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In addition to traditional measures such as the number of
painful or swollen joints, clinical assessment of patients with
rheumatoid arthritis (RA) currently includes the evaluation of
other aspects of quality of life1-4. Quality of life assessment
has been basically conducted through the use of question-
naires. Most of them have been compiled in the English lan-
guage, to be used with the English-speaking population. They
were developed within a specific cultural scenario5. With the
increase in the number of questionnaires, the process of trans-
lation and cultural adaptation must be considered when using
these instruments in other countries, cultures, and languages.
The translation should not be exclusively linguistic, but it

must be culturally adapted to maintain the same measurement
properties. So, to be applied, the questionnaire must be previ-
ously translated and also culturally adapted to the target pop-
ulation. This process follows internationally accepted guide-
lines, which make it costly and time-consuming5,6. We evalu-
ated the need for the proposed and internationally accepted
methodological steps in the translation and cultural adaptation
of quality of life questionnaires.

MATERIALS AND METHODS
Patients. Fifty patients with RA diagnosed according to the American College
of Rheumatology (ACR) classification criteria7 were selected and invited to
participate in our study. The patients were consecutively selected from the
outpatient clinic of the Rheumatology Division of the Escola Paulista de
Medicina–UNIFESP, from June 1997 to April 1998. These patients were not
accustomed to answering questionnaires and they were not previously
exposed to any of the versions.

Patients with other diseases that precluded them from providing reliable
data (e.g., dementia, sequelae of neurological disease) were excluded from
the study.
Interviews using questionnaires. Two versions of the Stanford Health
Assessment Questionnaire (HAQ)8, the Arthritis Impact Measurement Scales
2 (AIMS-2)9, and the MOS 36 Item Short-Form Health Survey (SF-36)10

were used. The version corresponding to the first translation of the original

Translation and Cultural Adaptation of Quality of Life
Questionnaires: An Evaluation of Methodology
DIRCILENE da MOTA FALCÃO, ROZANA MESQUITA CICONELLI, and MARCOS BOSI FERRAZ

ABSTRACT. Objective. To evaluate the methodological steps currently proposed in translation and cultural adapta-
tion of quality of life questionnaires. 
Methods. Fifty patients with rheumatoid arthritis were invited to participate. Two versions each of the
Stanford Health Assessment Questionnaire (HAQ), the MOS 36 Item Short-Form Health Survey (SF-
36), and the Arthritis Impact Measurement Scales 2 (AIMS-2) were administered: version 1 was a lit-
eral translation of the questionnaire; version 2 resulted from a process of translation and cultural adap-
tation following internationally accepted guidelines. For each patient we applied 2 questionnaires
before and after consultation. The questionnaire, the order of administration, and the version were ran-
domly assigned. The interviews were performed by a single interviewer. Several clinical and laborato-
ry outcome measures were assessed simultaneously. Descriptive statistical analysis was used to char-
acterize the data. Spearman and intraclass correlation coefficients were used to evaluate reliability and
validity of each version of each questionnaire.
Results. Patients’ mean (SD) age was 47 (12) years and mean (SD) disease duration was 10 (7) years.
The differences of the mean in the physical and affective AIMS-2 components between the literal and
adapted versions (0.21 and 0.11, respectively) were similar to the differences in the intraobserver appli-
cation of the same version of culturally adapted AIMS-2 components (0.03 and 0.20) (the component
scores range from 0 to 10). The same results were observed when considering other components of
AIMS and SF-36, as well as HAQ scores. Version 1 and 2 presented a similar clinically and statistical-
ly significant correlation with clinical and laboratory measures used in the validation process of the
questionnaires.
Conclusion. The complex methodologies proposed in the translation and validation of the question-
naires should be carefully reevaluated. The simplification of this methodology should be studied. 
(J Rheumatol 2003;30:379–85)

Key Indexing Terms:
QUALITY OF LIFE                                 STANFORD HEALTH ASSESSMENT QUESTIONNAIRE 
SHORT-FORM HEALTH SURVEY (SF-36)          ARTHRITIS IMPACT MEASUREMENT SCALES

