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Abstract Purpose: To demonstrate the generalisability of the Pediatric Cardiac Quality of Life Inventory in the
United Kingdom. Methods: Children and adolescents with heart disease were recruited from three tertiary
paediatric cardiac centres in the United Kingdom and completed the Pediatric Cardiac Quality of Life Inventory.
Item response option variability, total and subscale scores, patterns of correlation, and internal consistency were
compared between the three sites. Results: A total of 1537 participants – 768 children/adolescents and
769 parents – were evaluated from the three sites. Patterns of item response option variability were similar and
acceptable for all samples – child, adolescent, parent of child, and parent of adolescent. Internal consistency was
high (0.82–0.96) for all samples from each site, and item–subscale, subscale–subscale, subscale–total, and
item–total correlations were moderate to excellent for each centre. Comparisons of patterns of subscale and total
score correlations between the three sites revealed no significant differences. Conclusion: Scores on the Pediatric
Cardiac Quality of Life Inventory are generalisable in the United Kingdom, supporting the use of this measure
for multi-centre studies of health-related quality of life of children and adolescents with heart disease.
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A
DVANCES IN THE SURGICAL AND MEDICAL

management of children and adolescents
with congenital or acquired heart disease

have resulted in significant reductions in mortality,
but paradoxically a greater number of children and
adolescents are now living with the morbidity
associated with the underlying cardiac lesion and/or
its treatment. Such morbidity may affect psycho-
social,1–3 neurodevelopmental,4,5 and physical func-
tioning,6,7 with a resulting impact on health-related
quality of life.8 Outcome assessment focusing on
health-related quality of life has therefore become
increasingly important, particularly because it can
provide information that may improve clinical
decision making. Furthermore, health-related quality

of life measures are frequently being included as
outcomes in clinical trials, and more recently their
use as a patient-reported outcome measure has been
advocated.9 Increasingly, such measures are being
included as part of routine care as the need for
improvements in patient care and optimisation of
resource allocation become more apparent.

Health-related quality of life has been defined as
‘‘the specific impact of an illness or injury, medical
treatment, or health care policy on an individual’s
quality of life’’10 and included within this is the
individual’s perception of the impact of their
disease or condition on their physical health status,
psychological and social functioning, and emotional
well-being both in terms of their ability to function
within these domains and their satisfaction from
doing so.11,12 Health-related quality of life can be
measured using generic or disease-specific measures,
with advantages and disadvantages to both. How-
ever, disease-specific measures may provide a more

Correspondence to: Dr J. Wray, Cardiorespiratory Department, Great Ormond
Street Hospital for Children NHS Foundation Trust, Great Ormond
Street, London WC1N 3JH, United Kingdom. Tel: 1020 78298630; Fax:
1020 78138440; E-mail: jo.wray@btopenworld.com

https://doi.org/10.1017/S1047951113000061 Published online by Cambridge University Press

https://doi.org/10.1017/S1047951113000061


comprehensive view of a particular disease or
condition, be more sensitive to change over time,
and be more able to discriminate between different
disease subgroups. In order to assess outcomes in a
paediatric cardiac population and evaluate changes
as a result of specific therapeutic regimens, a reliable
and valid disease-specific measure of health-related
quality of life is required.

The development and testing of any new psycho-
metric instrument is a time-consuming, multi-stage
process, the results of which need to be understood
if one is making inferences based on scores derived
from the measure. Quality criteria have been
proposed for assessing the measurement properties
of health status questionnaires,13 including validity
– content, construct, and criterion – reliability, and
responsiveness.14,15 A further important aspect is
the generalisability of the measure to populations
other than the specific population with which it was
developed, which may include different geogra-
phical regions or patient populations.16 Different
approaches to establishing generalisability have
been adopted, including the comparison of aspects
such as response option variability, patterns of
correlation and reliability between populations from
different sites or locations.

The Pediatric Cardiac Quality of Life Inventory was
developed at the Children’s Hospital of Philadelphia,17

and is a brief, disease-specific quality of life measure for
children and adolescents with heart disease. It covers
the age range of 8–18 years, is self-administered,
and exists in participant and parent-proxy formats.
Following translation for use in the United Kingdom,
the linguistic validity of the British version has been
established.18 In both the United States19 and the
United Kingdom,20 large multi-centre cohort studies
have demonstrated that the measure is reliable –
assessed by test–retest reliability – and internally
valid – measured by a construct validity model incor-
porating correlations of scores with disease severity,
medical care utilisation, and established generic
quality of life and behavioural measures, and cross-
informant variance – and its generalisability has
recently been established in the United States.21

The purpose of the present study was to demon-
strate the generalisability of the Pediatric Cardiac
Quality of Life Inventory in the United Kingdom, by
comparing item response option variability, total and
subscale scores, patterns of correlation, and internal
consistency between the three centres.

