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Abstract
Objective: The study aimed examine the quality of life (QoL) of parents and their children with common psychiatric diagnoses.
Methods: We examined 785 referrals of children and adolescents, aged 6-18 years, with a semi-structured interview (Kiddie Schedule for 
Affective Disorders and Schizophrenia, K-SADS-P). QoL of the children were evaluated via Pediatric Quality of Life Inventory (PedsQL) and 
parental QoL was evaluated via World Health Organization Quality of Life-Brief Form (WHOQOL BREF).
Results: Depression in the child had the most significant adverse association with their own and parental QoL. Autism Spectrum Disorders 
had the worst impact on the quality of children’s social life. Having a mental disorder, other than anxiety disorders, had overall the worst 
impact on the quality of children’s school life.
Conclusion: Depression seems to have the most significant impact on the quality of life parameters. Results indicate further analysis of the 
association between childhood depression and parental QoL.
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INTRODUCTION

Prevalance of mental and behavioral disorders in children 
and adolescents is about 13.4%, across the World (1). 
Research from Turkish studies reports somewhat different 
prevalence rates of childhood psychiatric disorders as 
compared to the pooled worldwide rates. The prevalence 
rates of psychopathologies with severe impairment was 
found 12.7% for attention deficit hyperactivity disorder 
(ADHD), 1.4% for mood disorders and 2.6% for anxiety 
disorders (2). Data from Turkish clinical samples report 
various prevalence rates largely due to methodological 
differences and associated functional impairment (3-5).
The symptoms must cause significant distress and 
impairment in adaptive functioning for a psychiatric 

diagnosis according to DSM-5 (6). Although, the concept 
of quality of life (QoL) is not taken into consideration 
when the impairment criteria is employed, it is 
suggested to be chosen over the psychopathology or 
impairment as the main health care outcome (7). The 
bidirectional relationship between psychiatric problems 
and QoL are well-established in adults, however, it 
remains to be an understudied area of research in 
pediatric age population, especially in non-western 
countries. Most of the existing studies in children 
focused on the relationship between physical disorders 
and QoL, therefore the relationship of QoL with mental 
disorders has not received the same degree of scientific 
attention (8). Besides, studies report different results, 
which is mainly due to the methodological differences, 
particularly in terms of whether the child’s QoL was 
assessed in self-reports or from the point of view of 
their parents and clinicians. In a large national survey, 
compared to the parents of children with physical 
disorders, the parents of children with mental health 
problems reported a worse QoL in their children (9). In 
a clinical study, no differences were found in the total 
QoL between the diagnostic categories according to 
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child and parent ratings, however, clinician’s ratings yield 
poorer QoL in children with pervasive developmental 
disorders. Different subdomains of quality of life were 
affected in that study, i.e. poorer school functioning for 
children with disruptive disorders (10). A recent study 
showed that children with ADHD had poorer QoL across 
all domains of functioning according to parent and child 
reports (11). According to another study, children with 
ADHD reported that their QoL was almost similar to their 
typically developed non – ADHD peers (12). Poorer QoL 
was reported in adolescents with ADHD than their peer 
without a chronic health condition in another study (13).
In two recent systematic reviews, QoL in children with 
psychiatric problems was reported as significantly 
decreased compared to healthy controls across several 
QoL dimensions and in different mental disorders (8,14). 
In the review by Dey at al., (2012), especially psychosocial 
and family-related functioning were reported as the most 
adversely affected QoL domains, however, failure to use 
self-ratings were noted to be one of the main limitations 
(8). In the other review, as compared to self-reports, 
parents’ ratings were reported to be substantially lower, 
which the authors interpreted as casting doubt on the 
validity of proxy-reports. On the other hand, existing 
literature suggests that proxy reports may be a better tool 
for observable characteristics of children and that self 
reports may reflect child’s inner world more properly (15, 
16). Studies for depressive disorders and anxiety disorders 
in children were noted to be largely lacking (14).
Childhood psychopathologies can cause severe 
impairment in several domains in the functionality 
of not only the children but also their parents and 
families. Health-related QoL of parents of children 
with Autism Spectrum Disorders (ASD) is shown to be 
impaired, which is attributed to their child’s behavior 
characteristics (17,18). Similarly, parenting to a child 
with intellectual disability is shown to be related to poor 
psychological and social QoL (19). A longitudinal study 
showed that caregivers of children with developmental 
disabilities had less social contact and caregivers of 
children with severe mental health problems reported 
more depressive symptoms, physical health symptoms 
and alcohol related problems (20).
Osoba and King (2005) argued that the main aim of 
health care was to restore or preserve well-being and 
functioning related to health, which is health-related 
QoL (21). Bastiaansen et al.(2005) reported QoL 
improvement without psychiatric symptom reduction 
in their clinical population (22). Therefore it can be 
advocated that the quality of life measurement should 

