Health and Quality of Life Outcomes© Landsem et al.; licensee BioMed Central. 2015
                This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://​creativecommons.​org/​licenses/​by/​4.​0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly credited. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

              

10.1186/s12955-015-0221-9

Research

Early intervention influences positively quality of life as reported by prematurely born children at age nine and their parents; a randomized clinical trial

Inger Pauline Landsem1, 2  , Bjørn Helge Handegård3  , Stein Erik Ulvund3, 4  , Per Ivar Kaaresen1, 2   and John A Rønning1, 2  
(1)Child and Adolescent Department, University Hospital of Northern Norway, Tromsø, Norway

(2)UiT, Health Faculty, The Arctic University of Norway, Tromsø, Norway

(3)UiT, RKBU Nord, The Arctic University of Norway, Tromsø, Norway

(4)Department of Education, University of Oslo, Oslo, Norway

 

 
Inger Pauline Landsem (Corresponding author)
Email: inger.pauline.landsem@unn.no

 
Bjørn Helge Handegård
Email: bjorn.helge.handegaard@uit.no

 
Stein Erik Ulvund
Email: s.e.ulvund@ped.uio.no

 
Per Ivar Kaaresen
Email: per.ivar.kaaresen@unn.no

 
John A Rønning
Email: john.ronning@uit.no



Received: 28 October 2014Accepted: 6 February 2015Published online: 22 February 2015
Abstract
Background
The Tromsø Intervention Study on Preterms evaluates an early, sensitizing intervention given to parents of prematurely born children (birth-weight < 2000 g). The current study investigated the potential influence of the intervention on children’s self-reported and parental proxy-reported quality of life (QoL) at children’s age of nine.

Methods
Participants were randomized to either intervention (PI, n = 72) or preterm control (PC, n = 74) in the neonatal care unit, while healthy term-born infants were recruited to a term reference group (TR, n = 75). The intervention was a modified version of the Mother-Infant Transaction Program, and comprised eight one-hour sessions during the last week before discharge and four home visits at 1, 2, 4 and 12 weeks post-discharge. The two control groups received care in accordance with written guidelines drawn up at the hospital. Participants and parents reported QoL independently on the Kinder Lebensqualität Fragebogen (KINDL) questionnaire. Differences between groups were analyzed by SPSS; Linear Mixed Models and parent–child agreement were analyzed and compared by intra-class correlations within each group.

Results
On average, children in all groups reported high levels of well-being. The PI children reported better physical well-being than the PC children (p = 0.002). In all other aspects of QoL both the PI and the PC children reported at similar levels as the term reference group. PI parents reported better emotional wellbeing (p = 0.05) and a higher level of contentment in school (p = 0.003) compared with PC parents. Parent–child agreement was significantly weaker in the PI group than in the PC group on dimensions such as emotional well-being and relationships with friends (p < 0.05). PI parents reported QoL similar to parents of terms on all aspects except the subscale self-esteem, while PC parents generally reported moderately lower QoL than TR parents.

Conclusions
This early intervention appears to have generated long-lasting positive effects, improving perceived physical well-being among prematurely born children and parent’s perception of these children’s QoL in middle childhood.

Trial registration
Clinical Trials Gov NCT00222456.
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Background
It is important to include measurement of health status and QoL in neonatal long-term follow-up studies, because interventions in the neonatal period may have effects that only become evident after a period of latency in toddlerhood [1]. Until recently, long-term developmental outcomes on prematurely born children have been dominated by reports of functional ability and the presence or absence of physical sequelae [1-5]. Perceived health and quality of life and physical and cognitive functioning are related but not identical concepts [1,6]. It has been shown that quality of life can be improved beyond symptom levels, thus psychopathology does not have a simple linear relationship to well-being [7]. Mental and social well-being is fundamentally important as reflected in the saying; “it is not how life is, but how the individual can deal with it that matters”.
The World Health Organization has defined Quality of life (QoL) as “an individual’s perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns” [8]. QoL is a holistic concept of well-being, even though the concept may be interpreted and described differently [6]. Descriptions of QoL frequently cover factors such as; a subjective phenomenon, a multidimensional construct and an aspect which is related to physical, psychological and social dimensions that includes both positive and negative facets of life [6,9,10]. Thus, it is not possible to directly observe QoL and no universal definition is available [9].
Studies reporting global or health-related aspects of QoL among preterm children are few. They consist mainly of parents’ proxy reports on pre-school children or self-reported QoL by adolescents or young adults [6,11]. These studies confirm that prematurity often implies a heavier developmental burden related to morbidity, use of extra health-care services, having fewer friendships, and lower level of education [11-13]. Although several studies have reported that the differences between preterm and term born children diminish with time [12-14], others conclude that being born with a low birth weight has long-lasting negative implications for mental health and quality of life as perceived by the individual concerned [15]. One single, small study has reported self-rated QoL among preterm children at middle school-age [16]. These children scored their health-related QoL significantly lower than term peers at age 9 to 10 years, in line with studies that reported parental proxy QoL in preterm children at this age [12,17].
The need for interventions which could strengthen the QoL of preterm children has been pointed out [15,18] but as far as we know, no results have yet been published. This study looked at whether early sensitization of parents of preterms (birth weight < 2000 g) could positively influence children’s and parent’s proxy perception of QoL in middle school-age. The sensitizing intervention program took place in the newborn period, and its primary focus was to reinforce the parent–child relationship [19]. Parents were introduced to their infant’s social availability; they were taught to identify their child’s signs of stress and how they could adjust their own activities and interactions to suit their child as well as possible [19,20]. This was intended to improve both parental confidence and parent–child co-regulation, offering more possibilities for mutual joyful and successful interactions.
In accordance with a transactional understanding of development, better co-regulation in these families was expected to enable them to adapt to new developmental challenges as the child grew [21]. Better co-regulation would confirm parental perception of their own role as good caregivers for their child and probably contribute to a more relaxed family climate. On the other hand, increased parenting stress has frequently been associated with less successful co-regulation [22,23] and has been described as influencing children’s quality of life from the earliest years [24,25]. Tu et al. [23] reported that maternal stress had an important modulating functioning for the preterm infant’s capacity to recover from early pain-related distress in infancy. They reported high levels of cortisol to be strongly associated with the preterm’s infant’s capacity to focus attention at eight months when exposed to high levels of maternal parenting stress. Lee et al. [25] described how QoL, as perceived by the primary caregivers, was directly related to parenting stress, which in turn was directly related to children’s proxy reported QoL at preschool age. A persistent reduction in parenting stress has already been reported in our study by mothers in the intervention group, compared to mothers of preterm controls [26,27]. These results are thought to influence children’s and parents’ reports of QoL at age nine and will be incorporated in the analyses. QoL has also been described as being powerfully influenced by emotional and behavioral problems, and prematurely born children have repeatedly been reported as having higher levels of attentional, social and internalizing difficulties than term born children [5]. In our study, better cognition and fewer behavioral problems were reported in the intervention group at pre-school ages [28,29]. These tendencies seem to persist throughout childhood as fewer attentional problems and better adaptation to school have been reported on the PI group until age nine [30].
On the basis of previous findings we hypothesized that children and parents in the intervention group would report better quality of life than the preterm control group. A definition by Jozefiak of an “inner QoL”, which addresses solely the subjective experiences of QoL, was modified to this study; “QoL is the subjective reported well-being in regard to the child’s physical and mental health, self-esteem, perceived relationship to friends and families as well as to school” [10,31]. An additional question raised in this study pays attention to the level of intra-familiar child and parental-proxy agreement. A previous review of QoL studies focusing on young children with various health-conditions reported this level of agreement to be affected by children’s age and health but also with great variability between studies [32]. The need of more studies was highlighted. Jozefiak et al. [10] reported significant but low correlations between parents and children’s reports in their school selected sample. Positive maternal perceptions of children’s emotional well-being have previous been reported to be negatively and significantly related to maternal involvement [33]. We wonder if the intervention may have changed the parent–child agreement concerning measures of QoL. We have already reported a more successful adaptation to school requirements among the PI children which may indicate that these children evaluate their quality of life more independently from their parents than the preterm controls [30]. This study asks three questions: Did the early intervention influence preterm children’s self-reported QoL and the parental proxy reports of QoL at age nine? Secondly, did the intervention affect the level of agreement between child and parental proxy reported QoL in the two preterm groups? Thirdly, was QoL reported by children and parents in each of the two preterm groups at similar levels as QoL reported by children and parents in the term reference group?

