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Abstract
Background
Adolescence is a significant developmental stage marked by physical, psychological and social changes. While adolescents are generally perceived to be healthy, this stage of development is also associated with an emergence of risk factors that may have long-term consequences for their wellbeing. The aim of this study was to assess health related quality of life (HRQoL), and possible gender and age differences, in a sample of secondary school-aged adolescents over a three-year time period.

Methods
Australian adolescents (n = 403, aged 12–15 at baseline) across six New South Wales high schools completed the KIDSCREEN-27 Questionnaire at three time points. The KIDSCREEN-27 measures five HRQoL domains (physical wellbeing, psychological wellbeing, autonomy and parents relations, social support and peers, and school environment). Mixed-between-within-subjects ANOVA analyses were employed to examine HRQoL over time and across age and gender.

Results
HRQoL rates were comparable to the European-based KIDSCREEN norms with the exception of psychological wellbeing, which was considerably lower in this study’s sample.
Over time, for the total sample, there were significant changes on only one of the five dimensions (social support and peers). However, gender differences were found to be significant across three dimensions (physical wellbeing, psychological wellbeing, and autonomy and parents relations), with females reporting lower scores than males (i.e. lower HRQoL). Females’ scores also declined over the three time points across two of the five HRQoL dimensions (social support and peers, and school environment), indicating reductions in HRQoL over time. Age differences were found across all but one dimension (autonomy and parents relations).

Conclusions
Although statistically significant, the changes in HRQoL may not be clinically significant, as the effect sizes were small and therefore those changes would not be readily noticeable. Those changes, however, suggest that, while HRQoL is predominantly stable over time, fluctuations and declines, such as those found for females, may be early indicators of physical and psychological vulnerabilities. If such vulnerabilities are detected timely; they may be addressed with preventative measures or appropriate interventions.
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Background
Adolescents are generally perceived to be healthy [1] and yet a systematic analysis of premature mortality and years lost due to disability indicates that young people (aged 10–24) who represent around 27 % of the global population account for up to 15 % of global disease burden [2]. The highest risk factors include neuropsychiatric disorders (45 %), unintentional self-harm (12 %), and infectious and parasitic diseases (10 %) [2]. While risk factors and lifestyle choices such as alcohol consumption may not have an immediate effect, they can be associated with negative long-term consequences [3, 4].
Psychological/mental health problems, which may emerge during this developmental stage [5], can often contribute to, or co-exist with physical health concerns, and persist into adulthood i.e. [6, 7]. These psychological and physical health problems, or vulnerabilities, can form an indivisible comorbidity [8], which can lead to poorer quality of life in adulthood compared to those that may not have concurrent health concerns [9]. Mental health problems in adolescents are often related to risky behaviours (i.e. substance abuse and unsafe sex) [10] and comorbid physical health problems include obesity, diabetes, cardiovascular disease, and HIV [11]. For example, a two-year longitudinal study (n = 1,332, age range = 9–18, 33 % female), found mood disorders to be associated with infectious disease and respiratory and weight problems, while disruptive behaviour disorders were related to higher risk-related behaviours (i.e. sexually transmitted diseases, drug overdose, suicide attempt) [12].
While adolescents have the highest prevalence of mental health problems across all age groups, less than a quarter of them access relevant health services [13–16]. These mental health problems, while not necessarily clinically significant at the time, may be predictive of broader health concerns in the future [8]. It is therefore important to observe adolescents’ health (i.e. psychological, physical, social) over time to detect early indicators of decline and provide prevention or intervention, if necessary, to inhibit the development of long-term consequences [3]. Furthermore, given that adolescents spend a great deal of time in school, the educational setting presents an optimal environment to assess adolescents’ wellbeing and, if necessary, facilitate pathways into services.
Health related quality of life (HRQoL) is a concept inclusive of mental, physical, and social wellbeing. Measuring HRQoL is increasingly seen as a useful indicator of health outcomes and health services effectiveness [17, 18], although yet to be fully utilised in child and adolescent population [18]. One instrument specifically developed to evaluate children and adolescents’ HRQoL, is the KIDSCREEN questionnaire [19]. While it is not specifically designed to measure health outcomes, it provides a comprehensive indication of overall health/wellbeing with age-based norms. The KIDSCREEN questionnaires were developed based on a data collected across 13 European countries to establish age-range norms for eight to 18 years olds [20], and a series of studies were conducted to examine age, gender and socioeconomic inequalities in quality of life [21]. In the absence of significant health threats or life events, HRQoL is considered to be generally stable across adolescents [22, 23], although some studies have found HRQoL to decline during adolescence [24–26]. Physical and mental well-being in particular seem to deteriorate with age and more so for females than males. These changes may be due to the developmental challenges that adolescent’s experience characterised by physical, psychological, vocational and social changes, while gender differences may be due to contradictory social demands placed on girls [24] and subsequent vulnerability to physical and psychological health challenges [27]. Similar age and gender differences have been reported across Australian populations including adolescents on remand and adolescents with excess weight [28, 29] using other quality of life measures.
Of the studies that have used KIDSCREEN instruments, only six have been longitudinal, ranging from 12 months to five years follow-up [22, 23, 30–33]. However, four of these studies were conducted with specific populations, including adolescents with cerebral palsy [30], obesity [31], disadvantaged backgrounds [33], or within a context of a parent-child agreement [32] and therefore provide limited generalizability to broader adolescent populations. Of the two studies conducted on general adolescent populations, one study exploring response shift in quality of life for healthy adolescents in England found significant decreases in physical health and significant increases in self-perception, mood and emotion, and bullying from pre-to-post-test [22]. The second study examined changes in HRQoL in Spanish children and adolescents and found that HRQoL decreased in eight out of 10 of the KIDSCREEN dimensions (including physical and psychological well-being, autonomy and parent relations, social support and peers, and school environment), and these changes were more notable in females than males and in older (13–17 years old) participants [23].
Therefore much of the research in this area is based on specific adolescent populations, with limited longitudinal studies conducted, and none in general Australian adolescent populations. The current study therefore aims to further examine HRQoL in a sample of secondary school-aged Australian adolescents over a three-year period in order to determine if HRQoL changes over time and if so, whether those changes differ across gender and age. As low levels of HRQoL may indicate an underlying physical and/or psychological health concern, these findings will be important in identifying what proportion of students could be at risk of developing health problems.

