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ABSTRACT  

Purpose: To develop age-appropriate extensions of a patient-reported outcome 
measure for capturing the functional impact of visual impairment on daily activities of 
children and young people aged 8 up to 18 years.  

Design: Questionnaire development and validation study. 

Setting: Pediatric Ophthalmology departments at Great Ormond Street Hospital and 
Moorfields Eye Hospital, and, in the final study phase, 20 further UK hospitals.  

Participants: Children and young people (aged 6-19 years) with visual impairment 
(acuity of the logarithm of the minimum angle of resolution (LogMAR) worse than 
0.50 in the better eye) due to any cause but without significant non-ophthalmic 
impairments. 

Methods: We used our prototype FVQ_CYP for 10-15 year olds as the foundation. 
Twenty-nine semi-structured interviews confirmed relevance of existing, and 
identified new, age-specific items. Twenty-eight cognitive interviews captured 
information regarding comprehensibility and format. The FVQ_Child (8-12 years) and 
FVQ_Young Person (13-18 years), were evaluated with a national sample of 113 
children and 96 young people using Rasch analysis.  

Results: Issues emerging from interviews with children and young people were 
largely congruent with those elicited originally with 10-15 year olds. The 28-item 
FVQ_Child and 38-item FVQ_Young Person versions have goodness-of-fit statistics 
within the interval 0.5, 1.5 and person separation values of 5.87 and 6.09 
respectively. Twenty-four overlapping ‘core’ items enabled their calibration on the 
same measurement scale. Correlations with acuity (r = 0.47) demonstrated construct 
validity.  

Conclusions: The FVQ_C and FVQ_Young Person are robust age-appropriate 
versions of the FVQ_CYP which can be used cross-sectionally or 
sequentially/longitudinally across the age-range of 8-18 years in clinical practice and 
research. 
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INTRODUCTION 

Visual impairment (VI) affects a child’s ability to perform everyday tasks and 
activities, with cumulative effects on their educational, social and occupational 
prospects, and engagement in daily life.1 2 In keeping with the international drive to 
use patient-reported outcome measures (PROMs)3 to assess the impact of eye 
conditions and any treatment undertaken, the ability to accurately assess the 
affected child’s perspective of their functional vision (FV) i.e. vision for everyday 
tasks, would complement clinical (objective) measures.  

However, until recently, age-appropriate measures of FV for children and young 
people with VI have been lacking. Recently, instruments comprising a single 
measure applicable to the whole age-range of 8-18 years4 5 have been reported but 
it is unclear whether their content is developmentally appropriate, given the 
significant differences in activities that are meaningful and relevant to children versus 
young people, for example an 8 year old versus an 18 year old, as well as the 
evolution of their abilities to self-assess and self-report.  

In response to both the importance and the lack of age-appropriate, child-centred, 
psychometrically robust PROMs for use in Pediatric Ophthalmology6 we developed 
and used a child-centred approach to generate our ‘foundation’ PROM for capturing 
FV of children and young people with VI aged 10-15 years (the FVQ_CYP).7  

We now report the development of age-specific extensions of this instrument to allow 
for use with a broader age-range of children and young people with VI. This work 
forms part of our broader program of development of pediatric PROMs, in which we 
have developed age-appropriate versions of a PROM assessing the complementary 
but distinct construct of vision-related quality of life (the VQoL_CYP).8-10 

METHODS 

This instrument development study was approved by the National Health Service 
(NHS) Research Ethics Committee for East of England, United Kingdom (UK) and 
followed tenets of the Declaration of Helsinki. Participants >16 years consented and 
those aged <16 years assented alongside their parents’ consent.  

Sample 

Participants were recruited from two patient populations between September 2014 
and May 2017, comprising those attending the Department of Ophthalmology at 
Great Ormond Street Hospital, and the Pediatric Glaucoma Service and Genetic Eye 
Disease Service at Moorfields Eye Hospital, London UK supplemented (in the final 
phase only) by patients attending 20 other hospitals across the UK (see 
Acknowledgements). Children and young people aged 6-19 years (with final age 
boundaries for the instrument versions determined empirically later) were eligible if 
they were visually impaired, severely visually impaired or blind (corrected acuity in 
the better eye of LogMAR 0.50 or worse or Snellen worse than 6/18 or additional 
visual defects causing VI) due to any disorder, but without any other significant non-
ophthalmic impairment. By sampling across multiple sources nationally in the final 
phase, where the largest sample was needed, we ensured our sample was as 
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representative as possible of the UK population of children and young people with VI 
with respect to ethnicity, socio-economic status, and disorder.  

Procedures 

Instrument development was undertaken in three standard phases using our 
foundation FVQ_CYP for 10-15 year olds7 and its underpinning archived interview 
data as the springboard for adaptation.  

Phase 1: Item development and adaptation 

Individual in-depth, interviews were conducted with children younger than 10 and 
young people older than 15 years to investigate the relevance of issues covered by 
the FVQ_CYP items (from the 10-15 year olds’ instrument7) to those outside the age-
range of 10-15 years, and to identify any new age-specific issues. We used our 
existing data from the development of the original FVQ_CYP, involving 32 interviews 
with 10-15 year olds,7 as the foundation for data collection, and reached data 
saturation after 12 interviews with children and 17 interviews with young people. 
Interviews were transcribed and coded using NVivo10.11 Qualitative analysis 
revealed areas of overlap, discrepancy or omissions in the new data, compared to 
the issues covered by the existing FVQ_CYP instrument. New, age-appropriate 
items were developed to address any new issues not addressed in the foundation 
FVQ_CYP. To ensure existing FVQ_CYP items were developmentally appropriate 
for children younger than those for whom it was originally designed, participants <10 
years completed the FVQ_CYP (10-15 years) with parental assistance. Feedback 
informed the early draft of the FVQ_CYP version for younger children. This was not 
considered necessary for participants older than 15 years, who were 
developmentally well placed to comprehend the existing FVQ_CYP (10-15 years) 
items.  

Phase 2: Pre-testing 

The upper and lower age boundary for each new age-appropriate FVQ instrument 
version was developed empirically throughout Phase 2. To ensure the new draft 
instrument versions would be comprehensible and age-appropriate to a broader age-
range, recruitment in this phase was focused on participants younger than 10 years 
and older than 15 years. One-to-one cognitive interviews with 12 children aged 7-10 
years and 16 young people aged 13-18 years were conducted. Items were evaluated 
for importance, comprehensibility, difficulty and response format. The original 
interviews with 10-15 year olds were re-read,7 and feedback from children and young 
people, their parents, and study group consensus was used to determine the age 
thresholds for the new instrument versions as 8-12 years and 13-18 years. 