be included in the routine psychiatric evaluation and 
that it could be a target for treatment.
In the present study, we aimed to examine the quality of 
life status of children and their parents associated with the 
most common childhood psychopathologies in a Turkish 
clinical sample, as such data from different countries may 
shed light on possible cultural differences. Based on the 
existing research we expected that; firstly the parents of 
children with neurodevelopmental disorders and disruptive 
behavior disorders would have overall poorer QoL than 
children with anxiety/mood disorders and those with 
no diagnosis. Secondly, the impairment in children’s QoL 
would be in the QoL domains specific to the diagnosis, i.e. 
poorer emotional QoL in children with depressive disorders 
and anxiety disorders, poorer social QoL in children with 
autism spectrum disorders and poor school QoL in children 
with ADHD and disruptive disorders.

METHODS

Participants

The study sample consisted of 785 children and 
adolescents aged 6-18 years who had been referred 
to Bezmialem Vakif University Hospital Child and 
Adolescent Psychiatry Clinics between August 2015 
and May 2016. A total number of 895 children between 
age of 6-18 were referred to our clinics in that time 
period. 42 subjects refused to participate in the study, 
68 subjects were excluded because they did not filled 
the questionnaires properly (more than 50% of the 
questionnaires were missing). Response rate was 92%. 
Children provided verbal assent, and a written informed 
consent was sought from their parents.
The study was approved Bezmialem Vakif University 
Ethics Committee. (IRB date 30.09.2015 number:18/27)

Measures

Sociodemographic information was collected via a form 
developed by authors of the study. The sociodemographic 
form consists of items about parental age, education, 
physical and psychiatric history of parents and siblings, 
marital status and income.

Kiddie Schedule for Affective Disorders and Schizophrenia 
Present Version (KSADS P)

As a semi-structured diagnostic interview based on DSM-
4 criteria (23), KSADS-P covers a wide range of psychiatric 
conditions (mood disorders, schizophrenia, anxiety 
disorders, obsessive-compulsive disorder, tic disorders, 
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elimination disorders, eating disorders, disruptive 
disorders, adjustment disorders, post-traumatic stress 
disorder, and its Turkish adaptation was reported to be 
valid and reliable (24).

Pediatric Quality of Life Inventory (PedsQL)

Measuring the child’s QoL from the perspective of parents, 
PedsQL consists of 23 items (8 for physical, 5 for emotional, 
5 for social and 5 for school functioning) scored on a 
5-point Likert scale from 0 to 4 (0= “never a problem”; 4= 
“always a problem”) (25,26). Then scores convert to a QoL 
score (100= “never a problem”; 0= “always a problem”) in 
which higher scores indicate a better QoL and the items 
cover the problems occurred within the past month. The 
sum of the items divided by the number of items answered 
provides the scale score and in addition, a psychosocial 
health summary score (involves emotional, social and 
school functioning) and total scale score can be computed 
(involves psychosocial and physical functioning). It was 
reported to be reliable and valid in Turkish with Cronbach’s 
α 0.88 on parent’s report in 8-12 years, 0.87 on parent’s 
report in 5-7 years and 13-18 years, (27-29). In our study 
parental reports (5-7, 8-12 and 13-18 years) were used to 
determine child QoL because of the wide range of age and 
psychiatric diagnoses.