Methods
Ethics, consent, and permissions
The study was approved by the Western Sydney University Human Ethics Committee (approval number: H8715) and the Department of Education, New South Wales Ethics Committee, and was conducted according to the Helsinki ethical principles of research. All participants, and their parents, provided informed consent prior to their participation in the research, with an understanding that its findings would be published.

Participants and setting
This paper reports on part of a broader study investigating the impact of community-identified interventions on social capital, and psychosocial and socioeconomic outcomes. Student participants (n = 403) were recruited from multicultural comprehensive government high schools (n = 6) in the Sydney metropolitan (n = 5) and regional (n = 1) communities of New South Wales, Australia. Four of these six schools were single-sex (two male, two female) and the other two schools were co-educational. These communities were selected based on the following criteria: the geographical location is one of reported economic and social disadvantage; an indication that relevant schools and the community would participate in this longitudinal study; and the industry partner (The Benevolent Society) having interest and presence in the area. Data at baseline (Time 1) was collected across academic years seven to nine and across three time periods. Across Time 1, 2, and 3 participants were aged 12–15, 13–16, and 14–17 years old respectively. In the seventh grade students’ transition from primary to secondary school, with grades seven, eight, and nine classified as junior secondary school.

Data collection
Participants completed a pen and paper self-report questionnaire. The questionnaires were completed at each school with teaching and research staff present to ensure a familiar and consistent environment, and appropriately timed so not to interfere with school activities. Initially 1,933 eligible participants were contacted, 1,379 of which provided consent (response rate of 71 %). Of those, 1,111 completed the questionnaire at Time 1, 804 students completed the questionnaire at Time 2, and 525 students at Time 3. The response rate across the three time periods were 57 % at Time 1, 42 % at Time 2, and 27 % at Time 3. A total of 421 students completed the questionnaire across all time points, leading to an overall response rate of 22 %. The response rate over time is indicative of: consent requirement from both parents and students; students' presence and availability on the data collection day and time (and one follow up day for each data collection point); students changing school or leaving at the end of year 10; and opt out option if/when students chose to. Data from the first wave was collected in 2011 (Time 1) when the participants were in years 7–9. The second wave of data was collected in 2012 (Time 2), and the third wave was in 2013 when the participants were in years 9, 10, and 11 (Time 3).

Measurement
In addition to questions pertaining to demographic information, the KIDSCREEN-27 instrument was used to measure HRQoL. The KIDSCREEN is not designed as a clinical diagnostic tool for screening psychiatric disorders, but rather, to measure overall well-being (HRQoL). The instrument contains 27 items and covers five dimensions:1)Physical Well-being (5 items): explores the level of physical activity, energy and fitness of the child/adolescent and to what extent they feel unwell or complain of poor health.

 

2)Psychological Well-being (7 items): examines elements of psychological well-being, such as positive emotions and satisfaction with life, and the absence of loneliness and sadness.