Phase 3: Piloting and validation 

The age-appropriate instrument versions were piloted with a national sample (UK) of 
113 children aged 8-12 years and 96 young people aged 13-18 years to confirm their 
psychometric properties.  
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Participants received invitation letters, accompanied by consent/assent forms, child 
and parent information sheets, and the age-appropriate instrument versions in large 
print (including a link to an electronic version) and a postage-paid envelop for return 
of the completed documents.  

Data from the returned instrument versions were entered into IBM SPSS version 
24,12 and verified through double-checking, with no errors detected. Data from 
participants with >25% of item responses, and items with >60% of participant 
responses missing were excluded.13 

Rasch analysis14 and the Andrich Rasch Rating Scale model defined the item 
reduction. Criteria used to assess the appropriateness of the two instrument 
versions13 15 are detailed in Table 2 and Figures 1 and 2. Prior to analysis, 1 – 4 
responses were coded into a scale of 0 – 3. 

Calibrating the FVQ_Child and FVQ_Young Person versions 

We used the model resulting from equating both age-appropriate instrument versions 
(as outlined by Linacre16) to ensure that they measure the same construct in children 
and young people. This model utilizes the ‘core’ items common to both instrument 
versions and provides continuity of measurement across the age-range of 8-18 
years. Thus the instrument versions can be used in cross-sectional studies and also 
at different time points with the same participants, to allow for longitudinal analysis. 
In this transformation, all items are assumed to have equal importance, and 
response categories are scaled accordingly to provide an equal value with uniform 
increments between consecutive categories. A final differential item functioning (DIF) 
analysis was conducted using these ‘core’ items common to both instrument 
versions, to investigate whether the equated Rasch person measures from the two 
age groups (8-12 and 13-18 years) were comparable.17 

We assessed unidimensionality using infit and outfit statistics, following the criteria 
described in Table 2.13 DIF statistics (Table 2) represent the effect size of the 
difference between the two classifications of persons, in logits.18  

FVQ total summary scores were calculated by adding item scores across the scale 
and converted into Rasch person measures ranging from 0 (denoting lower difficulty 
and excellent FVQ) to 100 (denoting greater difficulty and severely reduced FVQ). 
This was done using the score-to-measure conversion tables for each version (Table 
3). These conversion tables allow the derived measures to be compared between 
the two age-appropriate versions regardless of the differences in the number and 
wording of items.  

For those participants with any missing items, Rasch person measures were imputed 
applying a procedure which is consistent with item response theory.19 20 This 
approach uses adjusted score-to-measure conversion tables derived from Table 3.  

Construct validity 

Construct validity, assessing the instrument’s ability to truly measure the underlying 
latent construct, was assessed through Spearman’s rank correlation coefficients 
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between Rasch person measures on the FVQ_Child and FVQ_Young Person and 
objectively measured visual acuity.  

Rasch analysis was conducted using Winsteps 4.0.1.11 and all other analyses using 
SPSS.  

RESULTS 

Participants represented the overall “target” UK population of children and young 
people with VI able to self-report (i.e. without additional significant impairment) in 
terms of clinical and socio-demographic characteristics and ophthalmic diagnoses 
(Table 1).7 9 21 

Phase 1: Item development and adaptation 

The issues raised by children younger than 10 years and those older than 15 years 
overlapped significantly with those addressed by the original FVQ_CYP instrument 
for 10-15 year olds.7 Nevertheless, domain-pertinent issues in the original instrument 
were not relevant to younger children and older participants reported engagement in 
additional activities (e.g. attending parties, and using mobile phones) different to 
those covered by the original FVQ_CYP. 

The original FVQ_CYP instrument for 10-15 year olds has 36 items addressing 
activities at home, school and leisure, restrictions and limitations, levels of 
functioning, mobility, and communication. Of these, 28 were retained for the new 
extension for children <10 years i.e. the FVQ_Child, and one new item capturing 
outdoor/playground games was added. Thirty-one of the original 36 items were 
retained following minor linguistic adaptations (e.g. references to ‘school’ were 
changed to ‘school/college’) for the extension for those aged >15 years i.e. the 
FVQ_Young Person. We added 7 items that drew on our foundation research and 2 
entirely new items related to maintaining physical appearance and using a mobile 
phone for social networking.  

Item presentation was modified to calibrate the instrument versions by retaining a 
consistent format and structure across them. All items were presented as a question 
stem (‘Because of my eyesight, I find…’) followed by an activity (e.g. ‘Watching TV’), 
with four response options: ‘1: Very easy’; ‘2: Easy’; ‘3: A bit difficult’ (‘Difficult’ in the 
FVQ_Young Person); and ‘4: Very difficult or impossible’.7 The prompt: ‘Remember 
to tell us how things are for you when wearing your glasses (if you wear them), with 
your low vision aids and other devices (if you use them for these activities) and with 
the best lighting and contrast for you’ was inserted between items.  

Phase 2: Pre-testing of the 29-item FVQ_Child and 40-item FVQ_Young Person 

One item ‘Getting around outdoors by myself’ was divided into two items in both 
instrument versions to specify context (‘in daylight’ and ‘when it’s dark’). Age-
boundaries for the extensions were re-adjusted as 8-12 years and 13-18 years 
empirically, reflecting the minimum age for accurate self-reporting.22  

Phase 3: Piloting and validation 
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Four children and two young people were excluded from Phase 3 because they had 
>25% missing data. These participants had visual acuity ranging from 0.48 to 
perception of light only. In the remaining children and young people, missing data 
per child (aged 8-12 years) was ≤7%, and ≤22% among young people (aged 13-18 
years). A Poisson regression model revealed a non-significant relationship between 
the number of missing items and severity of visual impairment (p = 0.351). 

Missing data per item was ≤20% in the child dataset and ≤17% for young people.  

Following Rasch analysis, one item was removed from the FVQ_Child and 3 items 
were removed from the FVQ_Young Person based on outfit MNSQ statistics and 
notable DIF (see online Supplementary Table 1).  

Calibrating the FVQ_Child and FVQ_Young Person instrument versions 

Analysis of DIF between children and young people on the combined datasets for 
the overlapping ‘core’ items revealed that the item ‘Reading small writing such as 
food packets, tickets, and labels’ was more difficult for children than young people. 
Results from the preliminary item reduction stage were re-visited and this item was 
removed from the FVQ_Child only, based on the finding that 57% of children (vs. 
35.5% of young people) rated this item as ‘Very difficult or impossible’, confirming an 
age-related bias. All remaining overlapping ‘core’ items were productive for 
measurement of FV in both instrument versions.  

The final 28-item FVQ_Child and 38-item FVQ_Young Person contain 24 
overlapping ‘core’ items and 4 and 14 age-specific items, respectfully (Table 2). Both 
instrument versions showed fit statistics and DIF values within acceptable limits. Item 
probability plots showed good ordering and acceptable distinction between 4 
response categories (Figure 1), and targeting of items to respondents (Figure 2). The 
FVQ_Child and FVQ_Young Person showed precision as indicated by the indices for 
person separation (5.87 and 6.09, respectively).  

