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Abstract

Purpose Health-related quality of life (HRQoL) may be helpful in identifying children at risk of developing adjustment prob-
lems. Few studies have focused on HRQoL among children of ill or substance abusing parents despite their considerable risk
status. In the present study, we used the KIDSCREEN-27 to assess self-reported HRQoL in children and adolescents living in
families with parental illness, or substance dependence. First, we tested whether the factor structure of the KIDSCREEN-27
was replicated in this population of children. Next, we examined differences in HRQoL according to age, gender, and type
of parental illness. Finally, we compared levels of HRQoL in our sample to a normative reference population.

Method Two hundred and forty-six children and adolescents aged 8—17 years and their ill parents participated. The construct
validity of the KIDSCREEN-27 questionnaire was examined by confirmatory factor analysis (CFA). T-tests and ANOVA
were used to test differences in HRQoL levels according to age, gender, and parental patient groups, and for comparisons
with reference population.

Results The KIDSCREEN-27 fit the theoretical five-factor model of HRQoL reasonably well. Boys and younger children
reported significantly greater well-being on physical well-being, psychological well-being, and peers and social support,
compared to girls and older children. Younger children also reported significantly greater well-being at school than did older
children. There were no significant differences in HRQoL between groups of children living with different type of parental
illness. The children in our sample reported their physical well-being significantly lower than the reference population.
Conclusion The KIDSCREEN-27 questionnaire appears to work satisfactorily among children of ill or substance abusing
parents.

Keywords Factor structure - Construct validity - Children at risk - Health-related quality of life - Parental illness and
substance abuse

Introduction

Parental illness affects the whole family. The effects on chil-
dren of ill parents may be particularly strong, because chil-
dren’s adjustment is so closely tied to their parents’ ability
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it can jeopardize children’s psychosocial development and
have a negative influence on children’s quality of life [1-15].
Although children of ill and substance abusing parents are at
risk, they are not a clinical population per se.
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to live a fulfilling life” [19]. HRQoL has been reported to be
inversely associated with mental health problems in children
[16, 20-22]. Although this negative correlation is a rela-
tively common empirical finding, low HRQoL scores do not
necessarily translate into the presence of psychosocial prob-
lems, nor do high HRQoL scores automatically denote the
absence of mental health issues [23]. Simply put, HRQoL
is not the mere absence of symptoms.

HRQoL may be a precursor to psychosocial problems
later on. In a longitudinal study of 4500 Chinese adoles-
cents, results indicated that youths’ life satisfaction predicted
their future positive development, which in turn mitigated
problem behavior [24]. Hence, HRQoL may be an appropri-
ate measure to use in identifying individuals at risk and an
important addition to traditional symptom scales.

The consequences of challenging life experiences for
children may not always be heightened scores on symptoms
scales. Indeed, the effects of stressful life circumstances can
take on several forms, of which reduced quality of life is one.
Before using measures of HRQoL for these purposes, how-
ever, an important first step is to make sure that the measure
in question is valid and fits the theoretical structure of the
construct.

HRQoL has predominantly been used to measure qual-
ity of life in samples experiencing some type of physical or
mental disorder [23], or in research with normative samples
[25, 26]. Fewer studies have looked at HRQoL in samples
of children living with parental illness and substance abuse.
There is gap in the literature concerning whether the con-
struct validity of HRQoL holds for this population of chil-
dren as well.

The construct of HRQoL

HRQoL is a common approach to the conceptualization of
the broader concept quality of life (QoL). QoL has been
defined by the World Health Organization as “an individ-
ual’s perception of his/her position in life in the context of
the culture in which he/she lives and in relation to his/her
goals, expectations, standards and concerns” [27]. Accord-
ing to Wallander and Koot [23], HRQoL has dominated the
field in both child and adult literature on QoL. They list
Social indicators and Subjective Well-being as two alter-
native approaches. Because QoL goes beyond measuring
symptom- or performance indicators, but rather gauges a
person’s satisfaction with life in the here and now, the person
him- or herself is in the best position to make the judgement.
Thus, measures of HRQoL ought to be individual, subjec-
tive reports whenever possible and measurements of HRQoL
should be multidimensional because how well a person per-
ceives his or her life to be has multiple sources. Common
dimensions of HRQoL include physical, psychological, and
social components, which may compensate for, or depend
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on each other. The multidimensionality of HRQoL makes
it pertinent to examine both the respective dimensions of
the concept but also the overall score for the population of
interest.

