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ABSTRACT
Introduction. There are no studies that enable to
explore the impact that might have the scoring
of the importance that children assign to each
dimension that encompass the assessment of
their quality of life (QoL).
Objective. To analyze the influence of the importance assigned by children to the different
spheres of their lives when having to assess
their quality of life.
Material and Methods. Correlational, crosssectional design. The modified KIDSCREEN-27
questionnaire was used to evaluate the importance assigned by the child to each dimension.
Results. A total of 300 schoolboys and 300 schoolgirls, with an average age of 12 years old, were
evaluated. The dimension with the highest score
was Peers, and the one with the lowest was Psychological well-being, both in the raw evaluation
as in the weighted by importance ranking. In
girls, the Physical well-being dimension scored
the lowest. The dimensions Parent relations and
School environment scored the highest in younger students. In girls, differences were found in
the dimension that scored the lowest when they
weighted the importance of the dimension; shifting the dimension with the lowest score from
Psychological well-being to Physical well-being.
Conclusion. There are differences in the perception of quality of life between boys and girls, the
types of schools they attend and the different
ages, which do not change when being weighted by importance.
Key words: quality of life, self-report, importance
,assessment.
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INTRODUCTION
Quality of life is defined 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.1
It inquires about the perceived wellbeing resulting from the evaluation
made by each individual regarding
objective and subjective elements in
different dimensions of their lives.2 In

childhood, it includes the perception
of physical, psychological and social
well-being within a specific cultural
context according to the evolutionary
development and individual differences,3 taking into account the ability
to fully participate in physical, social, psychosocial activities and roles
as appropriate to their age.4 This assessment should be administered as a
self-report because the child’s perception of vital events does not necessarily match that of an adult,5 since both
have different life experiences and
priorities and do not always share the
same meaning of health and disease6
nor their perception regarding meeting their own needs.
Investigations about quality of life in children and adolescents in Latin America7 are scarce and they are
mainly focused on describing and
analyzing factors related to the quality of life of the schooled population,8-10
the effect of the health-disease status,
11-15
or the study of instruments. 16-22
Such studies do not look into the cognitive processes related to the processing of information underlying this
assessment, even though the specific
ways of interpreting an individual’s
own reality would impact on the positive or negative assessment made by
the individual regarding his/her quality of life, beyond cultural standards,
his/her resources or, even his/her
own personality.
One of these processes is the scoring of the importance that people
assign to each of the dimensions influencing quality of life perception.23
In such a context, the aim of the present research is to analyze the differences in the quality of life assessment
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when including the child´s scoring of the importance for each dimension.
PATIENTS AND METHODS
Participants
The study was conducted in the city of Antofagasta, Chile, during 2011. The type of method
used was availability sampling, assuming a similar distribution by gender, age and type of school
(public, subsidized and private). Of a population
of 26 , 166 children, aged 10 to 14 years old, at
least 600 were interviewed because this sample
size allows for tests to reach a power of 0.97 and
for the design to be sensitive to differences.24 Inclusion criteria were that children had to be 1014 years old and have their parents’ consent to
participate in the research. All children gave their
assent to participate.

tance assigned to such question, thus obtaining
scores weighted by importance (SWIs). Then the
values of the different dimensions were estimated by taking into account the questions in each
dimension. In order to improve data interpretation, and given that the syntax of correction for
RSs provides scores ranging from 0 to 100 for each
dimension, SWIs were converted to a 0-100 scale
so as to set up a proportional ratio of the included scores. This system of assigning a score to importance has been theoretically discussed and its
usefulness demonstrated.34 Before administering
the questionnaire to the total sample, it was tested using a group cognition technique with two
courses from public schools, with an age range
similar to our sample, in order to test the degree
of understanding of each item, which were completely understood by all the children evaluated.

