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Abstract
Objectives Juvenile idiopathic arthritis (JIA) is the most common type of arthritis among children. It can cause joint pain 
and permanent physical damage, which affects mobility and daily activities. The EQ-5D-Y-3L self-report version has been 
validated in JIA, but the validity of EQ-5D-Y-5L remains unknown. We examined the psychometric properties of the EQ-
5D-Y-5L parent-proxy version among children with JIA.
Methods We used data from the Understanding Childhood Arthritis Network Canadian-Dutch collaboration study cohort, 
including patients with new-onset JIA, and those starting or stopping biologics. Clinical data and the parent-proxy version of 
the childhood health assessment questionnaire (CHAQ) and EQ-5D-Y-5L were collected. We evaluated the ceiling and floor 
effect; convergent and divergent validity using Spearman’s rank correlation; known-group validity using one-way ANOVA 
(Analysis of Variance) and effect size; and informativity using Shannon’s evenness index.
Results 467 patient visits representing 407 patients were analyzed. The EQ-5D-Y-5L had no ceiling/floor effect. The EQ-
5D-Y-5L showed good convergent (e.g., EQ-5D-Y-5L pain/discomfort dimension vs. CHAQ pain index (Spearman’s 
r = 0.74, 95% confidence interval (C.I.): 0.69–0.79)), divergent (e.g., EQ-5D-Y-5L pain/discomfort dimension vs. CHAQ 
eating dimension (Spearman’s r = 0.19, 95% C.I.: 0.09–0.29)) and known-group validity (e.g., mean EQ-5D-Y-5L level 
summary score for patients with inactive versus active disease status, 6.34 vs. 10.52 (p < 0.001, effect size = 1.20 (95% 
C.I.: 0.95–1.45)). Shannon’s evenness index ranged from 0.52 to 0.88, suggesting most dimensions had relatively even 
distributions.
Conclusions In this patient sample, EQ-5D-Y-5L parent-proxy version exhibited construct validity and informativity, sug-
gesting the EQ-5D-Y-5L can be used to measure the quality of life of children with JIA.

Plain English summary
Juvenile idiopathic arthritis is the most common type of arthritis affecting children. It can cause pain and permanent 
physical damage to joints and affects mobility and daily activities. While there is no cure yet, new therapies like biologics 
are effective. However, biologics are expensive and can have side effects. To decide when is the best time to use these 
biologics, we need to understand their cost and impact on patients. EQ-5D-Y-5L is a common tool to measure how the 
disease affects a patient’s life. It is unclear whether EQ-5D-Y-5L works well for patients with juvenile idiopathic arthritis. 
In this study, we compared the EQ-5D-Y-5L to another tool that measures how the illness impacts functional ability. We 
looked to see if the EQ-5D-Y-5L could tell the difference between children who were more or less sick. We also assessed 
whether the EQ-5D-Y-5L has the ability to describe patients with different severity in health status. This study indicates 
that the EQ-5D-Y-5L is a good tool to measure the health of patients with juvenile idiopathic arthritis. Findings from 
this study support the use of the EQ-5D-Y-5L among this patient population in future clinical trials and research studies.

Keywords EQ-5D-Y-5L · Validity · Juvenile idiopathic arthritis · Psychometric properties · Patient-reported outcome 
measure · Health-related quality of life
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Introduction

Juvenile idiopathic arthritis (JIA) encompasses all forms 
of arthritis with unknown causes starting before 16 years 
old [1, 2]. It is the most common chronic rheumatic dis-
ease in children [1, 2], affecting approximately 1 per 
1,000 Canadian children and 0.07–4.01 per 1,000 chil-
dren worldwide [3, 4]. Different subtypes vary in clinical 
presentation, pathogenesis, and prognosis; however, they 
have common symptoms, such as morning joint stiffness, 
joint pain, and joint swelling [5]. If untreated, JIA can 
lead to joint damage, functional limitation, and severe 
disability [6]. There is no cure, and treatment mainly 
manages pain and inflammation through a combination 
of pharmacological, physical, and psychosocial thera-
pies to control symptoms and avoid joint damage [4, 7]. 
Among pharmaceutical treatments, the relatively-new 
biologic disease-modifying antirheumatic drugs, com-
monly referred to as biologics, have shown high efficacy 
for disease remission and preventing long-term disability, 
however, they have side effects, high costs, and unknown 
long-term safety [7, 8].

Patient-reported outcome measures (PROMs) are used 
to assess functional status, pain, and health-related quality 
of life (HRQL) for JIA patients in clinical settings. They 
provide an inclusive picture of health status and help clini-
cians understand the impact of JIA on children’s everyday 
life and the life course [9–11]. Measuring PROMs reflects 
whether clinical care makes patients feel better [12, 13]. The 
commonly used JIA-specific PROMs, such as the Child-
hood Health Assessment Questionnaire (CHAQ), incorpo-
rate outcomes of patients’ direct interest, and can provide an 
effective measurement of health status and predict patient 
outcomes [12, 14, 15].

Several generic pediatric HRQL measures including the 
EQ-5D-Y-3L have been validated and used among chil-
dren with JIA [16]. Valuation studies on the EQ-5D-Y-3L, 
published or underway, support the use of EQ-5D-Y-3L in 
future economic evaluation in JIA, which is important given 
the high costs of JIA treatments [16, 17]. The EQ-5D-Y-
3L has only 3 levels in each dimension, potentially leading 
to large ceiling effects [18]. The EQ-5D-Y-5L, still experi-
mental, is a 5-level version revised from the EQ-5D-Y-3L 
that aims to reduce ceiling effects and enhance sensitivity 
[19]. It has been validated in several disease areas and the 
general population, mainly among children aged 8 years old 
or more, via the self-report or the caregiver-proxy (reported 
by a caregiver on behalf of the children) version, and found 
to have less ceiling effects, better responsiveness and dis-
criminate power (versus the EQ-5D-Y-3L), good test-retest 

reliability, convergent validity, and known-group valid-
ity [20–27]. Among studies exploring the psychometric 
properties of the caregiver-proxy version, good agreement 
between the proxy and the self-report version was identified 
[25, 26]. There remains a knowledge gap in the performance 
of EQ-5D-Y-5L among children under 8 years old, and the 
psychometric properties of the EQ-5D-Y-5L among patients 
with JIA of all ages.

As young children have difficulty completing the 
PROM by themselves, a proxy version is required. For 
both the CHAQ and EQ-5D-Y, the age threshold for 
mandatory proxy-version is 8 years [28, 29]. Many JIA 
patients have the disease onset at a very young age (2–4 
years) [30]. Valid tools are necessary to assess their HRQL 
before age 8.

This paper focuses on assessing the psychometric proper-
ties of the parent-proxy version of the EQ-5D-Y-5L among 
patients with JIA in terms of its ceiling effect, construct 
validity (convergent validity, divergent validity, and known-
group validity), and informativity.

Methods

Data

This validation study used data collected from the Under-
standing Childhood Arthritis Network (UCAN) Cana-
dian-Dutch collaboration (CAN-DU) [31] study cohort 
between October 2019 and May 2023. Three cohorts 
were analyzed in this study, patients with new-onset JIA, 
patients starting or restarting biologics, and patients stop-
ping biologics. Depending on disease progression, each 
study participant could be in several cohorts throughout 
the study period. In each cohort, patients have a baseline 
clinical visit and at least one follow-up visit. Clinical data, 
and the parent-proxy version of the CHAQ and the EQ-
5D-Y-5L were collected during each visit. The analyti-
cal sample for this cross-sectional validation comprised 
data from all baseline visits where EQ-5D-Y-5L data was 
collected within a 30-day window. For clinical data and 
CHAQ with missing values, we perform analyses pertain-
ing a specific variable with the complete dataset for that 
variable and report the extent of missing values. Ethics 
approval was granted by the Conjoint Health Research 
Ethics Board at the University of Calgary (REB17–1563), 
the Health Research Ethics Board at the University of 
Alberta (Pro00106423), and the Ethical Board of Utrecht 
(18–474).
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Measures

Clinical measures

Patient age, biological sex, country of residence (Canada, 
Netherlands), cohort1, JIA subtypes2, disease duration at the 
time of visit (up to 12 months before this visit, more than 
12 months before this visit) were collected. We used several 
disease severity and disease activity measures including dis-
ease status assessed by physicians (active, inactive), active 
joint count, presence of morning joint stiffness, presence of 
joint pain, physician global assessment of disease activity 
(10-point VAS), and disease activity (inactive disease, mini-
mal disease activity, moderate disease activity, and high 
disease activity) assessed by the clinical juvenile arthritis 
disease activity score-10 (cJADAS10, a composite disease 
activity score for JIA calculated from physician’s global rat-
ing of overall disease activity, parent/child ratings of well-
being, and count of active joints) [32, 33].