KIDSCREEN-27

The KIDSCREEN-27 measures HRQoL in children and
adolescents and is a well-known and frequently used ques-
tionnaire, particularly in European samples. The KID-
SCREEN-27 measures perceptions of general health and
fitness, and psychological indicators such as mood, feelings
of loneliness, autonomy, relationship with peers and parents,
social support, and adjustment at school [16, 28, 29]. The
KIDSCREEN-27 conforms to the conceptual considerations
of HRQoL [30]. No study has to our knowledge tested the
factor structure of this questionnaire in children living in
families with parental illness and substance abuse.

Age, gender, and type of parental iliness

HRQoL scores vary according to the age and gender of the
child. Studies have indicated that boys tend to report higher
levels of HRQoL than do girls [21, 25, 31-35], and that
younger children tend to report higher levels of HRQoL
compared to older children and adolescents [21, 25, 31-36].
In a study with a normative sample, lower parental physical
and mental health was associated with lower HRQoL in the
adolescent children [32]. In ill or substance abusing parents
who are in treatment, however, few studies have explored
levels of HRQoL among their children. It appears that the
studies that have explored HRQoL in children of ill parents
are limited to children experiencing parental cancer [31,
37], although a few studies have involved children of parents
with other types of somatic illness [38], depression [39], or
substance abuse [40]. This scarcity of empirical work high-
lights the need for more research, especially psychometric
investigations of instruments and studies with children with
different types of family risk.

Parental mental illness and substance abuse may expose
children to different challenges compared to those experi-
enced by children of physically ill parents. Parental mental
illness and substance abuse may more often be associated
with unstable home environments, which affect children’s
adjustment beyond the illness or substance abuse itself [41].
Parental mental illness and substance abuse often bring
about impaired social functioning [42], parental unrespon-
siveness, and ineffective parenting practices [43-46]. For
parents who use alcohol or drugs, problems may also include
preoccupation with obtaining substances, and recovery from
the effects of these [47], in addition to possible comorbid
mental illness. Although physical illness in parents is likely
to affect parental participation in activities and chores, we
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hypothesize that children of parents with mental illness or
substance abuse will report lower HRQoL compared to
children of physically ill parents. No studies have to our
knowledge, compared HRQoL in children from these three
categories of parental illness.

The present study

The first goal of the present study was to examine the factor
structure of the KIDSCREEN-27 questionnaire in a sample
of children whose parents were either physically or men-
tally ill or substance abusing. Factor structure was tested
using confirmatory factor analysis (CFA). Next, we explored
whether levels of HRQoL in our sample varied depending on
children’s gender, age, and type of parental illness. Finally,
we compared the levels of HRQoL-dimensions in our sam-
ple with those of a normative reference population [48].

Method
Participants

Participants were 246 children and adolescents, aged
8-17 years, (M =12.45, SD =2.85). Girls made up 56.9%
of the sample. The child’s mother was the ill parent in 72.7%
of the cases. Both the ill or substance abusing parent and one
of their children were part of the current study. Data from
eight children did not have corresponding parent report. The
majority of the families (93.3%) had Norwegian ethnic back-
ground. On average, families’ socioeconomic status placed
them in middle-class by Norwegian standards, and patients
in somatic health services reported significantly higher
incomes than patients from mental health and substance
abuse clinics. Descriptive statistics of the sample are pre-
sented in Table 1. The current study was part of a nationwide
cross-sectional multicenter study in Norway [49].

