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Abstract

Purpose To examine the feasibility, reliability, and

validity of the newly developed EQ-5D-Y.

Methods The EQ-5D-Y was administered in population

samples of children and adolescents in Germany, Italy,

South Africa, Spain, and Sweden. Percentages of missing

values and reported problems were calculated. Test–retest

reliability was determined. Spearman’s rank correlation

coefficients with other generic measures of HRQOL were

calculated. Known groups’ validity was examined by

comparing groups with a priori expected differences in

HRQOL.

Results Between 91 and 100% of the respondents pro-

vided valid scorings. Sweden had the lowest proportion of

reported problems (1–24.9% across EQ-5D-Y dimensions),

with the highest proportions in South Africa (2.8–47.3%)

and Italy (4.3–39.0%). Percentages of agreement in test–

retest reliability ranged between 69.8 and 99.7% in the EQ-

5D-Y dimensions; Kappa coefficients were up to 0.67.

Correlation coefficients with other measures of self-rated

health indicated convergent validity (up to r = -0.56).

Differences between groups classified according to
The EQ-5D-Y is a copyrighted instrument. All requests for EQ-5D-Y

translations should be sent to the EuroQol Executive Office in

Rotterdam, the Netherlands (userinformationservice@euroqol.org).
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Nobels väg 15a, 171 77 Stockholm, Sweden

K. Burström

Department of Public Health Sciences, Division of Social

Medicine, Karolinska Institutet, Nobels väg 15a,

171 77 Stockholm, Sweden

G. Cavrini

Department of Statistics, University of Bologna, Via delle Belle

Arti 41, 40126 Bologna, Italy

N. Devlin

Office of Health Economics and Senior Associate, King’s Fund,

12 Whitehall, London SW1A2DY, UK

A.-C. Egmar

The Red Cross University College, Box 55676,

102 15 Stockholm, Sweden

N. Gusi � P. R. Olivares

Faculty of Sport Sciences, University of Extremadura,

Avda Universidad, 10071 Caceres, Spain

M. Herdman

CIBER en Epidemiologı́a y Salud Pública (CIBERESP),

Barcelona, Spain

M. Herdman

IMIM-Hospital del Mar, Unitat de Recerca en Serveis Sanitaris,

Parc de Recerca Biomedica de Barcelona, Health Services

Research Unit, Doctor Aiguader, 88, 08003 Barcelona, Spain

123

Qual Life Res (2010) 19:887–897

DOI 10.1007/s11136-010-9649-x



presence of chronic conditions, self-rated overall health

and psychological problems provided preliminary evidence

of known groups’ validity.

Conclusions Results provide preliminary evidence of the

instrument’s feasibility, reliability and validity. Further

study is required in clinical samples and for possible future

applications in economic analyses.

Keywords Child health � Adolescent health � HRQOL �
Measurement � EQ-5D

Abbreviations

HRQOL Health-related quality of life

VAS Visual analogue scale

EQ-5D-Y EQ-5D youth version

Introduction

The assessment of young people’s health-related quality of

life (HRQOL) is considered to be of increasing importance

in public health research and the evaluation of medical and

psychosocial treatment [1, 2]. A large number of measures

of HRQOL have been developed specifically for children

and adolescents (here defined as persons aged 8–11 and

12–18, respectively) taking the special requirements in

these age-groups into account [1, 3–6]. However, one

disadvantage of those instruments is their lack of corre-

spondence to adult HRQOL instruments. This shortcoming

makes it difficult to track changes in HRQOL across the

life course in, for example, cohort studies investigating

severe or progressive chronic childhood conditions that last

into adulthood. It is therefore desirable to have a modified

version of an adult instrument at hand that is also suitable

for younger age-groups and can be used in the transition

from childhood and adolescence into adulthood.

The generic EQ-5D is a brief and easy to administer

instrument that provides scores for different health

dimensions as well as an index value which can be used to

assess health status and is useful in health economic

analyses. Since the EQ-5D has been utilized internationally

in many different settings, such as clinical trials and pop-

ulation surveys [7], the instrument was considered a suit-

able candidate for development of a modified version that

could be used in children and adolescents. Within the

framework of an international task force on behalf of the

EuroQol Group including 13 experts in quality of life

research from seven countries (Germany, Italy, South

Africa, Spain, Sweden, the Netherlands, United Kingdom),

a version for use in respondents from 8 years onwards—the

EQ-5D-Y—was developed based on the standard adult EQ-

5D. All experts additionally had specific expertise in child

psychology, paediatrics, health economics, statistics, sport

sciences, or rehabilitation sciences. The methodology of

the questionnaire development process of the EQ-5D-Y as

well as background information regarding the modifica-

tions and their consequences are described elsewhere [8].

In summary, the development process included the revision

of the content and wording of EQ-5D to ensure relevance

and clarity for young respondents. After translation of the

resulting modified version, cognitive interviews were

conducted in Germany, Italy, Spain and Sweden to test the

instrument’s comprehensibility in children and adolescents.

Results indicated the adapted EQ-5D-Y was satisfactorily

understood by young respondents in different countries and

that it might be a useful tool to measure HRQOL in chil-

dren and adolescents in an age-appropriate manner.

In order to investigate the feasibility, reliability, and

validity of the EQ-5D-Y in a multinational, multilinguistic

context, a series of national validation studies were

undertaken which were coordinated and methodologically

harmonized to ensure the comparability of the findings.

The results from the validation studies performed in five

countries (Germany, Italy, South Africa, Spain, Sweden)

are presented in the current paper.

