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Background: Quality of life is an important measurement of medical outcome. The assessment questionnaire
for low vision patients allows the services to be analysed, developed and improved.

Obijective: To evaluate the reliability and validity of the Thai version of the Low Vision Quality-of-Life Ques-
tionnaire (LVQOL).

Material and Method: A cross sectional study was performed, and the content validity was examined by factor
analysis and reliability assessed by the Cronbach’s alpha coefficient. 47 respondents participants were inter-
viewed at the Department of Ophthalmology, Mettapracharak Eye Center.

Results: The Thai version of the LVQOL achieved good levels of validity and reliability which the Cronbach’s
alpha coefficient equaled to 0.7224-0.9099 among 22 items.

Conclusion: The Thai version of the LVQOL can be used as an instrument to evaluate the low vision quality of

life.1t is useful in determining the effects of the low vision rehabilitation.
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The Constitutional of the World Health
Organization (WHO) defines health as “A state of
complete physical, mental and social well-being not
merely the absence of disease or infirmity”. WHO also
defines Quality of Life as individuals perception 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®?, It is a
broad range concept affected in a complex way by
the person’s physical health, psychological state,
level of independence, social relationships, personal
beliefs and their relationship to salient features of their
environment.

Quality of life (QOL) assessment is one way
to assess the medical outcome®® and evaluate global
effects. Functional assessment and quality of life
analysis is a field of growing importance in medicine
because it offers a method of incorporating patients’
perceptions into the clinical setting to assist in
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providing optimum patient care. Choosing an appro-
priate measure and using it in clinical practice can be
problematic®. It is measured indirectly using ques-
tionnaires such as the SF-36 (Short Form#36)©1V the
WHO-QOL instrument®, ASA®), Activities of Daily
Vision Scale (ADL)® and VF-141. ADL and VF-14
principally emphasize difficulties with tasks and
symptoms rather than assess the effect of reduced
vision on other aspects of health-related QOL such as
emotional well-being and social function. Certain
subscales of health- related quality of life instruments
are also focused on mental health and social function
domains. Measures of the Quality of Life have always
raised questions about what indicates and valuation
methods best represent human well-being. Quantity of
life and quality of life have to go together and cannot
be divided®®. These have to be developed culturally
and are exactly important to study quality of life low
vision group in Thailand®.

Material and Method

Study population
Demographic data and clinical information
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were collected from 47 low vision patients who attended
the low vision clinic of Mettapracharak Eye Center,
Nakhonpathom from October 2005 to March 2007. The
diagnosis of low vision was performed and based on
WHO criteria, the best corrected visual acuity in the
better eye is less than or equal to 20/70 or the visual
field in the better eye is less than 30 degrees in the
widest diameter. The evaluation of QOL was assessed
by questionnaire and in-depth interview and com-
prised of 27 subjective L\VQOL which were submitted
and granted by the hospital ethical committee. All
items are rated on a 5 point scale (1-5) from the worst
to the best possible quality of life. Visual acuity was
measured by Snellen chart.

Statistical analysis

Mean (+ Standard deviation, SD), range was
used to describe the patients’ characteristics. Con-
struction validity was performed by factor analysis
(Principal component analysis, after varimax ortho-
gonal rotation; iteration, 25; eigenvalue equal or greater
than 1). Item with factor loading less than 0.70 was
excluded. Reliability is related to accuracy or consis-
tency of measurement. In the presented paper, the
author assessed reliability through internal consistency
that measures the extent to which similar questions
produce consistent responses. Cronbach’s alpha co-
efficient measures the overall correlation between
items within a scale. An internal consistency coeffi-
cient of greater than 0. 70 was considered acceptable
in justifying discriminative use.

Results
Descriptive statistics of 47 low vision patients
were used where it was appropriate (Table 1).

Validity

The factor analysis using principal compo-
nent analysis, after varimax orthogonal rotation®”
resulted in factor loadings. Twenty-seven questions
in the presented study were divided into 6 dimensions,
with the eigenvalue exceeding 1, which explained 76.
937 percent of the variation. Factor loadings are given
in Table 2. The main applications of factor analytic
techniques are: (1) to reduce the number of variables
and (2) to detect structure in the relationships between
variables. Therefore, factor analysis is applied as a
data reduction. The range of the factor score is 0.9-
marvelous, 0.8-meritorious, 0.7-middling, 0.6-mediocre,
or 0.5-miserable (perfectly uncorrelated).
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Table 1. Patient characteristics (n = 47)

Characteristics Number %
Mean age (years) (SD) 53.17 (19.47)
Range (years) 15-82
Sex
Male 23 48.9
Female 24 51.1
Occupation
Student 4 8.51
Employee 20 42.55
Farmer 5 10.64
Employer 3 6.38
Unemployed 6 12.77
Housewife 5 10.64
Retirement 4 8.51
Total 47 100
Table 2. Factor loading analysis
Question Factor
loadings
1. Overall health 0.712
2. Eye pain 0.730
3. Worry about vision 0.714
4. General vision 0.494
5. Seeing steps or curbs 0.702
6. Finding things 0.787
7. Sport event 0.670
8. Near reading 0.775
9. Distant viewing 0.837
10. Doing work 0.722
11. Self-health care 0.655
12. Driving 0.631
13. House-hold chores 0.736
14. See moving targets 0.827
15. Social activities 0.789
16. Visiting people you don’t know well 0.662
17. Vulnerability to injuries 0.762
18. Entertainment with others 0.745
19. Doing embarrassing things 0.809
20. Occupational suitability 0.919
21. Unhappy 0.918
22. Oneself meaningful 0.852
23. Mainly stay home 0.927
24. Eye discomfort 0.911
25. Frustated 0.876
26. Information availability 0.830
27. Need a lot of help 0.779
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Table 3. Internal consistency after the questions were deleted by factor analysis

Areas of assessment

Cronbach’s alpha coefficient

General health (Q1-3)

Difficulty with activities (Q5, 6, 8, 9, 10, 13, 14)
Sacial function (Q15, 17, 18)

Expectation (Q19-20)

Overall satisfaction (Q21-22)

Vision problems and responses (Q23-27)

0.7798
0.7280
0.7224
0.9099
0.7824
0.8986

Reliability
The Cronbach’s alpha coefficient was used
and demonstrated in Table 3.

Discussion

Due to Thai cultural context, elderly people in
Thailand are less active than younger people because
most Thai elderly especially in rural areas, live as part
of the extended family and are supported and helped
in their daily activities by relatives; hence, the need for
questions 4, 7,11, 12, 16 to be deleted as factor loading
was less than 0.70, these questions were not important
for the patients’ lives (Table 2).

The limitations of the present study are,
firstly, the number of patients is small. Secondly, the
author used face-to-face interviews instead of self-
administered questionnaires. This may be why to
most patients had difficulty in reading by themselves
and it took more time to finish all the questionnaires.
Fatigue in reading or some person’s help in reading
may be the result of this mistake. The Cronbach’s
alpha coefficient equaled to 0.7224-0.9099 among 22
items which were significantly high (Table 3).

In conclusion, the author demonstrates that
the present Thai version questionnaire has good
evaluative and discriminative properties for assessing
quality of life in patients with low vision.
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