CROSS CULTURAL ADAPTATION

Personal, non-commercial use only.  The Journal of Rheumatology  Copyright © 2003. All rights reserved.

 www.jrheum.orgDownloaded on May 24, 2023 from 

http://www.jrheum.org/


questionnaire, which was obtained from previous validation studies of the
HAQ11, AIMS-212, and SF-3613, is here called the literal version (LV). A sec-
ond version, resulting from the process of translation and cultural adaptation
of the questionnaire following internationally accepted criteria [which
includes initial translation, evaluation of the initial translation (back-transla-
tion), and evaluation of cultural equivalencies (pretesting)], is here called the
adapted version (AV). This provided us with 6 different questionnaires, the
LV and the AV of the HAQ, the AIMS-2, and the SF-36, respectively.

Fifty-five patients were interviewed and required to answer 2 different
questionnaires, each in the 2 versions described above.

Two random selections were made: first, it was predefined by means of a
raffle which 2 out of the 3 questionnaires should be administered to each
patient, and second, which version (LV or AV) of each of the selected ques-
tionnaires would be completed immediately before and after the clinic visit.
Thus 4 versions were completed, 2 before and 2 after the routine clinic visit.
The interviews were conducted on the same day and by the same observer.
The interviewer simply read the questions, and neither helped to answer nor
explained the meaning of the sentence.

Assessment of patient using clinical and laboratory measures. Clinical assess-
ment of the patient was performed for comparative purposes using the con-
ventional measures for evaluation of RA, for example, morning stiffness,
numerical rating scale for pain, functional class, global evaluation of disease
activity by the patient and by the physician, and painful and swollen joint
counts. All these variables were evaluated at the time of the patient’s clinic
visit.

Morning stiffness was expressed in minutes; the evaluation of pain was
performed using a numerical rating scale for pain with scores ranging from 0
to 10 (0 = no pain and 10 = extreme pain), patients being instructed to choose
the score that best defined their pain during the last week; functional class was
determined according to the ACR 1992 criteria14. Global evaluation of disease
activity by the patient and the physician was performed using a numerical rat-
ing scale with scores ranging from 0 to 10 (0 = no activity and 10 = extreme
activity). Joint count was performed according to ACR recommendation: 68
painful joints and 66 swollen joints were evaluated (coxofemoral joints were
excluded)15. Laboratory assessment consisted of analysis of the erythrocyte
sedimentation rate (ESR) and rheumatoid factor (latex agglutination test).

Statistical analysis. Descriptive statistical analysis was used to characterize
patients’ demographic, clinical, and laboratory features. Spearman’s correla-
tion coefficient was used to assess correlation between the different compo-
nents of the different versions of the same questionnaire and also between
the questionnaires and clinical data. Correlation between the scores of LV
and AV of the questionnaires, when applied by the same observer, was com-
pared to the intraobserver reproducibility observed in the translation, cultur-
al adaptation, and validation studies of these questionnaires. Spearman’s
coefficient correlation was used. Intraclass correlation coefficients were used
to evaluate the degree of agreement between the LV and AV of the question-
naires.

RESULTS
Table 1 shows the patients’ clinical and sociodemographic
characteristics. Ninety-two percent were female, with mean
age (SD) of 47.56 (11.27) years. Eighty-four percent were
equally distributed in functional classes I and II. Seventy-four
percent of the patients were literate, although the great major-
ity had formally studied for a period of less than 5 years.
Twenty-seven patients did not show comorbidities; hyperten-
sion and dyspeptic syndromes were the most frequently
observed comorbidities.

Table 2 shows the clinical and laboratory findings of the
patients. The mean numbers (SD) of painful and swollen
joints were 4.7 (9.9) and 1.86 (2.75), respectively. The mean

(SD) score for pain assessment by the visual analog scale
(range 0–10) was 4.24 (3.01).

Table 3 shows the scores obtained for each component of
the LV and the AV of the questionnaires. The scores obtained
in both versions of the HAQ were very similar, close to 1.
Most mean values for each component of the SF-36 (also sim-
ilar between versions) were around 40 and 60, the lowest
mean values being observed in relation to the physical
aspects, and the highest mean values in relation to social
aspects and mental health. Values reported for the AIMS-2
components also showed similarity between versions; no clin-
ically relevant differences were observed between LV and AV
values.