Since the EQ-5D is widely used for economic evaluation

purposes, many questions arise with respect to the EQ-5D-

Y regarding the possible development of preference

weights in the future. Even though this paper concentrates

on the new EQ-5D-Y as a stand-alone outcome measure as

it is used in many settings (such as population health sur-

veys, routine health system use, and use in clinical set-

tings), we will address some of these important questions in
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Methods

Study design and sample description

In general, study methodologies used in the different

countries were comparable; however, some variations in

individual countries were permitted so that local teams

could study specific research questions. National represen-

tativeness was not a priority in this study as representative

population samples are not a requirement of validation

studies. The main characteristics of the national studies are

presented in Table 1. A minimum number of n = 200 EQ-

5D-Y respondents per country was required according to

previous power calculations [8]. In order to include

respondents aged 8 and older from the general population,

schools were used for recruitment in all countries, except

Sweden (household sample). Only mainstream schools, i.e.

not special-needs schools were included in the sample.

Pupils who were present on the day of questionnaire

administration constituted the study sample. They com-

pleted the questionnaires in the classroom on their own and

were provided with short written instructions. In Italy, an

investigator was present to provide assistance. No restric-

tions were made regarding the mother tongue of the pupils,

although the questionnaires were presented in the language

of instruction in the schools. In Italy, only native Italian

speakers were included. In Sweden, families received the

questionnaire, a letter to the parents explaining the study,

and a similar letter for the child by post. A reminder was

sent after 2 weeks, which included the questionnaire and the

two letters. The letters emphasized that the child should

complete the questionnaire on his or her own.

Test–retest procedures were conducted in Italy and in

Spain in order to investigate reliability of EQ-5D-Y, where

a third of the study sample received the questionnaire again

7–10 days after the first examination.

In all countries, informed consent from parents or

guardians was a precondition for children and adolescents

to be able to participate in the study. Depending on national

regulations, permission to collect data was obtained from

the data protection commissioner in charge (Germany,

Italy, and Spain) or the appropriate ethics committee

(Sweden: Karolinska Institutet Number 2006/1534-31/2;

South Africa: Medical Research Ethics Committee of the

University of Cape Town and South African Department of

Education).

Instruments and variables

To examine convergent and known group validity of the

EQ-5D-Y, a core set of internationally standardized

instruments and variables was administered alongside the

EQ-5D-Y and questions regarding basic socio-demo-

graphic information (age, gender, level of education,

migration status) in all national studies. Since these

instruments needed to be available in a variety of languages

and to have been shown to be valid for use in cross-cultural

comparison studies, many instruments from international

studies [9, 10] were employed here. The core set included

measures of HRQOL and subjective health to analyse

convergent validity as well as indicators of mental and

somatic health problems, e.g. a screener for emotional and

behavioural problems.

EQ-5D-Y

The EQ-5D-Y was developed from the EQ-5D by adapting

the original questionnaire to the requirements of measuring

HRQOL in children and adolescents from 8 years onwards

[8]. As in the adult version, it consists of a descriptive

system that comprises five items referring to mobility

(‘walking about’), self-care (‘looking after myself’), usual

activities (‘doing usual activities’), pain and discomfort

(‘having pain or discomfort’), and anxiety and depression

(‘feeling worried, sad or unhappy’). Each item has three

levels of problems reported (no problems, some problems,

Table 1 Characteristics of the different national samples

Germany Italy South Africa Spain Sweden

Data collection School (pupils) School (pupils) School (pupils) School (pupils) Postal survey

(from general population)

Study design Cross-sectional Cross-sectional & retest Cross-sectional Cross-sectional & retest Cross-sectional

Mode of recruitment Random sample Convenience sample Convenience sample Convenience sample Random sample

Method of application Paper–pencil Paper–pencil Paper–pencil Paper–pencil Paper–pencil

N 756 415 258 973 407

Male 385 199 130 494 208

Female 371 216 128 479 199

Age-range 10–18 8–15 13–19 8–18 8–16

Mean age (SD) 13.8 (1.9) 11.8 (2.2) 15.5 (1.3) 13.0 (2.7) 13.2 (2.7)

Qual Life Res (2010) 19:887–897 889
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a lot of problems). The EQ-5D-Y also includes an easily

understandable modification of the vertical, graduated

Visual Analogue Scale (VAS) of EQ-5D, where the

respondent rates his or her overall health status on a scale

from 0 and 100 with 0 representing the worst and 100 the

best health state he or she can imagine. All items refer to

the health state ‘today’.

KIDSCREEN-27

The generic KIDSCREEN-27 was administered as a cross-

cultural measure to assess HRQOL in children and ado-

lescents aged 8–18. Its five Rasch-scaled dimensions pro-

vide detailed profile information on physical well-being,

psychological well-being, autonomy & parents, peers &

social support, and school environment within the last

week. The instrument has been shown to have good psy-

chometric properties with internal consistencies of the

subscales ranging between 0.80 and 0.84 [10]. In addition,

the KIDSCREEN-10 Index score provides an overall

measure of global HRQOL using 10 of the KIDSCREEN-

27 items [11].

PedsQL

The PedsQLTM Quality of Life generic core Scales were

administered in Italy. The instrument consists of 23 items

that can be grouped in 4 multidimensional scales (physical

functioning, emotional functioning, social functioning,

school functioning) and 3 summary scales [12]. The

PedsQL refers to the last month and is suitable for self-

completion by respondents aged 8–18.

Self-rated health

The general health item asks the respondent how he or she

would describe his or her health in general and was used in

all countries as a measure of perceived health status.

Response options were ‘excellent’, ‘very good’, ‘good’,

‘fair’ and ‘poor’. This question has been used in large

international health surveys in children and adolescents and

has been shown to be a valid measure of subjective health

[13].