Methods

Study design
This was a prospective, multi-centre, cross-sectional
study of children and adolescents with congenital or

acquired heart disease and their parent/guardian.
The study was approved by the Brompton Harefield
and National Heart and Lung Institute Ethics
Committee.

Subject selection and recruitment

Participants were recruited from three large paediatric
tertiary cardiac centres – The Royal Brompton and
Harefield NHS Foundation Trust, Great Ormond
Street Hospital for Children NHS Foundation Trust,
and Birmingham Children’s Hospital NHS Foundation
Trust – in the United Kingdom between September,
2007 and August, 2009. Children undergoing surgery
at these three centres represent ,35% of the
population of children undergoing cardiac interventions
for congenital heart disease in the United Kingdom.22

Patients were eligible for participation if they had a
known diagnosis of congenital or acquired heart
disease, were fluent in English, were aged 8–18 years,
and were under routine follow-up at one of the three
centres. Patients who had a significant comorbid
physical or mental health condition, major develop-
mental delay, or had a recent acute change in their
cardiac status necessitating a non-routine clinic atten-
dance or other medical intervention were excluded.
Parents – an inclusive term for parents and guardians –
were excluded if they were unable to give informed
consent. Parents and young people aged 16 years and
older gave written consent to participate and younger
patients were asked to assent.

Data collection
A research assistant administered the Pediatric
Cardiac Quality of Life Inventory and other
questionnaires to the patient and parent and, in
order to minimise data contamination resulting
from patient and parent discussion, supervised the
completion of the questionnaires. The investigator
read the questionnaire to any participants who were
unable to read.

Demographic information about both the patients
and their parents was obtained from parent report,
and clinical data – diagnosis, medical, and surgical
history – were retrieved from the medical notes.

Statistical analysis
Data on the reliability and validity of the Pediatric
Cardiac Quality of Life Inventory in the United
Kingdom have been reported previously20 and serve
as the basis for the generalisability analyses presented
here. Four stages of analysis were undertaken:

> Descriptive statistics were computed for all
relevant demographic and clinical variables from
the three centres. Six specific clinical variables
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were chosen for further analysis because of their
relevance for families and clinicians. Chi-squared
or Wilcoxon rank-sum tests were applied, depen-
dent on the nature of the data. The type 1 error
(a) was adjusted to 0.008 to account for the
correlational nature of the clinical variables.

> Response option variability was individually
assessed using simple and relative frequency
measurements for each item on the questionnaire
for each respondent group – child, parent of child,
adolescent, and parent of adolescent – of each
centre. Item responses were on a five-point Likert
scale and if any item on any form from any centre
had a single response option comprising 90% or
more of the item’s selected responses it was
identified as potentially problematic and investi-
gated further. Such items do not have enough
variability to add significant meaning to the sum
scores generated.

> The psychometric properties of the questionnaire
were evaluated by comparing the sample from
each centre by respondent group. Total and
subscale scores were compared, and median
Spearman correlations were computed for item–
subscale, item–total, subscale–subscale, and
subscale–total. In each case derived scale scores
were computed with the exclusion of the item
response being analysed.

> Internal consistency for each respondent group
was assessed using Cronbach’s a coefficient
analysis of the total score and each of the
subscale totals. Values of Cronbach’s a of .0.70
were considered internally consistent.19

All data were analysed using SAS v9.1. An a priori
significance level of p , 0.008 was used for all
statistical comparisons. Correlations were interpreted
as r0.20 poor; 0.21–0.40 fair; 0.41–0.60 moderate;
0.61–0.80 good; and Z0.81 excellent agreement.

