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THE PROFESSIONAL QUALITY OF LIFE SCALE: Compassion 
Satisfaction, Burnout, and Compassion Fatigue/Secondary Trauma 
Scales 

I. INTRODUCTION 

The Professional Quality of Life Scale (ProQOL) is the current version of the 
old Compassion Fatigue Self Test (Figley, 1995). This version and the name 
change emerged for two reasons. First, the original scale has known 
psychometric problems. Second, we chose to change the name because we 
realized after market testing, that focusing the overall effort toward a positive 
thing, professional quality of life, made it easier to support positive system 
change to prevent or ameliorate the negative effects of caregiving and buttress 
the positive effects of providing care. 

Multiple versions of the Compassion Fatigue test (CFST or CSF, Figley, 
1995; Figley & Stamm, 1996) have been widely used in assessing compassion 
fatigue or secondary/vicarious trauma. Subscale psychometric difficulties 
have been noted (Figley & Stamm, 1996; Jenkins & Baird, 2002; Larsen, 
Stamm, & Davis, 2002). The ProQOL is a third revision of the CSF. This 
revision addresses difficulties separating burnout and secondary/vicarious 
trauma and reduces participant burden by shortening the test from 66 to 30 
items. The revision, based on over 1000 participants from multiple studies, 
was developed by retaining the strongest, most theoretically salient items. 
Specifically, items were retained if they met both high item-to-scale criteria 
and were theoretically good representatives of the subscale construct. 
Quantitative decisions were made using Chronbach’s alpha, factor analysis, 
and multigroup factorial invariance. Each new subscale has 10 items: 7 items 
from the previous CSF version and 3 new items designed to strengthen the 
overall theory of the subscale. New items were developed from the most 
recent literature on burnout and theory relating to compassion satisfaction. 
The ProQOL now consists of three subscales: Compassion Satisfaction, 
Burnout, and Compassion Fatigue. Initial data suggest that these subscales 
have excellent internal consistency.  

II. SCALE DEFINITIONS 

The ProQOL is composed of three discrete scales that do not yield a 
composite score. Each scale is psychometrically unique and cannot be 
combined with the other scores. Considerable work has been undertaken to 
create a composite indicator score but to date, no satisfactory arrangement has 
been discovered. The key reason for this is the complex relationship between 
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the scales. It is possible for people to report high scores on CS combined with 
high scores on CF; this is not atypical among those who retain their altruistic 
desire to help when working in distressing situations such as in war or refugee 
camps. Typically, we do not see high scores on burnout with high satisfaction, 
but there is a particularly distressing combination of burnout with trauma. 
These latter cases seem to be at the greatest risk for negative outcomes, 
including, but not limited to, depression or PTSD and bad professional 
judgment which may contribute to patient care error or poor administration. 

Compassion Satisfaction: Compassion satisfaction is about the pleasure you 
derive from being able to do your work well. For example, you may feel like 
it is a pleasure to help others through your work. You may feel positively 
about your colleagues or your ability to contribute to the work setting or even 
the greater good of society. Higher scores on this scale represent a greater 
satisfaction related to your ability to be an effective caregiver in your job. 

Burnout: Most people have an intuitive idea of what burnout is. From the 
research perspective, burnout is associated with feelings of hopelessness and 
difficulties in dealing with work or in doing your job effectively. These 
negative feelings usually have a gradual onset. They can reflect the feeling 
that your efforts make no difference, or they can be associated with a very 
high workload or a non-supportive work environment. Higher scores on this 
scale mean that you are at higher risk for burnout. 