 

3)Autonomy and Parents Relations (7 items): examines the quality of child/adolescent and parent/care giver interactions and the extent to which the child/adolescents feels loved and supported by the family. Furthermore, it explores level of autonomy that the child/adolescent perceives to possess, and the quality of financial resources perceived by the child/adolescent.

 

4)Social Support and Peers (4 items): explores the quality of the child’s/adolescents’ social relations and interactions with friends and peers, and the extent of their perceived support.

 

5)School Environment (4 items): explores the perceptions that a child/adolescents holds regarding their cognitive capacity, learning and concentration in the school environment. This dimension also examines how the child/adolescent views the relationship between themselves and their teachers [20].

 



                        
The response range for the KIDSCREEN-27 is based on a 5-point Likert scale from ‘0’ – (never/not at all) to ‘5’ (always). The internal consistency values (Cronbach’s Alpha) of the self-report KIDSCREEN-27 are reported to be satisfactory across all five dimensions: Physical Well-being (.80); Psychological Well-being (.84); Autonomy and Parents Relations (.81); Social Support and Peers (.81) and School Environment (.81) and the test-retest reliability ranges from .61 to .74 [20].

Statistical analyses
The self-report algorithm detailed in the KIDSCREEN Manual [20] was used to convert the total raw scores from each KIDSCREEN dimension into Rasch scores, and then convert the Rasch scores into t-values. The resulting t-values can then be used to make comparisons to international t-values based on 14 European countries. These values are normed to a mean of 50 and a standard deviation of 10 [20]. A series of one-way repeated measures analysis of variances (ANOVAs) were conducted to compare scores on each of the five KIDSCREEN dimensions across the three time periods, with each KIDSCREEN dimension analysed separately. Furthermore, a series of mixed between-within subjects ANOVAs were conducted in order to examine any gender or age differences across the time periods. All analyses were conducted using IMB SPSS Statistics (22.0), with statistical significance set at p < .05 (two-tailed). A power analysis using the G*Power 3 computer program [34] determined that a total sample size of 114 subjects was required to detect moderate effects (0.13) [35] with 95 % power when using a repeated measures ANOVA. According to Cohen’s [35] specifications for ANOVA analyses small, medium, and large effect sizes are classified as 0.02, 0.13, and 0.26 respectively.
For the purposes of reporting the analyses, the participants will be referred to as: Group 1 (comprising students who were in Year 7, 8, and 9 across T1, T2, and T3 respectively, aged 12–15 years); Group 2 (comprising students who were in Year 8, 9, and 10 across T1, T2, and T3 respectively, aged 14–16 years); and Group 3 (comprising students who were in Year 9, 10, and 11 across T1, T2, and T3 respectively, aged 15–17 years).


Results
Descriptive data
Student participants attended comprehensive government secondary schools in multicultural regions of Greater Western Sydney, and regional areas of New South Wales, Australia. After screening the data, four participants were excluded from the dataset as they were missing 50 % of data points at Time 1 (n = 3), 50 % of data points at Time 2 and 30 % from Time 3 (n = 1), meaning that t-values could not be derived and included in the analysis. Furthermore, screening for outliers identified 14 participants with inconsistent patterns of responding or spurious data and the decision was made to exclude them from the dataset. This led to a total sample size of 403 students (56 % female; mean age 13.3 years, SD = 0.86) who completed the questionnaire at Time 1, 2, and 3. Sixty-eight percent of participants spoke a second language at home; with Arabic being the most commonly spoken language (60 %) followed by other (non-specified) languages (12 %) and Vietnamese (9 %). The remaining (19 %) languages included Italian, Greek, Cantonese, Mandarin Chinese, Turkish, Persian, and Pacific Islander.
When participants did not complete at least one question across any of the dimensions, a Rasch score and subsequent T-value could not be calculated for that participant on the dimension which was missing the data (e.g. if a participant did not answer a question on the physical well-being dimension, then a T-value for the physical well-being dimension could not be calculated). Therefore this made the total sample size across each dimension variable. Consequently, sample size across analyses ranged from 359 to 403 participants. A comparison across the KIDSCREEN dimensions between the participants who completed all three time periods and those who did not, revealed statistically significant differences on two dimensions: social support and peers (t(1072) = -2.80, p = .005) and school environment (t(1075) = -3.47, p = .001). Students who did not participate at Time 2 and Time 3 scored lower on those two dimensions than students who did, however these differences were statistically small (d = 0.18 and d = 0.22 respectively). There were no significant differences between the gender, and age/grade of those who completed all three time periods, and those who did not.

