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Assessment of Health-Related Quality of Life in school-going
adolescents: Validation of PedsQL instrument and comparison
with WHOQOL-BREF
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ABSTRACT
Background. Health-Related Quality of Life (HRQoL)

studies are gaining importance. Yet there is a dearth of cross-
culturally validated generic HRQoL instruments for Indian
adolescents. Two HRQoL instruments, namely World Health
Organization Quality of Life-Brief (WHOQOL-BREF) and
Pediatric Quality of Life inventoryTM 4.0 (PedsQL), are widely
used internationally, with both measuring four domains
(physical, psychological/emotional, social relations and
environment/school) but each having different questions with
26 in the former and 23 in the latter. This study was done
among adolescents in the city of Lucknow to evaluate the
psychometric properties of PedsQL and compare its
performance with previously validated and culturally revised
WHOQOL-BREF.

Methods. This cross-sectional study was conducted in
February 2010 after institutional ethical approval. Data were
collected by a self-administered, predesigned questionnaire in
which items of PedsQL and revised WHOQOL-BREF were
intermingled. Reliability, content and construct validity were
evaluated for PedsQL. Convergent validity of PedsQL with
revised WHOQOL-BREF was calculated for domains with
similar questions.

Results. Parents of 76.5% adolescents (385/503)
provided consent. Mean age of adolescents was 13.6 years
(1.6 SD and 44.7% were girls). PedsQL showed substantial
reliability (Cronbach alpha=0.82, p<0.00001) but poor to
fair validity as compared to revised WHOQOL-BREF.

Conclusions. For Indian adolescents, PedsQL is a reliable
and valid instrument.  However, on comparison with revised
WHOQOL-BREF, PedsQL has poor to fair validity. We
conclude that revised WHOQOL-BREF is a better HRQoL
instrument for Indian adolescents.
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INTRODUCTION
Adolescence is a period of transition and experimentation, which
necessitates Health-Related Quality of Life (HRQoL) studies to
inform priorities in adolescent health.1 However, HRQoL studies
have been rare in Indian adolescents and have been mainly
undertaken in western countries leading to unavailability of
generic cross-culturally validated multidimensional HRQoL
instruments in Asian countries.1 Further, HRQoL studies mostly
merge adolescents with children or adults2 and thus fail to identify
priorities specifically for adolescents.

The World Health Organization Quality of Life (WHO QoL)
instruments (WHOQOL-100 with 100 items and WHOQOL-
BREF, the briefer version with 26 items) are cross-culturally
validated generic instruments available in 30 languages, including
Hindi and Tamil, and developed across 15 centres internationally,3

which makes them the second most commonly used HRQoL
instrument4 in the world. Of the various HRQoL instruments
available, the psychometric properties of WHOQOL instruments
have been evaluated most rigorously and these are therefore most
likely to provide valid scores.4 The Hindi as well as English
versions of culturally modified WHOQOL-BREF have been
validated on healthy Indian adolescents.5

On the other hand, the 23-item Pediatric Quality of Life
inventoryTM 4.0 (PedsQLTM) [version 4.0 Generic Core Scales]
instrument has been the most commonly used instrument in
children around the world.6 It is a reliable and well-validated
generic HRQoL instrument suitable for self- and proxy-reporting
in age groups ranging from 2 to 18 years in clinical and school
health settings.7 However, we could not find any Indian studies on
the applicability of PedsQL in healthy adolescents.

We evaluated the psychometric properties of PedsQL and
compared those with the psychometric characteristics of the
culturally revised WHOQOL-BREF validated earlier5 among
Indian adolescents.

METHODS
Study design and settings
This cross-sectional study was conducted in two schools of urban
Lucknow, the capital of Uttar Pradesh, India. Data were collected
in February 2010 after obtaining institutional ethical clearance.

Participants
As per the guidelines of Government of India, adolescence was
defined as a phase of life in the age group of 10–19 years.8

Adolescents studying in grades VII to XII were included after
obtaining written informed consent from parents. Inclusion criteria



75

of subjects were age between 10 and 19 years, written informed
consent from parents and oral assent of subjects to participate in
the study.