Table 4 shows the correlation between the same compo-
nents of the different versions (LV compared to AV) of the
same questionnaires, verified by Spearman correlation coeffi-
cient, intraclass correlation coefficient, and 95% confidence
interval. Statistically significant correlation was found in all of
the components. For the HAQ, statistically significant values
are those > 0.460 (p < 0.01); for the AIMS-2, values > 0.451 
(p < 0.01), and for the SF-36, values > 0.433 (p < 0.01).

Table 5 shows another comparison between that result and
the correlation coefficient for intraobserver reproducibility
(AV compared to AV) for the same components in previous
validation studies. The statistically significant values reported
in these studies were similar to those we observed in the com-
parison of the same components in different versions. The dif-
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Table 1. Clinical and sociodemographic characteristics of the 50 patients
with RA.

Sex
Female (%) 46 (92)
Male (%) 4 (8)

Age, yrs, mean (SD) 47.56 (11.27)
Functional Class*, n (%)

I 21 (42)
II 21 (42)
III 8 (16)
IV 0

Duration of disease, yrs, mean (SD) 10.62 (7.70)
Race, n (%)

White 26 (52)
Non–white 24 (48)

Schooling, n (%)
Literate 37 (74)
Illiterate 13 (26)

Family’s monthly income, 33 patients
1 MW 1
1 to 4 MW 17
> 6 MW 15

Comorbidity, n
Hypertension 12
Dyspeptic syndrome 8
Other 3
None 27

Latex ≥ 1/80, n (%), 43 patients 22 (51)

*According to the ACR14 criteria. MW: minimum wage.
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ference observed between the mean scores of the LV and AV
of the HAQ, the AIMS-2, and the SF-36, applied on the same
day, was similar to the difference observed when the adapted
version of each questionnaire was applied on different days.

Tables 6, 7, and 8 show the Spearman correlation coeffi-
cients between the LV and the AV of the HAQ, AIMS-2, and
SF-36, respectively, and the clinical variables used. We
observed that most clinical variables correlated with the ques-
tionnaires. The number of swollen joints and the ESR did not
show significant correlation with any questionnaire. For the
AIMS-2, the social interaction component was the one that
least correlated with the clinical measures. For the SF-36, the
component that least correlated was the emotional aspect.

DISCUSSION
One challenge faced by the rheumatology community has
been to establish measures for the evaluation of rheumatolog-
ic diseases in general, and RA in particular. These measures
may quantify objective signs such as number of painful or
swollen joints, symptoms such as duration of morning stiff-

ness or the intensity of pain, and even the physical function or
global health status as perceived by the patient or by the
physician4. In 1993, the ACR and an international committee
initiative — the Outcome Measures in Rheumatoid Arthritis
Clinical Trials (OMERACT)16 — recommended the use of a
standardized set of outcome measures in RA trials. The sug-
gested outcome measures included not only the assessment of
the frequency and severity of the disease, but also an evalua-
tion of quality of life.

Most instruments developed for assessment of quality of
life are based on questionnaires that, although widely avail-
able, have a great limitation for physicians and researchers:
the great majority of these tools have been produced and val-
idated in English-speaking countries5,6. Although valid in their
countries of origin, these measures are not directly applicable
elsewhere due to cultural differences among the nations5,6. In
order to be appropriately used in a new context, they must be
submitted to a complex process that includes translation of the
instrument into a different language, followed by a detailed
process of cultural adaptation and validation of its measure-
ment properties5,6,17. This process has been heterogeneously
described in the literature, and there has been a tendency to
use more complex methodologies in which different numbers
of steps and qualification components have been proposed by
researchers and methodologists.

In 1993, Guillemin, et al5 conducted an extensive revision
of the literature and verified that most of the studies conduct-
ed for the translation and validation of quality of life ques-
tionnaires did not follow the literature guidelines. This study
assessed a total of 712 references, and of these, only 17 papers
were selected for revision. All the rest were excluded for fail-
ing to provide a clear description of the method used for the
translation and validation process. The authors then proposed
a methodologically standardized guideline that included the
following steps: translation, back-translation, committee
review, pretesting, and weight of scores.