Methods
Participants
This study is part of a comprehensive clinical trial; the Tromsø Intervention Study on Preterms (TISP) which recruited infants with BW < 2000 g between March 1999 and September 2002 (Rønning JA, Ulvund SE, Dahl LB, Kaaresen PI: Study-protocol, 1998, unpublished). Computer-generated random numbers were use to allocate preterm infants to an intervention group (PI, n = 72) or a control group (PC, n = 74). The randomization was performed in blocks of 4 to 6 and was stratified according to gestational age (GA) < 28 and GA ≥ 28 weeks. Healthy newborns (GA ≥ 37 weeks and BW > 2800 g) were also recruited from the well-infant nursery to form a term reference group (TR, n = 75). Parents of the first baby born after a preterm infant allocated to the preterm intervention group were asked to participate in the study. If they declined the next family was asked. Study design and calculation of sample size have been described in detail in previous publications [26]. Written informed consent was received from all adult participants before inclusion. Preterm controls (PC) followed the NICU’s guidelines for discharge of preterm infants, while term references (TR) were routinely examined once by a pediatrician on their third day of life. Demographical baseline data for each study group have previously been described in detail [26], and are summarized in Table 1.Table 1
                          Birth, medical and demographic characteristics at randomization
                        


	 	
                              PI Group N = 72
                            
	
                              PC Group N = 74
                            
	
                              TR Group N = 75
                            

	
                              Infant characteristics
                            

	BW, mean ± SD, g
	1396 ± 429
	1381 ± 436
	3619 ± 490

	400 - 1000 g, n (%)
	20 (28)
	20 (27)
	 
	1001 - 1500 g, n (%)
	15 (21)
	20 (27)
	 
	1501 - 2000 g, n (%)
	37 (51)
	34 (46)
	 
	GA, mean ± SD, wk
	30.2 ± 3.1
	29.9 ± 3.5
	39.3 ± 1.3

	< 28 wk, n (%)
	17 (24)
	19 (27)
	 
	28 - 32 wk, n (%)
	36 (50)
	37 (50)
	 
	≥33 wk, n (%)
	19 (26)
	18 (24)
	 
	Boy, n (%)
	38 (53)
	39 (53)
	40 (54)

	Twin, n (%)
	16 (22)
	14 (19)
	0

	SGA
	11 (14)
	10 (13)
	 
	Prenatal steroid use, n (%)
	53 (74)
	57 (77)
	 
	SNAP II, mean ± SD
	8.3 ± 10.9
	10.4 ± 11.3
	 
	CRIB score, mean ± SD, N = 85
	3.2 ± 2.8
	2.7 ± 2.9
	 
	Received ventilation, n (%)
	29 (40)
	37 (50)
	 
	Duration of ventilation, n (%)
	7.0 ± 18.6
	7.1 ± 17.3
	 
	Postnatal steroid use, n (%)
	9 (13)
	10 (14)
	 
	Oxygen therapy at 36 wk GA, n (%)
	11 (15)
	14 (19)
	 
	Abnormal cerebral ultrasound, n (%)

	IVH grade 1 or 2
	7 (10)
	8 (11)
	 
	IVH grade 3 or 4
	3 (4)
	5 (7)
	 
	Periventricular leukomalacia
	4 (6)
	8 (11)
	 
	
                              Maternal and social characteristics
                            

	Mother’s age, mean ± SD, y
	30.8 ± 6.1
	29.1 ± 6.4
	29.7 ± 6.1

	Firstborn child, n (%)
	40 (56)
	37 (54)
	27 (37)

	Mother’s education, mean ± SD,a)
                            
	14.6 ± 2.8
	13.5 ± 3.2
	14.9 ± 2.8

	Father’s education, mean ± SD,a)
                            
	13.8 ± 3.1
	13.5 ± 3.2
	14.4 ± 3.2

	Mother’s monthly income,b)
                            
	15.8 ± 7.7
	14.6 ± 6.7
	15.9 ± 8.0

	Father’s monthly income,b)
                            
	21.1 ± 8.7
	19.9 ± 8.1
	21.9 ± 9.8



                        a) = education in years.