Instruments

Two instruments were used in the study for self-reporting of
HRQoL by adolescents. During the initial validation of WHOQOL-
BREF in healthy Indian adolescents,5 the instrument was culturally
modified by replacing one item in the social domain: ‘Are you
satisfied with your sex life?’ with ‘Are you satisfied with the
respect you receive from others?’. Thereafter, the instrument was
validated5 and was found to have high reliability and good
content, construct and predictive validity. This revised version of
WHOQOL-BREF was used as the gold standard in this study. The
26-item instrument produces a generic HRQoL score across four
domains: physical (7 items), psychological (6 items), social
relationships (3 items) and environment (8 items). There are two
global scores: overall QoL (1 item) and overall satisfaction with
health (1 item). A third global score, namely global HRQoL, was
obtained by averaging the two global items. The responses to
items were recorded on a 5-point Likert scale with domain scores
ranging from 0 to 100.3

The second instrument was the 23-item PedsQL 4.07 which
contains four domains: physical (8 items), emotional (5 items),
social (5 items), and school functioning (5 items). Responses were
measured on a 5-point Likert scale of 0–4 and reverse-scored
through linear transformation to 0–100 scale (0=100, 1=75, 2=50,
3=25, 4=0). In addition to the four subscales, one summary score
was computed, namely psychosocial health summary score (15
items), which is the mean of item scores in the emotional, social
and school functioning subscales.

For developing the Hindi version of PedsQL, items, response
scales and instructions of the original English version of the
instrument were forward translated into Hindi by a skilled bilingual
speaker having knowledge of both Hindi and English languages.
Backward translations in English were done by two independent
skilled, native Hindi speakers who had good knowledge of English.
The English version thus developed was compared with the
original English version for semantic and conceptual equivalence
by another independent expert of Hindi and English languages.
As per the discussions of the forward translator and independent
expert, necessary changes were incorporated and a second Hindi
version was developed by repeating the forward–backward
translation process. The second Hindi version of PedsQL thus
devised was found to be semantically and conceptually equivalent
to the original English version of PedsQL as compared by the
independent expert. The Hindi version along with the original
English version was pilot-tested on 10 randomly selected healthy
adolescents and their parents from the community and both
versions were found to be suitable and adopted for further use in
the study.

Both WHOQOL-BREF and PedsQL instruments are positively
scored so that higher scores indicate better HRQoL. For obtaining
HRQoL self-report, the questions of both the instruments were
shuffled and presented to the subjects as a combined Hindi and
English bilingual questionnaire. Later, the questions were
segregated for scoring and for the purpose of analysis.

Procedure
A list of co-educational schools that provided education in both
English and Hindi medium was obtained from the office of the
District Inspector of Schools, Department of Education, Lucknow.

The list comprised nine such schools in Lucknow, of which two
schools were selected through lottery. After seeking the official
permission by school principals, a separate list of adolescent
subjects studying in Hindi and English sections was obtained
from each school and all children meeting the inclusion criteria
were gathered together for a brief introduction on HRQoL.

An envelope containing a letter for parents describing the
purpose of study; an informed consent form and a data sheet for
sociodemographic details was handed over to the children for
their parents. Parents who agreed to their child’s participation
were required to sign and return the informed consent form and fill
the sociodemographic details as per the instructions in the covering
letter. Adolescents, who brought back the signed consent form,
completed the HRQoL instrument at school in front of the
investigator (KA). A maximum of three repeat visits were
conducted per school.

Variables
The additional data sheet sent to parents asked for details on the
child’s age, number of siblings, birth order, parental education
and occupation, family income, family type, size of family and
contact details. The missing data were completed by asking the
child or parents telephonically. Socioeconomic status was
calculated as per Kuppuswamy scale.9

Sample size
Assuming that the number of adolescent students in any school of
Lucknow was 600, then to detect a mean (SD) PedsQL score of
85.2 (11.1)7 and mean WHOQOL-BREF score of 73.6 (15.7)
(taken as gold standard5) at a precision of 10%, confidence level
of 95% and power of 90%, the minimum sample size for the study
was 306.