However, although this methodology has been internation-
ally accepted, it should be noted that not all the proposed
methodological steps have been applied in a uniform way
when translating and adapting quality of life questionnaires to
culturally different scenarios. There are variations in the num-
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Table 2. Clinical and laboratory variables of the 50 patients with RA.

Variable Mean SD Minimum Maximum

Morning stiffness, min 32.7 66.7 0 360 
Number of painful joints (0 to 68) 4.7 9.9 0 67
Number of swollen joints (0 to 66) 1.86 2.75 0 13
Physician’s global assessment of disease 3.22 2.64 0 8

activity (numerical scale ranging from 0 to 10)
Patient’s global assessment of disease 4.24 3.17 0 10

activity (numerical scale ranging from 0 to 10)
Pain assessment (numerical scale ranging from 0 to 10) 4.24 3.01 0 10
ESR 43.58 24.2 2 100

Table 3. Scores for the literal and the adapted versions of the HAQ, SF–36,
and AIMS–2 obtained through interviews with 50 patients with RA.

Questionnaire Mean (SD) Mean (SD)

HAQ 1.01 (0.68) 1.07 (0.66)
SF–36

Physical functioning 48.14 (25.61) 48.43 (28.07)
Role–physical 33.57 (44.12) 35.57 (45.53)
Bodily pain 51.66 (25.16) 51.80 (23.06)
General health perceptions 53.63 (19.31) 52.71 (19.24)
Vitality 54.71 (22.78) 48.86 (24.68)
Social functioning 67.50 (27.31) 65.36 (27.97)
Role–emotional 56.14 (43.36) 60.89 (46.09)
Mental health 64.23 (24.19) 63.09 (23.84)

AIMS2
Physical 2.63 (1.73) 2.41 (1.70)
Emotional 4.44 (2.14) 4.33 (2.00)
Symptoms 4.83 (2.53) 4.83 (2.72)
Social interaction 3.80 (2.08) 3.82 (2.09)
Work 2.70 (2.46) 3.17 (2.49)

LV: literal version; AV: adapted version.
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ber of translators and back-translators required, the definition
of the characteristics of these translators, the importance of
translators knowing or not knowing the objective of the trans-
lation being requested and, finally, discrepancies regarding
the need to specify the types of equivalence used, or the ade-
quacy of the weight given to the scores.

Another issue is the circumstances in which the process of
translation and cultural adaptation should be conducted. The
analysis of a large country with an enormous amount of cul-
tural variations leads us to believe that it is unlikely that lan-
guage will be the only obstacle when trying to use the same
translated instrument18.

There are reports such as that of González, et al19 in 1995,
whose objective was to produce Spanish versions of the qual-
ity of life questionnaires most frequently used in rheumatol-
ogy, such as the HAQ. According to the authors, Hispanics
represent about 8.8% of the United States population, living as
an heterogeneous group originating from different Latin
American countries with varying lengths of stay in the US. All
these factors make the oral and written Spanish language used
by these patients distinctly different according to the region
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Table 4. Spearman’s correlation coefficient between versions of the HAQ, the SF–36, and the AIMS–2 when dif-
ferent versions (LV compared to AV) are applied, compared to the intraobserver reproducibility of the adapted
version (AV compared to AV) and the intraclass correlation coefficient (ICC) between the LV and the AV of the
HAQ, SF–36, and AIMS–2 questionnaires.

LV/AV AV/AV* LV/AV
Spearman 

Questionnaire Correlation Coefficient ICC 95% CI

HAQ 0.90 0.91 0.91 0.82–0.89
SF–36

Physical functioning 0.75 0.80 0.79 0.62–0.89
Role–physical 0.92 0.63 0.94 0.89–0.97
Bodily pain 0.72 0.54 0.76 0.57–0.87
General health perception 0.66 0.84 0.63 0.38–0.80
Vitality 0.85 0.65 0.81 0.64–0.90
Social functioning 0.81 0.75 0.79 0.63–0.89
Role–emotional 0.78 0.44 0.77 0.59–0.88
Mental health 0.67 0.69 0.77 0.60–0.88

AIMS–2
Physical 0.94 0.94 0.87 0.75–0.93
Emotional 0.80 0.95 0.81 0.65–0.90
Symptoms 0.90 0.96 0.82 0.67–0.91
Social interaction 0.81 0.95 0.92 0.84–0.96
Work 0.64 0.97 0.76 0.54–0.88

*Results from previous validation studies.