Cantril-ladder

The adapted version of Cantril’s ‘life-satisfaction-ladder’

[14] used in WHO surveys in children and adolescents was

included to measure general subjective life satisfaction.

Respondents were presented with the picture of a ladder

with steps ranging from 0 to 10 and asked to indicate where

on the ladder they ‘feel they are standing at the moment’

with the top of the ladder (10) representing the best

possible life and the bottom (0) representing the worst

possible life.

Strength and Difficulties Questionnaire (SDQ)

To test for known group validity differences between

responders with and without emotional and behavioural

problems, the SDQ [15, 16] was administered in Germany

and Spain. The SDQ is a short behavioural screening

instrument that asks the respondent for 20 symptoms of

mental health problems within the last 6 months (regarding

behaviour, emotions, hyperactivity-inattention and peer

problems). A total difficulties score can be calculated and

is recoded into three categories (normal, borderline,

abnormal mental health problems). For the present study,

the borderline and abnormal categories were collapsed.

Chronic condition

Responders were asked ‘Do you have a long-term chronic

condition or disability which had been diagnosed by a

health professional?’ and ‘Do you take medicine for your

long-term illness, disability or medical condition?’ to

establish whether respondents had a longstanding illness,

disability or medical condition. The question about medi-

cation should indicate the severity of the condition reported

[17].

Statistical analysis

The feasibility and acceptability of EQ-5D-Y was investi-

gated by calculating the percentage of missing values and

inappropriate responses on the descriptive system and

VAS. A missing value was defined as a respondent com-

pletely leaving out an item or the VAS. Responses on the

VAS that did not indicate unambiguously one score (e.g.

by drawing a circle that included more than one score)

were also defined as missing values. Responses that did not

follow the instruction of drawing a line from the box to the

chosen VAS score but which provided an unambiguously

interpretable score (e.g. when a pupil used the VAS like a

thermometer, drawing a line from the bottom to one score)

were defined as inappropriate responses. Frequencies of

reported problems were calculated for all samples from the

five participating countries.

In order to investigate reliability, the percentage of

agreement and kappa coefficients [17] was calculated to

estimate concordance between test and retest responses (‘no

problem’ versus ‘any problems’) in each profile domain. For

the VAS, the intraclass correlation coefficient (ICC) [18] was

computed. Kappa values were interpreted according to

Landis and Koch’s guidelines [19] with kappa \ 0.2 indi-

cating poor agreement, 0.21–0.40 indicating fair agreement,

890 Qual Life Res (2010) 19:887–897
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0.41–0.60 moderate agreement, 0.61–0.80 substantial

agreement, and kappa [ 0.81 indicating almost perfect

agreement. An ICC [ 0.7 is generally considered as

acceptable for test–retest reliability. When applicable, a

P-value \0.05 (two-tailed test) was considered as statisti-

cally significant.

Convergent validity was investigated by determining the

correlations between EQ-5D-Y dimensions and VAS and

previously validated measures of child HRQOL using

Spearman’s rank and Pearson’s correlation coefficients,

respectively [20]. In line with the guidelines provided by

Cohen et al. [21], coefficients from 0.1 to 0.29 were

deemed to be low, 0.3 to 0.49 moderate and correlations of

0.5 or above as high. It was hypothesized that the mobility

and the pain and discomfort dimension of the EQ-5D-Y

would show a moderate correlation with dimensions of

physical well-being and other QoL measures. Even though

the level of an individual’s physical activity, energy and

fitness as assessed by the KIDSCREEN-27 physical well-

being dimension is not directly related to the experience of

pain and discomfort as assessed by the relevant EQ-5D-Y

dimension, a moderate relationship could be expected as

both aspects refer to physical health and well-being. Fur-

ther, it was hypothesized that the ‘feeling worried, sad or

unhappy dimension’ would show a moderate to high cor-

relation with dimensions of psychological well-being and

that a similar level of correlation would be seen between

the VAS and overall scores of QoL measures as well as

with general health items and life satisfaction.

The known groups’ validity of the EQ-5D-Y was exam-

ined by comparing the results on the descriptive system

between groups which were a priori expected to show dif-

ferences in HRQOL. Groups analysed were: (a) those

reporting a chronic condition and taking medication for that

condition versus those reporting no chronic condition,

(b) those with excellent, very good or good self-reported

health versus those with fair or poor self-reported health on

the General Health Item, and (c) those who had mental health

problems based on their SDQ scores versus those who did

not. Comparisons were performed using v2-tests, and the

categories of ‘some’ and ‘a lot of problems’ were collapsed

to one category (‘any problems’).

Results

Feasibility

Complete data was obtained for 91–100% of respondents

from the general population samples depending on the

country and the part of the EQ-5D-Y (descriptive system

vs. VAS). Missing or inappropriate responses on the EQ-

5D-Y dimensions ranged from 0% in Spain and Italy to 2%

in South Africa. On the VAS, the level of missing or

inappropriate responses ranged from 0% in Italy to 9% in

Germany.

Distribution of EQ-5D scores: frequencies of reported

problems

Table 2 shows the proportion of respondents reporting

problems on EQ-5D-Y dimensions by country. In all coun-

tries, the highest proportions of problems (i.e. ‘some’/‘a lot’)

were reported on the ‘having pain and discomfort’ and

‘feeling worried, sad or unhappy’ dimensions. In all coun-

tries, problems were reported least frequently on the ‘looking

after myself’ dimension. High ceiling effects were seen in all

dimensions. In general, the proportion of respondents

reporting any problem was highest in Italy and South Africa.

Swedish respondents reported fewer problems compared to

the other countries.