Compassion Fatigue/Secondary Trauma: Compassion fatigue (CF), also 
called secondary trauma (STS) and related to Vicarious Trauma (VT), is about 
your work-related, secondary exposure to extremely stressful events. For 
example, you may repeatedly hear stories about the traumatic things that 
happen to other people, commonly called VT. If your work puts you directly 
in the path of danger, such as being a soldier or humanitarian aide worker, this 
is not secondary exposure; your exposure is primary. However, if you are 
exposed to others’ traumatic events as a result of your work, such as in an 
emergency room or working with child protective services, this is secondary 
exposure. The symptoms of CF/STS are usually rapid in onset and associated 
with a particular event. They may include being afraid, having difficulty 
sleeping, having images of the upsetting event pop into your mind, or 
avoiding things that remind you of the event.  



The ProQOL Manual 6 

Languages Available: The ProQOL and its predecessors have been used in 
projects in more than 30 countries around the world. It is available in English, 
French, Spanish, German, and Hebrew. Other translations are invited.  

The ProQOL is used across many different types of professions. Sometimes it 
is appropriate to change the word helper to one that is more specific for the 
group being tested. For example, if you are working with teachers, you might 
choose to replace helper with the word teacher. This change can be made 
without specific permission from the test developer. 
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III. SCALE CREATION METHODS 

The revision was based on a database of 365 cases from the original measure 
known as the CFST (Figley, 1995; Stamm & Figley, 1996), 940 cases from 
the “middle revision” known as the CSF (Stamm, 2002) and 463 cases using 
the current revision, the ProQOL. The data are amalgamated from separate 
studies. Data are aggregated by type of participant group (e.g., therapists, 
teachers, nurses, humanitarian aide workers, etc.). Because it is difficult to 
obtain information about the sex of the participants, data are not analyzed for 
male/female differences, although multiple previous studies have not yielded 
sex differences on any of the subscales. The psychometric data reported here 
are from an entirely new sample of 463 people taking the ProQOL.  

The revised version was developed by retaining the strongest, most 
theoretically salient items and bolstering the subscales with new items to best 
represent their respective constructs. Specifically, items that met both high 
item-to-scale criteria and were theoretically good representatives of the 
subscale construct were retained. Quantitative decisions were made using 
Chronbach’s alpha, item-to-scale analyses, common factor analysis, and 
multigroup factorial invariance. Each new subscale has 10 items: 7 items from 
the previous CSF version and 3 new items designed to strengthen the overall 
theory of the subscale. New items were developed from the most recent 
literature on burnout and theory relating to compassion satisfaction. 

The overall length of the measure dropped from 66 to 30 items. The three 
subscale structure was retained—Compassion Satisfaction, Burnout, and 
Compassion Fatigue/Secondary Traumatic Stress. In order to reflect the 
changing nature of the construct, which includes positive as well as negative 
items, the measure was given a new name, the Professional Quality of Life 
Scale, or the ProQOL. The measure, psychometric information, and scoring 
key is located at www.isu.edu/~bhstamm.  

IV. PSYCHOMETRIC INFORMATION 

Scale Distributional Properties: The scales generate distributions that are 
generally unimodal and symmetric (figure 1). The Compassion Satisfaction 
Scale typically is skewed toward the positive side and the compassion 
fatigue/trauma is skewed toward the absent side (e.g., most people report little 
disruption).  
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Reliability: The alpha reliabilities for the scales are as follows (see figure 2): 
Compassion Satisfaction alpha = .87, Burnout alpha = .72 and Compassion 
Fatigue alpha = .80. While these are in absolute value somewhat lower than 
the original test (Compassion Satisfaction alpha = .87, Burnout alpha = .90, 
Compassion Fatigue alpha = .87), given that the scales are shortened by half 
in length, these scores are actually more reliable than the longer form (see 
Spearman Brown formula, for example, if original reliability was .82, a 
comparable reliability on the shortened scale would be .69). The measure has 
considerable improvement on the item-to-scale statistics due to increased 
specificity and reduced colinearity. In addition, the standard errors of the 
measure are quite small so that the test typically has less error interference 
improving the potential measurable effect size. This latter point is particularly 
important with the sample sizes common among small clinical studies. Early 
returns on test-retest data suggest good reliability across time with a small 
standard error of the estimate. 
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Figure 1: Subscale Distributional Properties 