HRQoL across three time points
A series of one-way repeated measures ANOVAs with Greenhouse-Geisser corrections were conducted to compare scores on each KIDSCREEN dimension at Time 1, Time 2, and Time 3. The means, standard deviations, and dimensions are presented in Table 1. Results revealed no significant differences between time points on the physical wellbeing, psychological wellbeing, autonomy and parent relations, and school environment dimensions. The only significant difference found was for the social support and peers dimension (F(1.940) = 3.210, p = .041, ƞp
                           2 = .008), however, the difference was not significant enough to be detected by post hoc tests. Compared to European KIDSCREEN norms (Table 1), participants in this longitudinal study reported considerably lower levels of psychological wellbeing.Table 1Means and standard deviations from the repeated measures ANOVA for Time 1, Time 2, and Time 3 (n = 403)


	KIDSCREEN dimensions
	Statistics
	Time 1
	Time 2
	Time 3
	European normsa
                                          

	Physical Well-being
	Mean
	46.58
	46.33
	46.33
	48.57

	 	SD
	7.78
	8.57
	8.19
	 
	Psychological Well-being
	Mean
	39.27
	38.68
	38.80
	48.83

	 	SD
	6.72
	5.94
	5.98
	 
	Autonomy and Parent Relations
	Mean
	49.32
	50.42
	50.01
	49.41

	SD
	12.46
	13.66
	12.94
	 
	Social Support and Peers
	Mean
	52.47
	52.03
	50.75
	49.62

	 	SD
	10.98
	12.17
	11.74
	 
	School Environment
	Mean
	50.91
	51.77
	50.12
	48.44

	 	SD
	11.06
	11.39
	11.86
	 


                                    a These norms are based on the KIDSCREEN European normative samples for male and female adolescents aged 12–18 years [18]



                        

Gender comparison on HRQoL across three time points
A series of mixed between-within subjects ANOVAs were conducted to determine if there were gender differences in KIDSCREEN scores across the three time points, while controlling for grade/age. ANOVA assumptions were satisfactory, with the exception of Mauchley’s test of sphericity, which was significant across all dimensions and therefore Wilks’ Lambda results were reported [36]. Means standard deviations, and dimensions are presented in Table 2.Table 2Means and standard deviations from the mixed between-within subjects ANOVA for Time 1, Time 2, and Time 3 (n = 403)


	KIDSCREEN dimensions
	Time 1 Mean (SD)
	Time 2 Mean (SD)
	Time 3 Mean (SD)

	Physical Well-being
	 	 	 
	  Female
	45.01 (7.08)a
                                          
	45.21 (8.17)a
                                          
	44.31 (7.78)a
                                          

	  Male
	48.59 (8.20)a
                                          
	47.17 (8.77)a,b
                                          
	48.93 (8.00)a
                                          

	  Group 1
	48.69 (7.50)d
                                          
	47.44 (8.47)d
                                          
	48.17 (8.07)d
                                          

	  Group 2
	44.91 (8.00)
	44.89 (8.62)
	45.06 (8.25)

	  Group 3
	43.93 (5.86)
	44.78 (8.09)
	43.36 (6.74)

	Psychological Well-being
	 	 	 
	  Female
	38.73 (4.90)a
                                          
	38.41 (4.96)a
                                          
	37.75 (4.60)a
                                          

	  Male
	39.97 (8.47)a
                                          
	39.03 7.01)a
                                          
	40.15 (7.17)a
                                          

	  Group 1
	39.94 (6.56)d
                                          
	39.49 (6.44)d
                                          
	39.52 (6.64)d
                                          

	  Group 2
	38.76 (7.43)
	37.93 (5.75)
	38.42 (5.50)

	  Group 3
	38.45 (3.61)
	38.20 (3.73)
	37.31 (4.25)

	Autonomy and Parent Relations
	 	 	 
	  Female
	47.90 (12.26)a
                                          
	49.17 (14.06)a
                                          
	47.49 (11.85)a,c
                                          

	  Male
	51.15 (12.26)a
                                          
	52.03 (14.06)a
                                          
	53.25 (13.58)a
                                          

	  Group 1
	50.26 (12.06)
	51.79 (13.24)
	52.39 (12.96)

	  Group 2
	48.99 (13.38)
	49.81 (15.02)
	48.57 (13.11)

	  Group 3
	47.07 (10.21)
	47.57 (8.97)
	46.43 (10.71)

	Social Support and Peers
	 	 	 
	  Female
	52.78 (10.11)
	52.86 (11.14)
	50.91 (10.50)c
                                          

	  Male
	52.06 (12.04)
	50.96 (13.34)
	50.55 (13.20)

	  Group 1
	53.49 (11.25)d
                                          
	53.09 (11.87)d
                                          
	52.71 (11.28)d
                                          

	  Group 2
	51.60 (11.13)
	51.05 (12.97)
	48.59 (12.45)

	  Group 3
	51.47 (9.09)
	51.26 (10.22)
	50.57 (9.65)