Instruments
The KIDSCREEN-27 questionnaire for children aged 8-18 years, which encompasses five dimensions25 (Table 1), was used. This questionnaire
has psychometric properties that are adequate for
its use in the studied population.21
In order to evaluate the degree of importance
assigned by participants to each of the evaluated
dimensions, a question was added to each question in the KIDSCREEN-27 survey asking children to score the importance of the dimension
being evaluated by assigning 1 to 5 points to it,
according to the importance he/she assigned to
each area of his/her life. For example, after the
question: “Have you gone out to play or have fun
with your friends?” we asked: “How important is
it for you to go out to play or have fun with your
friends?” Answer options ranged from not important at all to very important.
To estimate the weighted score for each question, the raw score (RS) obtained in the question
(1-5 points) was multiplied by the score of impor-

Procedures
Once the study was approved by the Ethics
Committee of the Universidad Católica del Norte and by the National Commission for Scientific
and Technological Research of the Government
of Chile (Comisión Nacional Científica y Tecnológica del Gobierno de Chile, CONICYT), parents were requested to authorize the participation of
their children by signing an informed consent in
each school. The questionnaire was administered collectively, inside the classrooms, and lasted
20-45 minutes. Information was entered into a database using SPSS 17.0.
Mean and standard deviation (SD) values were estimated for each quality of life dimension
assessed, both for RSs and SWIs. Given that RSs
and SWIs are not comparable, it was analyzed
whether there were variations in the differences
reported in mean comparisons using a Student’s
t test for gender, and an ANOVA test for the different age ranges and types of school with RSs
and SWIs.

Table 1. Quality of life dimensions included in the KIDSCREEN-27 questionnaire
Dimension

Assessment area

Physical well-being

Physical activity, feeling of energy and physical condition

Psychological well-being

Positive emotions and satisfaction with life and feelings of emotional balance

Parent relations and autonomy

Relationship with parents, the atmosphere at home, and feelings of being old enough to
become independent and the degree of satisfaction with financial resources

Social support and peers

It examines the natural way of relating to other children/adolescents

School environment

Self-perception regarding their cognitive capacity, learning and concentration and
feelings about school
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RESULTS
A total of 800 informed consents were distributed among parents, of which only 640 were returned duly completed and signed. Out of
the 640 authorized children, only 600 signed the
written consent in advance because the remaining
40 students had not attended classes on the day
the questionnaire was administered. Fifty percent
of the 600 children were girls. The age range was
10-14 years old, with an average age of 12 years
old (Table 2).
Table 3 shows mean values per dimension for
the total sample and by gender, both for RSs and
SWIs.
For the total sample, the dimension with the
best score was Peers while the dimension with
the lowest score was Psychological well-being. This
is also seen when using RSs and SWIs. When dividing the sample by gender, the same is observed in boys for both types of scores, but among
girls there is a change in the lowest score dimension, which shifts from Psychological well-being to
Physical well-being when weighted by importance.
The analysis of mean differences between boys
and girls shows that the mean value in boys is higher than in girls regarding Physical well-being, considering both RSs (t(596)= 6.345; p<0.00) and SWIs
(t(593)= 4.926; p<0.01). Likewise, the mean value in
girls is higher than that in boys in the dimension

Peers, also considering RSs (t(597)= -2.575; p<0.01)
and SWIs (t(595)= -3.338; p<0.05).
Table 4 shows mean values in the dimensions,
both for RSs and SWIs by age.
At 12, 13 and 14 years old, the dimension that
scored the highest for both types of scores was
Peers. This is different for 11 year old students, given that the highest score dimension was School
environment, but when weighted by importance, Peers was again the highest scoring dimension. The dimension scoring lowest at all ages by
RS was Psychological well-being; however, once
weighted by importance, the dimension with the
lowest score was Physical well-being.
Based on RSs, when comparing mean values
of dimensions among ages, statistically significant
differences are found in the dimensions Physical
well-being (F(3.594)= 14.816; p<0.01), Psychological
well-being (F(3.594)= 4.745; p<0.05), Parents relations
(F (3.594)= 6.561; p<0.01), and School environment
(F(3.595)= 12.452; p<0.01).
The Physical well-being dimension shows a
slow decrease in the mean value as age increases. The mean value in 10-11 year old children is
significantly higher than in 13 year old students
(p<0.05) and 14 year old students (p<0.01), as in
the 12-13 year old group which is higher than in
14 year olds (p<0.011 in both cases).

