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SUMMARY

The present study aimed to identify and pilot a holistic measure of  the impact of rehabilitation services on the quality of life (QOL) of physically disabled people in Cambodia. 

After reviewing the literature, QOL was assessed by a translated form of the ComQol A-5, a  generic instrument which measures   objective and subjective aspects of life experience across  seven domains - material well-being, health, productivity, intimacy, safety, place in community, and emotional well-being. Data was gathered by individual interviews conducted in the Khmer language by trained Cambodian interviewers.

The categories of services were; (1) Physical rehabilitation (Prosthetics/Orthotics with physiotherapy)  (2) Community-based rehabilitation , and (3) Labour market assistance. Respondents were selected from a mixture of six district urban and rural settings chosen from the range of areas covered by the 12 participating non-government organizations. A total of 164  disabled adults of  both sexes took part in the study.

The results suggest that overall QOL was substantially lower in disabled Cambodians who had received no rehabilitation services compared with those who had received one of the three categories of rehabilitation services. QOL scores tended to be highest, however, in those  who had received a combination of all three categories of  rehabilitation services.

The results also highlighted the vulnerability of certain sub-groups of disabled people in Cambodia (such as elderly, those widowed or divorced, and those of lowest socio-economic status) who  may need specific provision in planning, policy making, and service delivery The present study suggests that the ComWol A-5 is a useful, holistic measure of quality of life in this population. The findings highlight the need for an integrated approach in order to maximize the impact of individual rehabilitation services in Cambodia. 

Introduction

Background

A major challenge facing healthcare services throughout out the world is the need to measure the impact of the services provided on the quality of life of the individuals receiving those services. In developing countries there has been much less emphasis put on audit and evaluation than in the developed world, yet the need to maximize effectiveness given the limited resources is clearly of paramount importance (ref). 

Over the 10 past years there has however, been a growing trend throughout health and social service sectors world wide, toward incorporating consumer or beneficiary-based appraisals into planning, monitoring and evaluation processes.  Typically, these appraisals comprise some form of subjective self-assessment of the perceived impact of an intervention or course of action on an individual's functional status, satisfaction and life quality.  In part, the growing use of such appraisals has resulted from greater appreciation of the effects of psychosocial determinants of health status, as well as from seeing the tangible benefits of empowering individuals to play a more active role in promoting their own well being (Atkinson and Zibin, 1996).  

Cambodia remains one of the poorest nations in the world, with large numbers of disabled people  as a result of thirty years of conflict and war. In addition to the 40,000 amputees (largely due to the 5 million or so landmines in the country), there are some 50,000 victims of polio and other disabling diseases such as club-foot and cerebral palsy.The bulk of the rehabilitation services provided to date in Cambodia has come from the non-government sector. A number of rehabilitation services in Cambodia have developed operational frameworks for evaluating the impact of treatment or interventions on an individual’s physical and functional status.  These however are primarily concerned with assessments made by the practitioner (rehabilitation professional) and offer only limited scope for subjective appraisal of change or improvement by the clients themselves.  In addition, the primary focus has tended to be on physical functioning,  with a neglect of other important aspects of life.  The present study sought to address this gap in current evaluation practice, through research and trial of an instrument designed to provide a much more holistic measure of well- being. The study was carried out by the Cambodia Trust, a UK NGO which has operated in Cambodia since 1994, in collaboration with 12 other NGOs working in Cambodia with disabled people.

Defining Quality of Life - Objective and Subjective QoL

Quality of Life (QoL) is a complex and multi-dimensional construct, and while there is general agreement on the potential value of QoL measures as key evaluation indicators (O'Connor, 1993), there is little consensus among researchers of definitions or forms of measurement.  Many authors for example subscribe to the notion that QoL can be described as "a person's subjective sense of well being derived from current experience of life as a whole" or similarly, "the degree of an individual's satisfaction with perceived life circumstances" (Donovan et al, 1989, citing Campbell, 1976, Goodinson and Singleton 1989, citing Young and Longman, 1983).  Others however, argue that Quality of Life should only be identified with material or physical conditions that can be reliably quantified and measured (O'Connor, 1993).