Statistical analyses
The data were computerized and score calculation of PedsQL and
WHOQOL-BREF was done using standard methods.3,7 The overall
mean HRQoL was computed for both the instruments by averaging
their respective domain scores. Data analysis was done using
SPSS ver. 11.5 (SPSS. Inc., Chicago, II, USA) and results with
p<0.05 were considered statistically significant. The quantitative
analysis was done using univariate comparisons and evaluation of
reliability and validity of PedsQL. Univariate analysis for subjects
studying in English and Hindi medium was done for different
variables as well as HRQoL scores, obtained through PedsQL and
WHOQOL-BREF. Chi-square was applied on categorical variables
and t-test on continuous variables.

Reliability is a measure of internal consistency with which an
instrument measures a given construct and ensures that it produces
the same score if used by a different person or at different times.10

It was assessed using Cronbach alpha for overall instrument and
the four subscales. The ‘corrected item total correlations’, i.e. the
correlation between each item and total score of the instrument as
well as ‘alpha if item deleted’, i.e. the values of the overall alpha
if that item is not included in the calculation, have also been
reported and interpreted using prescribed guidelines.11

PedsQL was also tested for content, construct and convergent
validity. Content validity,12 the extent to which a measurement
reflects the specific intended domain of content, was assessed by
item-domain correlations and inter-domain correlations.5 Construct
validity, the extent to which an instrument measures the intended
construct12 was assessed by cross-domain correlations.13 As per
the accepted norms, item-domain correlations should be higher
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than cross-domain correlations.13 Convergent validity refers to
the degree to which the HRQoL instrument is similar to (converges
on) other already validated measures of the same aspect of
HRQoL to which it should be theoretically similar.14,15 According
to the norms, if subscales measuring similar constructs have
moderate to strong positive correlations, then the new instrument
is said to have high convergent validity.16 The convergent validity
of PedsQL instrument was assessed against the three similar
domains of the already validated WHOQOL-BREF in Indian
adolescent population.5 Thus, school functioning domain of
PedsQL and environment domain of WHOQOL-BREF were not
included in the analysis. The standards followed for interpretation
of correlation values were: <0.3=poor, 0.3–0.5=fair, 0.6–
0.8=moderate and >0.8=very strong.17

Face validity is the qualitative informational evaluation, by
relevant experts or those associated closely with it, to assess
whether the instrument measures complete or at least a part of the
defined construct.16 Thus, for qualitative analysis face validity of
PedsQL was assessed in comparison to WHOQOL-BREF through
in-depth interviews of public and private school teachers who had
more than 10 years of teaching experience and were teaching grades
VII to XII at the time of the study. Principals of two public and two
private schools were requested to nominate 3 such teachers from
their respective schools. In-depth interviews were conducted, after
assent, with the 12 nominated teachers to elicit their opinions on
relative merits of the two instruments on issues such as ability of the
instrument to generate interest, relatedness of questions, difficulty
level, understandability, suitability of time length, cultural appro-
priateness and suggestions on additional domains, if any.

RESULTS
In the two randomly selected schools, 503 subjects were handed
over consent forms for their parents.  Of these, 385 (76.5%)
subjects whose parents returned the signed consent forms, were
asked to fill out the self-report HRQoL instrument. The drop-out
rate of the study was 23.5%. The mean (SD) age of the final
sample (n=385) was 13.6 (1.6) years and 44.7% were girls (Table
I); 121 (31.4%) subjects were from Hindi medium while 264
(68.6%) were from English medium.

The highest PedsQL score was observed for social functioning
(82.2 [17]) and lowest for emotional functioning (66.1 [13.9]),
whereas the WHOQOL-BREF score was lowest for environment
domain (63.5 [17.5]) and highest for social domain (77.3 [22.8]).
The difference between PedsQL and WHOQOL-BREF scores
was not statistically significant for Hindi and English medium
(Table II).

