Quality of Life Research (2021) 30:1841-1852
https://doi.org/10.1007/511136-021-02783-8

=

Check for
updates

Trajectories of health-related quality of life in children of parents
with mental health problems: results of the BELLA study

Angela Plass-Christl?® . Ulrike Ravens-Sieberer? - Heike Holling® - Christiane Otto?

Accepted: 26 January 2021 / Published online: 2 March 2021
© The Author(s), under exclusive licence to Springer Nature Switzerland AG part of Springer Nature 2021

Abstract

Purpose Children of parents with mental health problems (CPM) have an increased risk for impaired health-related quality
of life (HRQoL). This study aims at investigating the age- and gender-specific course of HRQoL and at exploring predictors
of HRQoL in CPM based on longitudinal data (baseline, 1-year and 2-year follow-up) of a German population-based sample.
Methods Longitudinal data from the German BELLA study was analyzed (n=1429; aged 11 to 17 years at baseline). The
SCL-S-9 in combination with the cutoff for the General Severity Index (GSI) from the longer SCL-90-R served to identify
CPM (n=312). At first, we compared domain-specific HRQoL according to the KIDSCREEN-27 in CPM versus Non-CPM.
Focusing on CPM, we used individual growth modeling to investigate the age and gender-specific course, and to explore
effects of risk and (personal, familial and social) resource factors on self-reported HRQoL in CPM.

Results Self-reported HRQoL was reduced in CPM compared to Non-CPM in all domains, but in social support & peers.
However, a minimal important difference was only reached in girls for the domain autonomy & parent relation. Internalizing
and externalizing mental health problems were associated with impaired HRQoL in CPM. Self-efficacy, social support and
family climate were identified as significant resources, but parental mental health problems over time were not associated
with any investigated domain of HRQoL in CPM.

Conclusions Adolescent female CPM may be especially at risk for reduced HRQoL. When developing support programs for
CPM, self-efficacy, social support and family climate should be considered, HRQoL and mental health problems in CPM
should be addressed.

Keywords Parental mental health problems - Children’s health-related quality of life - Children’s self-report - Longitudinal
study

Plain English Summary

Children whose parents suffer from mental health problems
have an increased risk for developing mental health prob-
lems themselves. Whether they have also an increased risk
for impaired well-being is in question and could be impor-
tant for supporting them more effectively.

In this study, we explored the well-being of children aged
from 11 to 17 years whose parents suffered from mental
health problems. The children and their parents answered
various questionnaires three times during a time span of
2 years.

This study indicates that adolescent girls of parents
with mental health problems may have an increased risk
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for reduced well-being. Moreover, self-efficacy, social sup-
port and family climate were relevant for the well-being of
the children. Unexpectedly, the mental health problems of
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their parents were not significantly associated with the chil-
dren’s well-being in this study. Findings from this study are
important for supporting children whose parents suffer from
mental health problems.

Introduction

Children of parents with mental health problems (CPM)
have an increased risk of psychological and developmental
difficulties compared to children of parents without mental
health problems. In a German population sample, 18.6%
of the children had parents with mental health problems
[1]. Recent reviews revealed that about 50% of the CPM
develop mental health problems in childhood or adoles-
cence. While mental health problems in CPM have com-
prehensively been studied [2, 3], research on health-related
quality of life (HRQoL) in CPM is rare so far. However,
the few existing results suggest that HRQoL in CPM may
also be compromised compared to the reference popula-
tion [4].

HRQoL has gained increasingly importance in the
research of a multitude of health conditions over the last
decades. As a multidimensional construct, HRQoL cov-
ers physical, emotional, social and behavioral compo-
nents of the subjective well-being and functioning [5, 6].
Consensus prevails, that it is always preferable to obtain
the child’s own report on HRQoL if possible; parent- and
proxy-reports may be gathered in addition [7].