The lack of agreement on definitions primarily stems from two competing theoretical views of the determinants of life quality, namely the functional (objective) perspective and evaluative (subjective) perspective
 (Atkinson and Zibin, 1996).  The functional view of Quality of Life focuses on objective circumstances, such as levels of physical functioning, shelter, material security, support from family and friends, etc.  The subjective view takes a more psychosocial approach and tends to focus on experiential or subjective aspects of well being such as individuals' perceptions of happiness or satisfaction with various aspects of their life circumstances.  Typically, this latter approach focuses on an individual's global judgement of life satisfaction (O'Connor, 1993).   Many theorists though remain skeptical of the role individual preference, perceptions of importance and personal/cultural belief systems should play in the measurement of life quality, claiming that objective and subjective constructs should be clearly separated.

Relying predominantly on objective measures of life quality however, is problematic.  In order to interpret objective measurements, data must be analysed in terms of counts or frequencies.  These are then applied in a comparative sense to general population standards, the result of which is some measure of normalization.  As Cummins notes, there are several problems with this approach.  One is that such normalised measures are often ideologically driven, in that they are "based on the assumption that the people concerned should all live under objective life circumstances roughly equivalent to the average for the general population" (Cummins, 1999).  

While this may be appropriate in terms of setting minimum standards for material well being, particularly in relation to people living in situations of extreme deprivation, it nonetheless creates an overly simplistic view.  Normalised measures not only fail to recognise that many people who make up the general population choose to live under circumstances that do not accord with generalized standards, but they take no account of the role of individual preference among people.

This issue of individual preference is pivotal in understanding the limitations of objective measurement.  As Cummins explains, “personal well being is determined by a wide variety of variables that certainly include objective living condition, but also, and more importantly, include people's perceptions of their life circumstances." This is what is generally termed subjective well being or subjective Quality of Life (Cummins, 1999).  Some researchers argue that "recognising the subjectivity of QoL is the key to understanding the construct.  QoL reflects the difference, the gap, between the hopes and expectations of a person and their present experience.  Human adaptation is such that life expectations are usually adjusted so as to lie within the realm of what the individual perceives to be possible" (Janssen, Quality-of-life Studies).  

Given the limitations with both perspectives, it is perhaps not surprising that most researchers suggest that QoL measurement should be predicated on a combination of objective data and subjective assessment.  (Atkinson and Zibin, 1996, Cummins 1999). 

Measuring Quality of Life

The Quality of Life construct is comprised of a distinctive mix of dependent variables which when put together can be said to represent generalized dimensions or domains of life experience (Cummins, 1997).  Most QoL researchers agree that, "depending on its intended use, a well-rounded instrument should assess at least five life domains, including a person's biological, psychological, interpersonal, social and economic experience" (Rosenblatt and Attkisson 1993).  The World Health Organization uses a selection of life domains comprising physical health, psychological state, level of independence, social relationships, personal beliefs and their relationship to salient features of the environment (WHO, 1998).

Reviewing contemporary opinion, it seems generally accepted that a sound and comprehensive QoL instrument should demonstrate the following characteristics: 

· Both objective and subjective QoL should be measured.

· Each objective and subjective dimension should be measured through a number of life domains.  These domains, in aggregate, should represent the total QoL construct.

· Measures of domain satisfaction should be weighted by importance of each domain to the individual.

· The instrument should have adequate reliability, validity and sensitivity.

· The scale should be equally applicable to non-disabled people thus ensuring normative comparisons of life quality.

· The response mode and choice of answers should reflect psychometric theory and strike a balance between reliability and sensitivity.

· The instrument should be brief, simple to administer, and easy to score and analyse.