                        b) = in Norwegian 1000 kroner, calculated for 131 families due to 15 twins.
CRIB = Clinical Risk Index for Babies.
IVH = Intraventricular Hemorrhage.
SGA = defined as BW > 2SD below the mean for GA.
SNAP II = Score of Acute Neonatal Physiology II.



                

Intervention
The intervention program was a modified version of the Mother-Infant Transaction Program (MITP), a further development of the Neonatal Behavioral and Assessment Scale (NBAS) [18,34]. MITP is designed as a stepwise parental guidance process, with gradually increasing complexity in the knowledge offered to parents [19]. Each family received eight one-hour sessions during the final week before discharge from hospital, and four home visits at 1, 2, 4, and 12 weeks post-discharge [19]. The modification of the MITP included an initial session during which parents could vent feelings such as grief, anger or frustration related to the preterm delivery, the hospital stay and how those conditions had affected their life (Study-protocol, unpublished). The MITP aimed to 1) enhance parents’ understanding of their child’s expressions, and 2) promote sensitive, positive and practical transactions between parents and child. Eight nurses were trained to perform the intervention and each family was guided by the same nurse during all the sessions.
All of the mothers participated in all the sessions, while the fathers’ mean participation rate was 6.5 sessions (SD = 3.4), which constituted 54% of the intervention program. At first, the parents and the interventionist investigated the child’s capacities, focusing on the baby’s readiness and social communication abilities. During the following sessions, the parents were helped to recognize and be sensitive to behavioral cues, signs of disturbed regulation, and stress in the child’s physiological, motor and state organization. In the last two sessions before discharge this knowledge was combined with daily caring activities such as bathing, feeding and preparation for sleep. Parents were helped to make adjustments to their child’s strengths and vulnerabilities, resulting in reduced levels of stress and maximizing their social engagement with their babies. During the four home visits, these topics were revisited and fine-tuned to individual needs, especially in connection with the child’s temperament, which was one of the main topics of the third home visit. The families had no further contact with the interventionists and in contrast to the original MITP study, parents did not receive a logbook of the interventions [19]. Consistent implementation of the intervention was ensured by a review of logbooks carried out by the study director (JAR).

Follow-up procedures
All participants received the same medical, developmental, and psycho-social assessments on all follow-ups. Recommendations about contacting other services (physiotherapy, pedagogical-psychological services, child habilitation, specialized child psychiatric services and child welfare authorities) were given if needed throughout childhood (age 6 months, 1, 2, 3, 5, 7, 9 years). TISP was approved by the Regional Committee for Medical Ethics and the Norwegian Data Inspectorate on three occasions (in 1999, 2005 and 2010).

Data collection
Approximately 14 days before the nine-year follow-up session questionnaires were sent to the families [31]. Parents and children were requested to report QoL independently.

Measures
Child and parent-reported quality of life
The KINDL-questionnaires consist of a self-report questionnaire (Kid KINDL®) appropriate for children (7 to 13 years), and a questionnaire for parental proxy report (KINDL® for parents) [31,35]. These questionnaires are short, generic and have been translated for use in Norwegian populations [9,31]. Each comprises 24 corresponding items that are equally formed as either positive or negative statements about different facets of the child’s life. Each item addresses experiences over the past week and is rated on a five-point scale; 1)never, 2)seldom, 3)sometimes, 4)often and 5)always. Outcomes consist of a global QoL sum-score and six subscales; physical well-being, emotional well-being, self-esteem, family, friends and school. Mean scores are calculated for each of the subscales and total score and linearly transformed to a 0 to 100 scale, on which higher scores indicate better QoL. The questionnaire was validated by Jozefiak et al. [9]. Relatively low internal consistency (Cronbachs alpha) were reported by the 4th grade students (9 – 10 years) on the subscales; emotional well-being (0.52); friends (0.49) and school (0.47) but fairly acceptable reliability on the others; (total scale (0.83); physical well-being (0.66); family (0.62) and self-esteem (0.68). All versions of the KINDL questionnaire are supplemented with a “disease-module” consisting of a filter question and six items about possible long-lasting illness or current hospital admission.

Parenting stress index
Mothers and fathers reported via the Parenting Stress Index (PSI) full version on all follow-ups until seven years of age and correspondingly on the PSI short version (PSI-SF) at age nine [27].

Children’s behavior
Children’s behavior problems were reported on the Child Behavior Checklist (CBCL) [30] at ages 2, 3, 5, 7 and 9. At ages 7 and 9 teachers reported on Teacher Report Form (TRF) [30].

Demographic, birth and medical factors
Birth and medical information was collected from medical records at inclusion time. Socio-demographic variables were reported by parents before discharge from the hospital (Table 1.).


Analysis
Previous studies have shown that the intervention has an effect on child and parent-related stress and child behavior [26-30]. At nine years, stress and behavior are correlated with QoL variables and therefore used as covariates in analyses that tested group differences on QoL measures. Because of the clustering effects of twin pairs, groups were compared by means of multilevel modeling (Linear mixed models (LMM), SPSS statistics, version 20) [36]. Analyses were controlled for birth and medical factors and those that influenced outcome measures were included in the analyses to increase the validity of group comparisons. Agreement between parent’s and children’s scores in the different study groups was analyzed by intraclass correlations (ICC), and the difference between the two independent intraclass correlation coefficients for the PI and the PC groups was tested as described by Alsawalmeh & Feldt [37]. Effect sizes (ES) created by the use of Hedges’ g are reported on predicted differences in mean scores between groups [38]. An effect size below 0.40 is usually regarded as small, a value between 0.40 and 0.60 as moderate and finally viewed as strong if ES exceeds 0.60. A p-value < 0.05 was considered significant.


Results
Participation and comparisons of background variables
Randomization resulted in well-balanced preterm groups with one exception. There was a significant difference between the preterm groups in terms of maternal education, as the PI mothers had an average of one year more of education than the PC group at the time of inclusion in the study (Table 1). However, maternal education had no influence on group comparisons in this study. Participation rates remained very high throughout the study. At nine years, the response rates on QoL across groups were 83% on children’s self-reports and 85% on parental proxy reports (Figure 1). Fewer children were lost to follow-up in the PI group compared to the PC- and TR group. PC children, who did not respond to the Kindl questionnaire tended to be reported with more neonatal morbidity (SNAP II and Oxygen at 36 weeks GA) compared to PI children who dropped out, even though no statistical differences appeared. Mothers were the main informant of QoL proxy reports in all groups (PC: 84%, PI: 74%, TR: 92%).[image: A12955_2015_221_Fig1_HTML.gif]
Figure 1
                          Study flow.
                        