Procedures

Data were collected over a period of 21 months (from March
2013 to January 2015) in five health authorities across Nor-
way. Specialized health care services in Norway are admin-
istered by geographically sectioned health authorities and
serve patients with serious health challenges. Specialized
health care services in Norway are typically divided into
somatic, mental health, and substance abuse clinics. The
children were identified and recruited via their parents who
were treated in one these three types of specialized services
(including both out-patient and inpatient clinics). Each
patient and child was given written and oral information
about the study. If the patient was a caregiver for more than
one dependent child, we randomly chose one child to par-
ticipate, unless the parents expressed a preference.

Interviews were conducted by trained personnel (health
care workers or research associates) who met with the fam-
ily at a convenient time and location, usually at the home of
the family. The parent and the child were handed an iPad
each and given instructions on how to complete the question-
naires. The digital data collection strategy ensured no miss-
ing data at the individual participant level. The interviewers
were available for guidance during the session and they were
instructed to request that parents and children were sitting
apart when they completed the questionnaires The estimated
time to complete the questionnaire was 1 h.

Measurements
KIDSCREEN-27

HRQoL was assessed with the KIDSCREEN-27, which is
a shorter version of the KIDSCREEN-52 questionnaire. It
is a generic HRQoL questionnaire developed for children
aged 8-18 years [48]. The KIDSCREEN-27 was found to
be a reliable and valid measure in a large population-based
sample of European children and adolescents [21]. Good

Table 1 Descriptive statistics
for the children and the ill

parent according to type of
parental illness

Total Physical illness  Mental illness ~ Substance abuse

Children (n) 246 140 76 30

Gender (%female) 56.9% 56.4% 60.5% 50%

Mean age (SD) 12.45 (2.85) 12.74 (2.61) 11.97 (3.05) 12.33 (3.32)

Mean siblings (SD) 1.63 (.93) 1.49 (.90) 1.76 (.95) 1.90 (.96)

Mean Family Affluence Scale (SD)  6.13 (1.87) 6.51 (1.70) 5.81(1.97) 5.13 (1.87)
111 parent (n) 238 135 75 28

Gender (female) 72.7% 71.1% 85.3% 46.4%

Mean age (SD) 42.62 (5.81) 44.25(5.61) 40.08 (5.17) 41.57 (5.85)

Single-parent family 17.2% 11.9% 20.0% 357%

Mean family income a year (NOK) 819,345 1,009,032 618,000 444,107

Norwegian ethnicity 93.3% 94.8% 88% 100%
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reliability and validity ratings have also been reported in
a normative population of 10-year old children in Norway
[50].

The KIDSCREEN-27 is a self-report questionnaire and
assesses five dimensions of well-being; physical well-being
(5 items), psychological well-being (7 items), autonomy
and parent relations (7 items), peer-relations and social
support (4 items), and school environment (4 items). The
recall period is 1 week and each item assesses either the fre-
quency or intensity of a behavior or feeling, on a five-point
scale. Four items are reversed. Raw scores are transformed
based on algorithms for each dimension and used to com-
pute T-scores, with mean of 50 and standard deviation of
10 [16]. The total KIDSCREEN score is the sum of all item
responses. Higher scores indicate greater HRQoL. Two-
week test—retest reliability has been reported to be accept-
able with intra-class correlation coefficients (ICC) ranging
from 0.61 to 0.74 for the different dimensions [21]. In the
present study, Cronbach’s « ranged from .79 to .90. Cron-
bach’s a for the entire scale was .94, but may be somewhat
inflated by the higher number of items. The full range of
response alternatives was endorsed (that is, from 1 to 5),
except for items 7 (good mood) and 10 (apathy), for which
the range was 2-5.

Background information

Families were asked to answer questions about their socioec-
onomic status, ethnicity, and other demographic information.