Findings of epidemiological studies on children
and adolescents of the general population reported that
HRQoL decreased with ongoing age, girls reported lower
HRQoL than boys and girls had a greater decrease with
age than boys. Significant predictors of HRQoL were
mental health problems and physical problems of children
and adolescents, as well as age, gender, and the socioeco-
nomic status [8, 9]. Some epidemiological studies consid-
ered the association of children’s HRQoL with parental
mental health problems. In a Greek nation-wide random
sample of children and their parents [10] parental subjec-
tive mental health status was significantly correlated with
children’s physical and psychological well-being, moods
and emotions, parent—child relationship, school environ-
ment and financial resources. Parental subjective physical
health in contrast was associated only with the children’s
self-perception, and no other HRQoL dimension. Male
gender, younger age, social support and the absence of
chronic health care needs were positively associated with
children’s HRQoL. In a longitudinal study [11], based on
data of the BELLA study, significant predictors of HRQoL
of the children were mental health problems and physi-
cal problems of the children, mental health problems of
the parents, and age, gender, migration background and
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socioeconomic status. Otto and colleagues [12] found in
their longitudinal study, also using data of the BELLA
study, that mental health problems as well as parental men-
tal health problems were negatively, whereas self-efficacy,
family climate, and social support were positively associ-
ated with children’s initial HRQoL. In this study, changes
in mental health problems were negatively, changes in
self-efficacy and social support were positively associated
with the change of HRQoL over time.

Two recent reviews incorporate 57 studies concerning
HRQoL in children with mental disorders [13, 14]. They
consistently state that HRQoL in children with various men-
tal disorders was compromised across multiple domains and
across several disorders compared to healthy controls. The
largest effect sizes were found for psychosocial and family-
related domains and for the total HRQoL score, whereas
physical domains generally were less affected [13]. No clear
HRQoL domain profiles distinguishing different diagnoses
were discerned. Most of the studies included clinical sam-
ples and cross-sectional designs, thus limiting the interpret-
ability and transferability of results.

HRQoL of CPM in clinical samples of parents have only
rarely been studied. In a small sample of psychiatric inpa-
tients and their children, the overall HRQoL in the children
was associated with the severity of parental symptomatol-
ogy, parental somatization and depression. Moreover, paren-
tal perceived impairment was associated with children’s
HRQOL and children’s psychopathology was associated
with their HRQoL [15, 16]. Dittrich [17] found in a sample
of mothers with and without a history of depression and/or
early life maltreatment and their children an association of
maternal history of depression (but not of maternal history
of early life maltreatment) and HRQoL of the children. In
children, whose parents received treatment for severe physi-
cal illness, mental illness or substance abuse, children’s
self-reported HRQoL was positively associated with their
social skills [18]; boys and younger children reported bet-
ter HRQoL in several domains compared to girls and older
children and children in this sample reported significantly
lower HRQoL than the reference population in one domain,
namely physical well-being [4].

In a cross-sectional study of CPM [19] based on data of
the BELLA study, significant resources for HRQoL of the
children were self-efficacy, optimism, family climate, and
school climate, suggesting that a combination of personal,
familial and social resources and particularly resources out-
side of the family may be important for CPM.

Findings suggest [18, 19] that personal resources such
as the cognitive and social capabilities of the youth, as
well as positive family relationships and social support, act
as resource factors for CPM. In order to develop specific
support programs for this high-risk group, resource fac-
tors, especially those that can be influenced by therapeutic
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or preventive interventions, should be studied in greater
detail.

To our knowledge, this is the first study, investigating
the gender- and age-specific course as well as risk and
resource factors of HRQoL in CPM. Existing literature
suggests that CPM may have a reduced HRQoL compared
to children of the general population. To date only very
few studies have investigated this association. Especially
results based on self-reported HRQoL and longitudinal
data are missing. The current study aims at investigat-
ing the age- and gender-specific course of HRQoL in
CPM and exploring risk factors and personal, familial
and social resource factors for HRQoL in CPM based
on longitudinal data of a CPM sample from the general
population. Our hypotheses are:

1. Increasing mental health problems of the parents are
associated with decreasing HRQoL in CPM.

2. HRQoL in CPM is reduced compared to children of par-
ents without mental health problems (Non-CPM).

3. Decrease of HRQoL with ongoing age is more pro-
nounced in female CPM compared to female Non-CPM.

4. Increasing internalizing and externalizing problems in
CPM are each associated with decreasing HRQoL in
CPM.

5. Stronger personal, familial and social resources are each
associated with better HRQoL in CPM.

The analyses were conducted in a sample of children
and adolescents aged 11 to 17 years comparing CPM and
Non-CPM. Further analyses focused on CPM investigat-
ing the age- and gender-specific course and exploring risk
and resource factors of HRQoL controlling for sociode-
mographic variables.