Results

Demographic characteristics

A total of 1537 patients and parents were evaluated
(consent rate: 86%), 625 of whom were recruited
from the Royal Brompton Hospital, 523 from
Great Ormond Street Hospital, and 389 from
Birmingham Children’s Hospital. Demographic
data for both patients and parents are shown
in Table 1. Although there were no significant
differences on any demographic variables between
parents or child respondents from the three centres,
adolescents from Great Ormond Street were
significantly older than those from Birmingham
Children’s Hospital (p 5 0.0059) and there were
significantly fewer Caucasian adolescents from the

Royal Brompton Hospital compared with Birmingham
Children’s Hospital (p 5 0.0018).

Response option variability

No response option on any item was chosen by more
than 90% of respondents. The ranges for the highest
response option percentages were 26–68% for Great
Ormond Street, 24–73% for the Royal Brompton
Hospital, and 25–65% for Birmingham Children’s
Hospital.

Comparisons of total score and subscale correlations

There were no significant differences between the
three centres in terms of total score and subscale
correlations. All median item–subscale score and
item–total score correlations were moderate or good
for all centres. Correlations between subscale–subscale
and subscale–total were good or high for each centre
and correlation patterns were similar. Mean subscale
and total scores were not statistically different across
the groups, although there was a trend for patients
from Birmingham Children’s Hospital to have lower
scores than patients from either of the other two
centres on both self and proxy ratings (Table 2).

Internal consistency
Measures of internal consistency were high
(0.83–0.96) across all forms – child, adolescent,
parent of child, and parent of adolescent – for each
sample and the samples were indistinguishable
(Table 3).

Clinical variables

The three samples differed with respect to the type of
heart disease, that is, congenital versus acquired;
the type of congenital heart disease, that is, two
ventricle versus functionally single ventricle; number
of previous catheterisations/interventions; number
of previous cardiac surgeries; number of visits to the
doctor in the previous year; original diagnostic
category; and current cardiac status (Table 4).
The samples from Great Ormond Street Hospital
and the Royal Brompton Hospital differed only on
current cardiac status, primarily because of the
larger proportion of patients with either structurally
normal hearts or unrepaired congenital heart disease
at the Royal Brompton Hospital and the greater
proportion of patients who had undergone cardiac
transplantation at Great Ormond Street Hospital
(Table 5). The main difference between the samples
from Birmingham Children’s Hospital compared
with the other two samples was the significantly
higher proportion of children and adolescents with
functionally single-ventricle conditions at Birmingham
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Table 1. Subject demographic variables at each of the three sites.

Child Adolescent

Great Ormond
Street Hospital
for Children (1)

Royal
Brompton
Hospital (2)

Birmingham
Children’s
Hospital (3) Significance

Great Ormond
Street Hospital
for Children (1)

Royal
Brompton
Hospital (2)

Birmingham
Children’s
Hospital (3) Significance

p-value
(1 versus 2)

p-value
(1 versus 3)

p-value
(2 versus 3)

p-value
(1 versus 2)

p-value
(1 versus 3)

p-value
(2 versus 3)

Patient
Number of respondents 119 144 100 143 168 94
Age distribution by

sample (%)
45.4 40.4 51.5 – – – 54.6 59.6 48.5 – – –

Gender (% male) 52.9 57.9 47.5 0.2784 0.5808 0.1074 59.9 56.0 52.1 0.6719 0.3459 0.5509
Race (% Caucasian) 78.5 76.6 81.2 0.7576 0.5779 0.3842 83.1 77.4 92.6 0.1400 0.0527 0.0018
Age (years, mean) 10.1 (1.3) 10 (1.5) 9.9 (1.4) 0.5098 0.2045 0.5267 15.1 (1.5) 14.9 (1.4) 14.5 (1.4) 0.2580 0.0059 0.0550

Parent
Number of respondents 118 145 101 143 168 94
Gender (% male) 12.4 12.4 19.8 0.8034 0.2041 0.1147 21.1 18.5 19.2 0.7063 0.8512 0.8897
Race (% Caucasian) 79.3 77.2 83.2 0.7325 0.4322 0.2558 85.2 80.4 90.4 0.1773 0.3199 0.0331
Parent education

(% some college or more)
44.6 44.1 39.6 0.9481 0.4604 0.4788 48.6 42.9 34.0 0.4396 0.0440 0.1619

Age (years, mean) 41.7 (5.4) 41.1 (6.0) 40.6 (6.9) 0.3734 0.1742 0.5282 46.1 (5.9) 45.2 (6.1) 44.2 (5.6) 0.2098 0.0147 0.1827
Hollingshead SES

score (mean)
44.4 45.0 40.5 0.8100 0.1477 0.0738 45.3 46.8 40.6 0.3151 0.1689 0.0133

SES 5 socio-economic status
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Table 2. PCQLI item, subscale, and score comparisons between the three sites.