Statistical analysis
Confirmatory factor analysis

To test the five-dimensional factor structure of the KID-
SCREEN-27, we conducted a series of confirmatory factor
analyses (CFA), in the following steps: first, we tested each
of the five dimensions of HRQoL in five separate CFAs to
investigate each dimension’s internal structure. Next, we

tested a unidimensional model, with all 27 items loading on
one single factor, HRQoL. Finally, we compared the unidi-
mensional CFA to the theoretical five-factor CFA with Chi-
square difference test of nested models. The models’ fit indi-
ces were contrasted, including Comparative Fit Index (CFI)
and root-mean-square-error of approximation (RMSEA).
For these analyses, we used Mplus software [51].

Comparisons of levels of HRQoL

Comparisons of levels of HRQoL were analyzed by using
the SPSS Version 22. All scores were standardized accord-
ing to the KIDSCREEN manual and #-scores were used for
each of the five dimensions [48]. For the overall sample,
t-scores with a mean of 50 and standard deviation of 10 were
used. For analysis on gender and age, we used gender- and
age-specific mean values derived from data of the reference
population. Both gender and age were analyzed as categori-
cal variables. Based on categorizations used in the reference
population [48], age was categorized into ‘younger children’
(8-11 years) and ‘adolescents’ (12—17 years). T-tests were
used to test gender- and age differences in the total sample,
and for comparisons of mean #-scores with the reference
population. One-way ANOVA (with ad hoc Scheffe’ test)
was used to explore potential differences in the children’s
HRQoL scores between the three parental patient groups.

Results

Descriptive statistics, reliabilities, and variable normality
for the total scale and for each dimension of HRQoL are
presented in Table 2. All scales showed good psychomet-
ric and distributional qualities. Means, standard deviations,
and bivariate correlations between each item of the KID-
SCREEN are presented in Table 3. There were no floor
effects on any of the five dimensions (< 2% for each of the
dimensions scored the lowest possible score). Ceiling effects
were found for the Peers and social support dimension, in

Table 2 Descriptive statistics for the five dimensions of the pediatric KIDSCREEN-27 questionnaire (N=246)

Mean raw score Number of  Mean t-score Standard deviation 95% confidence inter-  Cron-

items (t-score) vals for z-scores bach’s

alpha
Physical well-being 17.85 5 47.05 10.55 45.73-48.38 79
Psychological well-being 27.78 7 49.02 11.22 47.61-50.43 .90
Autonomy and parents 27.63 7 50.62 11.51 49.17-52.06 .85
Peers and social support 16.22 4 50.32 11.68 48.85-51.79 .88
Well-being at school 15.25 4 51.05 11.76 49.57-52.53 .87
Total scale 104.75 27 49.61 8.66 94

Skewness and kurtosis values for all dimension were between — 1 and 1
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friends
(23) Rely on

0.19 0.28 0.26 0.27 0.19 0.27 0.36 0.30 0.30 0.27 0.25 0.51 0.67 0.62

0.26 0.29 0.28 0.34 0.37 0.41

4.26 1.01 0.20 0.31

friends

Well-being at school

3.66 1.17 0.31 0.46 0.25 035 0.51 0.64 0.59 0.63 0.48 0.47 0.51 044 0.33 0.37 0.41 0.40 035 0.31 0.27 044 0.56 0.43 0.45

(24) Happy at

school
(25) Doing well,

0.32 0.41 0.20 0.26 0.37 0.54 0.40 0.40 0.41 045 040 034 0.22 0.27 0.34 030 0.38 0.33 0.26 0.29 0.39 0.24 0.22 0.64

3.84 1.06

school
(26) Paying

0.62 0.62

3.81 1.05 0.31 0.56 0.25 0.34 0.53 0.56 0.52 0.53 0.41 0.46 039 043 0.28 0.39 0.33 0.34 0.34 0.32 0.26 0.40 0.45 0.29 0.31

attention
(27) Good w/

394 1.12 0.29 042 0.17 0.25 048 0.54 043 0.46 030 0.40 032 042 0.32 0.39 042 039 040 0.37 0.30 0.37 0.47 033 0.36 0.59 0.55 0.69

teachers

-significant

r<.10 are non

246 for all variables, no variable has missing data. Correlation coefficients r>.16 are significant at the .01 level, r>.13 are significant at the .05 level,

N=

Coefficients in bold are bivariate correlations among variables in the same sub-scale/factor

which 20.7% of the sample scored the highest possible
score. For the remaining dimensions, the highest score was
observed in less than 13% of the sample.