EQ-5D-Y-5L parent-proxy version

The EQ-5D-Y-5L [19] is a generic HRQL measure for the 
young population. The descriptive system measures the 
health status of “today” through five dimensions including 
mobility, looking after myself, doing usual activities, hav-
ing pain or discomfort, and feeling worried, sad, or unhappy 
and a vertical visual analog scale (VAS) ranging from 0 (the 
worst health) to 100 (the best health). The EQ-5D-Y-5L has 
five levels: 1 “no problems”, 2 “a little bit of problems”, 
3 “some problems”, 4 “a lot of problems” and 5 “extreme 
problems/cannot do” [34]. There is currently no value set 
for the EQ-5D-Y-5L to summarize the five dimensions to 
a single preference-based index. An alternative method to 
summarize the descriptive system is by calculating a level 
summary score (ranging from 5 to 25), which is a total sum 
score of the severity levels of each dimension [35, 36].

There is no current official recommendation regarding 
the user age range in the administration of the EQ-5D-Y-
5L. For EQ-5D-Y-3L, it is not applicable to children aged 
0–3 years old, and a proxy version should be used for chil-
dren aged 4–7 years old. As our study population includes 

1  During one patient visit, this patient may be assigned to multiple 
cohorts based on his/her condition.
2  10 categories: oligoarticular (number of affected joints < 5) JIA (not 
classified yet: < 6 months), extended oligoarticular JIA, persistent oli-
goarticular JIA, polyarticular (number of affected joints > 4) JIA rheu-
matoid factor (RF) negative, polyarticular JIA RF positive, systemic 
JIA (arthritis with systemic features), enthesitis-related JIA (arthritis 
with the enthesitis features), psoriatic JIA (arthritis with the psoriatic 
feature), undifferentiated JIA (does not fulfill the criteria for any JIA 
subtype or fulfills criteria for more than one subtype), and other.

children aged 4–7 years, we used the parent-proxy version 
of EQ-5D-Y-5L and CHAQ for all ages for this paper.

CHAQ parent-proxy version

The CHAQ [37] is a validated measure for children with 
JIA. It is designed to measure health status “over the past 
week”. The CHAQ includes a disability section, a discom-
fort section, and an overall assessment of the health status 
affected by arthritis. The disability section has eight dimen-
sions: dressing and grooming, arising, eating, walking, 
hygiene, reach, grip, and activities. The dimensional score 
is determined by selecting the highest score among all items 
within each dimension. The item score ranges from 0 to 3: 
0 “no difficulty”, 1 “some difficulty”, 2 “much difficulty”, 
3 “unable to do”. If the use of aids or devices is reported 
for items within a particular dimension, the minimum score 
would be 2. The average score of all eight dimensions is the 
disability index (0–3, higher score reflecting greater disabil-
ity). In the discomfort section, a horizontal VAS (0-100) is 
used to measure the presence of pain and its severity, with 
0 representing “no pain” and 100 representing “very severe 
pain”. In the overall health status section, a horizontal VAS 
is used, with 0 representing “very well” and 100 represent-
ing “very poor”.

Measurement properties

We performed descriptive analyses to describe the distribu-
tion of the EQ-5D-Y-5L. We estimated the mean (standard 
deviation, SD) and median (interquartile range, IQR) of 
the level summary score and explored the distribution of 
responses to each dimension. We analyzed the ceiling effect 
(assessed by the proportion of respondents reporting “no 
problems” in all dimensions) and floor effect (the propor-
tion of respondents reporting “extreme problems/cannot do” 
in all dimensions). No ceiling/floor effect of the EQ-5D-Y-
5L reflects less responses clustered on the upper (the best 
health) or lower (the worst health) bounds of the measure-
ment scale, indicating ability to measure a wide range of 
values. A threshold of 15% was used to determine whether 
ceiling/floor effect was present [38].

Construct validity reflects the degree to which a mea-
sure really evaluates the construct to be measured [39]. 
We assessed the construct validity of the EQ-5D-Y-5L by 
exploring its convergent validity, divergent validity, and 
known-group validity. The convergent validity reflects that 
constructs theoretically the same or similar are in fact highly 
correlated with each other, while the divergent validity 
demonstrates that constructs theoretically not similar are in 
fact not highly correlated with each other [40, 41]. Demon-
strative figures on the theoretical relationship between the 
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evenly distributed across categories, and Shannon’s even-
ness index (J’, defined by H’/H’max, i.e., the use of the sys-
tem (H’) given its potential (H’max)) can express the relative 
evenness of the distribution, regardless of categories [53, 
54]. Shannon’s J’ ranges from 0 to 1, with 1 indicating the 
item is perfectly even.

Sensitivity analysis

Although the EQ-5D-Y-5L parent-proxy version is not rec-
ommended for children aged under 4 years old, this study 
recruited and administered the instrument with participants 
younger than 4 years. In the primary analysis, we analyzed 
the psychometric properties among children greater than 
4 years old, and in the sensitivity analysis, we re-ran the 
analysis including children younger than 4.

Results

Patient characteristics

In the base case, 407 patients were included, represent-
ing 467 patient visits. At the entry to the UCAN CAN-DU 
study, patients had a median age of 12 years (interquar-
tile range (IQR): 9–15), with 58% being female and 34% 
residing in Canada. Of all patient visits, 17% came from 
patients aged 4–7 years old; 45% were in the “new onset 
of JIA” cohort and 40% in the “starting biologics” cohort; 
40% were characterized by the three oligoarticular subtypes 
and 25% by the two polyarticular subtypes; 41% had dis-
ease duration more than one year; 83% were characterized 
by an active disease status; 30% had the presence of morn-
ing joint stiffness (≥ 15 min); 31% had the presence of joint 
pain; and 59% were classified as moderate (39%) to severe 
(20%) disease activity using cJADAS10 scores. The median 
number of active joint counts was 2 (IQR: 1–5), and the 
median physician global assessment disease activity score 
was 2.5 (IQR: 1.3-4.0), with 0 indicating no activity. Among 
these variables, JIA subtypes (9%), disease duration (10%), 
active joint counts (2%), and cJADAS10 (23%) had miss-
ing values, with cJADAS10 having the highest missing rate 
(Table 1). Given that cJADAS10 measures disease activity, 
we used the binary disease activity variable to examine the 
characteristics of missing data, and we found that patients 
with inactive disease were more likely to have missing val-
ues in cJADAS10 (data not shown).

Response pattern

The mean EQ-5D-Y-5L level summary score was 9.81 
(SD = 3.81) and the median score was 9 (IQR: 7–12). The 

dimensions of EQ-5D-Y-5L and the CHAQ were provided 
in Appendix 1. We used Spearman’s rank correlation (Spear-
man’s r) to explore the association between the EQ-5D-Y-
5L and CHAQ dimensions. The strength of the correlation 
was interpreted using the following criteria: no (r < 0.2), 
weak (0.2 ≤ r < 0.35), moderate (0.35 ≤ r < 0.5), and strong 
(r ≥ 0.5) [42].