PCQLI item-level correlations, median (range) PCQLI subscale-level correlations PCQLI mean scores (SD)

PCQLI form Sample
Item–disease
impact score

Item–psychosocial
impact score

Item–total
score

Disease impact–
psychosocial
impact

Disease impact–
total score

Psychosocial
impact–total
score

Disease
impact

Psychosocial
impact Total score

Child Great Ormond Street
Hospital for Children

0.52 (0.35–0.63) 0.54 (0.29–0.70) 0.50 (0.24–0.67) 0.65 0.89 0.92 35.3 (8.6) 35.6 (9.9) 70.9 (16.8)

Royal Brompton Hospital 0.59 (0.38–0.70) 0.54 (0.32–0.63) 0.57 (0.34–0.68) 0.77 0.94 0.94 36.1 (9.2) 35.8 (9.6) 71.9 (17.7)
Birmingham Children’s

Hospital
0.50 (0.34–0.63) 0.45 (0.30–0.60) 0.49 (0.32–0.62) 0.73 0.92 0.93 31.9 (8.7) 32.3 (9.8) 64.1 (17.2)

Parent of child Great Ormond Street
Hospital for Children

0.69 (0.44–0.77) 0.57 (0.39–0.75) 0.63 (0.45–0.78) 0.79 0.95 0.94 35.4 (10.7) 36.8 (9.6) 72.2 (19.2)

Royal Brompton Hospital 0.68 (0.51–0.79) 0.60 (0.47–0.70) 0.64 (0.49–0.79) 0.82 0.95 0.95 38.0 (9.3) 37.8 (9.3) 78.8 (17.7)
Birmingham Children’s

Hospital
0.67 (0.49–0.74) 0.63 (0.44–0.76) 0.64 (0.40–0.75) 0.73 0.93 0.93 33.5 (10.4) 34.4 (10.2) 67.8 (19.2)

Adolescent Great Ormond Street
Hospital for Children

0.54 (0.35–0.66) 0.49 (0.26–0.71) 0.54 (0.26–0.72) 0.75 0.93 0.93 38.3 (7.5) 38.8 (7.5) 77.1 (14.0)

Royal Brompton Hospital 0.60 (0.49–0.71) 0.56 (0.28–0.70) 0.62 (0.30–0.71) 0.79 0.95 0.94 38.1 (8.5) 39.5 (7.7) 77.6 (15.4)
Birmingham Children’s

Hospital
0.56 (0.40–0.70) 0.51 (0.08–0.62) 0.56 (0.12–0.70) 0.78 0.95 0.94 35.4 (8.7) 37.5 (7.8) 72.9 (15.6)

Parent of
adolescent

Great Ormond Street
Hospital for Children

0.68 (0.48–0.81) 0.65 (0.38–0.76) 0.67 (0.40–0.81) 0.85 0.96 0.96 37.3 (9.5) 37.6 (9.1) 74.9 (18.0)

Royal Brompton Hospital 0.62 (0.42–0.75) 0.65 (0.29–0.78) 0.64 (0.30–0.76) 0.82 0.95 0.95 38.5 (8.4) 39.0 (8.3) 77.5 (15.9)
Birmingham Children’s

Hospital
0.70 (0.46–0.80) 0.66 (0.10–0.77) 0.68 (0.03–0.78) 0.87 0.97 0.96 32.8 (10.5) 33.6 (9.2) 66.4 (19.1)

PCQLI 5 Pediatric Cardiac Quality of Life Inventory; SD 5 standard deviation
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Children’s Hospital and their resulting higher medical
care utilisation – number of previous cardiac catheteri-
sations, cardiac surgeries, and visits to the doctor in the
previous year.