Score-to-measure transformation 

Rasch person measures from the FVQ_Child and FVQ_Young Person may be 
compared on a linear scale ranging from 0 to 100. Table 3 shows the transformation 
of scores into person measures which enable easy and precise scoring, and direct 
comparison of scores from individuals of different ages, and scores over time.  

Construct validity 

In keeping with published criteria,13 Rasch person measures on the FVQ_Child and 
FVQ_Young Person correlated positively with participants’ latest recorded visual 
acuity (r = 0.48, p = <.001 for FVQ_Child, r = 0.43, p = <.001 for FVQ_Young 
Person, and r = 0.46, p <.001 for the combined FVQ_Child and FVQ_Young Person 
datasets), indicating, as hypothesized, that lower FV is reported by children with 
poorer acuity in both age-groups.  

DISCUSSION 
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We report development of age/stage appropriate versions of a robust PROM 
assessing the functional impact of VI on children and young people. The novel 
equating approach we used to calibrate the two instrument versions means that 
Rasch person measures from either version can be compared using one linear scale 
representing FV, despite age-specific variation. This affords many advantages when 
used in practice, namely that the instrument can be used cross-sectionally and 
sequentially, with children and young people aged from 8 years up to 18 years, and 
without loss of continuity of measurement as subjects get older by using an 
alternative instrument. We provide log transformation tables, which can be used to 
convert summary scores into Rasch person measures, which are also accompanied 
by the model-based standard error of each measure, which should be used in future 
clinical research. 

Our research adhered to best practice via independent self-report from children and 
young people themselves, through one-to-one individual interviews, expert 
consultations, and provision of age-appropriate materials. This rigor is reflected in 
the content, format and evidence of construct (convergent) validity of both instrument 
versions. By deliberately isolating activities on which VI can impact, we have avoided 
any conflation between FV and the psychosocial emotional impact of VI which is 
captured instead in our corresponding vision-related quality of life instrument.8-10 

The relatively small sample size of our study (reflecting the rarity of childhood VI) has 
implications for Rasch analysis, particularly the stability of DIF analyses and item fit 
statistics. We addressed this in the analysis of DIF by age, by grouping participants 
by individual year groups to optimize use of the sample. We carefully considered the 
trade-off between retaining meaningful items which are productive for measurement 
and thus preserving content and face validity, versus removing those which did not fit 
the ‘perfect’ measurement scale. The broader criteria we used for assessing item fit 
reflects this.  

Although FV is not formally defined in the extant literature, it bridges the gap 
between health conditions and associated symptoms (i.e. reduced visual function) 
and contextual factors (i.e. environmental and personal factors inherent to daily 
activities) specified by the International Classification of Functioning, Disability and 
Health.23 We framed FV as the ability to complete meaningful daily activities in real 
everyday environments. Consequently, our instrument captures activities performed 
at home and in school, with age-appropriate items reflecting increasing 
independence and responsibility with age.  

Our instrument differs from some other current vision-specific PROMs which capture 
some aspects of FV of children and young people, by being applicable to all/any 
cause of VI versus a single eye condition24 25 and to an English speaking 
population.26 The most direct comparators are the Cardiff Visual Ability 
Questionnaire for Children (CVAQC)4 and the LV Prasad-Functional Questionnaire 
Second Version (LVP-FVQ II)5 but neither has age-appropriate versions capable of 
capturing change in the nature of tasks of daily living over time. The recently 
reported PedEyeQ27 addresses age-specificity through separate instruments for 
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different age-groups but lacks the calibration required to allow for valid comparisons 
of these measures.  

The benefits of using PROMs within clinical practice include improvements in 
patient-clinician communication such as advice and diagnoses given by health 
professionals,28 and increased ‘patient centricity’ within clinical care.29 PROMs are 
also valuable at a higher institutional level, with potential to trigger changes in clinical 
practice and monitor the quality of healthcare provided.30 The instrument versions we 
have developed enhance these uses by also affording the opportunity to compare 
scores meaningfully from individuals across the age-range of 8 up to 18 years whilst 
maintaining specificity to differences between the two age-groups. This makes them 
useful in assessments of key, age-related or vision-specific milestones or 
interventions without the need for clinicians to use and interpret multiple instruments; 
the latter a well-documented barrier to routine use of PROMs.31 32  

The age-boundaries for our instrument versions are empirically-based and echo 
most child-centred, vision-specific PROMs.5 28 33 However, given the specific 
developmental profile of the population of children and young people with VI, we 
advocate tailoring the choice of version34 to the patient’s developmental needs rather 
than just her/his age.  

To ensure ability to self-report and focus on the impact of VI per se, we restricted our 
participant population to those without additional impairments. Further work is 
necessary to address the challenge of developing our FV measure to make it 
appropriate for children/young people in whom VI may be one of a number of co-
existing impairments. Whilst parent or proxy reporting is not considered best practice 
due to the potential for discordance between proxies and those affected i.e. risk of 
misinterpreting the child’s views,35 this may nevertheless be required when complex 
health conditions preclude self-reporting by children/young people. This may be the 
way forward for our FVQ_CYP instrument as parents rate physical symptoms more 
accurately than subjective well-being or quality of life.36 

Our child-centred and resource efficient approach has enabled development of a 
robust age- and stage-appropriate PROM allowing children and young people to self-
assess and report on the functional impact of their VI. This instrument can be used 
cross-sectionally (e.g. in population burden of disease studies) or sequentially (e.g. 
moving from the FVQ_Child to the FVQ_Young Person over time in clinical trials) in 
clinical practice and research to provide a deeper understanding and alternative 
quantification of the impact of eye disease and its treatment than objective clinical 
measures alone can afford.  



10 

 

ACKNOWLEDGEMENTS/DISCLOSURES 

Funding/Support:  

This study was funded by a Fight for Sight Project Grant (1321/1322) and a UCL 
GOS Institute of Child Health Clinical Health Research Trust PhD Studentship.  

Financial Disclosures: 

This work was undertaken at University College London (UCL) Institute of Child 
Health (ICH)/Great Ormond Street Hospital and Moorfields Eye Hospital/UCL 
Institute of Ophthalmology, both of which receive a proportion of funding from the 
Department of Health’s National Institute for Health Research (NIHR) Biomedical 
Research Centres funding scheme. Members of the team are also supported by the 
Ulverscroft Foundation. Professor Rahi is an NIHR Senior Investigator. The views 
expressed in this article are those of the author(s) and not necessarily those of the 
NHS, the NIHR, or the Department of Health. 

Other Acknowledgements: 

We acknowledge the contribution of the members of the Child Vision PROMs group 
(Ameenat Lola Solebo, Phillippa Cumberland, Naomi Dale, Peng Tee Khaw, Gillian 
Lewando Hundt, Alki Liasis, Anthony Moore and Alison Salt) and the study advisory 
group (Corie Brown, Jackie Osborne, Paula Thomas, and Jude Thompson).  