Methods
Study design

We analyzed data from the longitudinal BELLA study,
which is the mental health module of the German National
Health Interview and Examination Survey for children
and adolescents (KIGGS). The baseline assessment of the
BELLA study (conducted 2003 to 2006) included 2863
children and adolescents aged 7 to 17 years. It was fol-
lowed up by further assessments including a 1-year (2004
to 2007) and a 2-year follow-up (2005 to 2008). Self- and
parent-reported data was collected by computer-assisted
telephone interviews and paper—pencil questionnaires
using psychometrically sound and established measures,
if available; self-reports were gathered from 11 years on.

Ethical approval was received from the ethics commit-
tee of the University Hospital Charité in Berlin and the
Federal Commissioner for Data Protection in Germany.
More information on design and methods of both studies
are published [20, 21].

Sample

We investigated data from the baseline assessment, 1-year
and 2-year follow-ups of the BELLA study. Cases were
included in this study, if (i) aged 11 to 17 years at base-
line (n=1724), (ii) valid scores in the five KIDSCREEN
scales were given for at least one measurement point each
(n=1589), and (iii) parent-reported data was reported
by the same biological parent at each measurement point
(n=1472). Within this sample, n= 1334 had valid scores
in at least one domain of HRQoL at baseline and were used
for comparing CPM with Non-CPM.

Selection of the main study sample

Within the above described sample (n=1472), we identi-
fied children and adolescents who had parents with consid-
erable mental health problems at baseline (=312 CPM).
To identify CPM, the Symptom-Check List Short-version
(SCL-S-9) [22] was used, which represents an abbreviated
9-item version of the SCL-90-R [23]. The SCL-90-R is a
multidimensional screening measure for mental symptoms
and provides with its General Severity Index (GSI) a very
established index for overall psychological stress [24]. The
shorter SCL-S-9 includes one item of each SCL-R-90 scale
and showed good reliability and good model fit for a one-
factor model in a recent German study [24]; these authors
reported a very high correlation (r=0.93) between the GSI
resulting from the SCL-S-9 and the GSI of the SCL-90-R
[24]. Please note, that those authors used the term SCL-
K-9, but we are using the term SCL-S-9 to describe the
same measure (as already done in former articles from the
BELLA study [1, 11, 12, 19, 21, 25-28]). In the present
study (in line with former publications from the BELLA
study on CPM [1, 26, 27]), we used parent-reported base-
line data and calculated the SCL-S-9 sum score. We then
adapted the SCL-S-9 to the SCL-90-R sum score (by sim-
ple multiplication). Subsequently, we followed the recom-
mended procedure for the SCL-90-R by transferring the
sum score into 7T-values and using the cutoff of the GSI
(T-values > 63 indicate mental health problems) to allow a
gender-specific identification of parents with mental health
problems [29]. This lead to a sample of n=312 CPM aged
11 to 17 years at baseline in the present study.
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Measures

The following constructs were measured at each meas-
urement point, only SES and migration background were
solely measured at baseline.

HRQoL in CPM was assessed using the self-report
of the well-established KIDSCREEN-27 [30, 31] which
includes 27 items and covers the domains physical well-
being, psychological well-being, autonomy & parent rela-
tion, social support & peers, and school. T-values (M =50;
SD =10) were calculated based on Rasch Person-param-
eters of a European norm sample [30]. Higher T-values
indicate better domain-specific well-being.

Parental mental health problems were gathered from
parents using the Symptom-Check List Short-version
(SCL-S-9) [22] (for more information please see Sample,
Selection of the main study sample). The SCL-S-9 was not
only used to select the main study sample based on base-
line data, we used the SCL-S-9 sum scores additionally
as assessed at each measurement point in our analyses on
predictors of HRQoL to control for parental mental health
problems over time.

Internalizing and externalizing mental health prob-
lems of CPM were measured with the self-report of the
Strengths and difficulties questionnaire (SDQ) [32]. The
SDQ scale on internalizing problems gathers the subscales
emotional symptoms and peer related problems (five items
per subscale); the scale on externalizing problems includes
the five-item subscales conduct problems and hyperactiv-
ity/inattention [33]. For each scale, higher scores reflect
more severe problems.

