 61-183 76-171 123.4 16.9 0.92 0.30-0.78
items. The authors excluded the items that had a factor ~ Table 3. Egien value of 9 domains
loading < 0.4. Sixty-one items in nine domains were ' -
synthesized. The final model of UPQOL consisted of ~ Domains Eigen value
61 items in nine domains with the mean score of 123.4 .
. . Education 1.5
(SD = 16.9) and standardized coefficient Cronbach’s Income and occupational 26
. . pationa .
alpha value of 0.93. The items had a total correlation Environment 26
ranging from 0.30 to 0.78. The Cronbach’s alpha coeffi- Health 21
cient value of UPQOL also indicated high internal Infrastructure 1.5
consistency (0.92) and the nine domains subscales had Security and safety 4.1
alpha coefficient ranging from 0.67 to 0.84 (Table 2). Shelter and housing 4.2
The factor loading of nine domains were greater than ~ Civil and political 2.6
Human right 3.0

0.4 (fig. 1) and egien value was greater than 1 (Table 3).
The factor loading of 61 items were greater than 0.4
(Table 4). The CFA of UPQOL showed best-fit data.
The chi square values of the nine domains of UPQOL
showed non-significant. A non-significant Chi-square
indicates a good model fit. Whereas, the GFI of the
UPQOL was greater than 0.98. While, the standard
RMR values of UPQOL lower than 0.02. Therefore, the
conducts of all items to domain structures of UPQOL
were supported. The nine domains structure of the
UPQOL was also supported by confirmatory factor
analysis. The CFI of the nine domains were greater
than 0.9. The final structure of UPQOL consisted of 9
domains and 61 items (Table 5).

Discussion

The Cronbach’s alpha coefficient value of
UPQOL also indicated high internal consistency (0.92)
and the nine domains subscales had alpha coefficient
rank from 0.67 to 0.84. The rank of Cronbach’s alpha
coefficient also indicated the good internal consistency
of the UPQOL instrument, which was supported by
DeVellis®® who suggested that 0.70 or higher is suffi-
cient. The correlation values of UPQOL were ranking

1450

from 0.38 to 0.85. Ferketich and Muller® confirmed
that the item correlation of greater than 0.30 mean that
the item could explain the instrument and fit for the
domain. The factor loading of the nine domains in the
present study were greater than 0.4. Similarly, Hair®®
suggested that the factor loading with greater than
0.30 be considered to meet the minimal significant
level. The CFA of UPQOL showed best-fit data. The
Chi-square values of the nine domains of UPQOL
showed non-significance. A non-significant Chi-square
indicates a good model fit. The GFI of the UPQOL is
greater than 0.98. Because the desired value for the
GFTis greater than 0.90, it mean that it is acceptable and
indicates good model fit. The standard RMR values of
UPQOL are lower than 0.02. A suggested value for the
standardized RMR is lower than 0.08. This indicates a
good fit of the model. The RMSEA values of the UPQOL
were lower than 0.02. Suggested values for the RMSEA
that are lower than 0.06 indicate good fit of the model.
The CFI values of UPQOL of 1.00. Value of 0.95 or
higher for CF1 is indicative of a well-fitting model“.
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Table 4. Factor loading of UPQOL