	School Environment
	 	 	 
	  Female
	50.36 (10.70)
	52.08 (10.56)
	49.37 (11.05)c
                                          

	  Male
	51.61 (11.50)
	51.36 (12.40)
	51.07 (12.80)

	  Group 1
	52.93 (11.14)4
                                          
	52.79 (11.06)d
                                          
	52.32 (11.87)d
                                          

	  Group 2
	48.74 (10.49)
	50.67 (12.24)
	47.57 (12.24)

	  Group 3
	50.13 (11.37)
	51.32 (9.41)
	49.91 (8.42)



                                    aSignificant main effect for gender

                                    b Significantly lower scores at Time 2 compared to Time 3

                                    c Significantly lower scores at Time 3 compared to Time 2

                                    dSignificant main effect for grade/age



                        
There were significant ordinal interactions between gender and time on two of five dimensions: the physical wellbeing (Wilks’ Lambda = .980, F(2, 355) = 3.682, p = .026, ƞp
                           2 = .020) and psychological wellbeing (Wilks’ Lambda = .983, F(2, 368) = 3.133, p = .045, ƞp
                           2 = .017) dimensions, with males reporting significantly higher scores than females across these dimensions. The effect sizes were, however, small.
There were no significant main effects for time across any of the KIDSCREEN dimensions. That is, time did not uniquely contribute to changes in KIDSCREEN scores for the total sample. However, the main effect for gender was significant across three of the five dimensions: the physical wellbeing (F(1, 356) = 19.061, p < .001, ƞp
                           2 = 0.051), psychological wellbeing (F(1, 369) = 6.865, p = .009, ƞp
                           2 = 0.018), and autonomy and parent relations (F(1, 367) = 10.163, p = .002, ƞp
                           2 = 0.027), with males scoring significantly higher than females on each of the three dimensions. Despite these significant findings, the effect sizes were small.
Post hoc analyses revealed that for males, there was a significant shift over time in scores on the physical wellbeing dimension, F(1.982, 309.226) = 3.235, p = .041, ηp2 = 0.020, although the effect size was small. Males reported significantly lower scores at Time 2, compared to Time 3. There were no significant changes across the other dimensions.
For females, there were significant shifts across time periods on two of the five dimensions: the social support and peers (F(1.838, 406.228) = 3.188, p = .046, ηp2 = 0.014), and school environment (F(1.723, 379.024) = 5.014, p = .010, ηp2 = 0.022) dimensions. Females reported significantly lower scores at Time 3, compared with Time 2 on both dimensions; however these effect sizes were small.

Grade/age comparison on HRQoL across three time points
In regards to grade/age, when controlling for gender, there were no significant time by grade interactions (Wilks’ Lambda’s ≥ .988, Fs ≥ .136, ps ≥ .302, ƞp
                           2 ≥ .001), or main effects for time (Wilks’ Lambda’s ≥ .984, Fs ≥ .490, ps ≥ .054, ƞp
                           2 ≥ .003). The main effect for grade/age was significant across four of five dimensions: the physical wellbeing (F(2, 355) = 23.245, p < .001, ƞp
                           2 = .061), psychological wellbeing (F(2, 368) = 8.265, p = .004, ƞp
                           2 = .022), social support and peers (F(2, 389) = 5.171, p = .006, ƞp
                           2 = .026), and school environment (F(2, 390) = 8.744, p < .001, ƞp
                           2 = .043) dimensions. Students in Group 1 reported significantly higher scores than students in Group 2 across the three time periods on these dimensions, however these effects were small. While these were the only significant declines, the other age groups also reported declines in social support and peers scores over time (but not at statistically significant levels).