· A pre-test should be used to establish that respondents can comprehend the item questions and response scales.

Generally, QoL instruments tend to fall into either one of two categories.  Those that use self-reported ratings of importance and satisfaction to derive a subjectively weighted QoL score and those that use an individual's evaluation of the impact of given events on their physical, emotional and social experiences without directly assessing the importance of these experiences to the person.  As Atkinson and Zibin note, one of the drawbacks with instruments which do not use ratings of importance, is that they leave "ambiguity about the personal significance of the QoL measurement and the personal significance which any change in these areas may have on the respondents' lives" (Atkinson and Zibin, 1996).  Although there are well over a hundred instruments which purport to measure life quality in some form, many of these instruments have been developed for highly selected groups in the population (e.g. scales that have been devised to monitor medical conditions or the impact of cognitive disabilities) (Cummins 1997).  Due to this specificity, the range of available QoL instruments suitable for use with the general population is relatively limited. 

The aim of the present study was to select, develop, and test a QoL instrument for use in evaluating the impact of rehabilitation services in Cambodia on the quality of life of those receiving such services.  
METHODS

Literature review/ selection of research instruments
A total of 54  QoL instruments were identified .  The majority use a health-related construct of life quality, and in the main, have been developed for specific population groups (e.g. people with cognitive disabilities, mental disorders, severe medical conditions or terminal illnesses).  The instruments also vary according to the method of administration (interview or self-administered), type of data collected (objective, subjective or objective and subjective criteria), the respondent (self-report, professional or service provider rating, or proxy report) and completion time.  

Using the following criteria, ten instruments of these instruments
 were examined and assessed in detail.

· Relevance of the index to the general adult population.

· Definition of QoL construct (i.e. comprises objective and subjective dimensions of the construct).

· Breadth of life experience covered by instrument domains and items.

· Suitability or adaptability of domain items to other cultural/language settings.

· Mode and ease of instrument administration (i.e. able to be either self-administered or by interview).  

· Ease of scale analysis.

· Completion time.

· Psychometric properties (index should be reliable, valid and sensitive).
Initially the WHOQOL-BREF scale (World Health Organisation) was selected as the QoL research instrument, primarily because of its extensive trial throughout the world and subsequent scope for referencing to a wide range of population groups.  On review however, appraisals of the WHOQOL-BREF scale
 have identified a number of major theoretical issues with the instrument, which until resolved, compromise its value as a satisfactory tool for measuring overall QoL.  Furthermore, it would have been difficult to meet the accreditation procedures set by the WHO for the development of the WHOQOL-BREF scale in another language within the time frame allocated for the present study.  Having discounted the WHOQOL-BREF scale, the next best indicated instrument (using the above characteristics as criteria) appeared to be the Comprehensive Quality of Life-A5 scale.
The Self-reported Comprehensive Quality of Life Scale - ComQol-A5

The study utilized a 48-item questionnaire, comprising a 35-item self-reported Quality of Life Scale (Comprehensive Quality of Life Scale-Adult-Fifth Edition) and 13 other non-rated, non-ComQoL-A5 variables defined by the author.  The ComQol-A5 scale consists of objective and subjective axes, "each axis being the aggregate of seven domains: material well being, health, productivity, intimacy, safety, community and emotional well being.  Objective domains comprise culturally relevant measures of objective well being.  Subjective domains comprise domain satisfaction weighted by their importance to the individual" (Cummins, 1997)
.  The instrument employs 'Likert' type response scales.  The objective section utilizes five choice point scales with multiple descriptors; the subjective importance and satisfaction sections employ 10 and 11 choice point bi-dimensional scales with end or mid-point descriptors only

Objective measures of life quality separated into 7 domains:  These comprised self-reported frequencies provided in relation to three separate item questions.   These items are then aggregated to provide an overall domain rating.

· Material well being: type of housing and living arrangement; quantity of possessions owned in comparison  to others in respondent's community; average monthly household income.