Table 5. Difference in the mean scores of the literal version (LV) and the
adapted version (AV) of the HAQ, the SF–36, and the AIMS–2 applied on
the same day, compared to the difference between the adapted version of
the same questionnaires applied on different days.

Difference Between the Mean Scores of Both Versions
Questionnaire LV/AV* AV/AV**

HAQ (0–3) 0.06 0.05
SF–36 (0–100)

Physical functioning 0.29 1.7
Role–physical 2.0 2.0
Bodily pain 0.14 3.4
General health perception 0.92 2.8
Vitality 5.85 1.1
Social functioning 2.15 1.3
Role–emotional 4.75 2.0
Mental health 1.14 1.5

AIMS–2 (0–10)
Physical 0.21 0.03
Emotional 0.11 0.20
Symptoms 0 0.16
Social interaction 0.1 0.29
Work 0.47 0.35

*Data are from the present study. **Data are from previous translation and
validation studies11–13.

Table 6. The relationship between the LV and AV of the HAQ and the var-
ious clinical variables, as assessed by the Spearman correlation coefficient.

Clinical Variable Version of the HAQ
LV AV

No. swollen joints 0.11 0.20
No. painful joints 0.38* 0.41*
Patient global  assessment 0.44* 0.45*
Physician global  assessment 0.51** 0.46**
Numerical rating scale for pain 0.52** 0.49**
Morning stiffness 0.54** 0.58**
ESR 0.34 0.20

*p < 0.05. **p < 0.01.
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they come from, sometimes using the same words for totally
different concepts. The authors conclude that regional or
national variables are common to all languages.

It may be possible that some of the methodological steps
proposed today might not add much to the process of transla-
tion and cultural adaptation of the questionnaires. Considering
that, the translation and cultural adaptation process should be
more simple and flexible to allow a considerable reduction in
its costs. With this objective in mind it would be worthwhile
to consider simplifying the methodological process.

The questionnaires used in this study have already been
translated and adapted to our cultural scenario, following the
internationally accepted criteria proposed by Guillemin, et al5,
for a population of patients from the same outpatient clinic in
which the current study was developed.

The population included in our study is very similar to the
population described in the studies dealing with the transla-
tion and validation of questionnaires. We noted, as shown in
Table 3, that mean values for the HAQ and all the components
of the SF-36 and AIMS-2 showed great similarity of scores,
with only slight variations; this demonstrates that the different
versions of the same questionnaire applied to that group of

patients had a comparable capacity to detect a particular
health status. The greatest variations were observed for the
components “vitality” and “role emotional” of the SF-36
questionnaire, and also the component “work” of the AIMS-2.

In regard to the SF-36 questionnaire, we also observed
considerable variation in one of the modified components
when comparing the original version to the adapted version,
and this component was vitality. In spite of this finding, the
physical functioning component, which was also modified,
failed to show the same behavior.

Despite the modifications in questions number 7, 11, 15,
19, and 20, the HAQ showed no variation in the mean results
obtained. Ten patients did not answer question number 11 of
the literal version, 8 patients answered promptly — in spite of
not having a bathtub at home, and only one patient did not
answer question number 7. Since, according to the method
used to count the scores, a single question may remain unan-
swered without interfering in the accountability of the results,
no great variation was observed in the results obtained.
Patients did not encounter difficulties in understanding the
remaining questions.

The modified questions in the SF-36 questionnaire were
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Table 7.  Spearman correlation coefficient between various clinical and laboratory variables and the literal and the adapted versions of the AIMS-2.