Table 2. Distribution of participants by gender, age and type of school
		
Boys

Age (years)				

Type of school		

10-11

12

13

14

Public

Subsidized

Private

64

67

82

87

100

100

100

Girls

53

77

57

113

100

100

100

Total

117

144

139

200

200

200

200

Table 3. Raw and weighted score means by quality of life dimensions for the total sample and by gender
Raw scores		
Scores weighted by importance
		
Total			Boys			Girls			Total			 Boys			
Girls
n
M
SD
n
M
SD
n
M
SD
n
M
SD
n
M
SD
n
M
SD
PHY

598 45.00

7.45

299 46.87a 7.07

299 43.13 7.34

595

59.13 14.57

298 62.01b 14.04

297 56.23 14.54

PSY

598 41.14

4.57

298 40.95 5.20

300 41.32 3.84

596

61.96 11.56

298 61.23 12.25

298 62.69 10.80

PAR

598 47.80

9.60

298 48.43 9.09

300 47.17 10.06

593

64.43 17.38

295 65.38 16.50

298 63.48 18.19

PEE

599 52.66 10.36

299 51.57 9.83

300 53.74 10.76

597

76.53 19.44

298 73.89 19.89

299 79.16d 18.64

SCH

599 50.87

299 50.85 9.56

300 50.89 9.36

599

68.91 18.40

299 68.99 18.35

300 68.83 18.48

9.46

c

PHY: physical dimension; PSY: psychological dimension; PAR: parents; PEE: peers; SCH: school; asignificantly higher mean
score than in girls with a significance level of 0.00; bsignificantly higher mean score than in girls with a significance level of 0.01;
c
significantly higher mean score than in boys with a significance level of 0.01; dsignificantly higher mean score in boys with a significance level of 0.05.

116

116

PAR

COL

143

55.48

11.78

144

144

10.27

b

53.02

143

10.70

51.2b

144

7.26

7.22

n

c

SD

50.39

51.60

46.72

40.80

45.70

M

9.17

11.47

9.33

3.46

7.18

SD

47.70

40.62

45.30

M

139 49.86

139 52.45

139

139

139

n

8.54

10.11

9.60

3.64

7.32

SD

Raw score
12 years old
13 years old
(2)
(3)

200

200

200

199

200

n

49.28

53.36

46.67

40.93

42.57

M

7.85

9.73

8.69

3.66

7.10

SD

14 years old
(4)

116

116

114

116

115

n
d

144

20.23

76.80

144

19.50

141

144

143

n

f

19.07

12.98

14.28

SD

77.20

69.71

64.95e

64.69

M
d

66.25

74.29

62.58

61.49

60.52

M

SD

18.10

20.25

15.96

10.99

13.76

Scores weighted by importance
10-11 years old
12 years old
(5)
(6)

139

139

139

139

139

n

67.90

76.27

64.46

61.10

59.54

M

SD

18.12

19.32

17.15

10.67

14.55

13 years old
(7)

200

198

199

197

198

n

SD

66.67 16.50

77.95 18.88

62.69 17.02

61.17 11.50

54.61 14.05

M

14 years old
(8)

Scores weighted by importance

199

199

199

199

PSY

PAR

PEE

SCH

M

50.38

52.26

47.48

41.74

44.38

DE

9.90

10.85

11.71

6.21

7.35

n

200

200

200

200

200

M

52.73b

53.58

48.70

40.98

46.19a

DE

9.23

10.55

8.10

3.27

6.83

n

200

200

199

199

199

M

49.50

52.12

47.21

40.69

44.43

DE

8.97

9.62

8.57

3.62

7.99

n

199

199

199

199

199

M

67.54

75.79

63.58

61.76

58.94

DE

18.74

20.29

19.88

12.79

14.29

n

200

200

199

200

199

M

72.58b

78.64

66.61

63.12

61.10c

DE

16.91

18.32

15.61

10.28

13.75

n

200

198

195

197

197

M

66.60

75.13

63.06

60.98

57.32

DE

19.01

19.59

16.20

11.44

15.45

PHY: physical dimension; PSY: psychological dimension; PAR: parents; PEE: peers; SCH: school; asignificantly higher mean score than in public schools; bsignificantly higher mean score
than that of public and private schools; csignificantly higher mean score than in private schools.