· Health: number of times sought treatment for health in past 3 months (including treatment from formal and informal health practitioners); whether affected by disability or medical condition requiring on-going treatment; dependence on medication (including pharmaceutical and traditional/herbal medications).

· Productivity: number of hours per day spent in work, study, childcare or other family/household duties;  frequency of having something to do in free time; use of free time (hours spent watching TV).
· Intimacy: number of times per week talk with a close friend; frequency someone shows they care if feeling  sad or depressed; frequency that someone else wants to share doing something special.

· Safety: frequency of sleeping well; of feeling safe at home; of feeling worried or anxious.
· Place in community: frequency of leisure activities; unpaid involvement in local committees, associations or community groups; frequency advice sought by others from outside of family.

· Emotional well being: frequency of achieving wants; of feeling depressed or hopeless; of having wishes that cannot come true.
Subjective measures of life quality separated into 7 domains: These comprised self-reported ratings of importance and satisfaction in relation to a general item that best defines the domain construct..
· Material well being: Importance of and satisfaction with personal possessions and property.

· Health: Importance of and satisfaction with own health.

· Productivity: Importance of and satisfaction with achievement in life.

· Intimacy: Importance of and satisfaction with close relationships with family or friends.

· Safety: Importance of and satisfaction with level of personal safety.

· Place in community: Importance of and satisfaction with level of engagement with own community.

· Emotional well being: Importance of and satisfaction with own happiness.

Non-rated, non-ComQoL-A5 information:  These comprised independent population variables included for correlation with QoL ratings. 

· Personal background: marital status; living arrangements; level of education; position of disabled person    

in household (head of, contributing or dependant member); level of productivity and contribution of disabled person to household livelihood; involvement in local village development.  

· Economic situation: principal sources of household income; food security; level of personal and/or 

       household indebtedness; reason for personal or household debt.

· Characteristics of disability: type and cause of disability (from birth or acquired through illness or 
       trauma); extent of disability incidence of disability within extended family.

Adaptation, translation and testing of the ComQoL-A5 Scale

Approximately six weeks were spent working with several members of the team on analysis, adaptation, testing and refining of the QoL scale and other research items.  The process comprised the following steps:

· Analysis, adaptation and acculturation of QoL domain items.
· Translation of the QoL instrument (i.e. domain items and response scales) into Khmer.
· Review of the translated QoL instrument by a bilingual panel of four Khmer/English speakers.  
Two research team members and two project workers from the disability rehabilitation sector were asked to review the translation of the instrument from the source language (English) to Khmer.

· Focus group
 review and commentary on the QoL instrument (i.e.  domain items and response scales)  
Six focus groups were asked to comment on issues such as: relevance and appropriateness of life domain items; style of questioning; questionnaire format; written language (i.e. comprehension of technical and colloquial terms used); comprehension of scale descriptors/values (written and visual).

· Pretest among a small sample of physically disabled and non-disabled respondents.
 
The pretests were conducted as one-on-one interviews
, followed by group discussion covering specific issues as well as overall impressions of the QoL instrument.  