Reliability

Table 3 shows the results on test–retest reliability. In the

descriptive system, a test–retest agreement was observed in

69.8–93.8% of Italian youths and in 86.2–99.7% of Spanish

respondents. This agreement is generally confirmed by the

kappa coefficients. However, the high ceiling effects in the

descriptive system of EQ-5D-Y caused some apparent non-

confirmation of the results. In Italy, no kappa coefficient

could be computed for the self-care domain since all

children reported no problems in the retest. Similarly, the

kappa coefficients in the mobility dimension are of limited

value since nearly all retest responses were in the ‘no

problems’ category. The intraclass correlation coefficients

(ICCs) for the VAS were 0.82 in Italy and 0.83 in Spain.

Convergent validity

Regarding convergent validity, Table 4 shows the corre-

lations between the EQ-5D-Y and selected KIDSCREEN-

27 dimensions and the KIDSCREEN-10 score by country.

Similar patterns of associations between the scores on both

instruments in the different countries could be observed. As

hypothesized, the two dimensions dealing with psycho-

logical well-being in the EQ-5D-Y and the KIDSCREEN-

27 showed moderate to high correlations (r = -0.41 to

-0.52), suggesting convergent validity. In Italy, the

Spearman rank coefficient between PedsQL Emotional

functioning and ‘feeling worried, sad or unhappy’ was q =

-0.47 (data not shown in Table 4). Conversely, the mobility

dimension of the EQ-5D-Y barely correlated with the psy-

chological well-being dimension of the KIDSCREEN-27

(Table 4) or the PedsQL Emotional functioning Scale

(q = -0.10). Generic questions on well-being and life

Qual Life Res (2010) 19:887–897 891
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satisfaction such as the self-rated general health item, the

KIDSCREEN-10 QoL Index and the Life Satisfaction Ladder

showed moderate to high correlations with the EQ-5D-Y

VAS (correlation coefficients from 0.33 to 0.56), which also

suggests adequate convergent validity. Associations between

the KIDSCREEN-27 dimension of physical well-being and

the EQ-5D-Y mobility and pain or discomfort dimension

were low and did not reach the expected correlation threshold

of q = 0.3. The same was true for the correlations between

the PedsQL Physical functioning scale and the EQ-5D-Y

mobility and pain dimensions. The ‘looking after myself’ and

‘usual activities’ dimensions did not correlate with any of the

selected established HRQOL dimensions or with the general

health item or life satisfaction ladder.

Known groups’ validity

As presented in Table 5, respondents reporting a chronic

condition and taking medication for that condition reported

significantly more problems on the EQ-5D-Y dimensions of

Table 2 Percentages of reported problems in the EQ-5D-Y

Germany (n = 756) Italy (n = 415) South Africa (n = 258) Spain (n = 973) Sweden (n = 407)

% n % n % n % n % n

Mobility (walking about)

No 91.9 695 93.5 388 85.3 220 95.3 927 96.3 392

Some 7.5 57 6.3 26 12.0 31 4.6 45 2.7 11

A lot of 0.1 1 0.2 1 0.4 1 0.1 1 0.0 0

Missing values 0.4 3 0 0 2.3 6 0 0 1.0 4

Looking after myself

No 97.9 740 95.7 397 95.0 245 98.6 959 98.0 399

Some 1.6 12 4.1 17 2.7 7 1.1 11 1.0 4

A lot of 0.3 2 0.2 1 0.4 1 0.3 3 0.0 0

Missing values 0.3 2 0 0 1.9 5 0 0 1.0 4

Doing usual activities

No 93.3 705 84.3 350 82.6 213 93.7 912 95.8 390

Some 6.2 47 14.9 62 14.7 38 5.7 55 2.7 11

A lot of 0.3 2 0.7 3 0.8 2 0.6 6 0.3 1

Missing values 0.3 2 0 0 1.9 5 0 0 1.2 5

Having pain or discomfort

No 62.0 469 61.0 253 51.6 133 80.0 778 74.0 301

Some 36.0 272 38.3 159 45.7 118 19.0 185 23.6 96

A lot of 1.3 10 0.7 3 0.8 2 1.0 10 0.7 3

Missing values 0.7 5 0 0 1.9 5 0 0 1.7 7

Feeling worried, sad or unhappy

Not 59.8 452 61.0 253 60.1 155 76.9 748 80.3 327

A bit 35.8 271 34.7 144 34.1 88 22.0 214 18.2 74

Very 3.8 29 4.3 18 3.9 10 1.1 11 0.5 2

Missing values 0.5 4 0 0 1.9 5 0 0 1.0 4

Table 3 Test–retest reliability

in Italy and Spain (retest after

7–10 days)

* Significant at P B 0.01
a The responses in the retest are

identical

Italy Spain

Kappa coefficient Agreement (%) Kappa coefficient Agreement (%)

Mobility (walking about) 0.222 91.5 -0.003* 99.4

Looking after myself 0.000a 93.8 0.665* 99.7

Doing usual activities 0.352* 82.9 0.557* 97.5

Having pain or discomfort 0.350* 69.8 0.435* 86.2

Feeling worried, sad or unhappy 0.549* 78.3 0.468* 87.4

892 Qual Life Res (2010) 19:887–897

123



mobility (South Africa, Spain, Sweden), ‘looking after

myself’ (Sweden), ‘doing usual activities’ (Germany, South

Africa), ‘having pain or discomfort’ (Germany, South

Africa) and ‘feeling worried, sad or unhappy’ (Germany,

South Africa, Sweden) than those who declared no chronic

condition for which they were taking medication.

Respondents with ‘fair’ or ‘poor’ self-reported health

displayed significantly more problems (P \ 0.05) on the

‘mobility’ (Germany, South Africa), ‘usual activities’

(Italy, South Africa, Spain, Sweden), ‘pain and discomfort’

(Germany, Spain, Sweden) and ‘anxiety and depression’

(Germany, South Africa, Spain, Sweden) dimensions than

respondents with ‘excellent’, ‘very good’ or ‘good’ self-

reported health (data not shown).