Known-group validity reflects whether a measure can 
distinguish between two or more groups that are known to 
differ in the variable of interest [43]. Known-group validity 
can be considered present when at least 75% of the results 
are in correspondence with the hypotheses, in groups of at 
least 50 patients [38]. Studies have found that suboptimal 
HRQL among patients with JIA was associated with non-
oligoarthritis [37, 44–46], shorter disease duration [45, 47], 
severe disease activity [45, 48–50], higher level of pain [45, 
48, 49], severe functional disability [45, 48, 49], and poor 
well-being [48, 49]. Based on these studies, the formation of 
known groups with our study data was presented in Appen-
dix 2. We used the one-way analysis of variance (ANOVA) 
to test the mean difference in EQ-5D-Y-5L level summary 
score across each known group. When the known group has 
three or more levels, each level was compared with the one 
subsequently less severe3, and a Bonferroni correction was 
used in these post-hoc pairwise comparisons. In total, 17 
hypotheses across 11 known-group variables were exam-
ined with the statistical significance level being p < 0.05; the 
above noted 75% threshold can be applied to this to draw 
conclusions about known group validity. We also estimated 
the effect sizes (Cohen’s d) to quantify the magnitude of 
mean difference across each known group. The effect size 
was estimated by the mean difference divided by the pooled 
standard deviation. The magnitude of the effect size was 
interpreted as: 0.2 to 0.49, small; 0.5 to 0.79, moderate; and 
≥ 0.8, large [51].

Post-hoc power analysis indicated sufficient power to 
detect all effect sizes of interest (i.e., r = 0.35 for correla-
tions between EQ-5D-Y-5L and CHAQ for construct valid-
ity and effect size (d) = 0.5 for known groups differences).

Informativity reflects the ability of a measure or item to 
discriminate between people with different characteristics 
measured by that item [52]. According to information the-
ory, the informativity of an item is better when it has more 
categories and responses to this item are more evenly dis-
tributed among categories [53]. Shannon’s absolute index 
(H’) can express the extent to which the information is 

3  For example, the active joint count categorical variables had three 
levels: “no active joints”, “1–5 active joints” and “6 or more active 
joints”. We hypothesized that patients with 1–5 active joints should 
have worse HRQL compared to those with no active joints, and 
patients with 6 or more active joints should have worse HRQL com-
pared to those with 1–5 active joints.
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dimension had the most problems reported (79%), followed 
by “doing usual activities” (66%), the “feeling worried, sad, 
or unhappy” (60%), and the “mobility” dimension (56%). 
There were fewer problems in the “looking after myself” 
dimension (28%) compared to other dimensions (Fig. 1).

EQ-VAS score had an estimated mean of 70.67 (SD = 20.78) 
and a median of 74 (58–88). The percentage of responses 
reporting the best or worst possible EQ-5D-Y-5L profiles 
was 13% and 0%, respectively, suggesting no ceiling or floor 
effect effects (Table 2). The “having pain or discomfort” 

Base-case (excluding 
aged 1–3)
Patient visits = 467; 
Patient N = 407

Sensitivity (includ-
ing aged 1–3)
Patient visits = 540; 
Patient N = 472

Age when entering the study, median (IQR), years 12 (9–15) 11 (6–14)
 Age 4–7 years old, n (%) 81 (17%) 81 (15%)
Female, n (%) 236 (58%) 289 (61%)
Country of residence, n (%)
 Canada 137 (34%) 167 (35%)
 Netherlands 270 (66%) 305 (65%)
Cohort, n (%) 1

 New onset of JIA 222 (45%) 277 (49%)
 Start biologics 196 (40%) 216 (38%)
 Stop biologics 71 (15%) 73 (13%)
JIA classification 2, n (%)
 Extended Oligoarticular JIA 36 (8%) 38 (7%)
 Persistent Oligoarticular JIA 65 (14%) 71 (13%)
 Oligoarticular JIA (not classified yet: < 6 months) 86 (18%) 122 (23%)
 Polyarticular JIA RF negative 93 (20%) 104 (19%)
 Polyarticular JIA RF positive 23 (5%) 23 (4%)
 Enthesitis-related arthritis 61 (13%) 61 (11%)
 Psoriatic arthritis 20 (4%) 23 (4%)
 Undifferentiated JIA 18 (3%) 20 (4%)
 Systemic JIA 23 (5%) 28 (5%)
 Missing 42 (9%) 50 (9%)
Duration of disease at the time of visit, n (%)
 More than 12 months 193 (41%) 202 (37%)
 Up to 12 months 227 (48%) 282 (52%)
 Missing 47 (10%) 56 (10%)
Disease status, n (%)
 Inactive 79 (17%) 82 (15%)
 Active 388 (83%) 458 (85%)
Active joint count, median (IQR) 2 (1–5) 2 (1–5)
 No active joints, n (%) 96 (21%) 100 (19%)
 1–5 active joints, n (%) 253 (54%) 310 (57%)
 6 or more active joints, n (%) 111 (24%) 122 (23%)
 Missing, n (%) 7 (2%) 8 (1%)
Morning joint stiffness ≥ 15 min, n (%) 139 (30%) 161 (30%)
Having joint pain, n (%) 146 (31%) 164 (30%)
Disease activity based on cJADAS10, n (%)
 Inactive disease 51 (11%) 53 (10%)
 Minimal disease activity 32 (7%) 42 (8%)
 Moderate disease activity 182 (39%) 216 (40%)
 High disease activity 95 (20%) 109 (20%)
 Missing 107 (23%) 120 (22%)
Physician Global Assessment of disease activity (PGA, 
10-point VAS), median (IQR)

2.5 (1.3-4.0) 2.6 (1.5-4.0)

 PGA: 0 (no activity)–- 0.9, n (%) 85 (18%) 88 (16%)
 PGA: 1–4, n (%) 289 (62%) 340 (63%)
 PGA: 4.1–10 (maximum activity), n (%) 93 (20%) 112 (21%)

Table 1 Patient characteristics

Note: JIA Juvenile idiopathic 
arthritis, IQR Interquartile 
range, RF Rheumatoid factor
1. In each visit, a patient might 
be enrolled in multiple cohorts
2. Oligoarticular: number of 
affected joints < 5; Polyarticular: 
number of affected joints > 4; 
Systemic JIA: arthritis with sys-
temic features; Enthesitis-related 
JIA: arthritis with the enthesitis 
features; Psoriatic JIA: arthritis 
with the psoriatic feature; undif-
ferentiated JIA: does not fulfill 
the criteria for any JIA subtype 
or fulfills criteria for more than 
one subtype)
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demonstrated strong associations (r = 0.59–0.74). The 
exception was the EQ-5D-Y-5L “doing usual activities” 
versus the CHAQ “grip” dimension which was mod-
erately correlated (r = 0.37, 95% confidence interval: 
0.28–0.46). This suggests good convergent validity for 
the EQ-5D-Y-5L parent-proxy version. For EQ-5D-Y-5L 
dimensions that theoretically might be correlated with 
the CHAQ dimensions, we also observed moderate to 
strong associations (r = 0.41–0.65), except for EQ-5D-Y-
5L “having pain or discomfort” versus the CHAQ “grip” 
dimension (r = 0.33, 95% confidence interval: 0.24–0.42) 
(Table 3).

For the EQ-5D-Y-5L dimensions that theoretically do 
not measure the similar constructs with the CHAQ dimen-
sions, there was no association or weak to moderate asso-
ciations (r = 0.10–0.48). No EQ-5D-Y-5L dimensions 
directly measure a similar construct as the CHAQ “eating” 
dimension, and only the “looking after myself” dimension 
might theoretically correlate with the “eating” dimension. 
The Spearman’s correlation between the “eating” dimen-
sion and each of the other four not-related EQ-5D-Y-5L 
dimensions reflected no association or weak association 
(r = 0.10–0.23). This indicated a good divergent validity 
(Table 3, Appendix 3).

The CHAQ disability index had a mean and median of 
0.68 (SD = 0.62) and 0.5 (IQR: 0.1-1), respectively, and 
was strongly correlated with the EQ-5D-Y-5L level sum-
mary score (r = 0.77). Of all dimensions, patients reported 
greater disability to perform tasks in the “activities” dimen-
sion, with only 33% reporting no difficulty. The “dress-
ing and grooming”, “arising”, “walking”, and “reach” 
dimensions had higher proportions reporting no difficulty 
(49–56%), with the “eating”, “hygiene”, and “grip” dimen-
sions having the highest proportions reporting no difficulty 
(61-68%). The CHAQ pain index had an estimated mean  
of 41.44 (SD = 28.95) and median of 41 (IQR: 13–68), and 
the CHAQ health status index had an estimated mean of 
37.77 (SD = 28.73) and median of 37 (IQR: 10–62). For 
both indices, 0 represents the best possible situation. The 
CHAQ health status strongly correlated with the EQ-VAS 
(r=-0.65) (Table 2; Fig. 1). The CHAQ had a missing rate 
of 21%. Characteristics of missing data were examined 
using the EQ-5D-Y-5L level summary score and EQ-VAS. 
Patients with missing values in CHAQ tended to have EQ-
5D-Y-5L lower level summary scores and higher EQ-VAS 
scores, indicating, better HRQL status (data not shown).