Discussion
The aim of this study was to explore HRQoL over a period of three years in a sample of school-based adolescents and to examine if there were gender and age differences. This sample of Australian students reported similar levels of HRQoL as European adolescents with the exception of lower levels on psychological wellbeing dimension. The overall sample fluctuated on school environment dimension, which was higher at Time 2 than Time 1 or 3 while social support and peers declined across three time points.
However, on closer examination, it appears those changes over time were gender related. That is, gender differences were found across physical and psychological wellbeing and autonomy and parent relations, with males reporting higher levels than females across all three dimensions. Males had a significant decline in physical wellbeing at Time 2 but seem to ‘bounce’ back at Time 3. Females, however, had a steady decline in psychological wellbeing over three time points and a decline across all five dimensions between Time 2 and Time 3. These differences suggest gender specific trajectories, which future studies could explore with mixture modelling to identify if they are normally distributed or if there are sub-gender and age patterns.
When examining age differences, there was a notable decline in scores on social support and peers across all age groups over time, although only some were statistically significant. Students in Group 1 reported significantly higher scores than students in Group 2 across the three time periods on the physical and psychological well-being, social support and peers, and school environment dimensions. As other declines were not statistically significant, these findings are consistent with previous research reporting that HRQoL remains relatively stable in older adolescents [23].
Some of the findings in this study however confirm those of studies that have reported HRQoL to decline over time and for this pattern to be more evident for females than males [24–26]. In this study, for females the decline was significant across two of five dimensions from Time 2 to Time 3, while remaining relatively stable, if albeit significantly lower than males’, for physical and psychological well-being, and autonomy and parent relations. Although those findings are statistically significant, the effect sizes were predominantly small, which suggests that the differences would not be readily noticeable nor would be clinically meaningful. It is possible that the conceptualisation of some domains may change over time with a shift in the internal standards used to self-evaluate quality of life, which may explain some of the age differences [29]. This shift was also reported in a study that examined parent-child corroboration of quality of life and found that a gap in perceptions widens with adolescents’ age [32]. The pattern of gender differences (i.e. quality of life being lower for females and declining over time), may be highlighting a gender-specific vulnerability during adolescence. Given that those changes are not readily identifiable, fostering awareness and preventative measures may protect from further loss of HRQoL.
This study is not without limitations. These include: (1) a narrow geographic, economic and multi-cultural focus which, while sampling school-based adolescents, may not be representative of broader adolescent population; (2) participants’ self-selection and retention over time, may also contribute to a representation bias; (3) the collection of self-report data may have had an impact on the results (see discussion below); (4) no information was gathered on potential events and stressors that may have influenced participants’ responses across HRQoL dimensions and time; (5) lastly, no clinical assessment was included to investigate if variations over time and sub-groups may be related to participants’ mental and physical health problems. The latter two points are recommended as areas of future research.
In regards to the collection of self-report data, while some research has raised concerns regarding the capacity of children and adolescents to adequately report their experience of psychological and physical health problems [37], others have shown that adolescents completing self-report measures were slightly better at predicting health outcomes than their parents [38]. Furthermore, factors such as social desirability and comparisons to others [39], as well as health concerns [40] may affect adolescents’ self-perception and their responses on the KIDSCREEN questionnaire. However, those possible limitations are common across studies and do not prevent comparisons or generalizability of findings.
Notwithstanding those limitations, this study provides an informative longitudinal snapshot of HRQoL in a school-based adolescent population and confirms gender and age differences that appear over time. Future research may build on these findings by focusing on the age points when gender differences start to emerge to better understand what may be influencing those HRQoL changes.

Conclusions
This longitudinal study found that HRQoL changes over time and seems to be predominantly gender influenced, with females reporting somewhat poorer QoL than males. Those differences may be discrete but nonetheless indicative of potential vulnerability during this stage of development. Given the risk of psychological/mental and physical health problems that emerge in adolescents potentially continuing into adulthood, identifying and addressing early signs of HRQoL decline provides an opportunity to ensure that young people have a healthier progression through adolescence.

Acknowledgements
This study was funded by the Australian Research Council, Grant No. LP100100369 titled ‘Bridging the gap on locational disadvantage: Impact of community-identified interventions on social capital, psychosocial and socioeconomic outcomes’. The research was conducted by the University of Western Sydney research team headed by Professor Rhonda G Craven and chief investigators Associate Professor Geoffrey E Munns and Professor Tanya Meade in partnership with The Benevolent Society and partner investigators Dr Genevieve Nelson, Mr Andrew Anderson. We thank the six schools for participating in this study.


                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. 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.

References
1.
World Health Organisation. Women and health- today’s evidence, tomorrow’s agenda. 2009. http://​whqlibdoc.​who.​int/​hq/​2009/​WHO_​IER_​MHI_​STM.​09.​1_​eng.​pdf. Accessed 11 Mar 2015.

2.
Gore FM, Bloem PJN, Patton GC, Ferguson J, Joseph V, Coffey C, et al. Global burden of disease in young people aged 10–24 years: A systematic analysis. Lancet. 2011. doi:10.​1016/​S0140-6736(11)60512-6.

3.
Kieling C, Baker-Henningham H, Belfer M, Conti G, Ertem I, Omigbodun O, et al. Child and adolescent mental health worldwide: Evidence for action. Lancet. 2011. doi:10.​1016/​S0140-6736(11)60827-1.PubMed

4.
Patton GC, Viner RM, Linh le C, Ameratunga S, Fatusi AO, Ferguson BJ, Patel V. Mapping a global agenda for adolescent health. J Adolesc Health. 2010; doi: 10.​1016/​j.​jadohealth.​2010.​08.​019.