In Germany and Spain, a comparison between respon-

dents with and without mental health problems was con-

ducted (data not shown). Those with borderline and

abnormal SDQ scores reported significantly (P \ 0.05)

more problems on four EQ-5D-Y dimensions (mobility,

usual activities, pain/discomfort and anxiety/depression),

though the largest differences were seen on the ‘feeling

worried, sad or unhappy’ dimension (61.9% reporting

Table 4 Convergent validity:

Spearman rank Correlation

between EQ-5D-Y and

KIDSCREEN, general health

and life satisfaction scores

(significant correlations are

given in bold)

a Missing values were excluded

casewise
b Pearson correlation

coefficient
c In Italy (n = 415), Spearman

rank correlations of the General

Health Item with the EQ-5D-Y

descriptive system were for

mobility q = 0.15, ‘looking

after myself’ q = 0.04, ‘doing

usual activities’ q = 0.18,

‘having pain and discomfort’

q = 0.17, ‘feeling worried, sad

and unhappy’ q = 0.20;

Pearson correlation coefficient

with the VAS was r = - 0.52

Germany

(n = 756a)

South Africa

(n = 258a)

Spain

(n = 973a)

Sweden

(n = 407a)

KIDSCREEN-10-HRQOL-index

Mobility (walking about) 20.14 20.27 0.04 20.17

Looking after myself 0.03 0.08 0.01 20.13

Doing usual activities 20.13 20.32 20.10 20.19

Having pain or discomfort 20.28 20.39 20.15 20.30

Feeling worried, sad or unhappy 20.45 20.45 20.14 20.46

VASb 0.33 0.54 0.43 0.48

KIDSCREEN-27 physical well-being

Mobility (walking about) 20.10 20.25 20.08 20.15

Looking after myself 0.00 0.03 20.05 20.08

Doing usual activities 20.09 20.21 20.09 20.17

Having pain or discomfort 20.27 20.26 20.18 20.22

Feeling worried, sad or unhappy 20.27 20.29 20.23 20.34

VASb 0.33 0.55 0.46 0.47

KIDSCREEN-27 psychological well-being

Mobility (walking about) 20.10 20.21 20.10 20.10

Looking after myself 0.04 0.06 20.04 20.08

Doing usual activities 20.09 20.17 20.14 20.18

Having pain or discomfort 20.28 20.34 20.23 20.27

Feeling worried, sad or unhappy 20.46 20.52 20.41 20.49

VASb 0.33 0.48 0.21 0.48

Self-rated general health itemc

Mobility (walking about) 0.13 0.02 20.01 0.15

Looking after myself 20.04 20.09 0.01 0.06

Doing usual activities 0.08 0.27 0.14 0.14

Having pain or discomfort 0.36 0.26 0.21 0.25

Feeling worried, sad or unhappy 0.26 0.25 0.20 0.42

VASb 20.46 20.56 20.50 20.51

Life satisfaction ladder

Mobility (walking about) 20.07 20.14 20.12 20.10

Looking after myself 0.01 20.01 0.01 20.01

Doing usual activities 20.05 20.17 20.10 20.10

Having pain or discomfort 20.20 20.15 20.18 20.19

Feeling worried, sad or unhappy 20.32 20.26 20.31 20.37

VASb 0.36 0.51 0.54 0.45
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problems versus 33.4% for those with and without mental

health problems, respectively, in Germany and 43.5 vs.

19.8%, respectively, in Spain).

Discussion

This study aimed to examine the feasibility, reliability and

validity of the newly developed EQ-5D-Y in four European

countries and South Africa.

The results clearly show that the EQ-5D-Y is easy to fill

in, has few missing values and is highly feasible for chil-

dren as a HRQOL measure. The very low proportions of

missing values in Italy and Sweden may be due to the fact

that an investigator was at hand to help if necessary (Italy),

or because some children might have received assistance at

home (Sweden). On the whole, however, the overall small

proportion of missing or inappropriate responses confirmed

the feasibility of the EQ-5D-Y. Furthermore, the fact that

there are only small differences regarding non-responses

between the countries suggests the instrument might be

viable in a cross-cultural setting. The most frequent prob-

lems were observed in filling out the VAS, suggesting that

there is potential for further refinement of its presentation

and instruction.

In general, only a low prevalence of severe problems was

reported in the different dimensions of the EQ-5D-Y, which

is typical for general population samples. The highest pro-

portion of problems was reported on the ‘having pain or

discomfort’ and ‘feeling worried, sad or unhappy’ dimen-

sions. For the other EQ-5D-Y dimensions of mobility,

‘looking after myself’ and ‘doing usual activities’, only

relative small proportions of respondents reported prob-

lems. The very high ceiling effects of up to 99% (especially

in the ‘looking after myself dimension) are connected to

several methodical limitations of the new instrument. The

findings indicate that the ability of EQ-5D-Y to detect

moderate impairments of HRQOL is limited and that con-

sequently the instrument might not be very capable of dis-

criminating between respondents in the general population.