Convergent and divergent validity

EQ-5D-Y-5L dimensions that theoretically measure the 
similar or same constructs as the CHAQ dimensions, 

Table 2 Descriptive statistics of EQ-5D-Y-5L and CHAQ
Base-case (excluding aged 1–3)
Patient visits = 467; Patient N = 407

Sensitivity (including aged 1–3)
Patient visits = 540; Patient N = 472

EQ-5D-Y-5L
level summary score (LSS)

Mean (SD) 9.81 (3.81) 10.05 (3.98)
Median (IQR) 9 (7–12) 10 (7–12)
Missing, n 0 0

Skewness, Kurtosis 0.76, 3.14 0.78, 3.16
Number of “11111” 1 n (%) 60 (13%) 64 (12%)
Number of “55555” 2 n (%) 0 (0%) 0 (0%)
EQ-VAS Mean (SD) 70.67 (20.78) 70.92 (20.45)

Median (IQR) 74 (58–88) 75 (59–87)
Missing, n 0 0

CHAQ disability index Mean (SD) 0.68 (0.62) 0.68 (0.62)
Median (IQR) 0.5 (0.1-1) 0.5 (0.1-1)
Missing, n (%) 97 (21%) 107 (20%)
Association with LSS 0.77 0.72

CHAQ pain index Mean (SD) 41.44 (28.95) 41.20 (28.82)
Median (IQR) 41 (13–68) 40 (13–66)
Missing, n (%) 97 (21%) 107 (20%)

CHAQ health status Mean (SD) 37.77 (28.73) 37.17 (28.43)
Median (IQR) 37 (10–62) 35 (10–61)
Missing, n (%) 98 (21%) 108 (20%)
Association with EQ-VAS -0.65 -0.65

Note: VAS visual analog scale, SD standard deviation, IQR interquartile range
1. An “11111” EQ-5D-Y-5L profile: reporting “no problems” in all five EQ-5D-Y-5 L dimensions
2. A “55555” EQ-5D-Y-5L profile: reporting “extreme problems/cannot do” in all five EQ-5D-Y-5L dimensions

1 3



Quality of Life Research

interpretation. Finally, we reached the same conclusions 
when comparing metrics from Table 3 with its non-paramet-
ric version that reports medians, IQR, median difference, 
Cliff’s delta, and non-parametric p-values (Appendix 4).

In the known-group analyses, patients with non-oli-
goarticular JIA, having shorter disease duration, experi-
encing more disease activity, suffering more pain, having 
more functional disabilities and worse well-being showed 
significantly higher EQ-5D-Y-5L level summary scores, 
indicating worse HRQL, compared to their counterparts. 
15 of the 17 (88%) statistical tests were in accordance  

Known-group validity

Table 4 displays mean differences of EQ-5D-Y-5L level sum 
scores across Known Groups, their effect sizes, and p-val-
ues. Importantly, the distribution of the level sum scores was 
not normal. However, we decided to report means, SDs, and 
parametric metrics for three reasons. First, our reasonably 
large sample size makes the violation of the assumption 
of normality less problematic [55]. Second, the paramet-
ric metrics reported are common in the current literature 
and readers are more likely to be familiar with it, easing 

Fig. 1 EQ-5D-Y-5L parent-proxy version and Childhood Health Assessment Questionnaire (CHAQ) parent-proxy version dimensional responses 
(Base case: 467 patient visits representing 407 patients)
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Table 4 Known group analysis in terms of EQ-5D-Y-5L level summary scores 
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Discussion

This is the first study exploring the psychometric proper-
ties of the EQ-5D-Y-5L parent-proxy version among JIA 
patients. We used a heterogenous sample and found that the 
EQ-5D-Y-5L demonstrated a good convergent and diver-
gent validity versus the CHAQ parent-proxy version and 
the ability to discriminate known groups defined by disease 
characteristics, functional ability, pain, and wellbeing, sug-
gesting the future use of EQ-5D-Y-5L to assess HRQL for 
JIA patients.

We had a robust sample size representing a diverse range 
of patients. The base-case analytical sample included data 
from 467 visits representing 407 patients, which is more 
than previous EQ-5D-Y-5L validation studies [20–26]. The 
sample size for the correlation analysis was 370 visits, and 
ranged from360-467 for the known-group analyses. There 
was mild to moderate disease burden among the study 
population, based on various disease activity measures, and 
the functional ability, pain, and well-being assessed by the 
CHAQ. This is consistent with findings from other studies: 
the advancement of JIA management in recent years has led 
to a decrease in symptoms and disease activity and better 
overall assessment [16]. The HRQL measured by the EQ-
5D-Y-5L reflects a similar pattern. The estimated mean and 
median of EQ-5D-Y-5L level summary score were around 
9, which represents 4 dimensions with mild problems, 2 
dimensions with moderate problems, or 1 dimension with 
severe problems (with the rest of the dimensions having no 
problems).

We examined the convergent and divergent validity of the 
EQ-5D-Y-5L by comparing its dimensions with the CHAQ 
dimensions. Each CHAQ dimension assesses the capability 
of a patient to perform tasks in that functional area. Only the 
“eating” dimension did not have a directly corresponding 
dimension in the EQ-5D-Y-5L that measured similar or the 
same constructs. For other functional areas, although some 
seem not semantically linked to any EQ-5D-Y-5L dimen-
sions, e.g., “reach”, these dimensions had a wide range of 
tasks defining the functional ability, and it turns out that 
each dimension has one or more tasks reflecting similar 
constructs as the EQ-5D-Y-5L dimensions. In the “reach” 
dimension of the CHAQ, four tasks were included: (1) 
“Reach and get down a heavy object…”; (2) “Bend down 
to pick up…”; (3) Pull on a sweater over his/her head; (4) 
Turn neck to look back over shoulder. Based on the wording 
of these tasks, the “reach” dimension theoretically relates 
to the EQ-5D-Y-5L “looking after myself” and “doing 
usual activities” dimensions. Therefore, we were able to 
thoroughly analyze the convergent and divergent validity 
of the EQ-5D-Y-5L among JIA patients. The EQ-5D-Y-5L 
demonstrated good convergent and divergent validity. This 

with the hypotheses at the p < 0.05 level, with 14 being 
significant at the p < 0.001 level, and one at p = 0.005 level 
(“1–5 active joints” vs. “6–10 active joints”). Comparisons 
between “minimal disease activity” and “no active disease” 
(p = 0.325) and between “having joint pain” and “no joint 
pain” (p = 0.16) were insignificant at the p < 0.05 level. The 
effect size of these mean differences was in moderate to 
large magnitude in most of the known groups, especially in 
the known groups related to disease activity, function dis-
ability, and wellbeing. This suggests that the EQ-5D-Y-5L 
parent-proxy version can discriminate pre-specified known 
groups (Table 4).

Informativity

The Shannon’s evenness index for mobility, looking after 
myself, doing usual activities, having pain or discomfort, 
and feeling worried, sad, or unhappy dimensions were 0.80, 
0.52, 0.85, 0.88, and 0.74, respectively. The informativity 
of looking after myself dimension was lower than the other 
dimensions (Table 5).

Sensitivity analysis

In the sensitivity analyses, the sample had 472 patients rep-
resenting 540 patient visits, with patients under 4 years old 
contributing 14% of patient visits. The patient characteris-
tics of this sample were similar to the base case (Table 1). 
Slightly more problems were reported in the “looking after 
myself” dimension (33%) compared to the base case (28%), 
while the response pattern of the other dimensions and the 
summary score of the EQ-5D-Y-5L and EQ-VAS remained 
consistent (Table 2). The convergent, divergent, and known-
group validity findings were also demonstrated in this sam-
ple (Appendix 3, Table 4). Compared with the base case, 
the Shannon’s evenness index showed similar values in all 
dimensions except the “looking after myself” dimension 
(0.62, versus base case 0.52) (Table 5).