The PedsQL instrument demonstrated substantial internal
consistency (Table III) with overall Cronbach alpha of 0.82
(p<0.00001). None of the ‘alpha if item deleted’ values were more
than the overall Cronbach alpha value of the instrument and all
‘corrected item-total correlation’ values were in the acceptable
range. The reliability analyses for the four subscales also showed
statistically significant internal consistency with all Cronbach
values in the acceptable range of 0.57–0.69 (p<0.00001).

The PedsQL instrument was also tested for content and construct
validity. The inter-domain correlations for content validity of the
instrument were 0.22–0.48 (p<0.0001). The inter-domain
correlations for different domain-pairs of PedsQL were 0.39
(physical–emotional functioning), 0.37 (physical–social
functioning), 0.48 (physical–school functioning), 0.22 (emotional–
social functioning), 0.41 (emotional–school functioning) and
0.43 (social–school functioning) with all p<0.0001. However, as

the range of correlations was poor to fair, PedsQL did not
demonstrate high content validity.

The assessment of construct validity showed that item–domain
correlations were 0.5–0.71, whereas cross-domain correlations
were 0.03–0.36 (all p<0.01). Thus, the instrument showed good
construct validity with all item–domain correlations significantly
higher than the cross-domain correlations.

The inter-domain correlations for convergent validity were
0.37 (PedsQL physical functioning with WHOQOL-BREF
physical domain), 0.22 (PedsQL emotional functioning with
WHOQOL-BREF psychological domain), and 0.35 (PedsQL
social functioning with WHOQOL-BREF social domain) with all
p<0.0001. Thus, PedsQL demonstrated poor to fair convergent
validity against the revised WHOQOL-BREF.

Since the PedsQL instrument showed comparable reliability
but poor to fair validity as compared to the psychometric properties
observed for the revised WHOQOL-BREF,5 qualitative analysis
was done through in-depth interviews of teachers. All 12 teachers
nominated by their respective principals agreed to participate in
the interviews. The mean age of teachers was 49.4 (7.7) years,
range 36–60 years and 5 (41.6%) were men. The mean (SD) total
teaching experience was 24.2 (9.4) years ranging from 10 to 38
years. Nine were teachers whereas 2 were principals and 1 was a
managing director, but were actively involved in teaching and
expressed their interest to participate in the interviews. All the
participating teachers taught grades VI and above and were
qualified at least till postgraduation with 1 teacher specializing in
counselling and communication.

Of the 12 teachers who were interviewed, a majority (9/12,
75%) found the revised WHOQOL-BREF to be more suitable,
interesting and culturally appropriate for self-reporting of HRQoL
by adolescents. On the other hand, PedsQL was chosen by only 3
(25%) teachers. The reasons for choosing WHOQOL-BREF were
better coverage of HRQoL domains and relatedness with the
problems of adolescents  whereas the reason for choosing of
PedsQL was its lucidity as it made it better suitable for children
with all Intelligent Quotient (IQ) levels. Teachers who chose
WHOQOL-BREF said that the questions were very relevant for
adolescents unlike the questions in PedsQL that were found to
lack depth. Thus, PedsQL was found better for younger children
studying in grade VI or lower.

While providing opinions on the difficulty level and
understandability of WHOQOL-BREF, all 9 teachers said that
preceding self-administration of WHOQOL-BREF by a small
verbal introduction on HRQoL will enable all subjects, even with
different IQs, to provide self-report. Those 3 teachers who chose
PedsQL, found it suitable in all these respects.

Regarding the additional domains that should be incorporated
in both the instruments, teachers-suggested domains related to
quality of child–parent relations, level of parental interaction,
exposure to and time spent on electronic media, personal goals
and career aspirations, sexual experimentation, IQ and personality
type assessment, importance of and time spent on physical
activities, capacity for long hours of study, quality of student–
teacher interaction, availability and usage of libraries, newspapers
and feelings for country and nationality.