Comment: Does not match value in 
Figure 2 (.71 vs .72). Text uses .72 in all 
documents. 
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See also:  

Larsen, D., Stamm, B.H., & Davis, K. (2002). Telehealth for Prevention and 
Intervention of the Negative Effects of Caregiving. Traumatic StressPoints, 
16(4). http://www.istss.org/publications/TS/Fall02/telehealth.htm  

Figley, C.R., & Stamm, B.H. (1996). Psychometric Review of Compassion 
Fatigue Self Test http://www.isu.edu/~bhstamm/pdf/figleystamm.pdf. In B.H. 
Stamm (Ed), Measurement of Stress, Trauma and Adaptation. Lutherville, 
MD: Sidran Press. http://www.sidran.org/catalog/stms.html  

Stamm, B.H. (2002). Measuring Compassion Satisfaction as Well as Fatigue: 
Developmental History of the Compassion Fatigue and Satisfaction Test. In 
C.R. Figley (Ed.). 107-119, Treating Compassion Fatigue. New York: 
Brunner Mazel. 

Validity: The construct validity upon which the test is based is well 
established with over 200 articles noted in the peer-review literature (see 
Stamm, 1999 or www.isu.edu/irh~bhstamm for bibliographies). Using the 
multi-trait multi-method mode for convergent and discriminant validity 
(Campbell & Fiske, 1959), the scales on the ProQOL do, in fact, measure 
different constructs. In addition, the ProQOL revision of the CFST reduced 
the known colinearity between Compassion Fatigue and Burnout. The inter-
scale correlations are as small. Compassion Satisfaction has 5% shared 
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Figure 2: Alpha Reliabilities 
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variance with Burnout and 2% shared variance with Compassion 
Fatigue/Trauma. The shared variance between Burnout and Compassion 
Fatigue/Trauma is somewhat higher, likely reflecting the distress that is 
common to both conditions (21%), but the two scales are clearly different (see 
figure 3). Studies of discriminant and convergent validity are underway by 
several doctoral students at multiple universities. 

 

Work Type Comparisons (Figure 4 & 5): To date, three broad classes of 
workers have been tested: general health workers (including clinicians 
through administrators); child/family workers, including residential and child 
protective care workers; and school personnel, which includes teachers, 
counselors, and administrators. Teachers were significantly more satisfied 
with their work, child-family workers were more burned out, and general 
health workers reported significantly fewer CF/STS symptoms. 
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Figure 3: Convergent and Discriminant Validity Among Scales  
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V. SCORING 

In this revision, missing data are managed by taking a summed score across 
each of the three scales on the ProQOL rather than an average score. While 
this does not address completely the potential problem of people refusing 
items due to avoidance, it does reduce the potential of misinterpretation of 
scores. For example, if an average score is used, there is the potential of 
having an abnormally low average if items are skipped and no adjustment is 
made in the denominator. In this case, a person who scored a 5 on each of 2 
items, rejecting the other 8, would have an average score of 1. If you weight 
the average, then you have an average score of 5, but since data are missing 
on the other 8 items, you would not know if the person was reporting severe 
difficulty (e.g., mean 5) or if they had two areas that were troublesome and 8 
that were not. With a summed score, this same case would score as 10 out of 
50. While this still does not speak directly to the rejected items, because the 
interpretation of the score is based on distributions from the databank that 
includes over 2000 people across the various versions, we do have an ability 
to interpret that score in perspective.  

To score the ProQOL, reverse items 1, 4, 15, 17, and 29 then score the three 
scales (Compassion Satisfaction Scale, Burnout Scale, and Trauma/ 
Compassion Fatigue Scale) of the ProQOL. It is important to note that 0 
remains 0 when scores are reversed as it always denotes the absence of the 
construct. 

RECODE  pq1 pq4 prq15 pq17 pq29 (1=5)  (2=4)  (3=3)  (4=2)  (5=1)   
INTO  pq1R  pq4R  pq15R  pq17R pq29r. 