                

Self-reported QoL in the PI and the PC group
PI children reported significantly higher QoL than PC children on the subscale “physical well-being” (F (1, 103) = 10.2, p = 0.002, ES = 0.57) controlling for birth-weight (BW) and neonatal illness severity (SNAP II). Physical well-being reported by children was influenced by BW (F (1, 118) = 6.5, p = 0.012) and SNAP II (F (1, 118) = 6.1, p = 0.015), indicating that children with lower BW or more severe neonatal illness tend to report physical well-being somewhat lower in both preterm groups. Children’s physical well-being at age 9 was not influenced by children’s gender but significantly associated with maternal (F (1, 118) = 7.6, p = 0.007), paternal (F (1, 97) = 5.7, p = 0.018) and teacher (F (1, 104) = 8.6, p = 0.004) report of total behavior problems at age 7. Finally, parents’ proxy reports of physical well-being were strongly associated with children’s reports (F (1, 108) = 36.0, p < 0.0005) but in that case the impact of BW and SNAP became non-significant, while the difference between the PI and the PC group endured (F (1, 104) = 8.4, p = 0.005). No significant differences between the PI and the PC group were found in self-reported quality of life on global QoL or the other subscales.

Parental proxy reported QoL in the PI and the PC group
PI parents reported significantly higher QoL than PC parents on two KINDL subscales. The first difference appeared in the subscale “emotional well-being” (F (1, 112) = 3.9, p = 0.05, ES = 0.34) when BW, SGA and SNAP II were controlled for; all of these were significantly associated with this outcome. Parental reports of emotional well-being were strongly associated with maternal report of child-related stress at age 7 (F (1,116) = 56.1, p < 0.0005). Similar associations were revealed between stress reported at age 2, 3 and 5 and emotional well-being, all of which made the impact of group allocation non-significant. Next, PI parents reported higher QoL on the subscale “school” (F (1, 116) = 9.2, p = 0.003, ES = 0.54) than PC parents after controlling for BW, SGA and SNAP II. Male gender was associated with lowered QoL in the school dimension (F (1, 115) = 8.1, p = 0.005) but this association disappeared when the significant association with teacher’s report of attentional problems at 9 years had been controlled for (F (1, 99) = 32.7, p < 0.0005). A trend towards a difference between the PI and the PC group was found on parental reports of Total QoL before controlling for birth and medical factors (F (1, 113) = 4.0, p = 0.054, ES = 0.32).
Means of all QoL outcomes as reported by children and parents are presented in Figure 2. The strength of group comparisons are reported Table 2.[image: A12955_2015_221_Fig2_HTML.gif]
Figure 2
                          Mean QoL reported at 9 years by children and parents in the PI-, PC- and TR group.
                        




                  Table 2
                          Strength of significant differences between study-groups (ES)
                        


	 	
                              PI scores > PC
                            
	
                              TR scores > PC
                            
	
                              TR scores > PI
                            

	 	
                              Children
                            
	
                              Parents
                            
	
                              Children
                            
	
                              Parents
                            
	
                              Children
                            
	
                              Parents
                            

	
                              Physical well-being
                            
	0.57**
	-
	-
	0.44*
	-
	-

	
                              Emotional well-being
                            
	-
	0.34*
	-
	0.52**
	-
	-

	
                              Self-esteem
                            
	-
	-
	-
	0.46*
	-
	0.37*

	
                              Family
                            
	-
	-
	-
	0.46*
	-
	-

	
                              Friends
                            
	-
	-
	-
	0.46*
	-
	-

	
                              School
                            
	-
	0.54**
	0.32 (*)
	0.55**
	-
	-

	
                              Total QoL
                            
	-
	0.34(*)
	-
	0.65***
	-
	-


Effect size (ES) = Hedges’ g.
Level of significance: (*) = p <0.08; * = p < 0.05; ** = p < 0.01; *** = p < 0.001.



                

Agreement between children’s and proxy-reported QoL
Intraclass correlations between children’s and parent’s reports of QoL varied between the KINDL-subscales and to some degree between groups (Table 3).Table 3
                          Parent–child agreement in the three study groups and across all groups
                        


	
                              KINDL®
                            
	
                              PI group
                            
	
                              PC group
                            
	
                              TR-group
                            
	
                              Across groups
                            

	 	
                              (n) ICC
                            
	
                              (n) ICC
                            
	
                              (n) ICC
                            
	
                              (n) ICC
                            

	
                              Physical well-being
                            
	(62) 0.57
	(59) 0.48
	(60) 0.46
	(181) 0.50

	
                              Emotional well-being*
                            
	(63) 0.19
	(59) 0.50
	(60) 0.41
	(182) 0.36

	
                              Self esteem
                            
	(63) 0.34
	(58) 0.49
	(60) 0.42
	(181) 0.43

	
                              Family
                            
	(63) 0.53
	(59) 0.37
	(60) 0.53
	(182) 0.49

	
                              Friends*
                              
                                ,
                              
                              **
                            
	(63) 0.31
	(59) 0.60
	(60) 0.38
	(182) 0.46

	
                              School
                            
	(61) 0.22
	(58) 0.21
	(60) 0.04
	(179) 0.17

	
                              Total QoL
                            
	(63) 0.67
	(59) 0.57
	(60) 0.51
	(182) 0.60


ICC: Intraclass-correlation.
n: number of parent–child pairs.
*Significant difference in parent–child agreement between the PI and the PC group (p < 0.05).
**Significant difference in parent–child agreement between the PC and the TR group (p < 0.05).



                
Significant differences between the PI and the PC group were detected in the subscales “emotional well-being” and “friends”. In both cases the agreement between parents and children in the PI were low compared to the PC group. A similar difference between the PC and the TR group was detected on the subscale “friends”, while no significant differences were revealed between the PI and the TR groups.

Reports of QoL in the PI and the PC groups compared with the term reference group
The PC group compared with the TR group
Children in the PC group reported QoL at the statistically same level as term references, even though they tended to report lower QoL, especially on the subscale “school” (F (1, 119) = 3.2, p = 0.08, ES = 0.32) (Figure 2). On the other hand, parents in the PC group reported consistently lower QoL compared to TR parents on all subscales which constituted a five-point difference in mean Total QoL (F (1, 114) = 11.7, p = 0.001, ES = 0.65) Table 2.