Table 5 Shannon’s absolute index (H’) and Shannon’s evenness index 
(J’)

Base-case (exclud-
ing aged 1–3)
Patient visits = 467; 
Patient N = 407

Sensitivity (includ-
ing aged 1–3)
Patient visits = 540; 
Patient N = 472

Shan-
non’s H’

Shan-
non’s J’

Shan-
non’s H’

Shan-
non’s J’

Mobility 1.28 0.80 1.32 0.82
Looking after myself 0.83 0.52 1.01 0.62
Doing usual activities 1.37 0.85 1.39 0.86
Having pain or 
discomfort

1.41 0.88 1.42 0.88

Feeling worried, sad, 
or unhappy

1.18 0.74 1.19 0.74
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for children aged 3 years old due to age-related difficulties 
[56]. This is consistent with our findings, as we also identi-
fied more problems reported in the “looking after myself” 
dimension in the sensitivity analysis. The EuroQol Research 
Foundation is developing EQ-TIPs [57], an instrument for 
infants aged 0–3 years old, to better measure HRQL among 
this population. The EQ-TIPS has an “eating” dimension, as 
eating is an important aspect of an infant and toddler’s life 
and a large focus of attention for parents [58]. Exploring the 
validity of EQ-TIPS on JIA patients is warranted consider-
ing the age characteristics of this population.

This study has strengths and limitations. The study sam-
ple was collected from national JIA cohorts in Canada and 
the Netherlands, which include many pediatric rheumatol-
ogy clinics in these two countries. Recruited patients had 
various disease subtypes, were at different disease progres-
sion stages, and had diverse treatment experiences. There 
is also a great proportion of patients with relatively severe 
disease activities and disabilities. This suggests good gener-
alizability of our study to JIA patients in western countries. 
However, we did not have enough data from patients aged 
4–7 years old to analyze purely on this population. Patients 
aged 8 years and older dominated the study sample, and the 
psychometric performance of EQ-5D-Y-5L would be more 
determined by the older children. Therefore, the psychomet-
ric properties we observed might not provide the true picture 
among younger children. Also, the CHAQ does not have a 
dimension regarding mental health. We were unable to jus-
tify whether the “feeling worried, sad, or unhappy” dimen-
sion of the EQ-5D-Y-5L is valid to measure mental health 
conditions of the JIA population, although this dimension 
had a good divergent validity to all CHAQ dimensions.

Some clinical variables and the CHAQ used in the valida-
tion study had some missing values. The cJADAS10 disease 
activity score (23% missing) and the three CHAQ index 
(disability index (21%), health status (21%), and pain index 
(21%)) were the variables that had the most missing values. 
We used a complete dataset when we performed analyses 
with regard to those specific variable, and the sample size 
still ranged from 360 to 467.

The parent proxy is a recommended and common type of 
surrogate to rate the functional disability and disease activ-
ity among JIA population, especially for children younger 
than 8 years old [29]. When comparing with the CHAQ par-
ent-proxy version, we found the EQ-5D-Y-5L parent-proxy 
version is a valid instrument to measure HRQL of the JIA 
population. However, it is unclear whether the EQ-5D-Y-5L 
parent-proxy version performs better or worse compared to 
the self-reported version. In other pediatric disease areas, 
findings were diverse in terms of the agreement between the 
parent-proxy version and self-reported version of a PROM 
[59, 60]. It is important to examine the parent-patient 

reflected that though the EQ-5D-Y-5L, a generic measure, 
could not directly assess the JIA-specific functional ability, 
worse (or better) EQ-5D-Y-5L dimensional responses likely 
indicate that patients experience more (or less) difficulty in 
the corresponding functional areas.

We performed extensive known-group analyses to assess 
whether the EQ-5D-Y-5L could differentiate patients with 
known differences in HRQL, and the EQ-5D-Y-5L per-
formed well in the specified known groups. 88% of the 
statistical tests were in accordance with the pre-specified 
hypotheses, surpassing the 75% threshold thus supporting 
that known-group validity is established [38]. In post-hoc 
pairwise comparisons where the known group contains 
three or more categories, Bonferroni correction was used, 
which reduced the chance of Type I error. Furthermore, the 
differences in HRQL across categories were significant at 
p < 0.001 level in most of the known groups, together with a 
moderate to large effect size.

Validation studies on the EQ-5D-Y-5L (not in the JIA 
population) made head-to-head comparison with the EQ-
5D-Y-3L and show that the EQ-5D-Y-5L can decrease the 
ceiling effect and increase the informativity, compared with 
the EQ-5D-Y-3L [20–24, 26]. In our study, as the data col-
lection is still ongoing and there is a limited sample with 
both instruments, we have not compared the 5L instrument 
with the 3L instrument, however, this can be explored in 
the next steps of this research. Using the 15% threshold 
[38], we found the EQ-5D-Y-5L has no ceiling/floor effect 
when measuring HRQL among patients with JIA. In terms 
of informativity, the reported Shannon’s evenness index 
in other EQ-5D-Y-5L validation studies ranged from 0.10 
to 0.73 [20, 21, 24], and our study population reported 
0.52–0.88, indicating more even distributions. Based on the 
ceiling/floor effect and the informativity statistics, the EQ-
5D-Y-5L parent-proxy version has the informational rich-
ness to assess JIA patients.

JIA can be diagnosed at a very young age, and our study 
did recruit some patients younger than 4 years old. For these 
patients, EQ-5D-Y-5L is not recommended to use as some 
dimensions might not be appropriate for infants and tod-
dlers. As such, we excluded children aged 1–3 years old in 
the base case and included them in the sensitivity analysis. 
We did not observe many differences in the psychometric 
properties between the two samples. Patients under 4 years 
old accounted for 14% of the sample, so this subpopulation 
possibly did not affect the overall results in a significant way. 
According to another study that solely analyzed the perfor-
mance of the EQ-5D-Y-3L proxy version among young chil-
dren (aged 3–5), HRQL expressed by the summary scores of 
the EQ-5D-Y-3L worked well and the known-group valid-
ity can be demonstrated in this young population. How-
ever, the “looking after myself” dimension is problematic 
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Consent to participate Informed consent was obtained from all indi-
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agreement of the EQ-5D-Y-5L among JIA population in 
future research.

Conclusion

This research indicates that the EQ-5D-Y-5L proxy ver-
sion can be appropriately used among patients with JIA, as 
it demonstrated a low ceiling effect, good construct valid-
ity and informativity. Future research is recommended 
exploring responsiveness and comparing its psychometric 
performances with EQ-5D-Y-3L and EQ-TIPs, and other 
JIA-specific HRQL measures.

Supplementary Information The online version contains 
supplementary material available at https://doi.org/10.1007/s11136-
024-03682-4.

Acknowledgements This study was undertaken as part of the UCAN 
CAN-DU and UCAN CURE consortia. SB is supported by the Husky 
Energy Chair in Child and Maternal Health and the Alberta Children’s 
Hospital Foundation Chair in Pediatric Research. RSMY is supported 
by the Hak-Ming and Deborah Chiu Chair in Paediatric Translational 
Research. DAM is supported by the Arthur J.E. Child Chair in Rheu-
matology (2012–2022) and a Canada Research Chair in Health Sys-
tems and Services Research (2008–2018). We would like to acknowl-
edge helpful feedback received on an earlier version of this manuscript 
from Ling Jie Cheng and Dr. Janine Verstraete at the 3rd EuroQol 
Early Career Researcher Meeting, 2023.

Author contributions DAM, GRC, SMB, JFS, SJV, RSMY designed 
the study and led the data collection. JW, AO, GRC, and DAM con-
tributed to the data analysis, interpretation, and manuscript draft. All 
authors read and approved the final manuscript.

Funding This work was supported by Arthritis Society Canada [grant 
number SOG18-0253]. This study was undertaken as part of the 
UCAN CAN-DU and UCAN CURE consortia, which was supported 
by the Canadian Institutes for Health Research (Canada) [grant num-
ber 381,280]; Genome Canada (Canada) [grant number OGI-150]; Ge-
nome Alberta (Canada), Ontario Genomics (Canada); The Arthritis So-
ciety (Canada) [grant number GC-18-001]; ZonMw (the Netherlands) 
[grant number 848,006,001]; and the Reumafonds (the Netherlands).