COMPUTE CS = SUM(pq3,pq6,pq12,pq16,pq18,p20,pq22,pq24,pq27,pq30). 

4: 

5:



The ProQOL Manual 12 

COMPUTE BO = SUM(pq1r,pq4r,pq8,pq10,pq15r,pq17r, pq19, pq21, pq26, 
pq29r). 
COMPUTE Trauma = SUM(pq2,pq5,pq7,pq9,pq11,pq13,pq14,pq23, 
pq25,pq28). 

Below are the scale definitions and the average scores. This is reported on the 
scoring handout provided to individuals when they are given their scores. 

Compassion Satisfaction: Compassion satisfaction is about the pleasure you 
derive from being able to do your work well. For example, you may feel like 
it is a pleasure to help others through your work. You may feel positively 
about your colleagues or your ability to contribute to the work setting or even 
the greater good of society. Higher scores on this scale represent a greater 
satisfaction related to your ability to be an effective caregiver in your job. 

The average score is 37 (SD 7; alpha scale reliability .87). About 25% of 
people score higher than 42 and about 25% of people score below 33. If you 
are in the higher range, you probably derive a good deal of professional 
satisfaction from your position. If your scores are below 33, you may either 
find problems with your job, or there may be some other reason—for 
example, you might derive your satisfaction from activities other than your 
job. 

Burnout: Most people have an intuitive idea of what burnout is. From the 
research perspective, burnout is associated with feelings of hopelessness and 
difficulties in dealing with work or in doing your job effectively. These 
negative feelings usually have a gradual onset. They can reflect the feeling 
that your efforts make no difference, or they can be associated with a very 
high workload or a non-supportive work environment. Higher scores on this 
scale mean that you are at higher risk for burnout. 

The average score on the burnout scale is 22 (SD 6.0; alpha scale reliability 
.72). About 25% of people score above 27 and about 25% of people score 
below 18. If your score is below 18, this probably reflects positive feelings 
about your ability to be effective in your work. If you score above 22, you 
may wish to think about what at work makes you feel like you are not 
effective in your position. Your score may reflect your mood; perhaps you 
were having a “bad day” or are in need of some time off. If the high score 
persists or if it is reflective of other worries, it may be a cause for concern. 

Compassion Fatigue/Secondary Trauma: CF/STS and related to VT is 
about your work-related, secondary exposure to extremely stressful events. 
For example, you may repeatedly hear stories about the traumatic things that 
happen to other people, commonly called VT. If your work puts you directly 
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in the path of danger, such as being a soldier or humanitarian aide worker, this 
is not secondary exposure; your exposure is primary. However, if you are 
exposed to others’ traumatic events as a result of your work, such as in an 
emergency room or working with child protective services, this is secondary 
exposure. The symptoms of CF/STS are usually rapid in onset and associated 
with a particular event. They may include being afraid, having difficulty 
sleeping, having images of the upsetting event pop into your mind, or 
avoiding things that remind you of the event.  

The average score on this scale is 13 (SD 6; alpha scale reliability .80). About 
25% of people score below 8 and about 25% of people score above 17. If your 
score is above 17, you may want to take some time to think about what at 
work may be frightening to you or if there is some other reason for the 
elevated score. While higher scores do not mean that you have a problem, 
they are an indication that you may want to examine how you feel about your 
work and your work environment. You may wish to discuss this with your 
supervisor, a colleague, or a health care professional.  