Dimensional confirmatory factor analyses (CFAs)

Each dimension of HRQoL was first tested in five separate
CFAs to investigate their internal structures. Each CFA
showed good to excellent fit to the data, according to fit
indices, significant factor loadings, inter-item correlations,
and variance explained in the indicators. The error variances
of select items were correlated when such dependency made
substantive and statistical sense. For example, for the auton-
omy and parent relation dimension, the error variances of
‘being able to have time to one-self” and ‘having free time’
were correlated.

Unidimensional confirmatory factor analysis (CFA)

We then tested a unidimensional model, in which all the 27
items loaded on a single factor: HRQoL. In the first test of
the model, no error variances were correlated. The model
showed an inadequate fit to the data: 7 (324)=1437.64,
p<0.001, RMSEA =.12 (90% CI 0.11-0.12), and CFI=.70.
We then ran the same unidimensional model entering the
same correlated error variances as in the separately run
dimensional CFAs. As these models are nested, we per-
formed a Chi-square test of significance. The model with
correlated error variances significantly improved the fit of
the model with a difference of 9 degrees of freedom: y°
(315)=1118.24, p<0.001, RMSEA =.10 (90% confidence
interval CI 0.10-0.11), and CFI=.78.

Comparing the unidimensional model
with the five-factor model

Finally, we compared the unidimensional model allowing
for correlated error variances with the theoretical five-
dimensional model with the same error variances cor-
relations. These models were also nested. The five-factor
model fit the data significantly better than the unidimen-
sional model. The final five-factor model with some added
error variance correlations fit the data reasonably well and y
(302)=441.57, p<0.001, RMSEA =0.04 (90% confidence
interval CI 0.03-0.05), and CFI=0.96. An RMSEA value
between 0.00 and 0.05 has been suggested as an indication
of good fit, whereas a CFI value between .95 and .97 has
denoted acceptable fit [52]. These results indicate that the
KIDSCREEN-27 consists of five separate and related fac-
tors and thus replicated its theoretical factor structure in this
sample. Figure 1 shows the final model.
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Fig. 1 Five-factor CFA of
KIDSCREEN-27 (N=246).
22 (302)=441.57, p<.001,
RMSEA =0.04 (90% confi-
dence interval CI 0.03-0.05),
and CFI=0.96

Age, gender, and type of parental illness

Table 4 shows how children in our sample rated their level
of HRQoL, in terms of standardized mean ¢-scores, across
the five dimensions of well-being according to the chil-
dren’s gender, age group, and type of parental illness. Boys
reported significantly higher levels of physical well-being
(» <0.01), psychological well-being (p <0.01), and peers
and social support (p <0.05), compared to the girls.
Younger children (8-11 years) reported higher levels
of physical well-being (p <0.02), psychological well-
being (p <0.01), peers and social support (p <0.02), and
well-being at school (p <0.02), compared to adolescents

1.00{  wh_schl

(12-17 years). Contrary to expectations, no significant dif-
ferences in HRQoL scores emerged between children of
physically ill parents and children of mentally ill and sub-
stance abusing parents on any of the five dimensions of the
KIDSCREEN-27.

Scores compared to reference population

When compared to the reference population [48], we found
that both younger children and adolescents in our sample
reported significantly lower physical well-being (p <0.01)
compared to the reference population (see Table 4). More-
over, the girls in our sample reported significantly lower