Declarations

Competing interests AO is a member of the EuroQol Group, copy-
right holder for the EQ-5D-5L. DM reports support for attending meet-
ings from Illumina and ISPOR, and consulting fees from Analytica. 
All are outside of the submitted work. RY reports consulting fees from 
Novartis and Lily, outside the submitted work. SV reports grants and 
personal fees from SOBI and Novartis during the conduct of the study, 
outside the submitted work. JS reports consulting fees from Amgen, 
outside the submitted work. All other authors declare that they have no 
competing interests.

Ethics approval Ethics was granted by the Conjoint Health Research 
Ethics Board at the University of Calgary (REB17–1563), the Health 
Research Ethics Board at the University of Alberta (Pro00106423), 
and the Ethical Board of Utrecht (18–474).

1 3

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/S0140-6736(11)60244-4
https://doi.org/10.1016/S0140-6736(11)60244-4
https://doi.org/10.1016/S0140-6736(07)60363-8
https://doi.org/10.1016/S0140-6736(07)60363-8
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/juvenile-idiopathic-arthritis.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/juvenile-idiopathic-arthritis.html
https://doi.org/10.1136/bmj.c6434
https://doi.org/10.3390/healthcare9121683
https://doi.org/10.3390/healthcare9121683
https://doi.org/10.1007/s10067-007-0654-6
https://doi.org/10.1007/s10067-007-0654-6
https://doi.org/10.1080/14712598.2020.1733524
https://doi.org/10.1002/art.24477
https://doi.org/10.3109/03009740903505213
https://doi.org/10.3109/03009740903505213
https://doi.org/10.1016/j.rdc.2007.07.003
https://doi.org/10.1016/j.rdc.2007.07.003
https://doi.org/10.1007/s11136-024-03682-4
https://doi.org/10.1007/s11136-024-03682-4


Quality of Life Research

Health Economics, 22(7), 1103–1113. https://doi.org/10.1007/
s10198-021-01309-w

26. Fitriana, T. S., Purba, F. D., Stolk, E., & Busschbach, J. J. V. 
(2022). EQ-5D-Y-3L and EQ-5D-Y-5L proxy report: Psycho-
metric performance and agreement with self-report. Health and 
Quality of Life Outcomes, 20(1), 1–13. https://doi.org/10.1186/
s12955-022-01996-w

27. Verstraete, J., & Scott, D. (2022). Comparison of the EQ-5D-Y-
5L, EQ-5D-Y-3L and PedsQL in children and adolescents. 
Journal of Patient-Reported Outcomes, 6(1), 67. https://doi.
org/10.1186/s41687-022-00480-9

28. EuroQol Research Foundation (2020). EQ-5D-Y User Guide. 
Retrieved from https://euroqol.org/publications/user-guides

29. Klepper, S. E. (2003). Measures of pediatric function: The Child 
Health Assessment Questionnaire (CHAQ), Juvenile Arthritis 
Functional Assessment Report (JAFAR), Juvenile Arthritis Func-
tional Assessment Scale (JAFAS), Juvenile Arthritis Functional 
Status Index (JASI), and Pediatric Orthopedic surgeons of North 
America (POSNA) Pediatric Musculoskeletal Functional Health 
Questionnaire. Arthritis Care & Research, 49(S5), S5–S14. 
https://doi.org/10.1002/art.11398

30. Martini, A., Lovell, D. J., Albani, S., Brunner, H. I., Hyrich, K. 
L., Thompson, S. D., & Ruperto, N. (2022). Juvenile idiopathic 
arthritis. Nature Reviews Disease Primers, 8(1), 1–18. https://doi.
org/10.1038/s41572-021-00332-8

31. Grazziotin, L. R., Currie, G., Twilt, M., IJzerman, M. J., Kip, M. 
M. A., Koffijberg, H., … Marshall, D. A. (2022). Factors associ-
ated with care- and health-related quality of life of caregivers of 
children with juvenile idiopathic arthritis. Pediatric Rheumatol-
ogy, 20(1), 51. https://doi.org/10.1186/s12969-022-00713-7

32. Consolaro, A., Negro, G., Chiara Gallo, M., Bracciolini, G., Fer-
rari, C., Schiappapietra, B., … Ravelli, A. (2014). Defining crite-
ria for disease activity states in nonsystemic juvenile idiopathic 
arthritis based on a three-variable juvenile arthritis disease activ-
ity score. Arthritis Care & Research, 66(11), 1703–1709. https://
doi.org/10.1002/acr.22393

33. Trincianti, C., Van Dijkhuizen, E. H. P., Alongi, A., Mazzoni, M., 
Swart, J. F., Nikishina, I., … Consolaro, A. (2021). Definition 
and validation of the American College of Rheumatology 2021 
juvenile arthritis disease activity score cutoffs for disease activ-
ity states in juvenile idiopathic arthritis. Arthritis & Rheumatol-
ogy (Hoboken, N.j.), 73(11), 1966–1975. https://doi.org/10.1002/
art.41879

34. Derrett, S., Herdman, M., Ngwira, L. G., Moore, E. Y., & Jelsma, 
J. (2021). A new approach to assessing children’s interpretation 
of severity qualifiers in a multi-attribute utility instrument–the 
EQ-5D-Y-5L: Development and testing. The Patient - Patient-
Centered Outcomes Research, 14(5), 591–600. https://doi.
org/10.1007/s40271-021-00496-1

35. Feng, Y. S., Jiang, R., Pickard, A. S., & Kohlmann, T. (2022). 
Combining EQ-5D-5L items into a level summary score: Dem-
onstrating feasibility using non-parametric item response theory 
using an international dataset. Quality of Life Research, 31(1), 
11–23. https://doi.org/10.1007/s11136-021-02922-1

36. Devlin, N., Parkin, D., & Janssen, B. (2020). Analysis of EQ-5D 
profiles. In N. Devlin, D. Parkin, & B. Janssen (Eds.), Methods for 
Analysing and reporting EQ-5D data (pp. 23–49). Springer Interna-
tional Publishing. https://doi.org/10.1007/978-3-030-47622-9_2

37. Singh, G., Athreya, B. H., Fries, J. F., & Goldsmith, D. P. (1994). 
Measurement of health status in children with juvenile rheuma-
toid arthritis. Arthritis and Rheumatism, 37(12), 1761–1769. 
https://doi.org/10.1002/art.1780371209

38. Terwee, C. B., Bot, S. D. M., de Boer, M. R., van der Windt, D. A. 
W. M., Knol, D. L., Dekker, J., … de Vet, H. C. W. (2007). Qual-
ity criteria were proposed for measurement properties of health 

13. Klotsche, J., Minden, K., Thon, A., Ganser, G., Urban, A., & 
Horneff, G. (2014). Improvement in health-related quality of life 
for children with juvenile idiopathic arthritis after start of treat-
ment with etanercept. Arthritis Care & Research, 66(2), 253–262. 
https://doi.org/10.1002/acr.22112

14. Guzman, J., Henrey, A., Loughin, T., Berard, R. A., Shiff, N. J., 
Jurencak, R., … Feldman, B. M. (2019). Predicting which chil-
dren with juvenile idiopathic arthritis will not attain early remis-
sion with conventional treatment: results from the ReACCh-Out 
cohort. The Journal of Rheumatology, 46(6), 628–635.