The PI group compared with the TR group
Children in the PI group reported QoL similar to the TR group on all outcomes. The same pattern emerged in the parental proxy reports, with one exception. PI parents perceived their children as having less self-esteem than did parents in the TR group (F (1, 119) = 6.5, p = 0.012, ES = 0.37). This difference disappeared when controlling for children’s birth weight and paternal income at inclusion time, as lowered self-esteem was related to lower birth-weights and lower paternal income.



Discussion
This is the first paper from TISP in which the children themselves have reported outcomes independently of their parents. Previous reports of behavioral, motor and cognitive outcomes throughout childhood have indicated several positive effects of the intervention program [26-30,39-42]. This is now supplemented by reports of QoL, and the PI children differ from the PC children, as they experienced significantly higher physical well-being (subsequently named bodily well-being) at age nine, while PI parents perceived significantly higher emotional well-being and a better school-related life among their children compared to parents of preterm controls. Our hypothesis is supported as the intervention may generate a better quality of life among preterm born children and we suggest that the early intervention can have long-lasting positive effects on well-being in families rearing prematurely born children.
In general, QoL was reported at relatively high levels across all groups. Mean scores were mostly above 75 on total QoL and subscales (except school-related QoL) and were comparable to the general population of Norwegian children aged 8 to 16 years reported by Jozefiak [9,10]. Studies reporting QoL among preterm children of middle school-age are few, and those published have employed different definitions and measurements [6,16,17]. Self-reported QoL by preterm children at this age seems to have been only reported once [16], and to the best of our knowledge, this is the first report on QoL as an outcome in a RCT of an early intervention program in preterm children. Comparisons of results with other studies of QoL are therefore limited.
The PI children reported a higher level of bodily well-being than the PC group. Even though low BW and neonatal illness were negatively associated with QoL neither these nor other birth, medical or socio-demographic factors explained the group difference.
The difference was revealed by four questions that asked about children’s feelings of being strong and full of energy, tired or worn-out or suffering from illness, and headache or stomach-ache [31]. We assume these questions reflect an inner quality of life experience which may be subtle and not readily observable by parents. Both PI and PC parents reported their children as being at similar levels, and neither group reported differences in the disease dimension of the KINDL questionnaire. This fairly robust difference between the PI and the PC children may be an effect of the intervention. Olafsen et al. [40] reported a possible positive effect of the intervention on infant-parent co-regulation. They suggested that the intervention improved the PI mothers’ sensitization to their children’s regulatory competence across the first year because mother-infant dyads in the PI group had established a kind of co-regulation at age one, while a strong correlation between parental stress and children’s negative reactivity continued to be evident in the PC group. PI children were also reported by their parents to be more socially available at age one [41]. The development of infant self-regulation is a main developmental task in toddlerhood and preterms are particularly dependent on their parent’s ability to support their early immature regulatory efforts [43]. Feldman has described noteworthy coherence in regulatory patterns across early childhood, including the physiological regulation of cardiac vagal tone and sleep-awake cyclicity (becoming measurable in the last trimester of the pregnancy) and regulation of emotional, attentional and behavioral development until age five [44-46]. Early emotional regulation, and especially negative emotionality, was similarly found to predict several psychosomatic problems in middle childhood in a Swedish longitudinal study from age 11 months until 9 years [47]. The main associations were found in symptoms of headache and stomach ache both of which were also influenced by parental perception of parental control. In another Swedish study of 10-year-old school children [48], Svedberg et al. reported that 27% to 50% of the variance in QoL could be explained by psychosomatic symptoms. Problems frequently reported were sleeping problems, depression, problems of concentration and stomach-aches. These studies refer to aspects of child well-being that are closely related to the questions asked and findings reported above. We wonder if better bodily well-being in the PI group is caused by better, early parent–child emotional co-regulation and as such creates a more nourishing family climate with less stress, as has previously been reported [27].
On the other hand, PI parents perceived their children to have a higher QoL than the PC group in the dimensions emotional well-being and the child’s thriving in school. These analysis draw attention to the parental reports of stress, because parental proxy reports of emotional well-being were highly associated with maternal reports of child-related stress throughout childhood. The difference in emotional well-being between preterm groups seems to be fully explained by differences in maternal reports of stress. We have recently reported that PI mothers experienced less child- and parent related stress than PC mothers at all follow-ups until age nine. This consisted of statistically different patterns were PI children’s adaptability increased and moodiness decreased with age while PC children were reported at less preferable levels throughout childhood. Furthermore, PC mothers reported significantly more stress related to mother-child interactions at age nine [27]. The impact of parenting stress on children’s quality of life seems to largely agree with Lee et al. [25], who found that parenting stress was directly related to children’s QoL in both term and preterm populations. It is also in accordance with the findings of Østberg and Hagekull, who reported general parenting stress to be the primary predictor of maternal ratings of children’s adjustments [49]. Like Renk [33], these authors emphasize the importance of interventions that are able to change parental perception of children’s adjustments in a positive, accepting direction.
The second difference appeared in parental ratings of children’s well-being in school, where PI parents rated their children as enjoying a significantly higher QoL. Fewer attentional problems and more competencies in several aspects have previously been reported by parents and teachers in the PI group than the PC group [30]. It is not surprising that the same differences appear in parents’ reports of school-related QoL. Being able to stay focused and take in messages are essential skills for all children, enabling them to experience well-being, social belonging, and learning in school.
Preterm children in both groups rated their school-related QoL much lower than their parents did, a pattern similar to that previously described in population studies [9]. Children compare themselves with classmates every day and thus have more information about their strengths and weaknesses than their parents have. They may also be less aware of the period of time on which they were to report (only the previous week).
Concerning the second question asked, some differences in parent–child agreement did become visible. PI parents answered less similarly than their children (lower ICC) compared with the PC parents on the subscales “emotional well-being” and “friends”. (A similar difference was detected between the PC and the TR group on the subscale “friends”, with lower ICC in the term reference group). Less agreement between the parent–child reports may be perceived as less parental involvement in the children’s inner life. In the study of relationships between maternal perceptions and young children’s behavioral problems, Renk [33] showed that positive maternal perception correlated negatively and significantly with their involvement with their children, while the opposite pattern was described for negative maternal perception. Marques et al. [50] reported a higher QoL agreement between children diagnosed with Attention Deficit Hyperactivity Disorder (ADHD) and their parents than in typically developing children, which may support the view described above. On the other hand, QoL agreement between children and their parents was recently reviewed by Jardine et al. [32], and several factors appear to influence the levels of agreement (type of measurement, children’s age, parenting stress and the statistics employed). While higher inter-parental agreement concerning child and parent-related stress is supposed to indicate a well-functioning home environment [51] an opposite function may be related to the QoL agreement between parent and child, all of which makes the interpretation of results more difficult. Nevertheless, we suggest that the poorer agreement in the PI group is a sign of less involvement, due to less parental concern regarding the children.
A secondary finding was that both term and preterm children reported that their QoL was at a similar or lower level than their parents did. In a comparative study of QoL, Jozefiak et al. found that within the school sample, parents tended to rate their children’s QoL higher than the children did, while the opposite divergence of views was identified in the referred sample of children [52]. This was only assessed at a group mean level, but the overall impression is that both preterm groups largely show a similar pattern to that of the school sample referred to above.
No differences in self-reported QoL were evident between the preterm groups and the full-term references. The PC group tended to score below the level of the PI and the TR group on several scales. Because the focus of the KINDL questionnaire differs in several respects from other studies that report QoL in middle childhood [16], comparisons with other studies are uncertain.
The burden of prematurity became more visible in parental reports. PC parents consistently reported their children’s QoL as being lower on all subscales than did parents of terms. This is in agreement with previous reports [17], but somewhat surprising in view of the extensive follow-up program that offered continued opportunities to ask for help. Previous studies have identified parents of preterms as frequently experiencing a lack of professional support throughout childhood [17,53], and have suggested that this influences parents’ reports of QoL. Even though all families in the current study could potentially have benefitted equally from the follow-up program, and enjoyed equality of support in their search for other services (psychological, pedagogical, physiotherapy) [30], significant differences persisted.
On the other hand, PI parents reported QoL similar to the reports by parents of terms on all scales, except for slightly lower self-esteem. This is promising, as it suggests that the intervention had long lasting effects that almost normalized PI parents’ perceptions of their children in middle childhood. The KINDL self-esteem dimension includes statements such as; feeling proud of and pleased with oneself; having lots of ideas and being “on the top of the world” [10,31]. Preterm children have repeatedly been described as being more withdrawn and reticent than their full-term peers [2,5]. Such behavioral styles may have influenced parental proxy reports of self-esteem, as they may be perceived as signs of lowered self-esteem. Both groups of preterm children reported self-esteem at a similar level as term peers.
Strengths and limitations
A major strength in this study is the RCT design and the high participation rate throughout the study. 83% of the children and 85% of parents reported on KINDL at nine years. However, several limitations need to be mentioned. First, a limitation is inherent in the nature of the self-reported questionnaires, in that parents and their child may have influenced each other’s reports. Families were requested to respond independently, but this could not be controlled as the questionnaires were completed before the follow-up session. On the other hand, the combination of self- and proxy reports is a strength as the two cover different aspects of children’s life [54]. Secondly, we need to address the limitations of self-reporting by nine-year-old children. The KINDL questionnaires were validated in a Norwegian cross-sectional survey [10]. Psychometric properties varied due to the children’s age, and internal consistency was lower than in the original German version of KINDL among the youngest children (age 8 to 10 years), especially on the subscales “friends”, “school” and “emotional well-being” [9,31]. On the other hand, Varni et al. concluded that self-reported health-related QoL may be reported by children as young as five [54]. Thirdly, comparisons with other studies are limited: 1)Different questionnaires cover different aspects of QoL making comparisons irrelevant, 2)Previous studies have reported on relatively old samples from the 1970s and 1980s and 3)most studies have tended to focus on extremely preterm children, who may have experienced more difficulties overall than our sample.