Table 4 Means and standard deviations (SD) of -scores for the five dimensions of the KIDSCREEN-27 questionnaire according to gender, age,

and type of parental illness and comparison with reference population

N Physical well-being Psychological well-

being

Autonomy and parent Peers and social
relations support

Well-being at school

Mean (SD) P Mean (SD) P

Mean (SD) P Mean (SD) P Mean (SD) P

All children 246  47.05" (10.55) 49.02 (11.22)
Somatic illness 140 47.59 (10.62) 49.06 (10.33)
Mental illness 76 45.85" (10.36) 48.59 (11.61)
Substance abuse 30 47.61 (10.81) 49.96 (14.22)
Gender
Girls 140 45.47%(9.36) 0.01 46.84(11.72) <0.01
Boys 106 49.14 (11.67) 51.91 (9.87)
Age
8-11 years 92 49.06* (9.40) 0.02 52.13(10.76) <0.01

12-17 years 154 45.86* (11.04) 47.17 (11.12)

50.62 (11.51)
51.72 (11.00)
48.35 (11.77)
51.21 (12.70)

50.32 (11.68)
50.52 (11.53)
49.47 (12.27)
51.56 (11.10)

51.05 (11.76)
50.91 (11.06)
51.48 (12.91)
50.58 (12.23)
0.05

49.87 (11.63) 0.21

51.59 (11.32)

49.04 (11.63)
52.00%(11.59)

50.22 (12.49)
52.14%(10.67)
0.02

49.62 (11.67) 0.02

51.20 (11.40)

52.58 (12.27)
48.97 (11.14)

53.36 (11.24)
49.67 (11.88)

TSignificantly different from European norm data (Mean=50. SD=10)

*Significantly different from gender- and age-specific European norm data
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physical well-being (p <0.01), while the boys reported
significantly higher scores on peers and social support
(p <0.03) and school well-being (p <0.02) compared to the
gender specific means in the reference population.

When exploring children’s HRQoL scores according to
type of parental illness, we found that in our sample, chil-
dren of physically and mentally ill parents, but not of sub-
stance abusing parents, reported significantly lower physical
well-being (p <0.01 and p <0.01, respectively) compared
to the reference population. This may, however, be due to
power issues.

Discussion

The objectives of this investigation were to test whether the
theoretical factor structure of KIDSCREEN-27 was repli-
cated in a Norwegian sample of children whose parents had
a physical, mental, or substance abuse illness and to examine
whether there were differences in scores based on gender,
age-level, or type of parental illness. Further, we wanted to
compare the HRQoL scores of the children in our sample to
those from a normative reference population.

The results indicated that the conceptual five-factor model
fit the data well and better than the unidimensional model.
Thus, our results suggest that KIDSCREEN-27 measures the
same constructs in children and adolescents with parental
illness and substance abuse as it does in a population-based
European sample. Moreover, our findings further support
KIDSCREEN-27 to be conceptualized as consisting of five
related, albeit separate constructs.

Boys rated their physical-, and psychological well-being,
as well as their relation to peers and social support, higher
than did girls. This is in line with results from other stud-
ies on HRQoL among children [21, 25, 31-33, 35]. It has
been reported that gender differences in HRQoL tend to
emerge around the ages of 11-14 years, and that the greater
decreases in HRQoL with age reported among girls may be
associated with age-specific challenges such as menarche
[26, 35] or a tendency for girls to report more depressive
symptoms around this age is [53, 54]. This may have a sub-
stantial impact on how girls rate their QoL at this develop-
mental period.

When exploring age-group differences in our sample,
we found that the younger children (8—11) reported signifi-
cantly higher physical- and psychological well-being, as
well as better relations with peers and social support, and
greater well-being in school compared to the adolescents
(aged 12-17). This is also in line with findings from ear-
lier studies on age differences in HRQoL [21, 25, 31-33,
35, 36]. Regarding age differences, it has been suggested
that these differences may reflect a delayed comprehension
of the potential consequences that parental illness may

@ Springer

represent [31]. Except for well-being in terms of autonomy
and parent relations, it appears that the gender and age dif-
ferences reported among other populations of children are
also evident among children and adolescents living with
an ill or substance abusing parent. It is important to note
that while these age and gender difference were significant,
they were in the small to medium range in terms of effect
sizes (Cohen’s d).