Literal Version                                                                             Adapted Version 
Variable Physical Emotional Symptoms Social Work Physical Emotional Symptoms Social Work

Interaction Interaction

No. swollen joints 0.50** 0.14 0.60** 0.10 0.62** 0.42* 0.42* 0.66** 0.01 0.58**
No. painful joints 0.55** 0.27 0.72** 0.20 0.62** 0.62** 0.49** 0.71** 0.10 0.58**
Patient global assessment 0.72** 0.61** 0.87** 0.62** 0.56** 0.73** 0.79** 0.89** 0.43* 0.82**
Physician global 0.63** 0.44* 0.84** 0.50** 0.41* 0.54** 0.60** 0.83** 0.24 0.76**

assessment
Numerical rating scale 0.72** 0.66** 0.85** 0.64** 0.57** 0.72** 0.77** 0.87** 0.45* 0.83**

for pain
Morning stiffness 0.51** 0.37 0.79** 0.67** 0.28 0.49** 0.53** 0.80** 0.56** 0.65**
ESR 0.51* 0.54** 0.41* 0.57** 0.25 0.41* 0.43* 0.37 0.26 0.51*

*p < 0.05. **p < 0.01.

Table 8. Spearman correlation coefficient between the literal and the adapted versions of the SF–36 and each of the clinical and laboratory variables consid-
ered.

Literal Version                                                                              Adapted Version
PF RF BP GHP VIT SF RE MH PF RF BP GHP VIT SF RE MH

No. swollen joints –0.26 –0.69** –0.35 –0.04 –0.13 –0.03 –0.04 –0.07 –0.37* –0.58** –0.49** –0.14 –0.22 –0.19 –0.03 –0.03
No. painful joints –0.25 –0.56** –0.50** –0.27 –0.31 –0.07 –0.14 –0.11 –0.46** –0.43** –0.73** –0.28 –0.39* –0.23 –0.02 –0.33
Patient global  assessment –0.42* –0.62** –0.39* –0.43** –0.47** –0.34 –0.17 –0.25 –0.41* –0.47** –0.64** –0.29 –0.59** –0.37* –0.12 –0.58**
Physician global –0.43** –0.70** –0.51** –0.26 –0.36* –0.24 –0.26 –0.12 –0.57** –0.60** –0.62** –0.22 –0.47** –0.35 –0.22 –0.43**

assessment
Numerical rating scale –0.55** –0.57** –0.51** –0.38* –0.52** –0.39* –0.27 –0.33 –0.53** –0.45** –0.72** –0.42* –0.60** –0.50** –0.10 –0.66**

for pain
Morning stiffness –0.15 –0.44** –0.32 –0.44** –0.43** –0.20 –0.15 –0.20 –0.29 –0.28 –0.60** –0.43** –0.50** –0.21 0.04 –0.49**
ESR –0.13 –0.51* –0.20 –0.03 0.15 0.11 0.11 0.13 –0.29 –0.52* –0.35 –0.32 –0.06 –0.09 0.10 –0.03

*p < 0.05. ** p < 0.01. PF: physical functioning; RP: role-physical; BP: bodily pain; GHP: general health perceptions; VIT: vitality; SF: social functioning; RE: role emotional, MH: mental health.
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numbers 3 and 9. Only 3 patients mentioned that they had
never played bowling or golf (question number 3), while all
others answered naturally to the question; maybe because in
addition to these activities, which are not very common
among the Brazilian population, other more familiar activities
were included, such as pushing a table or vacuum cleaning,
thus allowing the patient to answer the question by consider-
ing either of the activities presented.

Question number 9, which refers to vitality, represented a
higher degree of difficulty for the patients since it required
quantification of the response, which could be all the time,
most of the time, a considerable part of the time, sometimes,
seldom, or never, instead of requiring a specific answer to a
question. The same fact was observed regardless of the ver-
sion applied.

With regard to the AIMS-2, although questions number 3,
6, 27, 41, 43, and 51 were modified, a total of 5 patients had
difficulty in understanding a single question, number 3, claim-
ing they had not completely understood the wording of the
question.