Cut Scores (figure 6): The measure is best used in its continuous form. 
However, many people prefer to have cut scores to indicate relative risks or 
protective factors. Accordingly, a conservative quartile method is used with 
high (top 25%), middle 50%, and the low (bottom 25%), generally useful for 
screening, except close to the borders of the cut points. At the borders, 
extreme caution should be exercised with any decision making. Please note 
that while we provide cut scores based on the 75th percentile, we do not 
recommend that the measure be used for anything other than screening, and 
we prefer from a statistical perspective to use the continuous numbers. New 
data are being collected and if there are ways to improve the scoring, this 
information will be posted as soon as it is available. Currently, there are 
several studies using the ProQOL format. If you are willing to donate your 
raw data to the databank, we will run your sample against the existing 
database for you.  
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VI. MISSING DATA 

A decision must be made about how missing data are coded. For example, if a 
person chooses to score 5 items across the 30, did they mean that the blank 
cells were intended to be 0 (no problem) or were they rejecting the items 
because of avoidance typically associated with traumatic stress reactions? It is 
nearly impossible to discern the cause of missing data. The electronic version 
of the testing solves this by providing a pre-fill of 0 and asking participants to 
select a non-0 number if they do not agree with the 0. Based on comparisons 
between the pre-fill method and the paper method, it appears that a reasonably 
reliable decision rule is to assume 0 for missing data if there are items 
responded to across the range of the scale (Decision Rule 1). For example, if a 
person responded to items 1, 3, 6, 15, 19, and 30, it is reasonable to assume 
that they just assumed 0 (no problem) for the non-marked item. Alternately, if 
a person begins the scale, filling in data for every item and then discontinues, 
the decision rule is to exclude that case as incomplete (Decision Rule 2). 
Occasional missing data (the current decision rule is <10% or 3 items) may be 
coded as “missing” and due to the sum method of scoring is not likely to 
affect the overall averages (Decision Rule 3). Cases with more than 10% 
missing data that do not qualify for Decision Rule 1 or Decision Rule 2 should 
be excluded (Decision Rule 4). In rare cases, interpolation methods may be 
used for filling in the missing data. In this case, the sample with interpolated 
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Figure 6: General Quartile Cut-Points 
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data should be compared statistically to the sample with the cases excluded 
and a thoughtful decision should be made as to which sample to use based on 
the distribution shape and violations of the assumptions of the planned 
statistical tests. We recommend that if using interpolated data changes the 
shape of the distribution by any of the first four moments (e.g., mean, standard 
deviation, skew and kurtosis), the interpolated data should not be used. 
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VIV. FREQUENTLY ASKED QUESTIONS 

1. I understand that the ProQOL is the current version of the Compassion 
Fatigue Self Test or the Compassion Satisfaction and Fatigue Test. 
What happens to the old tests? 

a. The ProQOL is the current version of the earlier tests. The 
scales are the same and the “tone” of the measure is the same 
across the versions. The new version it is a much better test. It 
is more psychometrically sound, and it is shorter reducing the 
burden on the test taker. Additional information can be found 
in the ProQOL manual (www.isu.edu/~bhstamm). 

2. May I use the ProQOL? 

a. Yes. We encourage people to use the measure. The permission 
you need to use the measure is on the test itself in the footer. 

3. Do I have to pay for the ProQOL? 

a. That depends. We have intentionally kept the ProQOL 
available at no or low cost in order to make it easy to use for 
anyone, anywhere in the world. The choice is up to you. If you 
would like to collect the materials up yourself, you can do that 
for free. If you would like to have them delivered to you in an 
organized package, Sidran will do that for you.  

b. For Free: You may download the measure and other 
information about it for free from www.isu.edu/~bhstamm.  

c. At Cost: Through an agreement with the non-profit/charity 
organization The Sidran Foundation (www.sidran.org), the 
ProQOL and materials are available for a small charge to cover 
the costs of handling. You can access the measure directly at 
http://www.sidran.org/catalog/ProQOL.html. 

4. May I make copies the measure? 

a. The permission that you need is in the copyright agreement at 
the bottom of the measure. You may use the measure freely as 
long as (a) author is credited, (b) no changes are made, and (c) 
it is not sold.  

5. May I reformat the ProQOL? 
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a. You may reformat the measure to fit with your needs. Please 
make sure to keep the content the same.  