Table 5 Comparison of reported problems on EQ-5D-Y in those with and without self-reported chronic conditions

n Germany Italy South Africa Spain Sweden

Chronic condition Chronic condition Chronic condition Chronic condition Chronic condition

No Yes No Yes No Yes No Yes No Yes

642 95 382 33 188 42 818 155 378 18

Mobilityb,c,d (walking about)

No 92.7 90.4 93.7 90.9 89.4 80.5 95.7 92.9 97.6 88.9

Some 7.3 8.5 6.0 9.1 10.1 19.5 4.3 6.5 2.4 11.1

A lot of 0.0 1.1 0.3 0 0.5 0 0 0.6 0.0 0.0

Looking after myselfd

No 98.1 98.9 95.5 97.0 96.3 100 98.9 96.8 99.2 94.4

Some 1.7 0.0 4.2 3.0 3.2 0 0.9 2.6 0.8 5.6

A lot of 0.2 1.1 0.3 0 0.5 0 0.2 0.6 0.0 0.0

Doing usual activitiesa,b

No 93.8 91.6 84.6 81.8 87.8 66.7 94.4 90.3 97.1 94.4

Some 5.9 8.4 14.6 18.2 12.2 31.0 5.0 9.0 2.9 0.0

A lot of 0.3 0.0 0.8 0 0 2.3 0.6 0.7 0.0 5.6

Having pain or discomforta,b

No 66.0 41.5 61.5 54.4 58.5 30.9 80.0 80.0 75.4 72.2

Some 32.9 55.3 37.7 45.6 41.0 66.7 19.0 18.7 24.1 22.2

A lot of 1.1 3.2 0.8 0 0.5 2.4 1.0 1.3 0.5 5.6

Feeling worried, sad or unhappya,b,d

Not 60.8 54.3 62.0 48.5 63.8 42.9 77.8 72.3 82.3 61.1

A bit 35.4 42.5 34.1 42.4 34.0 42.9 21.4 25.2 17.2 38.9

Very 3.8 3.2 3.9 9.1 2.1 14.2 0.9 2.6 0.5 0.0

a Significant differences (P \ 0.05) between the groups (‘no problem’ vs. ‘any problem’) in Germany
b Significant differences (P \ 0.05) between the groups (‘no problem’ vs. ‘any problem’) in South Africa
c Significant differences (P \ 0.05) between the groups (‘no problem’ vs. ‘any problem’) in Spain
d Significant differences (P \ 0.05) between the groups (‘no problem’ vs. ‘any problem’) in Sweden
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Furthermore, the large ceiling effects in the test scores cause

problems in determining the instruments psychometric

properties such as convergent validity and reliability. In this

regard, more differentiated response options can be con-

sidered to be helpful to improve the EQ-5D-Y in the future.

A five level response choice of the EQ-5D is currently in

development (EuroQol group, personal communication).

On the basis of the data presented here, the development of

such a modified measure can be highly recommended.

The EQ-5D-Y shows fair to moderate levels of test–

retest reliability, with high percentage of youths reporting

the same levels of problems in the profile domains and

satisfactory ICC with respect to the VAS. However, as

noted above—the examination of reliability was limited by

partly high ceiling effects. Reliability should therefore be

further tested in a different context—e.g. clinical sam-

ples—to reduce these ceiling effects.

Regarding convergent validity, we interpreted correla-

tion coefficients according to the guidelines provided by

Cohen et al. [21]. In interpreting validity correlations, it has

to be considered that due to measurement errors, a corre-

lation can never reach the maximum of 1 but only the square

root of the product of the reliabilities of the instruments

involved. Against this background, it can be said that the

EQ-5D-Y demonstrated convergent validity and displayed

distinct patterns of association with child-specific measures

of HRQOL and other comparable scales. As expected, the

VAS, as an overall measure of global health, showed the

highest correlation with the KIDSCREEN-10 Index of

general HRQOL, the General Health Item, and with the Life

Satisfaction Ladder. The VAS was also associated with both

physical well-being and psychological well-being, sug-

gesting that VAS scores are driven by aspects of both

physical and psychological health.

The EQ-5D-Y dimension ‘feeling worried, sad or

unhappy’ displayed convergent validity in terms of a strong

association with the KIDSCREEN-27 and PedsQL Psy-

chological Well-being dimension, and discriminant validity

[22] in terms of low correlation with other health infor-

mation. The EQ-5D-Y dimensions ‘mobility’ failed to

display convergent validity—at least with KIDSCREEN-

27 Physical Well-being dimension. However, it can be

argued that by looking at the content of the Physical Well-

being dimension of the KIDSCREEN, the latter is more

focussed on physical well-being/energy level and less on

physical functioning than is the case with the EQ-5D

mobility dimension. Additionally, again the reduced vari-

ation in EQ-5D-Y test scores generally limits the possi-

bilities for correlations with other measures. This might be

improved by extending the range of response options, as

mentioned above.

In general, due to the lack of objective data on the health

of participants, the results on known groups’ validity have

to be interpreted carefully. Overall, the response categories

were used in a more differentiated manner by respondents

who reported health problems. Even though a number of

meaningful differences between the ‘known groups’ could

be detected by the EQ-5D-Y, for no health attribute sig-

nificant differences across all five countries could be

observed (irrespective of the indicator such as presence of

chronic conditions, impaired self-reported or mental

health). In general, the observed ability of the EQ-5D-Y to

discriminate between the compared groups supports the

validity of all its dimensions but ‘looking after myself’.

However, due to the large ceiling effects, only respondents

with severe health problems seem to be identified reliably

with the instrument. The fact that differences were not seen

may also be partly attributable to the types of conditions

present. For example, some of the children who report a

chronic condition might do so due to an allergy with minor

symptoms and thus cannot be expected to differ that much

in HRQOL from their ‘healthy’ peers. Furthermore, all

children (except for the Swedish household sample) were

obviously healthy enough to attend school and thus cannot

suffer from a very serious condition.