DISCUSSION
We aimed to evaluate the psychometric properties of PedsQL
against the previously validated WHOQOL-BREF. We found that
the PedsQL instrument demonstrated substantial reliability, fair
construct validity but low content and convergent validity.
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TABLE I. Univariate analysis of baseline characteristics of study sample

Variable Hindi medium English medium Total p value
(n=121) (n=264) (n=385)

Mean (SD) age (in years) 13.5 (1.4) 13.7 (1.6) 13.6 (1.6) 0.2
10–13 60 (49.6) 135 (51.1) 195 (50.7)
14–16 57 (47.1) 109 (41.3) 166 (43.1)
17–19 4 (3.3) 20 (7.6) 24 (6.2)

Gender 0.5
Male 64 (52.9) 149 (56.4) 213 (55.3)
Female 57 (47.1) 115 (43.6) 172 (44.7)

Number of siblings
Nil — 1 (0.4) 1 (0.3)
<3 48 (39.7) 129 (48.9) 177 (46.0) 0.02
3–5 65 (53.7) 130 (49.2) 195 (50.7)
>5 8 (6.6) 4 (1.5) 12 (3.1)

Father’s education
Illiterate — 1 (0.4) 1 (0.3)
Grade VIII or less 14 (11.6) 18 (6.8) 32 (8.3)
Grade X 21 (17.4) 32 (12.1) 53 (13.8) 0.007
Grade XII 42 (34.7) 74 (28.0) 116 (30.1)
>Graduation 44 (36.4) 139 (52.7) 183 (47.5)

Mother’s education
Illiterate 11 (9.1) 11 (4.2) 22 (5.7)
Grade VIII or less 30 (24.8) 27 (10.2) 57 (14.8)
Grade X 37 (30.6) 60 (22.7) 97 (25.2) 0.0001
Grade XII 28 (23.1) 73 (27.7) 101 (26.2)
>Graduation 15 (12.4) 93 (35.2) 108 (28.1)

Father’s occupation
Unemployed 2 (1.7) 5 (1.9) 7 (1.8)
Unskilled/semi-skilled/skilled worker 27 (22.3) 64 (24.2) 91 (23.6)
Clerical/shop-owner/farmer 45 (37.2) 83 (31.4) 128 (33.3) 0.6
Semi-profession 23 (19.0) 47 (17.8) 70 (18.2)
Profession 24 (19.8) 65 (24.6) 89 (23.1)

Mother’s occupation
Unskilled/Semi-skilled/skilled worker 11 (9.1) 27 (10.2) 38 (9.9)
Clerical/shop-owner/farmer 7 (5.8) 11 (4.2) 18 (4.7)
Semi-profession 4 (3.3) 8 (3.0) 12 (3.1) 0.4
Profession 4 (3.3) 17 (6.4) 21 (5.5)
Housewife 95 (78.5) 201 (76.1) 296 (76.9)

Income range (in `)
<979 3 (2.4) 4 (1.5) 7 (1.8)
980–2935 17 (14.0) 29 (11.0) 46 (12.0)
2936–4893 16 (13.2) 49 (18.6) 65 (16.9)
4894–7322 24 (19.8) 62 (23.5) 86 (22.3) 0.4
7323–9787 28 (23.1) 61 (23.1) 89 (23.1)
9788–19574 27 (22.3) 47 (17.8) 74 (19.2)
>19575 6 (5.0) 12 (4.6) 18 (4.7)

Socioeconomic status
Upper 6 (5.0) 18 (6.8) 24 (6.2)
Upper middle 63 (52.1) 123 (46.6) 186 (48.3) 0.5
Lower middle 39 (32.2) 113 (42.8) 152 (39.5)
Upper lower 13 (10.7) 10 (3.8) 23 (6.0)
Lower — — —

Grade in which the child was studying
VII 26 (21.5) 94 (35.6) 120 (31.2)
VIII 53 (43.8) 59 (22.4) 112 (29.1) 0.1
IX 33 (27.3) 54 (20.5) 87 (22.6)
XI 9 (7.4) 57 (21.6) 66 (17.1)