Administration of the ComQol-A5 scale

Due to wide ranging levels of literacy among the reference population, it was decided to administer the QoL instrument in a structured interview format.  This involved the interviewer briefly explaining the content of each section of the questionnaire and reading each item question and response scale aloud to the respondent.  Where necessary, the researchers used agreed examples to clarify the nature of the question and corresponding response scale.  Respondents were asked to indicate their choice either verbally or by pointing to a printed scale
.  Pre-testing of the respondent's understanding scale was carried out before commencing sections two and three of the questionnaire.  This involved asking the each person to name something that was important to them and to rate how important this was.  They were then shown the printed scale and asked to indicate the degree of importance of the item they had named, by pointing to what they believed was the most appropriate choice point.  By comparing the indicated choice point with the verbal rating of importance, the researchers were able to verify the respondent's understanding of the scale.
There are two potential types of error variance associated with administering questionnaires in an interview format; deviation from the written question and induced respondent acquiescence.  The latter refers to a person changing their answer when the interviewer does not immediately accept their initial response.  Rapley and Antaki (1995, 1996) have noted that the "process of repeating and paraphrasing an item in different ways following a response, was likely to be interpreted by the interviewee as an indication that their initial response was wrong or unacceptable" (Cummins, 1999).  These two issues were specifically addressed during the training.  As a further control, respondent interviews were regularly observed and monitored by the research supervisors.  Similarly, by using a printed scale with visual descriptors for the subjective sections of the questionnaire, it was possible to reduce the scope of interpretative interaction between the interviewer and respondent.”
Sampling frame and methodology 
Sampling for the study utilised both purposive and random approaches.  The sample frame consisted of 954 rehabilitation clients spread across six geographic regions. These were selected from the range of areas covered by the 12 organisations participating in the study.  Each geographic region was assigned an approximate target expressed as a percentage of the overall sample (N=164) proportionate to head of population (range: 17-36 respondents per region).  Two districts and a minimum of two communes from each district were then selected, and the regional target divided between them.  Attempts were made to maintain a proportionate balance between urban and rural settings
.  These regional targets were then further subdivided between the four study sub-categories i.e. type of service received, including no service (range: four-nine respondents per sub-category).

Sampling for three of the four sub-sets (physical rehabilitation, community-based rehabilitation and labour market assistance) was drawn from client lists provided by the organisations participating in the study.  The sample for the 4th sub-set or control group (i.e. people who had not received any of the listed services), was drawn from either local government or district Ministry of Social Affairs, Labour, Veterans, Youth and Rehabilitation (MOSALVY) records.  In the case of Battambang province, some of the respondents for the control group were drawn from ICRC lists of people who had traveled to Battambang from Anlong Veng, Preah Vihear province but were still awaiting service
.  Attempts were made to select respondents with similar pathological and demographic characteristics.  

The lists were run through a primary sort in accordance with the sample criteria (result: N=954) and then analysed to identify geographic clusters within selected districts and communes of each province (result: N=346).  These subsequent lists were then sorted by village, sex and age cohorts (15-25, 26-35, 36-45, 46+) (result: N=298). The study sample (N=164 respondents), comprising four subsets of between 39-42 people representing the control group as well as each of the category of service, were then randomly selected from this list.

Location of the study

The study was conducted in six regional areas; Battambang province in the north-west, (referred to as Nth West), Kandal and Kompong Speu provinces in the central region (Central), Kampot province and Preah Sihanouk Town  (Sihanoukville) in the south-west (Sth West), and the municipality of Phnom Penh.

Demographic breakdown of respondents by region 

	Respondent demographic 

characteristics 
	Number
	% of total N

	Geographic location
	
	

	North West 
	34
	20.7

	South West
	58
	35.4

	Central
	54
	32.9

	Phnom Penh


	18
	11.0

	Total study mean
	164
	


Sample criteria (Respondent characteristics)

Study respondents were selected on the basis of the following criteria:

· Type of disability  involved mobility impairment or loss of upper limb

· Service received was consistent with study sub-categories

· Minimum age of 15 years or older 

· Time elapsed since receiving service was no more than five years.”
Scope of the study

The study sought to cover the principal types and modes of rehabilitation services operating in Cambodia.  For sampling purposes, these were separated into three principal categories:

· Physical rehabilitation: comprising provision of prosthetic/orthotic devices and other mobility aids (encompassing associated medical treatment and physical therapy).

· Community-based rehabilitation: comprising community-based work with the disabled, advocacy and community mobilisation (encompassing therapeutic counselling, psycho-social support, peer support, self-help initiatives including credit, savings and income generation, referral services).

· Labour market assistance: comprising employment placement, support and referral; vocational training, agricultural extension training; micro-enterprise assistance.