15. Hyrich, K. L., Lal, S. D., Foster, H. E., Thornton, J., Adib, N., 
Baildam, E., … Thomson, W. (2010). Disease activity and dis-
ability in children with juvenile idiopathic arthritis one year fol-
lowing presentation to paediatric rheumatology. Results from the 
Childhood Arthritis Prospective Study. Rheumatology, 49(1), 
116–122. https://doi.org/10.1093/rheumatology/kep352

16. Scott, D., Scott, C., Jelsma, J., Abraham, D., & Verstraete, J. 
(2019). Validity and feasibility of the self-report EQ-5D-Y as a 
generic health-related quality of life outcome measure in chil-
dren and adolescents with juvenile idiopathic arthritis in Western 
Cape, South Africa. S Afr J Physiother, 75(1), 1335. https://doi.
org/10.4102/sajp.v75i1.1335

17. Devlin, N., Pan, T., Kreimeier, S., Verstraete, J., Stolk, E., Rand, 
K., & Herdman, M. (2022). Valuing EQ-5D-Y: The current state 
of play. Health and Quality of Life Outcomes, 20(1), 1–11. https://
doi.org/10.1186/s12955-022-01998-8

18. Golicki, D., & Młyńczak, K. (2022). Measurement properties 
of the EQ-5D-Y: A systematic review. Value in Health, 25(11), 
1910–1921. https://doi.org/10.1016/j.jval.2022.05.013

19. Kreimeier, S., Åström, M., Burström, K., Egmar, A.-C., Gusi, N., 
Herdman, M., … Greiner, W. (2019). EQ-5D-Y-5L: Developing 
a revised EQ-5D-Y with increased response categories. Qual-
ity of Life Research, 28(7), 1951–1961. https://doi.org/10.1007/
s11136-019-02115-x

20. Verstraete, J., Marthinus, Z., Dix-Peek, S., & Scott, D. (2022). 
Measurement properties and responsiveness of the EQ-5D-Y-5L 
compared to the EQ-5D-Y-3L in children and adolescents receiv-
ing acute orthopaedic care. Health and Quality of Life Outcomes, 
20(1), 1–14. https://doi.org/10.1186/s12955-022-01938-6

21. Lin, J., Wong, C. K. H., Cheung, J. P. Y., Cheung, P. W. H., & Luo, 
N. (2022). Psychometric performance of proxy-reported EQ-5D 
youth version 5-level (EQ-5D-Y-5L) in comparison with three-
level (EQ-5D-Y-3L) in children and adolescents with scoliosis. 
The European Journal of Health Economics, 23(8), 1383–1395. 
https://doi.org/10.1007/s10198-022-01435-z

22. Fitriana, T. S., Purba, F. D., Rahmatika, R., Muhaimin, R., Sari, 
N. M., Bonsel, G., … Busschbach, J. J. V. (2021). Comparing 
measurement properties of EQ-5D-Y-3L and EQ-5D-Y-5L in 
paediatric patients. Health and Quality of Life Outcomes, 19(1), 
1–12. https://doi.org/10.1186/s12955-021-01889-4

23. Xu, R. H., Zhu, L., Sun, R., Tan, R. L. Y., Luo, N., Zou, S., & 
Dong, D. (2022). Investigating the psychometric properties of the 
EQ-5D-Y-3L, EQ-5D-Y-5L, CHU-9D, and PedsQL in children 
and adolescents with osteogenesis imperfecta. European Jour-
nal of Pediatrics, 181(12), 4049–4058. https://doi.org/10.1007/
s00431-022-04626-1

24. Perez-Sousa, M. A., Olivares, P. R., & Gusi, N. (2022). Psycho-
metric properties of the Spanish versions of EQ-5D-Y-3L and 
EQ-5D-Y-5L in children with cancer: A comparative study. Inter-
national Journal of Environmental Research and Public Health, 
19(18), 11420. https://doi.org/10.3390/ijerph191811420

25. Zhou, W., Shen, A., Yang, Z., Wang, P., Wu, B., Herdman, M., & 
Luo, N. (2021). Patient-caregiver agreement and test–retest reli-
ability of the EQ-5D-Y-3L and EQ-5D-Y-5L in paediatric patients 
with haematological malignancies. The European Journal of 

1 3

https://doi.org/10.1007/s10198-021-01309-w
https://doi.org/10.1007/s10198-021-01309-w
https://doi.org/10.1186/s12955-022-01996-w
https://doi.org/10.1186/s12955-022-01996-w
https://doi.org/10.1186/s41687-022-00480-9
https://doi.org/10.1186/s41687-022-00480-9
https://euroqol.org/publications/user-guides
https://doi.org/10.1002/art.11398
https://doi.org/10.1038/s41572-021-00332-8
https://doi.org/10.1038/s41572-021-00332-8
https://doi.org/10.1186/s12969-022-00713-7
https://doi.org/10.1002/acr.22393
https://doi.org/10.1002/acr.22393
https://doi.org/10.1002/art.41879
https://doi.org/10.1002/art.41879
https://doi.org/10.1007/s40271-021-00496-1
https://doi.org/10.1007/s40271-021-00496-1
https://doi.org/10.1007/s11136-021-02922-1
https://doi.org/10.1007/978-3-030-47622-9_2
https://doi.org/10.1002/art.1780371209
https://doi.org/10.1002/acr.22112
https://doi.org/10.1093/rheumatology/kep352
https://doi.org/10.4102/sajp.v75i1.1335
https://doi.org/10.4102/sajp.v75i1.1335
https://doi.org/10.1186/s12955-022-01998-8
https://doi.org/10.1186/s12955-022-01998-8
https://doi.org/10.1016/j.jval.2022.05.013
https://doi.org/10.1007/s11136-019-02115-x
https://doi.org/10.1007/s11136-019-02115-x
https://doi.org/10.1186/s12955-022-01938-6
https://doi.org/10.1007/s10198-022-01435-z
https://doi.org/10.1186/s12955-021-01889-4
https://doi.org/10.1007/s00431-022-04626-1
https://doi.org/10.1007/s00431-022-04626-1
https://doi.org/10.3390/ijerph191811420


Quality of Life Research

and experiences of disease and treatment for youth with juvenile 
idiopathic arthritis. Journal of Patient-Reported Outcomes, 2(1), 
1. https://doi.org/10.1186/s41687-017-0025-2

51. Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1), 
155–159. https://doi.org/10.1037/0033-2909.112.1.155

52. Jin, X., Al Sayah, F., Ohinmaa, A., Marshall, D. A., Smith, 
C., & Johnson, J. A. (2019). The EQ-5D-5L is superior to the 
– 3L version in measuring health-related quality of life in 
patients awaiting THA or TKA. Clinical Orthopaedics and 
Related Research, 477(7), 1632–1644. https://doi.org/10.1097/
CORR.0000000000000662

53. Janssen, M. F. (Bas), Birnie, E., & Bonsel, G. J. (Eds.). (2007). 
Evaluating the discriminatory power of EQ-5D, HUI2 and HUI3 
in a US general population survey using Shannon’s indices. Qual-
ity of Life Research, 16(5), 895–904. https://doi.org/10.1007/
s11136-006-9160-6

54. Buchholz, I., Janssen, M. F., Kohlmann, T., & Feng, Y. S. (2018). 
A systematic review of studies comparing the measurement prop-
erties of the three-level and five-level versions of the EQ-5D. 
Pharmacoeconomics, 36(6), 645–661. https://doi.org/10.1007/
s40273-018-0642-5

55. Knief, U., & Forstmeier, W. (2021). Violating the normal-
ity assumption may be the lesser of two evils. Behavior 
Research Methods, 53(6), 2576–2590. https://doi.org/10.3758/
s13428-021-01587-5

56. Verstraete, J., Lloyd, A., Scott, D., & Jelsma, J. (2020). How does 
the EQ-5D-Y proxy version 1 perform in 3, 4 and 5-year-old chil-
dren? Health and Quality of Life Outcomes, 18(1), 1–10. https://
doi.org/10.1186/s12955-020-01410-3

57. Verstraete, J., Ramma, L., & Jelsma, J. (2020). Validity and reli-
ability testing of the toddler and infant (TANDI) health related 
quality of life instrument for very young children. Journal of 
Patient-Reported Outcomes, 4(1), 94. https://doi.org/10.1186/
s41687-020-00251-4

58. Consolaro, A., Ruperto, N., Bazso, A., Pistorio, A., Magni-
Manzoni, S., Filocamo, G., … Ravelli, A. (2009). Development 
and validation of a composite disease activity score for juvenile 
idiopathic arthritis. Arthritis Care & Research, 61(5), 658–666. 
https://doi.org/10.1002/art.24516

59. Shiroiwa, T., Fukuda, T., & Shimozuma, K. (2019). Psychometric 
properties of the Japanese version of the EQ-5D-Y by self-report 
and proxy-report: Reliability and construct validity. Quality of 
Life Research: An International Journal of Quality of Life Aspects 
of Treatment Care and Rehabilitation, 28(11), 3093–3105. https://
doi.org/10.1007/s11136-019-02238-1