Discussion

This study demonstrates that the Pediatric Cardiac
Quality of Life Inventory, a disease-specific quality
of life measure for children and adolescents aged
8–18 years with heart disease, is generalisable in the
United Kingdom. The demographic characteristics
of the three samples were broadly comparable,
although the adolescent sample from Birmingham
Children’s Hospital differed on mean age and race
from the samples of Great Ormond Street and the
Royal Brompton Hospital, respectively. However,
comparison of the three samples indicated statisti-
cally significant differences on a number of the
clinical variables. In part, this reflected some of
the variability in referral patterns for children
and adolescents with heart disease, together
with differences between the centres in terms of
procedures undertaken. For example, cardiac trans-
plantation is not performed at all the centres, and
Birmingham Children’s Hospital, in particular,
receives a large number of referrals for the treatment
of hypoplastic left heart syndrome. Such variation is
also likely to be the reason why the samples differed
on medical care utilisation variables, with those
children with functionally single-ventricle condi-
tions more likely to have had a greater number of
cardiac catheterisations and cardiac operations.
Despite the differences in the clinical characteristics
of the three samples, the similarities in response
option variability, patterns of correlations, and

internal consistency further support the generalisa-
bility of the Pediatric Cardiac Quality of Life
Inventory to other populations of children and
adolescents with heart disease in the United
Kingdom. In contrast, the differences in clinical
characteristics are likely to explain the trend of
lower subscale and total scores of the children and
adolescents from Birmingham Children’s Hospital
on the Pediatric Cardiac Quality of Life Inventory
because of the higher proportion of patients with
functionally single-ventricle conditions from this
centre compared with the other two.

Other published disease-specific quality of life
instruments for children and adolescents with heart
disease have little or no data to support their
generalisability for use in the United Kingdom.
Two of the measures – the PedsQL Cardiac
module23 and the Congenital Heart Adolescent
and Teenager Questionnaire24 – were developed at
single centres in North America and there are no
published data for their wider use. The ConQoL25

was developed with a sample of 640 children and
adolescents with congenital heart disease from six
centres in the United Kingdom. Testing of the
measure was achieved via postal completion, with
response rates for the centres varying between
41% and 53%, but there are no published data
comparing the data from the six centres. Owing to
the lack of published generalisability data for all of
these measures, their use outside the sites where
they were developed may not generate quality of life
data that are reliable or valid.

There are some limitations that need to be
taken into consideration. First, although the racial
representativeness of the study population within
the wider population of the United Kingdom

Table 3. Internal consistency of subscales and total score on the PCQLI at the three sites.

Cronbach’s a

PCQLI form Sample
Disease impact
scale

Psychosocial
impact scale

Total
score

Child Great Ormond Street Hospital for Children 0.87 0.83 0.90
Royal Brompton Hospital 0.89 0.82 0.92
Birmingham Children’s Hospital 0.85 0.77 0.90

Parent of child Great Ormond Street Hospital for Children 0.92 0.86 0.94
Royal Brompton Hospital 0.93 0.87 0.95
Birmingham Children’s Hospital 0.93 0.86 0.94

Adolescent Great Ormond Street Hospital for Children 0.89 0.84 0.93
Royal Brompton Hospital 0.92 0.86 0.94
Birmingham Children’s Hospital 0.90 0.81 0.93

Parent of adolescent Great Ormond Street Hospital for Children 0.94 0.90 0.96
Royal Brompton Hospital 0.92 0.89 0.95
Birmingham Children’s Hospital 0.94 0.88 0.96

PCQLI 5 Pediatric Cardiac Quality of Life Inventory
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Table 4. Patient clinical variables at each site.

Child Adolescent

Great Ormond
Street Hospital
for Children (1)

Royal
Brompton
Hospital (2)

Birmingham
Children’s
Hospital (3) Significance

Great Ormond
Street Hospital
for Children (1)

Royal
Brompton
Hospital (2)

Birmingham
Children’s
Hospital (3) Significance

p-value
(1 versus 2)

p-value
(1 versus 3)

p-value
(2 versus 3)

p-value
(1 versus 2)

p-value
(1 versus 3)

p-value
(2 versus 3)

Type of heart disease
(% congenital)

96 (80.7) 124 (85.5) 84 (83.2) 0.2932 0.6324 0.6160 100 (69.4) 137 (81.2) 81 (86.2) 0.0126 0.0031 0.3370

Type of congenital heart
disease (% two ventricle)

81 (84.4) 109 (87.9) 45 (53.6) 0.4495 ,0.0001 ,0.0001 84 (84) 124 (90.5) 53 (65.4) 0.1309 0.0038 ,0.0001

Number of prior catheterisation/

interventions [median (range)]
1 (0–20) 1 (0–8) 2 (0–8) 0.2246 0.0680 0.0016 1 (0–18) 1 (0–13) 2 (0–9) 0.0179 0.2145 ,0.0001