We thank the following UK hospitals and colleagues who helped with patient 
identification and recruitment: East Lancashire Hospitals NHS Trust (May Mohan, 
Matthew Milner and Heather Collier, on behalf of the Ophthalmology Team), 
Southampton University Hospitals NHS Trust (Jay Self and Megan Ranger, on 
behalf of the Ophthalmology Team), West Suffolk NHS Foundation Trust (Anthony 
Vivian and Jen Bacon, on behalf of the Ophthalmology Team), Royal Cornwall 
Hospitals NHS Trust, Hampshire Hospitals NHS Foundation Trust (Luke Clifford, on 
behalf of the Ophthalmology Team), Countess of Chester Hospitals NHS Foundation 
Trust (Jeremy Butcher on behalf of the Ophthalmology Team), Hinchingbrook 
Healthcare NHS Trust (Melanie Hingorani and Paula Thurnbull, on behalf of the 
Ophthalmology Team), Mid Cheshire Hospitals NHS Foundation Trust (Simon 
Walker and Sally Smith, on behalf of the Ophthalmology Team), University Hospitals 
of North Midlands NHS Trust (Annie Joseph and Ruth Jones, on behalf of the 
Ophthalmology Team), The Queen Elizabeth Hospital Kings Lynn NHS Foundation 
Trust (Vineet Singh, on behalf of the Ophthalmology Team), Royal Devon & Exeter 
NHS Foundation Trust (Anthony Quinn, on behalf of the Ophthalmology Team), 
University Hospital of Wales, Cardiff and Vale University Health Board (Patrick Watts 
and Tina McDonald, on behalf of the Ophthalmology Team), Birmingham Children’s 
Hospital NHS Foundation Trust (Joe Abbott, Manoj Parulekar and Laura Ramm, on 
behalf of the Ophthalmology Team), Epsom & St. Helier University Hospitals NHS 
Trust (Jane Leitch, on behalf of the Ophthalmology Team), Leeds Teaching 
Hospitals NHS Trust (Vernon Long and Janice Hoole, on behalf of the 
Ophthalmology Team), Portsmouth Hospitals NHS Trust (Kate Bolton, on behalf of 
the Ophthalmology Team), Bristol Eye Hospital, University Hospitals Bristol NHS 
Foundation Trust (Cathy Williams and Bekki Coles, on behalf of the Ophthalmology 



11 

 

Team), Bradford Royal Infirmary, Bradford Teaching Hospitals NHS Foundation 
Trust (Rachel Pilling and Shegufta Farooq, on behalf of the Ophthalmology Team), 
Addenbrookes Hospital, Cambridge University Hospitals NHS Trust (Louise Allen, on 
behalf of the Ophthalmology Team), Manchester Royal Eye Hospital, Central 
Manchester University Hospitals NHS Foundation Trust (Jane Ashworth, on behalf of 
the Ophthalmology Team. 

  



12 

 

 

REFERENCES 
 

1. D'Allura T. Enhancing the social interaction skills of preschoolers with visual 
impairments. J Vis Impair Blind. 2002;96(08):576-584. 

2. Khadka J, Ryan B, Margrain TH, Woodhouse JM, Davies N. Listening to voices of 
children with a visual impairment: a focus group study. Br J Vis Impair. 
2012;30(3):182-196. 

3. Reeve BB, Wyrwich KW, Wu AW, et al. ISOQOL recommends minimum 
standards for patient-reported outcome measures used in patient-centered 
outcomes and comparative effectiveness research. Qual Life Res. 
2013;22(8):1889-1905. 

4. Khadka J, Ryan B, Margrain TH, Court H, Woodhouse JM. Development of the 
25-item Cardiff Visual Ability Questionnaire for Children (CVAQC). Br J 
Ophthalmol. 2010;94(6):730-735.  

5. Gothwal VK, Sumalini R, Bharani S, Reddy S, Bagga DK. The second version of 
the L. V. Prasad-functional vision questionnaire. Optom Vis Sci. 
2012;89(11):1601-1610. 

6. Tadić V, Hogan A, Sobti N, Knowles RL, Rahi JS. Patient-reported outcome 
measures (PROMs) in paediatric ophthalmology: a systematic review. Br J 
Ophthalmol. 2013;97:1369-1381. 

7. Tadić V, Cooper A, Cumberland P, Lewando-Hundt G, Rahi JS. Development of 
the Functional Vision Questionnaire for Children and Young People with 
Visual Impairment: the FVQ_CYP. Ophthalmology 2013;120(12):2725-2732.  

8. Rahi JS, Tadić V, Keeley S, Lewando-Hundt G. Capturing children and young 
people's perspectives to identify the content for a novel vision-related quality 
of life instrument. Ophthalmology. 2011;118(5):819-824. 

9. Tadić V, Cooper A, Cumberland P, Lewando-Hundt G, Rahi JS. Measuring the 
quality of life of visually impaired children: first stage psychometric evaluation 
of the novel VQoL_CYP instrument. PLoS One. 2016;11(2):e0146225. 

10. Tadić V, Robertson AO, Cortina-Borja M, Rahi JS. An age-and stage-appropriate 
patient-reported outcome measure of vision-related quality of life (VQoL) of 
children and young people with visual impairment. Ophthalmology. 
2020;127(2):249-260. 

11. Castleberry A. NVivo 10 [software program]. Version 10. QSR International. Am 
J Pham Educ. 2014;7(1):25. 

12. IBM SPSS Statistics. Version 24. IBM Corp: Armonk, New York. 
13. Pesudovs K, Burr JM, Harley C, Elliott DB. The development, assessment, and 

selection of questionnaires. Optom Vis Sci. 2007;84(8):663-674. 
14. Rasch G. Some Probabilistic Models for Intelligence and Attainment Tests. 

Chicago: University of Chicago Press; 1980. 
15. Wright BD, Douglas GA. Best Test Design and Self-Tailored Testing. Research 

Memorandum No 19. Chicago: Statistical Laboratory, Department of 
Education, University of Chicago; 1975. 

16. J.M. Linacre. A User's Guide to WINSTEPS MINISTEPS Rasch-Model Computer 
Programs [book on the internet]. Winsteps; 2012. Chapter 18.31: Equating 



13 

 

and linking tests [cited 29 July 2019]; p. 567-573. Available at 
https://www.winsteps.com/winman/equating.htm. 

17. Stocking ML, Lord FM. Developing a common metric in item response theory. 
Appl Psychol Meas. 1983;7(2):201-210. 

18. Dorans NJ, Kulick E. Differential item functioning on the Mini-Mental State 
Examination: an application of the Mantel-Haenszel and standardization 
procedures. Med Care. 2006;44(11):S107-S14. 