Conclusions
This early intervention appears to have a long lasting influence on parental perceptions of their preterm child. First, PI parents reported that their children had significantly better “inner-QoL” on aspects of emotional wellbeing and contentment in school than parents in the PC group. Secondly, they reported a lower degree of parent–child agreement, which may indicate fewer parental concerns related to emotional and social functioning in the PI group. PI children reported better bodily well-being than the PC children. On all aspects of QoL except self-esteem, they are regarded by their parents as being similar to term peers. On the other hand, the parents of the preterm controls reported their children as having lower QoL in all areas (physical well-being, emotional well-being, self-esteem, family, friends and school) than did parents of terms at age nine.

Acknowledgements
This study was funded by grants from the Northern Regional Health Authority in Norway. We thank the children and parents for their participation in the study. We thank Lauritz B Dahl for his contribution to the design and performance of the study and Jorunn Tunby for coordinating the study throughout all this years. We thank Thomas Jozefiak for introducing us to the KINDL questionnaires. Finally we thank the nurses (Unni Byrknes, Nina B Cheetham, Randi Berg Høier, Hilde Sletvold, Anne Uhre and Kirsti Vikhammer) who together with Tunby and Landsem implemented the intervention program.

References
1.
Colver A, Jessen C. Measurement of health status and quality of life in neonatal follow-up studies. Semin Neonatol. 2000;5:149–57.CrossRefPubMed

2.
Aarnoudse-Moens C, Weisglas-Kuperus N, van Goudoever JB, Oosterlaan J. Meta-analysis of neurobehavioral outcomes in very preterm and/or very low birth weight children. Pediatrics. 2009;124(2):717–28.CrossRefPubMed

3.
Aylward GP. Neurodevelopmental outcomes of infants born prematurely. Dev Behav Pediatr. 2005;26(6):427–41.CrossRef

4.
Fawke J. Neurological outcomes following preterm birth. Semin Fetal Neonat Med. 2007;12:374–82.CrossRef

5.
Bhutta AT, Cleves MA, Casey PH, Cradock MM, Anand KJS. Cognitive and behavioral outcomes of school-aged children who were born preterm. JAMA. 2002;288(2):728–37.CrossRefPubMed

6.
Saigal S, Tyson J. Measurement of quality of life of survivors of neonatal intensive care: critique and implications. Semin Neonatol. 2008;32:59–66.