Our hypothesis that children of physically ill parents
would report greater HRQoL scores than children of men-
tally ill- or substance abusing parents was not supported.
No significant differences between children of the differ-
ent the parental patient groups were found, except that
the level of physical well-being was significantly lower
for children of physically mentally ill parents, but not
of substance abusing parents, compared to the reference
population. A possible reason for this lack of significant
differences between the groups may be participation bias.
Although most parents were positive to participation in
our study, we experienced that the more severely ill par-
ents were less likely to agree to participate. For some of
these parents, choosing not to participate in the study was
related to their functioning—they were too strained to be
able to participate. For others, the reasons may have been
a hesitation of giving information about their health and
family functioning, and how their condition affected the
child, especially among the substance abusing parents,
who are more often under the supervision of child protec-
tion services. Hence, our sample may have suffered from
less representation of the more severely ill and/or sub-
stance abusing parents, leaving us with less variation and
thereby a lower likelihood of detecting differences between
the patient groups. Moreover, the children in the parental
substance abuse group was small (n=30), which reduced
power to detect significant differences.

When compared to the reference population, we found
that the children in our sample in general reported sig-
nificantly lower physical well-being (Cohens’ d=.4).
Although considerable research has been conducted on
associations between mental health and physical com-
plaints, these studies are dominated by adult samples, and
less is known about links between physical and mental
health and quality of life in children. Our results are nev-
ertheless similar to what has been reported among adoles-
cents living in youth care homes provided by the child wel-
fare system. In these at-risk populations, adolescents often
report poorer physical well-being compared to a normative
or low-risk population [55]. It appears that indicators of
physical well-being are important to consider in future
studies of populations at risk and especially as it relates
to HRQoL. Children’s psychological problems may often
be manifested by somatic complaints such as headaches,
stomachaches, and fatigue.
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Strengths and limitations of the current study

A strength of this study is that our sample included children
of parents with different types of parental illness. Moreover,
children and families were recruited from five major health
authorities in Norway, which combined serves about 1/3 of
the Norwegian population. The use of the KIDSCREEN-27
questionnaire allowed for comparison with normative and
international samples cross Europe. Finally, our data collec-
tion strategy ensured no missing data at the individual level,
though at the family level, data were missing for parents of
eight children.

As is the case with any factor analysis, support for a factor
structure does not necessarily mean that it is the best fitting
or only model that fits the data for a given population, in this
case children of ill or substance abusing parents. A compet-
ing model, not yet identified, may prove to fit the data even
better. Testing model modifications in future studies would
help expand the knowledge base concerning HRQoL in chil-
dren of ill or substance abusing parents. It is worth noting
that in a preliminary model testing, we ran the HRQoL data
in an exploratory factor analysis (EFA) framework. In the
EFA, the five theoretical factors were extracted and while all
items loaded quite strongly on their respective and theoreti-
cally appropriate factors, 7 of the 27 items cross-loaded on
other factors. While these cross-loadings were rather small,
it may nevertheless suggest that there may be superfluous
items or that adding a dimension could capture these items
better. We ran an additional CFA in which we excluded these
seven items. The model fit results indicated very good fit to
the data: y* (153)=177.01, p=0.09, RMSEA =.03 (90% CI
0.00-0.04), and CFI=.99. Future investigation of HRQoL in
general and KIDSCREEN in particular for this population
of children may shed further light on this issue.

Although our sample size was of adequate size when
it comes to research on children of ill or substance abus-
ing parents, it was nevertheless deemed too small to test
for invariance in factor structure across sub-groups, for
example, across gender or age groups. Moreover, while we
found gender and age differences in mean levels on several
HRQoL sub-dimensions, we believe that the factor structure
of HRQoL is similar for boys and girls and younger and
older children. Future studies with larger samples will be
able to confirm this assumption. Future studies may also
investigate whether HRQoL is indeed a precursor to later
psychosocial maladjustment given longitudinal designs.
And as our results suggest particular consideration should
be awarded the role of physical well-being in determining
children’s overall quality of life and in assessing risk.
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