19. Linacre J. Missing data. https://www.winsteps.com/winman/missingdata.htm 
(accessed August 30, 2019). 

20. Fischer GH, Molenaar IW. Rasch models: Foundations, Recent Developments, 
and Applications. New York: Springer Science & Business Media; 2012. 

21. Rahi JS, Cable N. Severe visual impairment and blindness in children in the UK. 
Lancet. 2003;362(9393):1359-1365.  

22. Varni JW, Limbers CA, Burwinkle TM. How young can children reliably and 
validly self-report their health-related quality of life?: an analysis of 8,591 
children across age subgroups with the PedsQL™ 4.0 Generic Core Scales. 
Health Qual Life Outomes. 2007;5(1):1. 

23. World Health Organization. International Classification of Functioning, Disability 
and Health: ICF. Geneva: World Health Organization; 2001. 

24. Angeles-Han ST, Griffin KW, Lehman TJ, et al. The importance of visual function 
in the quality of life of children with uveitis. J AAPOS. 2010;14(2):163-168. 

25. Bokhary KA, Suttle C, Alotaibi AG, Stapleton F, Ying Boon M. Development and 
validation of the 21-item children's vision for living scale (CVLS) by Rasch 
analysis. Clin Exp Optom. 2013;96(6):566-576.  

26. Elsman EBM, van Nispen RMA, van Rens G. Feasibility of the Participation and 
Activity Inventory for Children and Youth (PAI-CY) and Young Adults (PAI-YA) 
with a visual impairment: a pilot study. Health Qual Life Outcomes. 
2017;15(1):98.  

27. Hatt SR, Leske DA, Castañeda YS, et al. Development of pediatric eye 
questionnaires for children with eye disease. Am J Ophthalmol. 
2019;200:201-217. 

28. Valderas J, Kotzeva A, Espallargues M, et al. The impact of measuring patient-
reported outcomes in clinical practice: a systematic review of the literature. 
Qual Life Res. 2008;17(2):179-193. 

29. Janssens A, Thompson Coon J, Rogers M, et al. A systematic review of generic 
multidimensional patient-reported outcome measures for children, part I: 
descriptive characteristics. Value Health. 2015;18(2):315-333.  

30. Robertson R, Wenzel L, Thompson J, Charles A. Understanding NHS financial 
pressures. How are they affecting patient care? London: The King's Fund; 
2017. 

31. Batty MJ, Moldavsky M, Foroushani PS, et al. Implementing routine outcome 
measures in child and adolescent mental health services: from present to 
future practice. Child Adolesc Ment Health. 2013;18(2):82-87. 

32. Greenhalgh J, Long AF, Flynn R. The use of patient reported outcome measures 
in routine clinical practice: lack of impact or lack of theory? Soc Sci Med. 
2005;60(4):833-843. 



14 

 

33. Angeles-Han ST, Griffin KW, Harrison MJ, et al. Development of a vision-related 
quality of life instrument for children ages 8-18 years for use in juvenile 
idiopathic arthritis-associated uveitis. Arthritis Care Res. 2011;63(9):1254-
1261.  

34. Tadić V, Rahi JS. One size doesn’t fit all: time to revisit patient-reported outcome 
measures (PROMs) in paediatric ophthalmology? Eye (Lond). 
2017;31(4):511. 

35. Eiser C, Morse R. Can parents rate their child's health-related quality of life? 
Results of a systematic review. Qual Life Res 2001;10:347-357. 

36. Matza LS, Patrick DL, Riley AW, et al. Pediatric patient-reported outcome 
instruments for research to support medical product labeling: report of the 
ISPOR PRO good research practices for the assessment of children and 
adolescents task force. Value Health 2013;16(4):461-479. 

37. Linacre J. Optimizing rating scale category effectiveness. J Appl Meas. 
2002;3(1):85-106. 

38. Khadka J, Pesudovs K, McAlinden C, Vogel M, Kernt M, Hirneiss C. 
Reengineering the glaucoma quality of life-15 questionnaire with rasch 
analysis. Invest Ophthalmol Vis Sci. 2011;52(9):6971-6977. 

 

 

  



15 

 

FIGURE CAPTIONS 

Figure 1. Category probability curves for the 28-item FVQ_Child (left), and 38-item 
FVQ_Young Person (right) 

Figure 1: Category probability curves showing the probability of selecting response 
categories across the scale of item difficulty for age-appropriate extensions of the 
FVQ_CYP37 

Figure 2. Item-Person map for the 28-item FVQ_Child (left), and 38-item 
FVQ_Young Person (right) 

Figure 2: Item-person maps illustrating acceptable targeting of FVQ items (located 
on the right hand side of the dashed line) to responders (located on the left side of 
the dashed line and represented by X).38 Participants with higher functional vision 
and items with higher difficulty are at the bottom half of the map. M = mean; S = 1 
standard deviation from the mean; T = 2 standard deviations from the mean. 



TABLES 

Table 1. Demographic and clinical characteristics o f participants in each phase of FVQ_CYP instrument adaptation.  
 Phase 1   Phase 2   Phase 3   
Demographic 
characteristic 

Children ( n = 12) 
 

Young People ( n = 
17) 

Children ( n = 12) Young People ( n = 
16) 

Children ( n = 113a) Young People ( n = 
96b) 

Age 
6 1 (8.3) - - - - - 
7 - - 2 (16.7) - 3 (2.65) - 
8 4 (33.3) - 6 (50) - 22 (19.47) - 
9 7 (58.3) - 3 (25) - 26 (23) - 
10 - - 1 (8.3) - 15 (13.27) - 
11 - - - - 24 (21.24) - 
12 - - - - 22 (19.47) - 
13 - - - 3 (18.75) 1 (0.88) 12 (12.5) 
14 - - - 2 (12.5)  25 (26.04) 
15 - - - 3 (18.75)  19 (19.79) 
16 - 7 (41.18) - 2 (12.5)  18 (18.75) 
17 - 8 (47.06) - 3 (18.75)  20 (20.83) 
18 - 1 (5.88) - 3 (18.75)  2 (2.08) 
19 - 1 (5.88) - -  - 
Gender  
Male 8 (66.7) 10 (58.82) 8 (66.7) 8 (50) 52 (46.02) 52 (54.17) 
Female 4 (33.3) 7 (41.18) 4 (33.3) 8 (50) 61 (53.98) 44 (45.83) 
Ethnicity  
White UK majority 
(White British) 

8 (66.7) 10 (58.82) 5 (41.7) 11 (68.75) 62 (54.87) 62 (64.58) 

White other (e.g. 
African, Polish, 
Turkish) 

- 1 (5.88) 2 (16.7) 1 (6.25) 9 (7.96) 7 (7.29) 

Black (British, 
African, Caribbean) 

1 (8.3) - 1 (8.3) - 9 (7.96) 3 (3.13) 

Asian (Indian, 
Bangladeshi, 
Pakistani) 