Domains Indicators Factor loading
1. Education domain 1. Satisfies with educational attainment 0.59
2. Worries about education 0.50
3. Equal chance to access to education 0.55
4. Enthusiasm to leaning new things 0.58
5. Education is important for one’s and one’s family 0.47
2. Income and 6. Satisfies with job 0.73
occupation domain 7. Have job security 0.42
8. Worried about job 0.63
9. Able to work 0.45
10. Satisfies with income 0.43
11. Satisfies with economic status 0.61
3. Environment domain 12. Living in a safe and secure environment 0.44
13. Satisfies with the solid waste management in the community 0.73
14. Satisfies with quality of air in the community 0.80
15. Satisfies with quality of water in the community 0.61
4. Health domain 16. Energetic for daily life 0.63
17. Having enough food or nutrient for daily life 0.63
18. Regular exercise 0.43
19. Have concentration 0.45
20. Enough sleep 0.65
21. Negative felling such as blue mood, despair, anxiety, and depression 0.45
22. Having opportunity for leisure activities 0.44
23. Satisfies with sexual life 0.46
24. Satisfies with oneself 0.51
25. Satisfies with one’ health 0.42
26. Enjoy life 0.53
27. Having hope for the future 0.68
28. Being useful for self and others 0.57
5. Infrastructure domain ~ 29. Accessibility to school 0.45
30. Accessibility to hospital 0.76
31. Accessibility to fire station 0.78
32. Accessibility to police station 0.80
33. Accessibility to public phone 0.62
34. Accessibility to post station 0.50
6. Security and 35. Free from accident 0.45
safety domain 36. Free or safety from being taken advantage 0.41
37. Able to face with terrorism problems 0.41
38. Secure with security and safety system of the community 0.58
39. Secure with housing condition 0.68
40. Secure with education system 0.71
41. Secure with family and community 0.79
42. Secure with job and income 0.74
43. Secure with health delivery system 0.46
7. Shelter and 44. Comfortable with the housing condition 0.48
housing domain 45. Satisfies with one’s house 0.45
46. Safety living in one’s house 0.51
47. Having warming family 0.76
48. Harmony among household members 0.45
49. Satisfy with family support 0.50
8. Civiland 50. Getting assistance from others as needed 0.56
political domain 51. Willing to participate in community activities 0.62
52. Happy to join community activities 0.63
53. Good relationships with community members 0.67
54. Getting support or aids from foundation or organization during crisis 0.53
55. Being treated equitably by the government 0.47
56. Freedom for vote 0.54
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Table 4. Factor loading of UPQOL (cont.)

Domains Indicators Factor loading
9. Human right domain 57. Freedom of citizen 0.64

58. Freedom or speech, lifestyle and access to necessity commodity and 0.71

public services

59. Freedom and no discrimination on religion 0.82

60. Freedom for joining protest or rally 0.68

61. Free from prisoners or strangers 0.65

Table 5. Structure fitness of items, domains and the over all structure
Domain Item (n) X2 df p-value RMSEA Standard CFI1 GFI
RMR
Education 5 0.67 2 0.71 0.00 0.01 1.00 1.00
Income and occupation 6 4.11 8 0.84 0.00 0.01 1.00 1.00
Environment 5 1.13 2 0.56 0.00 0.01 1.00 1.00
Health 12 55.26 41 0.06 0.02 0.02 1.00 0.98
Infrastructure 6 342 4 0.48 0.00 0.01 1.00 0.99
Security and safety 9 27.49 18 0.07 0.03 0.02 1.00 0.99
Shelter and housing 6 7.40 4 0.11 0.04 0.02 1.00 1.00
Civil and political 7 15.40 10 0.11 0.03 0.02 1.00 1.00
The UPQOL was conducted in Thai culture. ~ Acknowledgements

In a review of available approaches to quality of
life assessment of M. Power, it was found that most
instruments have been constructed in one culture
and language and then translated into other target
languages (e.g., the Nottingham Health Profile, the
Sickness Impact Profile, and the Medical Outcomes
Study Short Form-36)®9. The importance of cross-
cultural studies is that they can provide theoretical
insights into whether QOL is a universal or relativistic
concept and the degree of its importance and use, both
between and within geographical and respondent
groups and the best measurement approach to use@".
In a future study, it is essential to develop instruments
that assess UPQOL across cultures.

Limitations

The investigation in the urban poor commu-
nity lasted for six months. It was quite limited because
some in-depth information needed more times to
ensure the time variation of the data. The items in the
UPQOL instrument came mainly from conversation with
the urban poor. The participants mostly had limitation
of their time due to their work conditions. Many of
them worked at night and rested during the daytime,
which made it harder to get access to them.
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The present study would not have succeeded
without the cooperation of the urban poor population
whose participation, especially the chairpersons of
two communities (Teparak Community, Khon Kaen, and
Rod Fai Community, Nakorn Ratchasrima) along with
provincial municipal office and their staffs. We are also
grateful for the comments and suggestion of anony-
mous reference and of Dr Wongsa Laohasiriwong,
Dr. Patara Sanchissuriya, and Prof Frank Peter Schelp
who have significantly improved this paper.
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