World Health Organization Quality of Life-Brief Form 
(WHOQOL BREF)

As a generic quality of life instrument designed to be 
applicable to people living under different circumstances, 
conditions, and cultures, the WHOQOL BREF provides 
a subjective evaluation of the quality of life in a 
multidimensional concept (30). The WHOQOL-BREF is a 
self-report instrument completed by parents, consisting 
of 26 items as opposed to 100 items in its full version, 
provides unweighted measures on the following four 
domains: physical, psychological, social relationship, and 
environment. It is based on a Likert type scale, where 
each item is scored from 1 to 5, with higher scores 
indicating a better quality of life. The Turkish version has 
highly satisfactory psychometric qualities (31).

Procedure

Parents completed the sociodemographic form and QoL 
questionnaires. A semi-structured diagnostic interview 
(KSADS-P) was then performed by two experienced 
child and adolescent psychiatrists (VG, ACO) to conclude 
the diagnosis which was determined by consensus of 
the two psychiatrists. Since KSADS-P does not cover all 
DSM diagnoses, a DSM-5 based clinical interview was 

conducted to detect the diagnoses fallen outside the 
scope of the KSADS-P (e.g. ASD, intellectual disability, 
speech and language disorders). In terms of the DSM-
5 based clinical interview; firstly DSM-5 criteria of the 
target disorders were employed in the interview with the 
child and parents; then mental status examination was 
performed with the child alone, and lastly if there was 
a suspected intellectual disability or language disorder, 
appropriate psychometric testing was used to confirm 
the diagnosis.
The diagnosis with the highest clinical significance (the 
disorder which causes more impairment to the child) 
was taken as the primary diagnosis. Participants were 
categorized into the following categories according to 
their primary diagnosis: attention deficit and disruptive 
behavior disorders (ADHD and DBD), anxiety disorders, 
autism spectrum disorders (ASD), depressive disorders 
and no diagnosis based on the study by Bastiaansen 
et al. (2004) (10). Those with a diagnosis of OCD, 
elimination disorders, communication and learning 
disorders, adjustment disorders, tic disorders, or other 
rare diagnoses not listed above were included in the 
“other disorders” category, however not included in the 
analysis due to the heterogeneous nature of this group.

Statistical Analysis

All analyses were conducted using SPSS for Windows 
(v.19, SPSS Inc., Chicago, USA). Descriptive analyses 
[mean and standard deviation (SD)] were conducted 
for sociodemographic variables. Mean scores of the 
scales were compared with one way ANOVA. In case of 
a significant F ratio for the diagnostic category, a Tukey’s 
HSD (honest significant difference) post hoc test was 
carried out. Correlations between the QoL of parent and 
child were calculated by Pearson’s correlation coefficient. 
In order to test the hypotheses on tailed p values were 
used and significance was set at p ≤ 0.05.

RESULTS

Diagnostic Categories

Study sample consisted 785 children and their parents; 
64.6% (n= 507) of children were boys, and 35.4% (n= 278) 
were girls. The mean age of the sample was 9.44 years 
(SD= 3.18; range 6-18 years). The response rate was 92.5% 
of the eligible samples. Responders and non-responders 
did not differ in terms of their sex (χ2=1.299, p=0.25) 
and age (t=1.684, p=0.092). The main parental informant 
was the mother (87.2%). As the participants in the ‘other 
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diagnoses’ category (n: 135) formed a heterogeneous 
group, we excluded them from the statistical analysis 
hence the total number dropped to 650.

In terms of the frequency of the diagnostic groups and their 
prevalence; ADHD-DBD group (35.9%) formed the majority 
of the participants, which was followed by anxiety disorders 
(19.6%) and no diagnosis group (19.5%). ADHD alone was 
present in 9.6% of the subjects, however including its 
comorbidities the frequency reached 33.1% (Table 2).