7.
Bastiaansen D, Koot HM, Ferdinand RF. Psychopathology in children: improvement of quality of life without psychiatric symptom reduction? Eur Child Adolesc Psychiatry. 2005;14:364–70.CrossRefPubMed

8.
World Health Organization. The world health organization QoL assessment (WHOQOL): position paper from the World Health Organization. Soc Sci Med. 1995;41(10):1403–9.CrossRef

9.
Jozefiak T. Quality of Life and Mental Health in Children and Adolescents: Child and Parent Perspectives. Trondheim, Norway: PhD thesis. Norwegian University of Science and Technology, NTNU. Faculty of Medicine, Department of Neuroscience; 2009.

10.
Jozefiak T, Larsson B, Wichstrøm L, Mattejat F, Ravens-Sieberer U. Quality of life as reported by school children and their parents: a cross-sectional survey. Health Qual Life Out. 2008;6:34.CrossRef

11.
Zwicker JG, Harris SR. Quality of life of formerly preterm and very low birth weight infants from preschool age to adulthood: a systematic review. Pediatrics. 2008;121(2):366–76.CrossRef

12.
Saigal S, Rosenbaum PL, Feeny D, Burrows E, Furlong W, Stoskopf BL, et al. Parental perspectives of the health status and health-related quality of life of teen-aged children who were extremely low birth weight and term controls. Pediatrics. 2000;105:569–74.CrossRefPubMed

13.
Darlow BA, Horwood J, Pere-Bracken HM, Woodward LJ. Psychosocial outcomes of young adults born very low birth weight. Pediatrics. 2013;132:1521–8.CrossRef

14.
Strassburg HM, Leimer S, Platz A, Thomas W. Long-term prognosis of former very and extremely preterm babies in adulthood in Germany. Klin Padiatr. 2008;220(2):61–5.CrossRefPubMed

15.
Lund LK, Vik T, Lydersen S, Løhaugen GCC, Skranes J, Brubakk AM, et al. Mental health, quality of life and social relations in young adults born with low birth weight. Health Qual Life Out. 2012;10:146.CrossRef

16.
Kelly MM. Assessment of life after prematurity in 9- to 10-year old children. MCN. 2014;39(1):26–32.

17.
Vederhus BJ, Markestad T, Eide GE, Graue M, Halvorsen T. Health-related quality of life after extremely preterm birth: a matched controlled cohort study. Health Qual Life Out. 2010;8:53.CrossRef

18.
Van Lunenberg A, van der Pal SM, van Dommelen P, van der Pal – de Bruin KM, Gravenhorst JB, Verrips GHW. Changes in quality of life into adulthood after very preterm birth and/or very low birth weight in the Nederlands. Health Qual Life Out. 2013;11:51.CrossRef

19.
Rauh VA, Nurcombe B, Achenbach T, Howell C. The mother-infant transaction program. The content and implications of an intervention for the mothers of low-birthweight infants. Clin Perinatol. 1990;17(1):31–45.PubMed

20.
Smith L: Translation of the Mother-Infant Transaction Program (MITP) into Norwegian, 1998, http://​uit.​no/​Content/​365882/​MITP_​Vermontmodellen.​pdf
                

21.
Sameroff AJ, Fiese B. Transactional Regulation: The Developmental Ecology of Early Intervention. In: Shonkoff J, Meisel S, editors. Handbook of Early Childhood Intervention. Cambridge: Cambridge University Press; 2000. p. 135–59.CrossRef

22.
Choe DE, Olson SL, Sameroff AJ. Effects of early maternal distress and parenting on the development of children’s self-regulation and externalizing behavior. Dev Psychopathol. 2013;25:437–53.CrossRefPubMed

23.
Tu MT, Gruneau RE, Petrie-Thomas J, Haley DW, Weinberg J, Whitfield MF. Maternal stress and behavior modulate relationships between neonatal stress, attention, and basal cortisol at 8 month in preterm infants. Dev Psychobiol. 2007;49(2):150–64.CrossRefPubMedCentralPubMed

24.
Eiser C, Eiser JR, Mayhew AG, Gibson AT. Parenting the premature infant: balancing vulnerability and quality of life. J Child Psychol Psych. 2005;46:1169–77.CrossRef

25.
Lee CF, Hwang FM, Chen CJ, Chien LY. The interrelationships among parenting stress and quality of life of caregiver and preschool child with very low birth weight. Fam Community Health. 2009;32(3):228–37.CrossRefPubMed

26.
Kaaresen PI, Rønning JA, Ulvund SE, Dahl LB. A randomized, controlled trial of the effectiveness of an early-intervention program in reducing parenting stress after preterm birth. Pediatrics. 2006;118(1):9–19.CrossRef

27.
Landsem IP, Handegaard BH, Tunby J, Ulvund SE, Rønning JA. Early intervention program reduces stress in parents of pre-terms during childhood, a randomized controlled trial. Trials. 2014;15(1):387.CrossRefPubMedCentralPubMed

28.
Nordhov SM, Rønning JA, Dahl LB, Ulvund SE, Tunby J, Kaaresen PI. Early intervention improves cognitive outcomes for preterm infants: randomized controlled trial. Pediatrics. 2010;126(5):e1088–94.CrossRefPubMed

29.
Nordhov SM, Rønning JA, Ulvund SE, Dahl LB, Kaaresen PI. Early intervention improves behavioral outcomes for preterm infants: randomized controlled trial. Pediatrics. 2012;129(1):e9–16.CrossRefPubMed

30.
Landsem IP, Handegaard BH, Tunby J, Ulvund SE, Kaaresen PI, Rønning JA: Does an early intervention influence behavioral development until age nine of children born prematurely? Accepted for publication in Child Dev 2014

31.
Ravens-Sieberer U, Bullinger M: Manual for the KINDL-R Questionnaire for measuring health-related Quality of Life in children and adolescents – Revised Version. 2000 [http://​www.​kindl.​org]

32.
Jardine J, Glinianaia SV, McConachie H, Embleton ND, Rankin J. Self-reported quality of life of young children with conditions from early infancy: a systematic review. Pediatrics. 2014;134:e1129.CrossRefPubMed

33.
Renk K. Mothers’ perceptions of young children, parenting, and young children’s behavior problems. Child Fam Behav Ther. 2011;33(2):123–38.CrossRef

34.
Brazelton TB, Nugent K. The Neonatal Behavioral Assessment Scale. 3rd ed. London: MacKeith Press; 2011.

35.
Ravens-Sieberer U, Gosch A, Abel T, Auquier P, Bellach B-M, Dur W, et al. Quality of life in children and adolescents: a European public health perspective. Social and Preventive Medicine. 2001;46:297–302.CrossRef