2 (16.7) 3 (17.65) 2 (16.7) 4 (25) 25 (22.12) 12 (12.5) 

Asian other (Arabic) - 1 (5.88) - - 3 (2.65) 2 (2.08) 
Chinese - - - - - - 



Table 1. Demographic and clinical characteristics o f participants in each phase of FVQ_CYP instrument adaptation.  
 Phase 1   Phase 2   Phase 3   
Demographic 
characteristic 

Children ( n = 12) 
 

Young People ( n = 
17) 

Children ( n = 12) Young People ( n = 
16) 

Children ( n = 113a) Young People ( n = 
96b) 

Mixed 1 (8.3) 2 (11.76) 2 (16.7) - 3 (2.65) 2 (2.08) 
Missing  -  - 2 (1.77) 8 (8.33) 
Severity of visual impairment  
LV: logMAR ≤0.46 - 1 (5.88)  - 5 (4.42) 1 (1.04) 
VI1: logMAR 0.48-
0.70 

4 (33.3) 8 (47.06) 4 (33.3) 9 (56.25) 50 (44.25) 29 (30.21) 

VI2: logMAR 0.72-
1.00 

5 (41.7) 3 (17.65) 3 (25) 5 (31.25) 40 (35.4) 37 (38.54) 

SVI: logMAR 1.02-
1.30 

- 2 (11.76) 1 (8.3) 1 (6.25) 8 (7.08) 12 (12.5) 

Blind: logMAR 
≥1.32 

3 (25) 3 (17.65) 4 (33.3) 1 (6.25) 10 (8.85) 17 (17.71) 

Timing of onset of visual impairment  
Early (≤2 years) 12 (100) 15 (88.24) 12 (100) 10 (62.5) 99 (87.61) 79 (82.29) 
Late - 2 (11.76) - 6 (37.5) 14 (12.39) 17 (17.71) 
Nature of deterioration of visual impairment  
Stable 9 (75) 12 (70.59) 6 (50) 5 (31.25) 74 (65.49) 81 (84.38) 
Progressive 3 (25) 5 (29.41) 6 (50) 11 (68.75) 39 (34.51) 15  (15.62) 
Diagnosis by site of visual impairment d 

Whole globe and 
anterior segment 

- 1 (5.88) 1 (8.3) 1 (6.25) 2 (1.77) 3 (3.13) 

Glaucoma, primary 
or secondary 

1 (8.3) - 3 (25) - 10 (8.85) 10 (10.42) 

Cornea 
(sclerocornea and 
corneal capacities) 

- - - 1 (6.25) 2 (1.77) 2 (2.08) 

Lens (cataract and 
aphakia) 

1 (8.3) - 1 (8.3) 2 (12.5) 14 (12.39) 9 (9.38) 

Uvea - - - - 6 (5.31) 8 (8.33) 
Retina 9 (75) 12 (70.59) 8 (66.67) 9 (56.25) 71 (62.83) 68 (70.83) 
Optic nerve 1 (8.3) 3 (17.65) 1 (8.3) 3 (18.75) 13 (11.5) 6 (6.25) 
Cerebral/visual 
pathways 

1 (8.3) - - 1 (6.25) 5 (4.42) 9 (9.38) 



Table 1. Demographic and clinical characteristics o f participants in each phase of FVQ_CYP instrument adaptation.  
 Phase 1   Phase 2   Phase 3   
Demographic 
characteristic 

Children ( n = 12) 
 

Young People ( n = 
17) 

Children ( n = 12) Young People ( n = 
16) 

Children ( n = 113a) Young People ( n = 
96b) 

Other (idiopathic 
nystagmus, high 
refractive error) 

- 6 (35.29) 1 (8.3) - 19 (16.81) 16 (16.67) 

Index of multiple deprivation quintile rank  
1: most deprived 2 (16.7) 1 (5.88) 1 (8.3) 2 (12.5) 22 (19.47) 18 (18.75) 
2 1 (8.3) 2 (11.76) 5 (41.7) - 23 (20.35) 19 (19.79) 
3 3 (25) 4 (23.53) 2 (16.7) 4 (25) 25 (22.12) 15 (15.62) 
4 2 (16.7) 8 (47.06) 3 (25) 3 (18.75) 19 (16.81) 17 (17.71) 
5: least deprived 4 (33.3) 2 (11.76) 1 (8.3) 7 (43.75) 21 (18.58) 27 (28.13) 
Missing  -  - 3 (2.65)c - 
 
a Four children excluded from analysis due to incomplete (more than 25% data missing) child data (e.g. parent proxy report provided instead). 
b Two young people excluded from analysis due to completely missing (n=1) young person data (e.g. parent proxy report provided instead) and failure to consent (n=1) to use of young person 
data. 
c Data missing due to postcode data not provided by the managing clinical team, as per local governance approval at the patient identification centre. 
d Does not add up to 100% because some children had visual impairment originating in multiple sites. 



Table 2. Rasch Fi t Statistics, item measure and differential item f unctioning (DIF) contrasts for the 28 -item and 38 -item age -
appropriate FVQ instrument extensions, and DIF cont rasts for the overlapping items (overlapping items shown in bold).  
FVQ_Child  FVQ_Young Person  FVQ_Child  FVQ_Young Person  Core items  
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Watching TV  Watching TV  0.31 0.94 0.89 -0.26 0.05 0.33 0.87 0.96 -0.22 0.19 -0.19 
Playing video and 
computer games 

Playing video and 
computer games 

0.27 0.98 0.99 -0.19 -0.35 -0.16 1.04 1.08 -0.60 0.23 0.22 

Playing other  
indoor games, 
such as board 
games or card 
games 

Playing indoor 
games, such as 
board games or 
card games 

0.60 0.76 0.72 0.34 0 0.26 0.80 0.88 -0.07 0.32 0.22 

Playing outdoor 
games, such as tag 
or hide and seek 

 0.03 0.97 0.94 -0.23 -0.06      - 

Using the  
computer at home 
to do my school 
work 

Using the computer 
at home to do my 
homework 

0.37 1.32 1.29 -0.54 -0.24 0.62 1.24 1.33 0.77 0.21 -0.39 

 Reading food 
packets, tickets, 
labels or recipes 

     -1.30 0.78 0.73 -0.07 0.28 - 

Doing household 
jobs, for example, 
tidying up my toys 

Doing household 
chores, for 
example, washing 
up or tidying my 
bedroom 

1.33 1.07 1.04 0.02 0.33 0.99 0.79 0.80 -0.08 -0.07 0.31 

 Looking after my 
appearance, for 
example, doing my 
hair, shaving, or 
putting on make-up 

     0.62 0.95 0.94 0.31 -0.44 - 
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 Making myself a 
snack at home 

     1.60 0.68 0.66 0.63 0.43 - 

 Making myself a 
meal 

     0.37 0.92 0.90 0.84 0.34 - 

 Finding objects I 
have dropped such 
as coins or glasses 
on a low contrast 
surface 