5.
World Health Organisation. Risks to mental health: an overview of vulnerabilities and risk factors. 2012. http://​www.​who.​int/​mental_​health/​mhgap/​risks_​to_​mental_​health_​EN_​27_​08_​12.​pdf. Accessed 11 Mar 2015.

6.
Anderson SE, Cohen P, Naumova EN, Must A. Association of depression and anxiety disorders with weight change in a prospective community-based study of children followed up into adulthood. Arch Pediatr Adolesc Med. 2006. doi:10.​1001/​archpedi.​160.​3.​285.PubMedCentral

7.
Power C, Thomas C, Li L, Hertzman C. Childhood psychosocial adversity and adult cortisol patterns. Br J Psychiatry. 2012. doi:10.​1192/​bjp.​bp.​111.​096032.

8.
Prince M, Patel V, Saxena S, Maj M, Maselko J, Phillips MR, et al. No health without mental health. Lancet. 2007. doi:10.​1016/​s0140-6736(07)61238-0.

9.
Chen H, Cohen P, Kasen S, Johnson JG. Adolescent axis I and personality disorders predict quality of life during young adulthood. J Adolesc Health. 2006. doi:10.​1016/​j.​jadohealth.​2005.​07.​005.PubMedCentral

10.
Remien R. Psychiatric disorders and symptoms associated with sexual risk behavior. Psychiatric Times. 2004;21:3.

11.
Scott D, Happell B. The high prevalence of poor physical health and unhealthy lifestyle behaviours in individuals with severe mental illness. Issues Ment Health Nurs. 2011. doi:10.​3109/​01612840.​2011.​569846.PubMed

12.
Aarons GA, Monn AR, Leslie LK, Garland AF, Lugo L, Hough RL, et al. Association between mental and physical health problems in high-risk adolescents: A longitudinal study. J Adolescent Health. 2008. doi:10.​1016/​j.​jadohealth.​2008.​01.​013.

13.
Australian Bureau of Statistics. National survey of mental health and wellbeing: Summary of results, 2007. 2008. http://​www.​abs.​gov.​au/​ausstats/​abs@.​nsf/​mf/​4326.​0. Accessed 11 Nov 2014.

14.
Melnyk BM, Jacobson D, Kelly S, Belyea M, Shaibi G, Small L, et al. Promoting healthy lifestyles in high school adolescents: A randomized controlled trial. Am J Prev Med. 2013. doi:10.​1016/​j.​amepre.​2013.​05.​013.PubMedCentralPubMed

15.
Slade T, Johnston A, Teesson M, Whiteford H, Burgess P, Pirkis J, Saw S. The mental health of Australians 2- Report on the 2007 National Survey of Mental Health and Wellbeing. 2009. http://​www.​health.​gov.​au/​internet/​main/​publishing.​nsf/​Content/​mental-pubs-m-mhaust2. Accessed 25 Aug 2014.

16.
Reavley NJ, Cvetkovski S, Jorm AF, Lubman DI. Help-seeking for substance use, anxiety and affective disorders among young people: Results from the 2007 Australian National Survey of Mental Health and Wellbeing. Aus NZ J Psychiat. 2010. doi:10.​3109/​0004867100370545​8.

17.
Fayers PM, Machin D. Quality of life: Assessment, analysis and interpretation. New York: Wiley; 2000.CrossRef

18.
Varni JW, Burwinkle TM, Lane MM. Health-related quality of life measurement in pediatric clinical practice: An appraisal and precept for future research and application. Health Qual Life Outcomes. 2005. doi:10.​1186/​1477-7525-3-34.PubMedCentralPubMed

19.
Ravens-Sieberer U, Gosch A, Rajmil L, Erhart M, Bruil J, Duer W, et al. KIDSCREEN-52 quality-of-life measure for children and adolescents. Expert Rev Pharmacoecon Outcomes Res. 2005. doi:10.​1586/​14737167.​5.​3.​353.PubMed

20.
The KIDSCREEN Group Europe. The KIDSCREEN questionnaires- quality of life questionnaires for children and adolescents. Handbook. Lengerich: Pabst Science Publishers; 2006.

21.
Rajmil L, Herdman M, Ravens-Sieberer U, Erhart M, Alonso J. Socioeconomic inequalities in mental health and health-related quality of life (HRQOL) in children and adolescents from 11 European countries. Int J Public Health. 2014. doi:10.​1007/​s00038-013-0479-9.PubMed

22.
Gillison F, Skevington S, Standage M. Exploring response shift in the quality of life of healthy adolescents over 1 year. Qual Life Res. 2008. doi:10.​1007/​s11136-008-9373-y.PubMed

23.
Palacio-Vieira JA, Villalonga-Olives E, Valderas JM, Espallargues M, Herdman M, Berra S, et al. Changes in health-related quality of life (HRQoL) in a population-based sample of children and adolescents after 3 years of follow-up. Qual Life Res. 2008. doi:10.​1007/​s11136-008-9405-7.