Number of prior cardiac

surgeries [median (range)]
1 (0–6) 1 (0–5) 1 (0–5) 0.0141 0.5196 0.0100 1 (0–7) 1 (0–5) 1 (0–5) 0.0621 0.0807 0.0009

Number of visits to doctor in

past year [median (range)]
3 (0–20) 3 (0–25) 3 (0–23) 0.9803 0.8203 0.8350 2 (0–60) 2 (0–20) 3 (0–22) 0.0154 0.4855 0.0055

Time since last hospitalisation –

years [median (range)]
5 (0–12) 4 (0–12) 4 (0–12) 0.4012 0.1314 0.4932 5 (0–18) 5 (0–18) 4 (0–16) 0.4684 0.4817 0.1668
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is supported – census data suggest that 87.9% of
the population are White26 – some potential
participants were ineligible because they did not
speak English. The results may therefore only
be generalisable to English-speaking children and
adolescents with heart disease. Furthermore, all the
three centres were in England, and although there
were some patients from Wales and Scotland
included in the sample the broader applicability of
the measure outside England to the wider United
Kingdom may be limited. However, the similarity
of educational systems throughout the United
Kingdom suggests that there is unlikely to be a

significant difference between the countries. Finally,
although consistent with other studies – including
the sample from the United States – the majority
of parent respondents were female and the socio-
economic status of the parent respondent samples
was above average.

The increasing requirement for multi-centre
studies and the use of health-related measures as
outcomes in clinical trials, either within a single
country or cross-nationally, has highlighted the
need for measures that are valid, reliable, and
comparable across multiple sites. Using instruments
that have proven generalisability is often neglected

Table 5. Percentage values for original diagnostic category and current cardiac status: comparison between the three sites.

Great Ormond
Street Hospital
for Children (1)

Royal Brompton
Hospital (2)

Birmingham
Children’s
Hospital (3)

Probability
value for the
difference

Child
Original diagnostic category 1 versus 2: 0.2103

1 versus 3: 0.0003
2 versus 3: ,0.0001

Two-ventricle congenital heart disease
without aortic arch obstruction

63 62.1 39.6

Two-ventricle congenital heart disease
with aortic arch obstruction

5 13.1 5

Functionally single-ventricle congenital
heart disease without aortic arch obstruction

7.6 6.9 22.8

Functionally single-ventricle congenital
heart disease with aortic arch obstruction

5 3.5 15.8

Acquired heart disease with a structurally
normal heart

19.3 14.5 16.8

Current cardiac status 1 versus 2: 0.0004
1 versus 3: 0.0101
2 versus 3: 0.4276

Structurally normal heart 5.9 12.4 14.8
Unrepaired congenital heart disease 5.9 11 6.9
Heart surgery 79 76.6 77.2
Cardiac transplantation 9.2 0 1

Adolescent
Original diagnostic category 1 versus 2: 0.0506

1 versus 3: ,0.0001
2 versus 3: ,0.0001

Two-ventricle congenital heart disease
without aortic arch obstruction

50.7 67.3 43.6

Two-ventricle congenital heart disease
with aortic arch obstruction

7.6 6.7 12.8

Functionally single-ventricle congenital
heart disease without aortic arch obstruction

9 6 14.9

Functionally single-ventricle congenital
heart disease with aortic arch obstruction

2.1 1.8 14.9

Acquired heart disease with a structurally
normal heart

30.6 18.5 13.8

Current cardiac status 1 versus 2: ,0.0001
1 versus 3: 0.0012
2 versus 3: 0.1135

Structurally normal heart 12.5 14.3 8.5
Unrepaired congenital heart disease 9.7 14.3 8.5
Heart surgery 62.5 71.4 81.9
Cardiac transplantion 15.3 0 1.1
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but is a core requirement if the results of a study
are to be meaningful. The demonstration of the
external validity of the Pediatric Cardiac Quality
of Life Inventory in the United Kingdom together
with the internal validity and reliability reported
previously indicate that it is a suitable and
appropriate measure for assessing health-related
quality of life in children and adolescents with
heart disease. As mortality rates continue to fall and
the emphasis on morbidity and quality of life
outcomes increases, the Pediatric Cardiac Quality of
Life Inventory will be a useful and effective tool
for assessing the impact of treatments and other
heart-disease related factors on quality of life.
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