In the study conducted by Abello-Banfi, et al20 related to
the translation and validation of the AIMS into Spanish, some
of the questions left unanswered by patients were those requir-
ing quantification of the answers; for example: “how long
were you able to relax without difficulty during the last
month,” “how long did you feel calm and peaceful during the
last month,” or “how long did you feel relaxed and free from
stress during the last month.”

These results lead us to believe that the modifications in
the original instruments did not substantially alter the results
obtained when compared to the literally translated version.

Table 4 shows the correlation between the literal version
and the adapted version using the Spearman correlation coef-
ficient, compared to the coefficient of correlation of the
intraobserver reproducibility retained from previous transla-
tion and validation studies. It is important to point out that the
Spearman correlation coefficient represents the relatedness
between 2 measures. The coefficient itself is not sufficient to
make sure that the level of measure is similar; however, the
intraclass correlation coefficient could indicate that.

In a 1995 study, Perneger, et al21 demonstrated that a quick
process of translation and cultural adaptation may represent
an alternative to the production of cultural adaptations when
resources are scarce. The SF-36 questionnaire was translated
and adapted using this process, and was then compared to the
officially accepted version that was translated and validated
according to the guidelines developed by the International
Quality of Life Assessment (IQOLA) Project22, and the results
showed no major differences. In 1995, Sullivan, et al23 pro-
duced a Swedish version of the SF-36, the first phase of which
was conducted according to norms different from those tradi-
tionally accepted. When the questionnaire was applied, there
were no significant differences in the properties tested versus
the other versions of the IQOLA.

In 1997, in different studies conducted by Goycochea, et
al24 and Arguedas, et al25, methodological studies for the
translation and cultural adaptation of the Childhood Health
Assessment Questionnaire (CHAQ) into Spanish were devel-
oped in Mexico and Costa Rica with various methodological
steps that did not totally comply with international guidelines.
Despite the common language and the geographic proximity,
only one of the 26 questions included in the questionnaire had
the same written wording; others were only similar and the
great majority differed in the equivalence of vocabulary, syn-
tax, or experience.

Thus, in the absence of convincing evidence in the litera-
ture in support of this lengthy and costly methodology for the
translation and cultural adaptation of questionnaires in sce-
narios with limited research resources, we propose the simpli-
fication of the methodology used to translate and adapt quali-
ty of life questionnaires.

The basic process is still maintained, since the steps of
translation, back-translation, cultural adaptation, and evalua-
tion of the measurement properties remain, yet the complexi-
ty of each of these steps were reduced as follows:

Translation: must be performed by a physician or health pro-
fessional (translator 1) who must be fluent in both languages,
the original language and the target language of the question-
naire. He/she must have a thorough knowledge of the lan-
guages in question and concepts related to quality of life and
the cultural adaptation of the questionnaires. In case of ques-
tionnaires developed for a specific disease, a clear under-
standing of the disease in question is also desirable. Thus, ver-
sion 1 of the process will be generated.

Back-translation and revision of version 1: must be per-
formed by a native teacher of the language of the original
questionnaire (translator 2) in order that the translation is as
close as possible to the original language. The version result-
ing from the back-translation will be reviewed by 2 transla-
tors (1 and 2) and, if necessary, and after having reached a
consensus, alterations to version 1 should be implemented.
Special attention must be given to verb tenses and colloqui-
al expressions. Thus, version 2 of the process will be gener-
ated.

Cultural adaptation: a group composed of 2 physicians or
health professionals familiar with quality of life question-
naires and their applications, one knowledgeable patient with
formal instruction, and a native teacher of the language used
in the original questionnaire will be responsible for this
process. This group, after a clear presentation of the types and
examples of the cultural equivalents (semantic, conceptual,
experiential, and idiomatic) by the project coordinator, will
perform a detailed revision of the questionnaire, analyzing
item by item, and will substitute culturally equivalent items
for the potentially problematic ones. If necessary, the weight
of the scores will also be reviewed in this phase. Thus, the
final version (version 3) of the questionnaire in the target lan-
guage will be established.
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Evaluation of the measurement properties of the translated
version (version 3): assessment of reproducibility and validi-
ty, and responsiveness if applicable.

The simplified methodology proposed in this study needs
to be evaluated in prospective studies.
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