Even though we observed substantial ceiling effects on

most EQ-5D-Y dimensions, these results are consistent

with those observed when using the EQ-5D in population

health surveys [23]. Although ceiling effects with the adult

version have been shown to be higher than those of other

measures such as the SF-12 and HUI3, the EQ-5D was

nevertheless shown to perform as well or better than those

other instruments in terms of discriminant validity [24]. It

should also be noted that the EQ-5D-Y actually reduced the

ceiling effect on some dimensions in comparison with the

EQ-5D [8]. Finally, it should be remembered that these

were general population samples, where higher ceiling

effects would be expected, and that further testing of the

EQ-5D-Y is required in clinical samples, where the ceiling

effect would likely be significantly reduced.

This study has several strengths, but also some limita-

tions. All samples included comprised children and ado-

lescents from the general population. Thus, no information

on the performance of EQ-5D-Y in specific populations is

available. Another limitation is that due to ethical con-

straints, it was not possible to obtain additional clinical

data on respondents’ physical and psychological health

status. Instead, several screening instruments were used.

However, these additional screeners represent self-report

questionnaires as well. Thus, to a certain extent, the asso-

ciation between these additional measures and the EQ-5D-

Y might be attributable to the ‘same source of information

bias.’ The statistical and psychometric analyses reported in

this paper represent a first examination of the EQ-5D-Y

psychometric properties. It was beyond the scope of this

paper to examine other issues, such as sensitivity to
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change, which should be examined in future studies.

Similarly, the content validity, i.e. whether the instrument

encompasses all aspects of HRQOL that are important in

children and adolescents was not examined, though as

stated earlier, the intention was to adapt an adult tool for

use in children primarily to allow for follow-up and com-

parisons over a wide range of ages.

Another important topic that could not be appropriately

addressed within the scope of this paper is the further

possible use of the new instrument in economic evaluation.

Since there are differences between the EQ-5D-Y and the

standard EQ-5D, the existing social value sets may not be

applicable. Furthermore, valuing EQ-5D-Y health states

raises some potentially interesting issues. The normative

argument using social preference weights in economic

evaluation is that it is the preferences of the general public

that are relevant—not those of patients themselves—in

making resource allocation decisions. This would suggest

that preference weights for the EQ-5D-Y should be

established by eliciting values from the general public, in

much the same manner as for the EQ-5D [25]. Time Trade

Off and other improved methods for eliciting preferences

[26] are equally applicable to the valuation for EQ-5D-Y.

However, it is unclear whether, in asking the general public

to value EQ-5D-Y states, they should be informed that the

states they are being asked to consider will be potentially

experienced by children. Whether participants are informed

or not could conceivably make a difference to the values.

Similarly, there may be a systematic difference between

the values the general public assign to such states and the

values young people themselves place on the states, if they

were asked to consider EQ-5D-Y states hypothetical to

them. This relates to a wider debate about whose values are

relevant in economic evaluations and in how far subgroup

preferences (such as young people) are useful in economic

evaluation [27, 28].

The issue of valuation of EQ-5D-Y states and appro-

priate means by which social preferences for those states

should be elicited is currently under consideration and

discussion and the considerable experience of the entire

EuroQoL group is guiding this process. The present paper

can only provide a basis for this further discussion, since

clearly no weights can be developed until the underlying

descriptor domains are found to be reliable and valid.

Conclusion

In summary, this first multinational administration of the

newly developed EQ-5D-Y indicates that it is a feasible,

reliable and valid instrument for the measurement of

HRQOL in children and adolescents. However, the EQ-5D-

Y needs further testing in population-based and clinical

studies. Population-based studies could help to establish

norms for improved interpretation of test scores. Applying

the EQ-5D-Y in clinical studies will allow further testing of

feasibility and acceptance as well as test score distribution

and psychometric properties in more specific populations

and over a wide range of settings. Longitudinal studies are

required to investigate the measure’s responsiveness with

regard to change in clinical status and to monitor the effect

of medical interventions. The assignment of utility values

to the different health profiles described by the EQ-5D-Y

descriptive system should also be a priority in the future.

Acknowledgments This work was financially supported by the

EuroQol Foundation. (The EuroQoL Foundation is a non-profit

organization.) We thank Professor Magnus Svartengren and PhD

Candidate Sun Sun at Karolinska Institutet, Sweden for participation

in data collection and analyses. We also thank the Italian team

members: Carlo Tomasetto, Maria C Matteucci and Patrizia Selleri,

from the Department of Educational Sciences and Serena Broccoli,

from the Department of Statistics, University of Bologna; Barbara

Pacelli, from the Epidemiology Unit, Local Health Authority, Bolo-

gna, Italy; Francesca Borghetti, Centre of Pharmacoeconomics,

University of Milan, Milan, Italy.

Open Access This article is distributed under the terms of the

Creative Commons Attribution Noncommercial License which per-

mits any noncommercial use, distribution, and reproduction in any

medium, provided the original author(s) and source are credited.

References

1. Ravens-Sieberer, U., Erhart, M., Wille, N., Wetzel, R., Nickel, J.,

& Bullinger, M. (2006). Generic health-related quality of life

assessment in children and adolescents: Methodological consid-

erations. Pharmacoeconomics, 24, 1199–1220.

2. Sullivan, M. (2003). The new subjective medicine: Taking the

patient’s point of view on health care and health. Social Sciences
& Medicine, 56, 1595–1604.

3. Eiser, C., & Morse, R. (2001). A review of measures of quality of

life for children with chronic illness. Archives of Disease in
Childhood, 84, 205–211.

4. Clarke, S., & Eiser, C. (2004). The measurement of health-related

quality of life (QoL) in paediatric clinical trials: A systematic

review. Health & Quality of Life Outcomes, 2, 66.

5. Riley, A. W. (2004). Evidence that school-age children can self-

report on their health. Ambulatory Pediatrics, 4, 371–376.