Family type
Nuclear 69 (57.0) 172 (65.2) 241 (62.6)
Joint 52 (43.0) 92 (24.9) 144 (37.4) 0.1

Family size
<4 20 (16.5) 86 (32.6) 106 (27.5)
5–10 82 (67.8) 161 (61.0) 243 (63.1) 0.001
11–15 11 (9.1) 14 (5.3) 25 (6.5)
>15 8 (6.6) 3 (1.1) 11 (2.9)

Values in parentheses indicate percentages
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TABLE II. Comparison of PedsQL and WHOQOL-BREF scores
for Hindi versus English medium

HRQoL scores Hindi English p value
medium medium
(n=121) (n=264)

PedsQL 4.0
Physical functioning 75.4 (13.5) 78.4 (13.8) 0.06
Emotional functioning 66.1 (13.9) 67.3 (17.2) 0.5
Social functioning 82.2 (17.0) 82.1 (16.5) 0.9
School functioning 71.4 (15.2) 73.4 (16.2) 0.2
Psychosocial-health summary score 73.2 (11.4) 74.2 (12.7) 0.4
Overall mean HRQoL 73.8 (10.4) 75.3 (11.9) 0.2

WHOQOL-BREF
Physical HRQoL 69.7 (14.6) 71.2 (16.2) 0.3
Psychological HRQoL 71.5 (13.4) 69.4 (16.5) 0.2
Social HRQoL 77.3 (22.8) 73.7 (22.4) 0.1
Environment HRQoL 64.9 (13.9) 63.5 (17.5) 0.4
Global HRQoL 4.1 (0.9) 3.9 (0.8) 0.3
Global Health 4.1 (1.0) 3.9 (1.0) 0.07
Global HRQoL 4.1 (0.8) 3.9 (0.7) 0.09
Overall mean HRQoL 70.87 (12.8) 69.5 (15.4) 0.3

Values are mean (SD)

TABLE III. Results of reliability of PedsQL 4.0

PedsQL 4.0 items Corrected Alpha
item-total if item

deleted

Overall Cronbach alpha of instrument=0.82 (p<0.00001)

Subscale I: Physical functioning ( =0.69, p<0.00001)
1. It is hard for me to walk more than one block 0.37 0.81
2. It is hard for me to run 0.41 0.81
3. It is hard for me to do sports activity or exercise 0.44 0.81
4. It is hard for me to lift something heavy 0.34 0.82
5. It is hard for me to take a bath or shower 0.31 0.82

by myself
6. It is hard for me to do chores around the house 0.35 0.81
7. I hurt or ache 0.38 0.81
8. I have low energy 0.42 0.81

Subscale II: Emotional functioning ( =0.65, p<0.00001)
1. I feel afraid or scared 0.40 0.81
2. I feel sad or blue 0.39 0.81
3. I feel angry 0.26 0.82
4. I have trouble sleeping 0.35 0.81
5. I worry about what will happen to me 0.34 0.82

Subscale III: Social functioning ( =0.68, p<0.00001)
1. I have trouble getting along with other kids 0.40 0.81
2. Other kids do not want to be my friend 0.23 0.82
3. Other kids tease me 0.37 0.81
4. I cannot do things that other kids of my age 0.41 0.81

can do
5. It is hard to keep up when I play with other kids 0.43 0.81

Subscale IV: School functioning ( =0.57, p<0.00001)
1. It is hard to pay attention in class 0.42 0.81
2. I forget things 0.42 0.81
3. I have trouble keeping up with my school work 0.43 0.81
4. I miss school because of not feeling well 0.34 0.81
5. I miss school to go to the doctor or hospital 0.31 0.82

The range of PedsQL scores reported by adolescents in our
study was lower than those observed for adolescents from other
countries.7,18,19 In our study, subjects reported highest HRQoL in
social domains of PedsQL as well as WHOQOL-BREF, whereas

lowest for emotional functioning on PedsQL and environment
domain of WHOQOL-BREF. High self-reporting in social domain
matches the findings reported by Korean,19 Norwegian,7 Greek,18