Table 1. Sociodemographic variables of the sample

Total (n=650)
Age (mean ± SD) 9.50± 3.10
Gender (f/m) (%) 33.4/66.6
Maternal age (mean ± SD) 36.25± 5.70
Maternal education (above high school) 42.3 %
Paternal Age (mean ± SD) 40.21± 5.82
Paternal Education (above high school) 51.5 %
Income(<6000 $/year) 53.3 %
Parents living together (%) 92.0 %
Number of children 2.23 ± 0.94
Psychiatric disorder in family 38.5 %

Table 2. Gender, age distribution of diagnostic categories

Diagnostic category
N %

Sex (%) Age (%)

Female Male Mean SD

ADHD and disruptive behavior dis. 282 35.9 56 226 8.96 2.72

ADHD 76
DBD 22
ADHD and DBD 76
ADHD and anxiety disorder 65
ADHD and any other disorder 43

Anxiety disorders 154 19.6 75 79 10.21 3.11
Specific phobia 39
Social phobia 16
Separation anxiety disorder 16
Generalized anxiety disorder 15
Panic disorder 3
Selective mutism 2
Other anxiety disorder 9
Combination of anxiety disorders 23
Anxiety dis and any other disorder 31

Autism spectrum disorders 25 3.2 3 22 8.68 3.38
Depressive disorders 36 4.6 31 5 14.47 1.81

DD 21
DD and any other disorder 15

Other disorders 135 17.2 61 74 9.39 3.29
OCD 14
Elimination disorders 27
Communication and learning disorders 23
Adjustment disorders 40
Tic disorders 13
PTSD 5
Rare diagnoses 
(Bipolar 2, Schizophrenia 2, Eating Dis. 4, somatoform disorders 3, sleep disorders 2) 13

No diagnosis 153 19.5 52 101 8.54 2.94
ADHD: Attention Deficit Hyperactivity Disorder; DBD: Disruptive behavior disorders; DD: Depressive disorder; OCD: Obsessive Compulsive Disorder; 
PTSD: Post Traumatic Stress Disorder; Dis: Disorder; N: Number
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Association Between Diagnostic Categories and Quality 
of Life

Table 3 shows the mean PedsQL scores of children 
and WHOQOL-BREF scores of the parents. Significant 
differences were detected in PedsQL scores across 
diagnostic categories. Post hoc tests were performed to 
determine which variables were associated with the QoL 
of children and their parents. Children with a diagnosis 
of anxiety disorders or no diagnoses had significantly 
higher total scores of QoL, – therefore the overall better 
quality of life-, as compared to those with depressive 
disorders or ADHD-DB (p< 0.05). The same was also true 
for the ‘psychosocial’ and ‘school’ domains of the child 
QoL.
Children and adolescents with depressive disorders had 

lower scores (hence worse QoL) in the total QoL scale, 
and psychosocial, physical and emotional domains as 
compared to those with anxiety disorders (p< 0.05). 
Having a depressed child was also associated with 
a worse physical, psychological and environmental 
functioning in the parents.
Those with a diagnosis of ASD had lower mean scores 
as compared to those with depressive disorders only in 
the emotional domain and ASD did not appear to have 
a negative relationship with the child’s QoL as compared 
to the rest of the sample. As expected, the lowest social 
QoL parameters were in children with autism (p<0.05), 
however, – contrary to our prediction – having a child 
with autism did not appear to have a significant adverse 
relationship with the parental quality of life.

Table 3. Mean Scale Scores on PedsQL Parent Report and WHOQOL-BREF for Different Diagnostic Categories

ADHD-DBD (n=282) Anxiety Dis (n=154) ASD 
(n=25) Depression (n=36) No diagnosis (n=153) F p