     -1.33 1.06 1.22 0 0.23 - 

Using the 
computer in 
school lessons 

Using the computer 
at school or college 
to do schoolwork/ 
coursework 

0.16 0.89 0.87 -0.19 -0.22 0.43 1.01 1.02 0.30 -0.09 -0.45 

Reading small 
print worksheets 
and textbooks like 
dictionaries 

Reading small print 
textbooks, 
worksheets and 
exam papers 

-1.93 0.99 0.92 -0.08 0.50 -2.21 0.88 0.91 -0.18 -0.44 -0.15 

Reading enlarged 
worksheets and 
textbooks like 
dictionaries 

 1.53 1.20 1.40 -0.18 -0.14      - 

Drawing or painting  0.90 1.18 1.23 -0.32 0.72      - 
Reading other 
people’s 
handwriting 

Reading other 
people’s 
handwriting 

-1.23 0.60 0.60 0.30 0 -1.59 0.85 0.83 -0.20 0.08 0 

Seeing the board 
in the classroom 

Seeing the board in 
the classroom 
when sitting at the 

-1.38 1.11 1.02 -0.49 0.29 -1.21 1.06 1.00 -0.47 0.23 -0.54 
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front  
Recognising 
people, for 
example in school 
corridors 

Recognising 
people, for 
example, in 
corridors at 
school/college or 
shops 
 

-0.20 1.01 1.02 0.34 0.16 -0.89 1.31 1.35 -0.74 -0.10 0.41 

Recognising other 
people’s facial 
expressions 

Recognising other 
people’s facial 
expressions when 
they are close to 
me/at arm’s length 

0.25 1.06 1.02 0.40 0.31 0.16 1.34 1.27 -0.32 0.51 -0.11 

Finding friends in 
the playground 

Finding friends in 
crowded areas 

-1.10 0.97 0.89 0.21 0 -1.77 0.90 1.17 0 -0.41 0.29 

Doing maths in 
lessons 

Doing maths  0.73 1.16 1.11 -0.24 -0.30 1.26 1.15 1.15 0.23 0.16 -0.56 

Doing literacy in 
lessons 

 0.67 0.92 0.96 -0.21 -0.02      - 

 Doing science      0.44 1.08 1.10 0.06 0.41 - 
Doing PE  Doing sports at 

school/college 
0.05 1.12 1.20 0 -0.52 -0.19 1.42 1.47 -0.19 -0.57 0 

Keeping up with 
the teacher in 
lessons 

Keeping up with the 
teacher or tutor in 
lessons 

0.32 1.04 1.07 0 0 0.45 0.81 0.80 -0.14 0.41 -0.29 

Keeping up with 
other children in 
lessons 

Keeping up with 
other students in 
lessons 

0.10 0.85 0.91 0.52 -0.10 0.51 0.71 0.71 -0.06 0 -0.59 
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Getting around 
school without 
someone helping 
me 

Getting around 
school/college by 
myself 

1.82 1.19 1.02 -0.39 0 1.71 0.76 0.72 -0.19 -0.09 0.17 

Playing team 
sports without 
special balls 

Playing team 
sports, such as 
football, without 
adaptations such 
as special balls 

-0.31 1.25 1.18 0.41 -0.35 -0.68 1.24 1.17 -0.52 -0.91 0.09 

Seeing small balls 
when playing 
games like tennis 
or cricket 

Seeing small balls 
when playing 
games, such as 
tennis or cricket 
 
 
 

-1.10 1.05 1.00 0.28 0 -2.35 0.92 0.89 0.26 0.16 0.87 

Seeing big 
moving objects, 
such as bicycles 
passing by 

Seeing big moving 
objects, such as 
bikes passing, in 
daylight 

0.59 0.73 0.74 0.44 0.14 0.36 0.81 0.79 0 -0.51 0.09 

Getting around 
outdoors in 
daytime 

Getting around 
outdoors e.g. 
shops or the park, 
by myself when it’s 
daylight 

0.79 0.76 0.74 0.05 -0.13 0.74 0.54 0.52 0.57 -0.41 -0.05 

 Getting around 
outdoors e.g. shops 
or the park, by 

     -0.71 1.08 1.02 0.31 -0.28 - 
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myself when it’s dark 
 Getting around in 

crowds by myself 
     -0.61 0.95 0.88 0.75 -0.53 - 

 Finding my way 
around an unfamiliar 
house or a new 
building 

     -0.24 0.81 0.77 0.68 -0.44 - 

Reading signs 
and posters at 
stations or shops 

Reading signs and 
posters at stations 
or shops 

-0.96 0.60 0.63 -0.07 0.10 -1.18 0.85 0.76 -0.23 -0.07 0.48 

 Finding correct 
money to pay when 
shopping 

     0.75 0.97 1.00 0.09 0 - 

Watching films in 
the cinema 

Watching films in 
the cinema 

1.04 1.01 0.95 0.35 0 0.69 0.74 0.72 0 -0.09 0.27 

Watching shows 
at the theatre 

Watching shows, 
such as plays, at 
the theatre 

-0.26 1.09 1.07 -0.34 0.36 -0.65 0.98 1.00 -0.21 0.24 0.14 

 Crossing the road by 
myself 

     0.28 0.97 0.95 0.46 -0.76 - 

 Using public 
transport, such as 
trains, buses or the 
tube by myself 

     -0.22 1.02 1.02 0.40 -0.83 - 

 Using a mobile 
phone to text people 

     1.34 1.27 1.15 0.15 0.70 - 

 Using a mobile 
phone or tablet for 

     1.63 1.13 1.02 -0.21 -0.21  



Table 2. Rasch Fi t Statistics, item measure and differential item f unctioning (DIF) contrasts for the 28 -item and 38 -item age -
appropriate FVQ instrument extensions, and DIF cont rasts for the overlapping items (overlapping items shown in bold).  
FVQ_Child  FVQ_Young Person  FVQ_Child  FVQ_Young Person  Core items  
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social networking, for 
example, Facebook, 
Twitter or MySpace 

 

a MNSQ = Mean-square standardized residual within the pre-defined interval (0.5, 1.5).10  
b DIF = Differential item functioning within a 1 logit threshold.11, 14 

 



 

  

Table 3a. Conversion table for transforming raw scores on the 28 -item 
FVQ_Child version) into comparable Rasch person mea sures a 