24.
Bisegger C, Cloetta B, von Bisegger U, Abel T, Ravens-Sieberer U. Health-related quality of life: Gender differences in childhood and adolescence. Soz Praventivmed. 2005. doi:10.​1007/​s00038-005-4094-2.PubMed

25.
Michel G, Bisegger C, Fuhr DC, Abel T. Age and gender differences in health-related quality of life of children and adolescents in Europe: A multilevel analysis. Qual Life Res. 2009. doi:10.​1007/​s11136-009-9538-3.PubMed

26.
Torsheim T, Ravens-Sieberer U, Hetland J, Valimaa R, Danielson M, Overpeck M. Cross-national variation of gender differences in adolescent subjective health in Europe and North America. Soc Sci Med. 2006. doi:10.​1016/​j.​socscimed.​2005.​06.​047.

27.
Patton GC, Viner R. Pubertal transitions in health. Lancet. 2007;369:1130–9.CrossRefPubMed

28.
Sawyer MG, Guidolin M, Schulz KL, McGinnes B, Zubrick SR, Baghurst PA. The mental health and wellbeing of adolescents on remand in Australia. Aus NZ J Psychiat. 2010. doi:10.​1016/​s0140-6736(07)60366-3.

29.
Bolton K, Kremer P, Rossthorn N, Moodie M, Gibbs L, Waters E, et al. The effect of gender and age on the association between weight status and health-related quality of life in Australian adolescents. BMC Public Health. 2014. doi:10.​1186/​1471-2458-14-898.PubMedCentralPubMed

30.
Colver A, Rapp M, Eisemann N, Ehlinger V, Thyen U, Dickinson HO, et al. Self-reported quality of life of adolescents with cerebral palsy: A cross-sectional and longitudinal analysis. Lancet. 2015. doi:10.​1016/​S0140-6736(14)61229-0.PubMedCentralPubMed

31.
Parkinson KN, Adamson AJ, Basterfield L, Reilly JK, Le Couteur A, Reilly JJ. Influence of adiposity on health-related quality of life in the Gateshead Millennium Study cohort: longitudinal study at 12 years. Arch Dis Child. 2015. doi:10.​1136/​archdischild-2014-307498.PubMed

32.
Rajmil L, López AR, López-Aguilà S, Alonso J. Parent–child agreement on health-related quality of life (HRQOL): A longitudinal study. Health Qual Life Outcomes. 2013. doi:10.​1186/​1477-7525-11-101.PubMedCentralPubMed

33.
Wynne C, Comiskey C, Hollywood E, Quirke MB, O’Sullivan K, McGilloway S. The relationship between body mass index and health-related quality of life in urban disadvantaged children. Qual Life Res. 2014. doi:10.​1007/​s11136-014-0634-7.

34.
Faul F, Erdfelder E, Lang AG, Buchner A. G*Power 3: A flexible statistical power analysis program for the social, behavioral, and biomedical sciences. Behav Res Methods. 2007. doi:10.​3758/​BF03193146.PubMed

35.
Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. Hillsdale, N.J: L. Erlbaum Associates; 1988.

36.
Pallant J. SPSS Survival Manual: A step by step guide to data analysis using SPSS for Windows (Version 15). 3rd ed. Sydney, Australia: Open University Press; 2007.

37.
Jensen PS, Rubio-Stepic MA, Canino G, Bird HR, Dulcan MK, Schwab-Stone ME, et al. Parent and child contributions to diagnosis of mental disorders: Are both informants always necessary? J Am Acad Child Adolesc Psychiatry. 1999. doi:10.​1097/​00004583-199912000-00019.

38.
Becker A, Hagenberg N, Roessner V, Woerner W, Rothenberger A. Evaluation of the self-reported SDQ in a clinical setting: Do self-reports tell us more than ratings by adult informants? Eur Child Adolesc Psychiatry. 2004. doi:10.​1007/​s00787-004-2004-4.

39.
Motl RW, McAuley E, DiStefano C. Is social desirability associated with self-reported physical activity? Prev Med. 2005. doi:10.​1016/​j.​ypmed.​2004.​09.​016.PubMed

40.
Piko BF. Self-perceived health among adolescents: The role of gender and psychosocial factors. Eur J Pediatr. 2007. doi:10.​1007/​s00431-006-0311-0.PubMed



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

Authors’ contributions
TM contributed to the study design, delivery, analyses, and drafting of the manuscript. ED contributed to literature review, analyses, and drafting of the manuscript. Both authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