Scale mean SD Mean SD Mean SD mean SD Mean SD
C-total QoL 59.1 13.6 63.7a,b 13.0 55.8 12.8 54.3 12.1 67.2 a, b, c 13.2 13.56 .000
C-psychosocial QoL 56.6 15.5 62.0a,b,c 14.0 51.3 14.1 52.8 13.9 66.0 a, b, c 14.9 13.66 .000
C-physical QoL 65.8 18.8 68.7a 19.6 69.4 16.5 58.6 21.3 71.0 a 18.8 4.28 .002
C-emotional QoL 57.5a 20.3 52.7a 19.1 57.0a 17.5 38.7 22.0 62.9 a, d 19.2 12.26 .000
C-social QoL 63.2c 20.7 68.3c 20.5 47.2 17.2 76.4b, c 15.8 73.6b, c 19.4 13.91 .000
C-school QoL 42.9 20.2 64.7a,b,c 21.2 49.8 24.6 41.7 16.8 61.2 a, b 20.3 19.37 .000
P-physical QoL 66.9a 15.4 68.1 a 15.3 69.4a 13.0 55.7 13.7 71.8 a 14.0 7.68 .000
P-psychological QoL 63.4a 14.7 63.4 a 13.4 63.4a 11.3 50.6 15.5 67.2 a 14.1 8.68 .000
P-social QoL 64.3 18.5 65.9 17.4 62.0 21.4 57.8 18.3 69.0 a 18.2 3.37 .010
P-environment QoL 62.8a 13.2 62.5 a 14.4 63.0a 12.7 53.4 16.4 66.0 a 13.0 5.18 .000

a Higher scores than children in the category of depression p<.05; b Higher scores than children in the category of ADHD p<.05; c Higher scores 
than children in the category of ASD p<.05; d Higher scores than children in the category of anxiety disorders p<.05. ADHD-DBD: Attention Deficit 
Hyperactivity Disorder and Disruptive Behavior Disorders; Anxiety Dis: Anxiety Disorders; ASD: Autism Spectrum Disorders; C: Children’s ; P: Parental; 
QoL: Quality of Life, SD: Standart Deviation

Correlations Between QoL in Children and Parents

The QoL parameters of the parent-rated children 
(parental report) and their parents, which mostly 
showed meaningful but weak correlations are displayed 

in Table 4. The highest categorical correlations were 
between the child’s emotional QoL and their parent’s 
physical and psychological QoL.

Table 4. Correlations between parent and child quality of life scores

Scale C-physical QoL C-emotional QoL C-social QoL C-school QoL C – psychosocial QoL C-total QoL
P-physical QoL .101* .283** .114* .208** .269** .263**

P-psychological QoL .098* .272** .075 .188** .235** .234**
P-social QoL .042 .190** .129* .254** .257** .228**

P-environment QoL .075 .134** .113* .114* .157** .158**
*p<0.05 **p<0.001; C: Children’s, P: Parental; QoL: Quality of Life
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DISCUSSION

To the best of our knowledge, the present article is 
the first study reporting the quality of life of children 
and their parents associated with the most common 
child psychiatric diagnoses in a Turkish clinical sample. 
Prevalence of psychiatric diagnoses, their comorbidity, 
and relationship with age and gender variables reported 
in our study are grossly in line with previous studies 
from Turkish (3-5) and western populations (10, 32-34). 
In a nationally representative large sample of Australian 
youth, Sawyer at al. (2002) reported a significantly 
worse QoL in children with mental disorders in several 
domains as compared to those with no disorder, even 
when the sample is controlled for age, gender, and 
family structure (9). Our results, although conducted 
in a clinical sample, are in line with the findings in the 
Sawyer at al. study, in which a similar methodological 
approach of reporting parental view was used (9). In 
terms of the quality of life parameters; similar to our 
findings, Bastiaansen et al (2004) had also reported 
a significant adverse relationship of mood disorders 
with QoL parameters, however they also found mood 
disorders’ more deleterious effect than ADHD-DBD 
on the child’s QoL (10). Although, this was true for the 
parental QoL parameters in the present study, the child’s 
QoL was worse in more domains in those with ADHD-
DBD as compared those with depressive disorders. 
However, it’s important to note that in the present 
study, bipolar affective disorder, which had been listed 
in the mood disorders category in the previous studies, 
was categorized in the other disorders group.
Partially in line with our findings, a mutually hindering 
relationship between elevated symptoms of anxiety 
or depression and low school functioning/ academic 
achievement was reported in a systematic review (35). 
However, in a large school study where QoL was assessed 
with self-reports, academic attainment or quality of 
life did not have any independent association with the 
child anxiety level, whilst higher levels of depressive or 
combined (depression and anxiety) showed a significant 
relationship (36). Differences in these findings are likely 
to be due to methodological variances and the choice of 
the self or by-proxy reports.
In the present study, children with ADHD and DBD had 
worse psychosocial and school functioning than those 
with anxiety disorders or no diagnosis, according to their 
parents. Their social functioning was also less satisfying 
as compared to children with depression. Findings in 
lower school functioning in this group are in line with 