199

PHY

n

		
Public school			 Subsidized school			 Private school			 Public school			 Subsidized school			 Private school

					
Raw scores								

Table 5. Raw and weighted score means by quality of life dimensions by type of school

PHY: physical dimension; PSY: psychological dimension; PAR: parents; PEE: peers; SCH: school; asignificantly higher mean score than that in ages 3 and 4; bsignificantly higher mean
score than that in ages 2, 3 and 4; csignificantly higher mean score than that of age 4; dsignificantly higher mean score than that in ages 7 and 8; esignificantly higher mean score than that
in ages 6 and 8; fsignificantly higher mean score than that in ages 6, 7 and 8.

116

PAD

42.55b

47.99

116

116

FIS

PSI

a

M

n

10-11 years old
(1)

Table 4. Raw and weighted score means by quality of life dimensions by age
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The Psychological well-being dimension shows a
significantly higher mean value in 10-11 year old
children than in 12 year old children (p > 0.05),
13 year old children (p<0.05), and 14 year old children (p<0.05).
The Peers dimension also shows a mean value significantly higher in 10-11 year old children
than in 12 year old children (p > 0.05), 13 year
old children (p<0.05), and 14 year old children
(p<0.01).
In the School environment dimension, the mean
value in 10-11 year old children is significantly
higher than in other age groups (p<0.01 in all
comparisons).
Based on SWIs, the difference of mean
values among ages is statistically significant in the following dimensions: Physical
well-being (F(4.590)= 10.772; p<0.01), Psychological
well-being (F(4.591)= 2.915; p<0.05), Parents relations
(F (4.588)= 3.835; p<0.05), and School environment
(F(4.594)= 7.581; p<0.01).
In the Physical well-being dimension, mean values steadily decrease as age increases, with a
mean value in the 10-11 year old group significantly higher than in the 13 year old (p<0.05) and
14 year old groups (p<0.01), while the mean value in 12-13 year old students is significantly higher than in the 14 year old group (p<0.05 in both
comparisons).
The mean value for the dimension Psychological well-being in 10-11 year old children is significantly higher than in 13 year old (p<0.05) and
14 year old schoolchildren (p<0.05).
When it refers to the dimension Parents relations, the mean value in 10-11 year old children
is significantly higher than in 12 year old (p<0.01)
and 14 year old groups (p<0.01), as it is in the dimension School environment, with a significantly
higher mean value than in the three groups of older age (p<0.01 in all comparisons).
Table 5 shows the mean values for the dimensions, both for RSs and SWIs, per type of school.
The dimension with the highest score considering both types of scores was that of Peers in all
types of schools. If we consider the RSs, the dimension with the lowest score in all schools was
Psychological well-being; however, this changed
when including weighting by importance, given
that Physical well-being scored the lowest.
Considering RSs, when evaluating the mean
differences in the dimensions by type of school,
statistically significant differences were found in
two dimensions. In the dimension Physical wellbeing (F (2.595)= 3.87; p<0.05), the mean score of