It was initially intended to research life quality among three primary study groups of people with physical disabilities (mobility impaired).  One group was to comprise people who had received a single category of service (i.e. physical rehabilitation, community-based rehabilitation or labour market assistance programs), a second group, people who had been involved with two or more categories of service  (e.g. physical rehabilitation and vocational training), and a control group of people who had not received any of the listed services.  

It was assumed that the sample for the second primary study group would be identified through cross-referencing client files provided by each of the organisations participating in the study.  In practice however, this returned such low frequencies that it was impossible to identify a viable sample.  Nevertheless, during the course of conducting the respondent interviews, the researchers were able to identify a number of people who had received multiple services.  This information has subsequently been incorporated in the research analysis.

Coverage of different types of service

All 3 categories of service are provided in each of the four regional areas covered by the study.

Presentation and analysis of the results

The results are expressed as a percentage of the maximum possible score for each domain, under the two headings of “subjective” and “objective” measures of the ComQolA5. Differences between groups was assessed statistically by Student’s t-test (two groups) or ANOVA (three groups).

Statistical testing for associations between variables used  Spearman’s correlational analysis. Further details are provided in the full report.4

RESULTS

Effect of a single rehabilitation service on quality of life

Table 1 demonstrates that both the “objective” and “subjective” overall measures of the ComQuolA5 (that is, questions relating to quantitative and qualitative aspects of quality of life) were both substantially lower in the group who had received no rehabilitation services compared with the average (mean) value for those who had received one of the three categories of rehabilitation services (ie P/O, CBR or LMA) There were no major differences in total scores across the three single categories of rehabilitation services (results not shown – see full report).

Table 1 : Quality of life of disabled Cambodians receiving a single rehabilitation service compared with those receiving no services 

	Quality of Life;
	              No services 
	     Single Rehab service 

	“Objective” measure 
	                  44.9%
	                52.3% ***

	“Subjective” measure
	                  63.2%
	                69.6% *


The results are for the total (overall) score of all domains, expressed as the %SM (percentage scale maximum statistic). The values shown for the single rehabilitation service represent the average (mean) of the 3 categories of rehabilitation services (physical, community, labour market). A statistical difference between No Services and Single Service is denoted by * (p<0.05), *** (p<0.0001) by t-test.

Effect of a combination of rehabilitation services on quality of life

There was also some evidence that in certain domains, both the “objective” and “subjective” quality of life scores were higher in those  who had received a combination of more than one rehabilitation service.  Tables 2a and 2b show the overall scores and a few examples of this for the “objective” and “subjective” measures, respectively;

Table 2a Quality of life of disabled Cambodians receiving P/O rehabilitation services alone, compared with those receiving a combination of services :

Objective measures for selected domains

	Quality of life Objective measures;
	     No services
	     P/O Alone
	   All 3 services

	Overall score
	         44.9%
	         53.0%
	        53.9%


	Examples of individual domains;
	
	
	

	Material well being
	         29.5%
	         40.4%*
	         46.3%*

	Productivity
	         68.0%
	         74.8%
	         79.7%

	Intimacy
	         52.3%
	         58.1%
	          65.1%


The results are expressed as the %SM (percentage scale maximum statistic). * denotes a statistical difference from No services group (p<0.05) by ANOVA  followed by t-test.

Table 2b Quality of life of disabled Cambodians receiving P/O rehabilitation services alone, compared with those receiving a combination of services : 

Subjective measures for selected domains

	Quality of life 

Subjective;
	      No services
	     P/O alone
	   All 3 services

	Overall score
	        63.2%     
	        67.3%     
	        70.2%   


	Examples of individual domains;
	
	
	

	Material well being
	        65.6%
	        64.3%
	        74.0%

	Productivity
	        64.3%
	        66.8%
	        73.1%

	Safety
	        65.8%
	        70.5%
	        73.1%

	Emotional well being
	        66.0%
	        74.6% *
	        80.0% *


Other factors influencing quality of life

Age

Of the 164 respondents interviewed, 60% were from the 26-45 years age bracket, 16% under 26 years and 24% over 45 years. The over 45 years group had the lowest quality of life scores across both the objective and subjective measures for all domains. 