Score  Measure  S.E.b Score  Measure  S.E. Score  Measure  S.E. 
0 0.00 14.02 29 42.88 2.04 58 58.28 2.13 
1 9.40 7.78 30 43.42 2.03 59 58.87 2.15 
2 15.00 5.61 31 43.96 2.01 60 59.48 2.17 
3 18.39 4.66 32 44.49 2.01 61 60.10 2.19 
4 20.88 4.10 33 45.01 2.00 62 60.74 2.22 
5 22.87 3.72 34 45.54 1.99 63 61.39 2.24 
6 24.55 3.45 35 46.06 1.99 64 62.06 2.27 
7 26.01 3.24 36 46.57 1.98 65 62.74 2.31 
8 27.31 3.07 37 47.09 1.98 66 63.45 2.34 
9 28.49 2.93 38 47.60 1.98 67 64.18 2.38 
10 29.57 2.81 39 48.11 1.98 68 64.94 2.43 
11 30.57 2.72 40 48.62 1.97 69 65.73 2.48 
12 31.51 2.63 41 49.13 1.97 70 66.55 2.53 
13 32.39 2.56 42 49.64 1.98 71 67.41 2.59 
14 33.22 2.49 43 50.16 1.98 72 68.31 2.67 
15 34.02 2.44 44 50.67 1.98 73 69.27 2.75 
16 34.78 2.39 45 51.19 1.98 74 70.29 2.84 
17 35.51 2.34 46 51.70 1.99 75 71.39 2.96 
18 36.22 2.30 47 52.22 1.99 76 72.59 3.09 
19 36.90 2.26 48 52.75 2.00 77 73.91 3.26 
20 37.56 2.23 49 53.27 2.01 78 75.39 3.46 
21 38.21 2.20 50 53.80 2.02 79 77.08 3.74 
22 38.83 2.17 51 54.34 2.03 80 79.08 4.11 
23 39.44 2.15 52 54.88 2.04 81 81.59 4.66 
24 40.04 2.13 53 55.43 2.05 82 84.99 5.61 
25 40.63 2.10 54 55.98 2.06 83 90.59 7.79 
26 41.20 2.09 55 56.54 2.08 84 100.00 14.02 
27 41.77 2.07 56 57.11 2.09    
28 42.33 2.05 57 57.69 2.11    



Table 3b. Conversion table for transforming raw sco res on the 38 -item 
FVQ_Young Person into comparable Rasch person measu res a 

Score  Measure  S.E.b Score  Measure  S.E. Score  Measure  S.E. 
0 0.00 12.49 39 43.46 1.70 78 59.18 1.71 
1 8.41 6.96 40 43.88 1.69 79 59.61 1.72 
2 13.45 5.03 41 44.30 1.68 80 60.05 1.73 
3 16.53 4.19 42 44.71 1.68 81 60.49 1.74 
4 18.80 3.70 43 45.13 1.67 82 60.94 1.75 
5 20.63 3.37 44 45.54 1.66 83 61.39 1.76 
6 22.18 3.12 45 45.94 1.66 84 61.85 1.77 
7 23.52 2.94 46 46.35 1.66 85 62.32 1.79 
8 24.73 2.79 47 46.75 1.65 86 62.79 1.80 
9 25.82 2.66 48 47.15 1.65 87 63.27 1.82 
10 26.82 2.56 49 47.55 1.64 88 63.76 1.83 
11 27.75 2.47 50 47.95 1.64 89 64.26 1.85 
12 28.62 2.39 51 48.34 1.64 90 64.77 1.87 
13 29.44 2.32 52 48.74 1.64 91 65.29 1.89 
14 30.21 2.26 53 49.13 1.64 92 65.82 1.92 
15 30.95 2.21 54 49.53 1.63 93 66.37 1.94 
16 31.65 2.16 55 49.92 1.63 94 66.93 1.97 
17 32.33 2.12 56 50.31 1.63 95 67.51 2.00 
18 32.97 2.08 57 50.70 1.63 96 68.11 2.03 
19 33.60 2.04 58 51.09 1.63 97 68.73 2.07 
20 34.20 2.01 59 51.49 1.63 98 69.37 2.11 
21 34.79 1.98 60 51.88 1.63 99 70.03 2.15 
22 35.36 1.95 61 52.27 1.63 100 70.73 2.20 
23 35.91 1.93 62 52.67 1.64 101 71.46 2.26 
24 36.45 1.90 63 53.06 1.64 102 72.24 2.32 
25 36.98 1.88 64 53.45 1.64 103 73.06 2.40 
26 37.49 1.86 65 53.85 1.64 104 73.93 2.48 
27 38.00 1.84 66 54.25 1.64 105 74.88 2.59 
28 38.49 1.82 67 54.95 1.65 106 75.91 2.71 
29 38.98 1.81 68 55.05 1.65 107 77.04 2.86 
30 39.45 1.79 69 55.45 1.65 108 78.32 3.04 
31 39.92 1.78 70 55.85 1.66 109 79.79 3.29 
32 40.38 1.77 71 56.26 1.66 110 81.54 3.62 
33 40.84 1.75 72 56.67 1.67 111 83.73 4.12 
34 41.29 1.74 73 57.08 1.67 112 86.71 4.97 
35 41.73 1.73 74 57.49 1.68 113 91.66 6.91 
36 42.17 1.72 75 57.91 1.69 114 100.00 12.47 
37 42.60 1.71 76 58.33 1.69    
38 43.03 1.70 77 58.75 1.70    
 
a Scores ranging from 1-4 must be re-scored into a scale of 0-3 before conversion. 
b Model-based standard error of the measure. 

 

 







Highlights 

• Age-appropriate versions of a patient-reported outcome measure were 
developed.  

• The FVQ_Child (8-12 years) and FVQ_Young Person (13-18 years) measure 
functional vision. 

• Development comprised Rasch analysis and calibration on the same 
measurement scale. 

• They can be used cross-sectionally or sequentially in practice and research. 

 

 

 



SUPPLEMENTARY TABLE 

Supplementary Table 1 . Item reduction in Phase 3  
Items removed – FVQ_Child  Items removed – FVQ_Young Person  
Item Removal criteria  Item Removal criteria  
Reading small writing 
such as food packets 
or instructions for toys 

Rasch – removed 
during calibration 
because of DIFa (more 
difficult for children 
(vs. young people)) 

  

  Reading enlarged 
textbooks, worksheets 
and exam papers 

Rasch – removed 
because of DIF by age 
(more difficult for older 
young people) 

  Drawing or painting Rasch – removed 
because of DIF by age 
(more difficult for older 
young people) 

  Doing English or 
literacy 

Rasch – removed 
because of DIF by 
gender (more difficult 
for males) 

Getting around 
outdoors when it is 
dark 

Rasch – removed due 
to item fit (OUTFIT 
MNSQb = 1.71) 

  

 
a DIF = Differential item functioning 
b MNSQ = Mean squared standardized residuals 



Table of contents statement: 

We report the development of age-specific extensions of the FVQ_CYP to allow for 
use with a broader age-range of children and young people with visual impairment. 
The FVQ_Child and FVQ_Young Person are psychometrically robust, age-
appropriate versions of the FVQ_CYP, which can be used cross-sectionally or 
sequentially/longitudinally across the age-range of 8 up to 18 years in clinical 
practice and research.  
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