students from public schools was significantly
lower than that of students who attend subsidized schools (p<0.05). In the dimension School environment (F(2.596)= 6.35; p<0.05), the mean value
of students from subsidized schools was significantly higher than that of students attending public (p<0.05) and private schools (p<0.05).
Considering SWIs, the mean differences
among types of schools were statistically significant in the Physical well-being dimension
(F(2.592)= 3.365; p<0.05), in which the mean in subsidized schools was significantly higher than in
that of private schools (p<0.05) and in the School
environment dimension (F(2.596)= 6.194; p<0.05), in
which the mean in subsidized schools was significantly higher than in that of public (p<0.05) and
private schools (p<0.05).
DISCUSSION
Quality of life assessment depends on the relationship between two factors: the assessment
of the dimension as such, which implies a process of comparison; and the importance assigned
to this dimension by an individual.26 In this framework, the present investigation was based on
the following question: Are there any differences
in the quality of life assessment when children have to score the importance of what is being asked
to them? Since each individual assigns a different
value to each domain of the daily life, we expected
to find differences in the quality of life assessment
when it is weighted by the importance assigned
individually, leaving aside assumption that all
standardized dimensions are equally important
to all individuals. It is not possible to reply to this
question in full based on the data collected, but
they provide evidence that indicates, to a certain
extent, that quality of life self-report results in children may vary when they weigh the importance of
what is being asked to them, especially when stratified by gender and age.
No differences were found globally in the quality of life assessment regarding the dimensions
with the higher scores when the value weighted
by importance was included; however, there
was a variation in the dimension that scored the
lowest, i.e., that which was considered the worst,
because by means of the assessment with traditional approaches, the one which is scored the
lowest is the dimension Psychological well-being
but when weighted by importance the dimension with the lowest score in all ages and in girls
is Physical well-being.
This change in the lowest scored dimension
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only in girls implies the need to explore possible
explanations based on gender, the importance given to various aspects of the daily life is different
for boys and girls. Psychological well-being has been
the dimension scoring the lowest and this could
be explained by the fact that pre-adolescents go
through a transition period during which they
start shifting their ideas from concrete thinking to
a more deductive, logical and abstract one,27 with
major questions related to life satisfaction and
subjective well-being. On the other hand, the fact
that when weighting the importance of a dimension, girls scored Physical well-being the lowest,
this can be because the most relevant aspects of
their daily life are especially associated with the
relationships they have with others or with their
emotional sphere. This is logical because, from an
evolutionary standpoint, girls prioritize activities
related to socialization, while boys usually focus
on sports and physical activity.17 In addition, the
emergence of secondary sex characteristics, and
especially menarche, causes different health problems to girls, such as hormone disorders, and
this also results in the fact that this dimension is
assigned a lower score.28
In relation to age and type of school outcome
measures at an overall quality of life level, the
dimension with the lowest score in all types of
schools and all age groups was Psychological wellbeing, but once values were weighted by importance, it changed to Physical well-being. It is likely
that physical changes experienced at this age,
such as the emergence of secondary sex characteristics, disturb pre-adolescents’ relatively calm
lifestyle and are the beginning of new ways of relating to the world, and new ways of thinking and
feeling,29 making children feel greatly vulnerable,
and this would even impact on their psychological well-being.
The dimension which scored the highest was
Peers, a domain that acquires special relevance given the evolutionary stage, because development
and integration into their social environment during childhood and especially adolescence are
fundamental and it becomes more and more important as children grow up. The mean score in
most of the dimensions assessed tends to reduce
as age increases, and this proves that as children
grow older, their mean quality of life is reduced
in all dimensions.30
One of the limitations of this study is that the
design was cross-sectional in which data are obtained at a specific moment, without considering
factors that might have affected the assessment

made by children regarding their quality of life;
so, it would be important to conduct longitudinal
studies to assess the consistency of these findings
over time. Unfortunately we have not found
other investigations in children using a similar
methodology so as to compare results because
studies focused on these processes are scarce and
they are conducted on adults.31
CONCLUSION
Results mentioned above provide evidence
with respect to the need to include importance
weighting, especially when analyzing the dimension with the lowest scores in children in order
to intervene in their quality of life, as this would
allow to distinguish the particular needs of girls or
of a specific age group, taking into account which
dimensions are more and less important to children and focusing on them to achieve an effective
and efficient intervention. n
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