6. Harter, S., & Whitesell, N. R. (1989). Developmental changes in

children’s understanding of single, multiple and blended emotion

concepts. In E. Saarni & P. L. Harris (Eds.), Children’s under-
standing of emotion (pp. 81–116). New York: Cambridge Uni-

versity Press.

7. Rabin, R., & de Charro, F. (2001). EQ-5D: A measure of health

status from the EuroQol Group. Annals of Medicine, 33, 337–343.

8. Wille, N., Badia, X., Bonsel, G., Burström, K., Cavrini, G.,

Egmar, A.-C., et al. (2010). Development of the EQ-5D-Y: A

child-friendly version of the EQ-5D. Quality of Life Research.

doi:10.1007/s11136-010-9648-y.

9. Currie, C., Samdal, O., Boyce, W., et al. (Eds.) (2001). Health

behaviour in school-aged children: A WHO Cross-National Study

(HBSC), research protocol for the 2001/2002 survey. Child and

896 Qual Life Res (2010) 19:887–897

123

http://dx.doi.org/10.1007/s11136-010-9648-y


Adolescent Health Research Unit (CAHRU), University of

Edinburgh.

10. Ravens-Sieberer, U., Auquier, P., Erhart, M., Gosch, A., Rajmil,

L., Bruil, J., et al. (2007). The Kidscreen-27 quality of life

measure for children and adolescent: Psychometric results from a

cross-cultural survey in 13 European countries. Quality of Life
Research, 16, 1347–1356.

11. Ravens-Sieberer, U., & the European KIDSCREEN Group.

(2006). The KIDSCREEN Questionnaires—Quality of life ques-
tionnaires for children and adolescents—Handbook. Lengerich:

Papst Science Publisher.

12. Varni, J. W., Seid, M., & Rode, C. A. (1999). The PedsQL:

Measurement model for the Pediatric Quality of Life Inventory.

Medical Care, 37, 126–139.

13. Idler, E. L., & Benyamini, Y. (1997). Self-rated health and

mortality: A review of twenty-seven community studies. Journal
of Health and Social Behavior, 38, 21–37.

14. Cantril, H. (1965). The pattern of human concern. New Bruns-

wick, NJ: Rutgers University Press.

15. Goodman, R. (1997). The Strengths and Difficulties Question-

naire: A research note. Journal of Child Psychology and Psy-
chiatry, 38, 581–586.

16. Goodman, R., Meltzer, H., & Bailey, V. (1998). The strengths

and difficulties questionnaire: A pilot study on the validity of the

self-report version. European Child and Adolescent Psychiatry, 7,

125–130.

17. Cohen, J. (1968). Weighted kappa: Nominal scale agreement with

provision for scaled disagreement or partial credit. Psychological
Bulletin, 70, 213–220.

18. Fleiss, J. L., & Cohen, J. (1973). The equivalence of weighted

kappa and the intraclass correlation coefficient as measures of

reliability. Educational and Psychological Measurement, 33,

613–619.

19. Landis, J. R., & Koch, G. G. (1977). The measurement of

observer agreement for categorical data. Biometrics, 33, 159–174.

20. Nunnally, J. C., & Bernstein, I. H. (1994). Psychometric theory
(3rd ed.). New York, NY: McCraw-Hill.

21. Cohen, J. (1988). Statistical power analysis for the behavioural
sciences (2nd ed.). Hillsdale, NJ: Lawrence Erlbaum Publishers.

22. Campbell, D. T., & Fiske, D. W. (1959). Convergent and dis-

criminant validation by the multitrait-multimethod matrix. Psy-
chological Bulletin, 56, 81–105.

23. Kind, P., Dolan, P., Gudex, C., & Williams, A. (1998). Variations

in population health status: Results from a United Kingdom

national questionnaire survey. BMJ, 316, 736–741.

24. Macran, S., Weatherly, H., & Kind, P. (2003). Measuring popu-

lation health: A comparison of three generic health status mea-

sures. Medical Care, 41, 218–231.

25. Szende, A., Oppe, M., & Devlin, N. (2007). EQ-5D valuation
sets: An inventory, comparative review and users’ guide. Rot-

terdam: EuroQol Foundation, Springer.

26. Devlin, N., Tsuchiya, A., Buckingham, K., & Tilling, C. (2009).

A uniform Time Trade Off method for states better and worse

than dead: Feasibility study of the lead time approach. Economics

Discussion Paper 09/08, City University. www.city.ac.uk/

economics/dps/discussion_papers/0908.pdf.

27. Sculpher, M., & Gafni, A. (2002). Recognising diversity in public

preferences: The use of preference sub-groups in cost-effective-

ness analysis. Authors Reply. Health Economics, 11, 653.

28. Robinson, A., & Parkin, D. (2002). Recognising diversity in

public preferences: The use of preference sub-groups in cost-

effectiveness analysis. A response to Sculpher and Gafni. Health
Economics, 11, 649–651.

Qual Life Res (2010) 19:887–897 897

123

http://www.city.ac.uk/economics/dps/discussion_papers/0908.pdf
http://www.city.ac.uk/economics/dps/discussion_papers/0908.pdf

	Feasibility, reliability, and validity of the EQ-5D-Y: results  from a multinational study
	Abstract
	Purpose
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Study design and sample description
	Instruments and variables
	EQ-5D-Y
	KIDSCREEN-27
	PedsQL
	Self-rated health
	Cantril-ladder
	Strength and Difficulties Questionnaire (SDQ)
	Chronic condition

	Statistical analysis

	Results
	Feasibility
	Distribution of EQ-5D scores: frequencies of reported problems
	Reliability
	Convergent validity
	Known groups’ validity

	Discussion
	Conclusion
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