Gender

Overall quality of life did not differ between males and females but there were marked differences between the sexes within specific domains. This was most apparent for “place in the community” (40% lower in women than in men) and in “emotional well-being” (26% lower in women than men).

Marriage status

Respondents identified as  divorced/separated or widowed had substantially lower overall quality of life scores (both objective and subjective) than those married or never married.

Indeed the divorced/separated group had the lowest overall scores (36.9%SM objective overall score, 57.9% SM  subjective overall score) in the whole study (see tables 1 and 2 for comparison).

Education, Income and Position in Household

Disabled Cambodians who had never attended school had overall quality of life scores that were around 20% lower than those who had attended high school. Those living in the lowest household income group had the poorest overall objective scores. Respondents  not contributing to household income also had lower quality of life scores across a range of objective and subjective domains.

Type and Duration of Disability

People who had lost  two limbs had the lowest overall quality of life (compared with single limb amputees, polio victims, or other causes of disability). Cambodians disabled within the last 6 years had lower quality of life ratings across several of the objective domains and all of the subjective domains, compared with those who had been disabled for longer periods.

DISCUSSION

Use of the ComQol-A5 to measure Quality of Life in Disabled Cambodians

The ComQol-A5 was not designed specifically as a quality of life measure for people with physical disabilities, nor for use specifically in developing countries3. It’s use in the present setting was therefore exploratory, and the present study lacked the statistical power and design that would be required to rigorously test it’s validity and reliability. Nonetheless, the results of the study do suggest that the ComQol-A5 is a useful instrument which has sufficient discrimination to detect meaningful differences between relatively small groups. Furthermore, the wide range of domains of life experience that it examines, with it’s focus on both “objective” and “subjective” measures of quality of life gives a much more holistic and comprehensive view of the outcome of rehabilitation services than the shorter, function-based outcome measures that are more commonly used.
Effect of rehabilitation Services on Quality of Life in Disabled Cambodians

The results, as shown in  tables 1 and 2, demonstrate that disabled Cambodians who have received a rehabilitation service report a quality of life that is substantially higher than those who have received no input. Furthermore, the combination of services showed a trend towards further improvements in quality of life scores. This suggest that co-operation between different rehabilitation agencies working in Cambodia to produce a truly integrated rehabilitation programme could have major benefits. Because of the small size of the present study, clear statistical differences between single and multiple rehabilitation inputs were not always apparent. However ongoing data collection should inform this process more fully – and help determine the optimal combination of inputs within the constraints that exist in Cambodia.

Vulnerable Groups

As pointed out in the results section, a number of sub-groups of disabled Cambodians were identified as having especially low quality of life scores. These included the poorest and least educated, the more elderly, and women – particularly those widowed, divorced or separated. An awareness of the vulnerability of these groups is clearly of major importance in future planning and policy making.  As might be expected, those with two limbs missing have lower life quality scores than single amputees or polio victims. It is of interest also that duration of disability also has a significant impact of quality of life. Clearly, it takes a considerable length of time to adapt to both the physical and psycho-social aspects of  being disabled in present-day Cambodia.

Summary 

The QoL survey comprised 164 interviews with physically disabled respondents ranging in age from 15-over 70 years of age.  Respondents were selected from a mix of six distinct urban and rural settings chosen from the range of areas covered by the 12 organisations participating in the study.  The QoL instrument used in this study utilises both objective and subjective measures of life experience, defined and organised under seven domains: 'material well being', 'health', 'productivity', 'intimacy', 'safety', 'place in community 'and 'emotional well being'.  