Californian20 and Indian adolescents.5 Healthy adolescents in
other countries7,18,19,21 have also reported low emotional functioning
of PedsQL, whereas, low reporting on environment domain of
WHOQOL-BREF has been observed for Chinese1 and Indian
adolescents.5

Adolescence is a time of emotional turmoil and around 20%
adolescents suffer from psychological disturbance with even
higher proportions of teenagers reporting emotional or behavioural
problems.22 Low emotional health may be attributed to several
factors such as difficulty in expressing emotions,23 poor life skills
and excessive pressure for scholastic achievement without consi-
deration of problems in emotional development,8 consciousness
about others’ opinions on their appearance and body image,23 as
well as hormonal changes that lead to emotional imbalances,
which if the adolescent is unable to understand, can lead to
exaggerated emotional maladjustment.24 Emotional functioning
has been found to be associated with quality of parental relations
and home atmosphere, which if supportive, leads to fewer thoughts
about suicide and lesser depression.25 Thus, connectedness with
parents is critical in identifying the early signs of emotional
disorders which frequently appear during adolescence but often
remain undiagnosed and untreated. Thus, all the above factors
should be incorporated into adolescents HRQoL studies to identify
and address the underlying reasons for poor HRQoL.

Identifying the prevalence of poor emotional functioning
among adolescents, the Working Group on Adolescents established
by the Government of India8 recommends that counselling and
group education methods should be devised to help adolescents in
combating negative emotions such as anxiety, stress, depression
and other psycho-emotional needs. These measures can help
attain better emotional health through appropriate mechanisms
targeted for different sociocultural groups in rural/urban settings
for girls and boys.8

The low reports on environment domain can be a result of
adolescent’s low perception against their high expectations from
the environment of school or home. This gap between actual and
expected referred to as Calman gap10 in HRQoL literature, considers
the fact that individuals evaluate the availability of various factors
associated with their life and compare it with their expectations.
Any inadequacy between the actual and expected can lead to a
lower perception of HRQoL which can explain the finding of our
study.

Substantial reliability of the PedsQL instrument matches the
results of previous studies conducted in other countries.7,18–20 In
our study, ‘Corrected item–total correlations’ for some items of
PedsQL was lower than the minimum standard value of 0.3 but
none of the ‘alpha if item deleted’ values were higher than the
overall Cronbach alpha of instrument. This shows that deletion of
any of these items will not result in enhanced reliability of the
instrument.11 PedsQL showed good construct validity similar to
previous studies in other countries which used PedsQL.7,19,20

Although substantial reliability of PedsQL is comparable to that
demonstrated by revised WHOQOL-BREF in Indian adolescents,5

PedsQL showed only poor to fair content, construct and convergent
validity as PedsQL did not converge well with similar domains of
revised WHOQOL-BREF. Qualitative results of our study also
showed that majority of teachers preferred WHOQOL-BREF
over PedsQL. This finding calls for further research covering a
larger age range and more diverse sample.
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The strength of our study was that we validated the PedsQL
instrument in an Indian population and compared it to the
WHOQOL-BREF instrument. We found that WHOQOL-BREF
is more suitable for Indian adolescents as per both quantitative
and qualitative results. The limitation of our study is that only
schools located in urban areas were included. Further, as the study
included only school-going adolescents, the results may not be
representative of those who were absent or are not enrolled in
schools. However, despite these limitations, the study has important
implications for HRQoL research among Indian adolescents.

Conclusion
For Indian adolescents, PedsQL is a reliable and valid instrument.
However, comparison with revised WHOQOL-BREF showed
PedsQL has poor to fair validity. Also, qualitative analysis found
WHOQOL-BREF to be more comprehensive. Therefore, we
conclude that revised WHOQOL-BREF is a better instrument
than PedsQL for self-reporting of HRQoL by Indian adolescents.
However, further research is warranted on a larger and more
diverse population of Indian adolescents to further corroborate
our findings.
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