6. May I change the ProQOL to better match the people that I am 
working with? 

a. Yes. We tried to use the most generic form of address we could 
find, “helper” but we recognize that this is not suitable for 
everyone. Thus, we include permission to replace the word 
helper and its derivatives with words that are more suited for 
your group. You will note on the measure that the terms are in 
bracket and italicized. You may replace the bracketed term 
with one that is more suitable for your group. If you are 
working with teachers, for example, you may want to replace 
helper with teacher and help with teach. For nurses, replace the 
word helper with nurse and help with nurse. For attorneys, 
replace the word helper with attorney and help with represent 
and so forth. You do not need to seek special permission to 
make these changes.  

7. How is the ProQOL typically used? 

a. People typically use the ProQOL one of three ways 

i. For research studies. 

ii. To monitor the professional quality of life among staff 
at an organization like a state’s social wokers or group 
such as aid workers. 

iii. To self-monitor one’s status for personal interest. 

8. Who is the “target” of the ProQOL? 

a. While therapists were the original target, the measure is used 
widely with other groups including medical health 
professionals (particularly nurses), teachers, lawyers, 
humanitarian workers, social service employees, public service 
employees such as law enforcement, reporters and journalists, 
juries at trials, and even soldiers and peace keepers. The key to 
the ProQOL’s appropriateness is the theoretical possibility of 
being exposed to another’s potentially traumatizing material as 
a result of paid or volunteer work. If this relationship can exist, 
the measure is likely appropriate. 
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9. I am interested in working with family caregivers. Is the ProQOL 
appropriate for these people? 

a. We do not recommend the ProQOL for family caregivers. 
There are a number of measures for family caregivers 
available. You may wish to check The Caregiver Burden Scale 
which can be seen at 
http://www.mywhatever.com/cifwriter/content/41/pe1278.html, 
or others to find something that meets your needs. 

10. Can you tell me about the articles that have been published using the 
measure? 

a. We try to keep a comprehensive and reasonably up-to-date 
bibliography at www.isu.edu/~bhstamm. We recommend that 
you check the PILOTS database at the National Center for 
PTSD for additional references 
http://biblioline.nisc.com/scripts/login.dll. 

11. Where can I get more information about the ProQOL, and 
secondary/vicarious traumatization or Compassion Fatigue? 

a. You can find many handouts and documents at 
http://telida.isu.edu under the Aid Worker link. There is 
additional more technical information at 
www.isu.edu/~bhstamm. Please note that much of the 
information at the Aid Worker site is also located at the 
~bhstamm site. If you are looking for handouts and a quick 
overview, the Aid Worker Site is the best location. If you are 
looking for more scientific and research detailed information, 
go to www.isu.edu/~bhstamm. 

12. Is there a single score for the measure across all of the three scales? 

a. No. We have tried for years to create a composite score without 
success. However, we are not giving up! The reason there is no 
sensible composite score is that we as yet do not fully 
understand the relationship between Compassion Satisfaction, 
Burnout and Compassion Fatigue/Secondary Trauma. One of 
the problems encountered over the years was the problems with 
the original scale that clearly showed collinearity between the 
scales. Thus, we revised the scales to minimize the destructive 
effects of collinearity and are now re-collecting data to see if 
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we can understand the inter-relatedness of the three scales. In 
fact, this would be a great dissertation for someone!  

13. I am only interested in Compassion Fatigue/Secondary Trauma. Can I 
use just the Compassion Fatigue Scale? 

a. We strongly suggest this is not a good idea. While we do not as 
yet fully understand the relationship between the three 
subscales, we do know that Compassion Satisfaction is a 
moderator, if not a mediator of Compassion Fatigue/Secondary 
Trauma. Burnout rarely exists at the same time as Compassion 
Satisfaction and when both Burnout and Compassion 
Fatigue/Secondary Trauma are present, it seems to suggest the 
most negative outcome. Thus, we believe it is important to 
know all three scores. Moreover, including the positive items 
reduces negative response set, improving the psychometric 
properties of the scale.  