Data provided by the ComQol-A5 Scale could be used for planning, monitoring and/or evaluating individual rehabilitation interventions, or alternatively, the scores can be aggregated as group data and used as a standardised comparison statistic - percentage of scale maximum (%SM) - providing service providers or evaluators a comprehensive qualitative measure of program impact and effectiveness that can be referenced to other population standards.

In concert with other initiatives within disability rehabilitation, it is hoped that this study and trial of the ComQol-A5 scale will expand the range of language and context relevant evaluation instruments and encourage greater use of subjective client-based outcome measures.  As the World Health Organisation has stated, "Health care is essentially a humanistic transaction, where a patient's well being is a primary aim.  By calling for Quality of Life assessments in health care, attention is focused on this aspect of health and resulting interventions will pay increased attention to this aspect of patients' well being" (WHO, 1998).”

Conclusions

· The ComQol-A5 appears to be a useful and comprehensive instrument to measure the quality of life in Cambodia.

· The results of the present study suggest a significant effect of rehabilitation services 

       on enhancing at least some aspects of the quality of life of disabled Cambodians.

· A combination of more than one type of rehabilitation service may provide better outcomes on quality of life than a single service

· Within the disabled community in Cambodia there are more vulnerable sub-groups and these should be considered in future planning and policy implementation.

· Further data should be collected to increase the sample size of the present study, which will allow for a more robust statistical analysis.
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�  For the purposes of the study, the terms 'objective' and 'subjective' are defined as follows:


Objective refers to variables or measures that can be simultaneously observed by a number of people and involve estimates of frequencies or quantities.  For example, these can include the number of friends a person has or even how often they enjoy a good night's sleep.  While all such estimations involve varying degrees of judgement, they constitute a measure, which at least in theory, and with sufficiently careful attention, could yield a high degree of agreement among people making the rating (Cummins, 1999).


Subjective refers to variables or measures that are based on an individual's evaluation of the impact of events on their physical, social and/or emotional functioning, or alternatively, their rating of importance and satisfaction with various life experiences.  This approach differs from objective measurement, in that subjective measures are evaluative appraisals of subjective qualities of experiences and not quantification of actual experience (Atkinson and Zibin, 1996).


�  Comprehensive QoL Scale-A5, WHOQOL 100 and BREF, Goteberg QoL instrument, Lancashire QoL Profile, Lehman's QoL


    Interview, QoL Index for Mental Health, QoL Interview Schedule, QoL Inventory, QoL Questionnaire - Bigelow, QoL Self-


    Assessment Inventory.


�  Review prepared for QoL Index Committee, International Society of QoL Studies (Cummins, 1999)

















�  Composition of focus groups: Prosthetic/orthotic clients (4 male/age range 18-26 y.o.); prosthetic /orthotic clients (2 male, 


     2 female/age range 20-28 y.o.); physically disabled vocational trainees (4 male, 4 female/age range 19-29 y.o.); disability/


     rehabilitation workers (physically disabled/non-disabled/4 male, 4 female/age range 18-32 y.o.).





�  4 male, 4 female/age range 22-48 y.o.





�  Each interview was observed by 2 research staff in order to identify problems with administering the questionnaire in an  


     interview format e.g.  interviewers deviating from the written questions, leading respondents in their answers (induced   


     acquiescence), and respondent comprehension of explanations and instructions given for each section of the questionnaire, 


     item questions and response scales, both spoken and visual.








�   Percentage urban population of Cambodia = 15.7% (1998 General Pop.  Census).  Percentage urban respondents 


      in study =21.3%.


�   During the first trimester of 2000, ICRC initiated a program of bringing people from the north western  province of 


      Anlong Veng  to Battambang for prosthetic and orthotic services.











�   As the ComQol-A5 Scale was designed for use within the adult population, it would have been necessary to use two age appropriate   


      scales in order to include respondents under15 y.o.  This option was discounted given the complexity of administering 


      two separate questionnaires.