previous research (11, 16, 37). We found no difference in 
emotional domain of QoL as compared to children with 
anxiety disorders. This finding is somewhat different 
than Bastiaansen et al. (2004) study, where parents had 
reported lower emotional QoL in their anxious children. 
In a systematic review of the studies about the QoL in 
children with various mental disorders; children with 
ADHD had poorer QoL in multiple areas, most significantly 
in the psychosocial and family-related domains, as 
compared to healthy controls (10). These domains were 
also significantly worse in the QoL of their parents (8). In 
a Turkish study, ADHD diagnosis in children was reported 
to be associated with significantly worse quality of life 
in all domains, as compared to the control group (38). 
In our study, ADHD-DBD indeed had an independently 
negative relationship with all domains of the child’s QoL, 
except emotional functioning. In another study from 
Turkey, parents of the children with ADHD reported 
significant differences in their general and mental health 
subscale scores, compared to a community sample. The 
psychosocial health subscale and total QoL scores of 
the ADHD patients and their parents were significantly 
lower than the community sample (39). ADHD can be 
a detrimental condition, however research reports that 
not only its symptoms can be controlled with appropriate 
treatment but its adverse impact on the parental QoL 
can also improve (40). Similar to the Bastiaansen et al 
(2004) study, we also combined the subjects with ADHD 
and DBD in the same diagnostic group (10). Although, 
comorbidity between these two conditions is extremely 
high, the studies of QoL in childhood ADHD do suggest 
that having comorbid oppositional defiant disorder is 
associated with a greater reduction in QoL (41).
In terms of ASD, when assessed in self-reports as 
compared to the parental reports used in our study, 
QoL in the children with ASD was found no significantly 
different in one study (10) and significantly poorer in 
another study (42). Our results showed that ASD did 
not appear to have an independent adverse association 
with any domains of the parents’ QoL. This finding is 
somewhat surprising when taking into account the 
existing literature as the poorer quality of life in the 
parents of ASD children had a lower QoL compared to 
parents of children with various mental, behavioral and 
medical conditions and healthy controls (10, 14, 18, 43, 
44).
Its cross-sectional methodology and lack of a control 
group from the non-clinical population are the main 
limitations of the present study. We could not evaluated 
effects of comorbidity because the sample was from a 
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psychiatry clinic and there are patients with multiple 
comorbidities, although, we used a primary diagnosis 
method to determine the diagnosis causing the most 
impairment. Another limitation is that we asked the 
parents to rate the QoL of life in their children and we 
know from the research that the view of children can 
differ from that of their parents (10). On the other hand, 
existing literature suggests proxy reports may be a better 
tool for observable characteristics of children and self 
reports may reflect child’s inner world more properly 
(15).

CONCLUSION

There have been several studies demonstrating that the 
quality of life of children with mental health problems 
and that of their parents is at least as compromised 
as that of children with chronic medical conditions. 
The present findings support the existing literature 
that the childhood psychopathologies are more likely 
to be associated with QoL impairment not only in 
children but also in their parents. As opposed to 
our research hypothesis, in which we predicted that 
neurodevelopmental conditions would be associated 
with the most severe QoL impairment, the parents of 
children with depressive disorders had the worst and 
most widely affected QoL in the present study. This is 
one of the unique findings of the present study, which 
highlights the need for more attention to be given to this 
rather treatable but impairing condition.
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