14. Can I diagnose PTSD from the ProQOL? 

a. No. The ProQOL is a screening and research tool that provides 
information but does not yield a diagnosis. If you suspect 
PTSD or any other psychopathology as a result of work-related 
trauma exposure, we suggest you use a clinical diagnostic tool 
such as the SCID or CAPS. More information about these tools 
may be obtained using any search engine online.  

15. Can you give me the psychometric information about the measure? 

a. Reliability and validity information in contained in the 
ProQOL Manual which can be obtained from Sidran.org or at 
our website at www.isu.edu/~bhstamm.  

16. What norms do I use? 

a. The general norms are available in the ProQOL manual (see 
www.sidran.org or www.isu.edu/~bhstamm for a copy) and on 
the scoring sheet. These are the best norms at this time.  

17. What are the cut scores for the measure? 

a. We provide norms at the 25th and 75th percentiles. However, 
we strongly suggest that the measure is most sensitive when 
using the continuous scores. Please note that the measure is not 
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to be used for diagnostic purposes, and thus, cut scores are 
typically not used. If your study design requires the less 
powerful categorization of participants (as opposed to using 
continuous scores), we suggest the 25th and 75% percentiles 
provided with the norms. 

18. When I reverse the scores, what do I do with the 0 score? 

a. 0 remains 0 and all other scores are reversed. While this seems 
odd at first, conceptually, you can understand it. The person 
answering the item selects never/not at all which translates 
mathematically to a null set, that is 0. The other items are 
reversed because of the way that they load on the different 
scales. This is because the concept is the “other side” of the 
item asked. For example, if I ask if you are happy and you say 
never, that is a 0. If you say sometimes (2) that can be reverse 
scored to mostly (4) I am not happy. It is a way to allow the 
item to be phrased in the positive while addressing the flip side 
of the concept. Frankly, from a scoring perspective if we had it 
all to do over again, we would not include 0 in the score. It 
worked easily originally since all of the items were positive 
scored. Over time and thousands of data points, we realized 
that the test was more effective reflecting people’s perceptions 
when we reverse scored some of the items. Sadly, for the 
researcher, this causes moments of mathematical consternation. 
However, for the person taking the measure, it is vastly useful 
to have an option to respond “not at all, 0” so we have learned 
to live with the mathematical oddities of the reverse scoring. 
All of the psychometric analysis has been done using the 0-5 
scoring with the items reverse scored 0=0, 1=5, 2=4, 3=3.  

19. I have heard that if I donate a copy of my raw data to the databank, 
you will run comparisons to specific groups for me. 

a. Yes, if you donate a copy of your data to the data bank, we will 
run a comparison to the closest group for you. Please be aware 
that this is largely a volunteer effort on our part so we need 
some time to schedule your request. 

20. If I donate a copy of my data to the databank, will I loose the 
ownership of my study? 

a. No. We never publish any one dataset alone. We always 
combine databank data so your study will never be published 
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by us. For example, we run analyses by country, types of 
participants, rural/urban, male/female, etc.  

21. If I send you my study, will you review it and make comments on it? 

a. We try as much as possible to support research with the 
ProQOL. If you would like us to make comments on your 
study, please send us <irh@isu.edu> an overview (not more 
than 5 pages) of the study and we will try to respond to you 
with our thoughts. We cannot promise to review every study, 
but we do make an effort to assist in every way possible.  

22. Will someone on your team be on my thesis or dissertation committee? 

a. We have in the past been able to participate in a number of 
studies. However, please realize that we receive many requests 
each year. If you would like us to work with you on your thesis 
or dissertation, send us <irh@isu.edu> a request that includes 
(a) your university, (b) the area and level of degree, (c) the 
name of your chair and as many of your other committee 
members as you know of, (d) an abstract of your proposal not 
longer than one page, and (e) a brief details of the way your 
university includes outside participants. We will review the 
information and see if there is anyone on our larger team who 
can work with you.  

 