36.
Twisk JWR. Applied Multilevel Analysis. Cambridge: Cambridge University Press; 2006.CrossRef

37.
Alsawalmeh YM, Feldt LS. Test of the hypothesis that the intraclass reliabilitycoefficient is the same for two measurement procedures. Appl Psych Meas. 1992;16:195–205.CrossRef

38.
Hedges LV, Olkin L. Statistical Methods for Meta-Analysis. Orlando, FL: Academic; 1985.

39.
Kaaresen PI, Rønning JA, Tunby J, Nordhov SM, Ulvund SE, Dahl LB. A randomized controlled trial of an early intervention program in low birth weight children: outcome at 2 years. Early Hum Dev. 2008;84(3):201–9.CrossRefPubMed

40.
Olafsen KS, Kaaresen PI, Handegard BH, Ulvund SE, Dahl LB, Rønning JA. Maternal ratings of infant regulatory competence from 6 to 12 months: influence of perceived stress, birth-weight, and intervention: a randomized controlled trial. Infant Behav Dev. 2008;31(3):408–21.CrossRefPubMed

41.
Olafsen KS, Rønning JA, Kaaresen PI, Ulvund SE, Handegard BH, Dahl LB. Joint attention in term and preterm infants at 12 months corrected age: the significance of gender and intervention based on a randomized controlled trial. Infant Behav Dev. 2006;29(4):554–63.CrossRefPubMed

42.
Olafsen KS, Rønning JA, Dahl LB, Ulvund SE, Handegard BH, Kaaresen PI. Infant responsiveness and maternal confidence in the neonatal period. Scand J Psychol. 2007;48(6):499–509.CrossRefPubMed

43.
Gianino A, Tronick EZ. The Mutual Regulation Model: The infant’s Self- and Interactive Regulation and Coping and Defensive Capacities. In: Field YM, McCabe PM, Schneidermann N, editors. Stress and Coping Across Development. Hillsdale, New Jersey: Erlbaum; 1988. p. 47–68.

44.
Feldman R, Greenbaum CW, Yirmiya N. Mother-infant affect synchrony as an antecedent of the emergence of self-control. Dev Psychol. 1999;35(5):223–31.CrossRefPubMed

45.
Feldman R. From biological rhytms to social rhythms: physiological precursors of mother-infant synchrony. Dev Psychol. 2006;42(1):175–88.CrossRefPubMed

46.
Feldman R. The development of regulatory functions from birth to 5 years: Insights from premature infants. Child Dev. 2009;80(2):544–61.CrossRefPubMed

47.
Hagekull B, Bohlin G. Predictors of middle childhood psychosomatic problems: an emotion regulation approach. Infant Child Dev. 2004;13:389–405.CrossRef

48.
Svedberg P, Eriksson M, Boman E. Associations between scores of psychosomatic health symptoms and health-related quality of life in children and adolescents. Health Qual Life Out. 2013;11:176.CrossRef

49.
Østberg M, Hagekull B. Parenting stress and external stressors as predictors of maternal ratings of child adjustment. Scand J Psychol. 2013;54:213–21.CrossRefPubMed

50.
Marques JCB, Oliveira JA, Goulardins JB, Nascimento RO, Lima AMV, Casella EB. Comparison of child self-reports and parent proxy-reports on quality of life of children with attention deficit hyperactivity disorder. Health Qual Life Out. 2013;11:186.CrossRef

51.
Morgan J, Robinson D, Aldridge J. Parenting stress and externalizing child behavior. Child Fam Soc Work. 2002;7:219–25.CrossRef

52.
Jozefiak T, Larsson B, Wichstrøm L, Wallander J, Mattejat F. Quality of life as reported by children and parents: a comparison between students and child psychiatric outpatients. Health Qual Life Out. 2010;8:136.CrossRef

53.
Hintz SR, Kendrick DE, Vohr BR, Poole WK, Higgins RD. Community supports after surviving extremely low-birth-weight, extremely preterm birth: special outpatient services in early childhood. Arch Pediatr Adolesc Med. 2008;162:748–55.CrossRefPubMedCentralPubMed

54.
Varni VW, 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 PedsQLTM 4.0 generic core scales. Health Qual Life Out. 2007;5:1.CrossRef



Competing interests
The authors declared that they have no competing interests.

Authors’ contributions
IPL carried out the statistical analyses, interpretation of the data and drafted the paper. BHH critically revised the statistical analyses, interpretation of data and the article for intellectual content. SEU contributed to the conception and design of the study and critically revised the paper for intellectual content. PIK contributed to the conception and design of the study and critically revised the paper for intellectual content. JAR contributed to the conception, design and implementation of the study and critically revised the interpretation of data and the article of intellectual content. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A12955_2015_221_Fig1_HTML.gif
Total number of children <2000 g,
recruiting period 1999 - 2002 57 not randormly assigned
n=203 14 died
13 non-Norwegian
speaking mothers

« 6 triplets
1Down syndrome

v 1not asked
Preterms assigned after 22 parental refusals
randomization n = 146

N

At discharge from hospital: | | At discharge from hospital:| | At discharge from hospital

Plgroup PC group TR group

n=72 n=74 n=75
Through childhood: Through childhood:
Through childhood:
Tresigned

5 resigned 3 severely disabled 16 resigned
2severely disabled 2biind
oyears: n=65 9years: n=62 oyears: n=59
KINDL: KINDL: KINDL:
Self-report: 63 (88%) Self-report: 59 (80%) Self-report: 61 (81%)"
Proxy report: 67 (93%)* | | Proxy report: 61 (82%) Proxy report: 60 (80%)™

*Two parents of disabled children reported even though these children are excluded *
from the analysis

**Two children and one parent retumed questionnaires by post and did not meet
at the nine-vear follow-up.





OEBPS/A12955_2015_221_Fig2_HTML.gif
QoL reported by children and parents at age nine

E)
B
n
P group Proxy-
eport
PCaroupSel-
eport
srCgu
Proryeport
10 TR group el
. epart
Physical  Emotional Selfestesm Famly  Frends  School  Total QoL
wellbeeing wellbeeing TR growp
Proryreport

KINDL & KidKINDL dimensions.





OEBPS/contact.gif