60. Ooi, D. S. Q., Loke, K. Y., Ho, C. W. L., Lim, Y. Y., Tay, V., 
Karuppiah, V., … Griva, K. (2020). Self and parent-proxy rated 
health-related quality of life (HRQoL) in youth with obesity: 
are parents good surrogates? Quality of Life Research: An Inter-
national Journal of Quality of Life Aspects of Treatment, Care 
and Rehabilitation, 29(8), 2171–2181. https://doi.org/10.1007/
s11136-020-02472-y

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations. 

status questionnaires. Journal of Clinical Epidemiology, 60(1), 
34–42. https://doi.org/10.1016/j.jclinepi.2006.03.012

39. de Souza, A. C., Alexandre, N. M. C., & de Guirardello, E. B 
(2017). Psychometric properties in instruments evaluation of 
reliability and validity. Epidemiologia E Serviços De Saúde, 26, 
649–659. https://doi.org/10.5123/S1679-49742017000300022

40. Chin, C. L., & Yao, G. (2014). Convergent validity. In A. C. 
Michalos (Ed.), Encyclopedia of Quality of Life and Well-Being 
Research (pp. 1275–1276). Springer Netherlands. https://doi.
org/10.1007/978-94-007-0753-5_573

41. Hubley, A. M. (2014). Discriminant Validity. In A. C. Micha-
los (Ed.), Encyclopedia of Quality of Life and Well-Being 
Research (pp. 1664–1667). Springer Netherlands. https://doi.
org/10.1007/978-94-007-0753-5_751

42. Juniper, E. F., Gordon, H. G., & Roman, J. (1996). How to 
develop and validate a new health-related quality of life instru-
ment. In B. Spiker (Ed.), Quality of life and pharmacoeconomics 
in clinical trials (2nd ed., Vol. 6). Lippincott-Raven.

43. Davidson, M. (2014). Known-groups validity. In A. C. Micha-
los (Ed.), Encyclopedia of Quality of Life and Well-Being 
Research (pp. 3481–3482). Springer Netherlands. https://doi.
org/10.1007/978-94-007-0753-5_1581

44. Tollisen, A., Selvaag, A. M., Aulie, H. A., Lilleby, V., Aasland, 
A., Lerdal, A., & Flatø, B. (2018). Physical functioning, pain, 
and health-related quality of life in adults with juvenile idiopathic 
arthritis: A longitudinal 30-year followup study. Arthritis Care & 
Research, 70(5), 741–749. https://doi.org/10.1002/acr.23327

45. Charuvanij, S., & Chaiyadech, C. (2019). Health-related quality 
of life in children with early-stage juvenile idiopathic arthritis. 
Musculoskeletal Care, 17(2), 215–220. https://doi.org/10.1002/
msc.1393

46. Amine, B., Rostom, S., Benbouazza, K., Abouqal, R., & Hajjaj-
Hassouni, N. (2009). Health related quality of life survey about 
children and adolescents with juvenile idiopathic arthritis. Rheu-
matology International, 29(3), 275–279. https://doi.org/10.1007/
s00296-008-0672-y

47. Müller-Godeffroy, E., Lehmann, H., Küster, R. M., & Thyen, 
U. (2005). Lebensqualität und psychosoziale Anpassung Bei 
Kindern Und Jugendlichen mit juveniler idiopathischer arthritis 
und reaktiven Arthritiden. Zeitschrift für Rheumatologie, 64(3), 
177–187. https://doi.org/10.1007/s00393-005-0652-5

48. Haverman, L., Grootenhuis, M. A., Berg, J. M. van den, 
Veenendaal, M. van, Dolman, K. M., Swart, J. F., … Rossum, 
M. A. J. van. (2012). Predictors of health-related quality of life 
in children and adolescents with juvenile idiopathic arthritis: 
Results from a web-based survey. Arthritis Care & Research, 
64(5), 694–703. https://doi.org/10.1002/acr.21609

49. Abdul-Sattar, A. B., Elewa, E. A., El-Shahawy, E. E. D., & 
Waly, E. H. (2014). Determinants of health-related quality 
of life impairment in Egyptian children and adolescents with 
juvenile idiopathic arthritis: Sharkia Governorate. Rheumatol-
ogy International, 34(8), 1095–1101. https://doi.org/10.1007/
s00296-014-2950-1

50. Weitzman, E. R., Wisk, L. E., Salimian, P. K., Magane, K. M., 
Dedeoglu, F., Hersh, A. O., … Natter, M. (2018). Adding patient-
reported outcomes to a multisite registry to quantify quality of life 

1 3

https://doi.org/10.1186/s41687-017-0025-2
https://doi.org/10.1037/0033-2909.112.1.155
https://doi.org/10.1097/CORR.0000000000000662
https://doi.org/10.1097/CORR.0000000000000662
https://doi.org/10.1007/s11136-006-9160-6
https://doi.org/10.1007/s11136-006-9160-6
https://doi.org/10.1007/s40273-018-0642-5
https://doi.org/10.1007/s40273-018-0642-5
https://doi.org/10.3758/s13428-021-01587-5
https://doi.org/10.3758/s13428-021-01587-5
https://doi.org/10.1186/s12955-020-01410-3
https://doi.org/10.1186/s12955-020-01410-3
https://doi.org/10.1186/s41687-020-00251-4
https://doi.org/10.1186/s41687-020-00251-4
https://doi.org/10.1002/art.24516
https://doi.org/10.1007/s11136-019-02238-1
https://doi.org/10.1007/s11136-019-02238-1
https://doi.org/10.1007/s11136-020-02472-y
https://doi.org/10.1007/s11136-020-02472-y
https://doi.org/10.1016/j.jclinepi.2006.03.012
https://doi.org/10.5123/S1679-49742017000300022
https://doi.org/10.1007/978-94-007-0753-5_573
https://doi.org/10.1007/978-94-007-0753-5_573
https://doi.org/10.1007/978-94-007-0753-5_751
https://doi.org/10.1007/978-94-007-0753-5_751
https://doi.org/10.1007/978-94-007-0753-5_1581
https://doi.org/10.1007/978-94-007-0753-5_1581
https://doi.org/10.1002/acr.23327
https://doi.org/10.1002/msc.1393
https://doi.org/10.1002/msc.1393
https://doi.org/10.1007/s00296-008-0672-y
https://doi.org/10.1007/s00296-008-0672-y
https://doi.org/10.1007/s00393-005-0652-5
https://doi.org/10.1002/acr.21609
https://doi.org/10.1007/s00296-014-2950-1
https://doi.org/10.1007/s00296-014-2950-1


Quality of Life Research

Authors and Affiliations

Arto Ohinmaa1 · Jiabi Wen1 · Gillian R. Currie2,3,4  · Susanne M Benseler4 · Joost F Swart5 · Sebastiaan J Vastert5 · 
Rae S M Yeung6 · Deborah A. Marshall3,4,7,8

  Gillian R. Currie
currie@ucalgary.ca

1 School of Public Health, University of Alberta, Edmonton, 
Canada

2 Department of Paediatrics, Cumming School of Medicine, 
University of Calgary, Calgary, Canada

3 Department of Community Health Sciences, Cumming 
School of Medicine, University of Calgary, Calgary, Canada

4 Alberta Children’s Hospital Research Institute, University of 
Calgary, Calgary, Canada

5 Department of Pediatric Immunology and Rheumatology, 
Wilhelmina Children’s Hospital / UMC Utrecht and 
University of Utrecht, Utrecht, The Netherlands

6 Department of Paediatrics, Immunology and Medical 
Science, The Hospital for Sick Children, University of 
Toronto, Toronto, Canada

7 McCaig Institute for Bone and Joint Health, University of 
Calgary, Calgary, Canada

8 O’Brien Institute for Public Health, University of Calgary, 
Calgary, Canada

1 3

http://orcid.org/0000-0002-4681-9893

	Validation of the EQ-5D-Y-5L parent-proxy version among children with juvenile idiopathic arthritis
	Abstract
	Plain English summary
	Introduction
	Methods
	Data
	Measures
	Clinical measures
	EQ-5D-Y-5L parent-proxy version
	CHAQ parent-proxy version


	Measurement properties
	Sensitivity analysis
	Results
	Patient characteristics
	Response pattern
	Convergent and divergent validity
	Known-group validity
	Informativity