Self-efficacy in CPM was measured using the self-
reported version of the General Self-Efficacy Scale (GSE)
[34]. Higher GSE sum scores (over its ten items) reflect
higher self-efficacy.

Family climate was assessed using self-reports of CPM
based on the German Family Climate Scale (FCS) [35].
In the BELLA study, eight items of the FCS were admin-
istered which refer to active recreational organization and
cohesion. Higher sum scores over the FCS items indicate
better family climate.

Social support was measured by self-reports based on
the Social Support Survey (SSS) [36]. Eight items of the
original SSS were administered, which were slightly modi-
fied for use in children and adolescents to assess how fre-
quent specific types of support are available. Higher sum
scores over all items indicate more frequent social support.

SES was assessed by means of the Winkler-index [37]
that gathers information on education, profession and
income of both parents. In our multivariate analyses we
used the metric score of the Winkler-index (range: 3 to 21).
Only for the purpose of sample description, participants
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were allocated to groups with low (scores from 3 to 8),
medium (9 to 14) and high SES (15 to 21) [38].
Migration background was determined based on Schenk
[39] gathering information on countries of birth and citizen-
ship. Migration background was assumed, if (i) the child or
adolescent immigrated to Germany and had at least one par-
ent not born in Germany, or if (ii) at least one parent immi-
grated to Germany and did not hold German citizenship.

Data analysis

At first, we compared HRQoL in CPM versus Non-CPM
using the described sample of children and adolescents
aged 11 to 17 years (n=1334), domain-specific 7-values
and baseline data. We conducted T-tests, and we considered
Cohen’s d and half a standard deviation as threshold for a
minimal important difference.

Subsequently, we focused on CPM (n=312) and used
individual growth modeling to investigate age- and gender-
specific effects on HRQoL in CPM based on data from
all three measurement points. For each KIDSCREEN-27
domain a model was calculated including age (at baseline),
gender, the interaction age by gender, a time variable (with
information about the intervals between measurement points
in years) and a squared time variable (time X time) as fixed
effects; only time was additionally used as random effect. We
further examined, if a cohort effect was given (investigating
the interaction between age and measurement point for each
outcome). Graphs were created on the age-specific course of
HRQoL in male and female CPM using Estimated Marginal
Means from the corresponding models.

Moreover, we explored predictors of HRQoL in CPM
over time using linear mixed models with repeated meas-
urements (the intercept represents the individual score at
baseline, the slope reflects the individual change per year).
Again, domain-specific models were calculated. We fol-
lowed a stepwise approach starting with the null-models
(including the outcome, but no further predictors) [40]. Sub-
sequently, we added (i) level 1-predictors (i.e., time variables
and variables for all constructs measured longitudinally),
(ii) level 2-predictors (sociodemographic variables measured
only at baseline), and (iii) interaction terms (i.e., time X age,
time X gender, age X gender, and age X gender X time) to
each model. Please note that we kept only those interaction
terms in our final models, which were significant for at least
one domain. Predictors served as fixed effects, only time
was additionally used as random effect. The squared time
variable was only kept in a model, if this improved model
fit according to the log likelihood difference-test and the
Bayesian information criterion (BIC). We used McFadden’s
R? [41] to roughly estimate the strengths of effects based
on log likelihood estimates of models with and without
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the predictor in question. Finally, we checked our results
for effects according to the responding parent (mother vs.
father). Prior to the analyses, we centered metric predictors
by the grand mean. Analyses were conducted using IBM
SPSS 26 and Maximum-Likelihood estimation.

Results

At first, we investigated the sample of children and ado-
lescents aged 11 to 17 years at baseline (n=1334; age:
M=13.92, SD=1.977; 51% female; SES: 22% low, 51%
medium, 27% high; 7% migration background, and 92%
with mother-reported parental mental health problems). We
found significantly lower means in each domain for CPM
compared to Non-CPM (see Table 1). For social support &
peers the difference was only negligible (Cohen’s d <0.20),
but for remaining domains effect sizes indicated small differ-
ences. However, for no domain the threshold for a minimal
important difference was reached. Results of gender-specific
comparisons (see Table 1) indicated a minimal important
difference only among girls and only in autonomy & par-
ent relation. Subsamples of CPM (n=273) and Non-CPM
(n=1061) did not differ in gender or migration background
(p>0.05 each), only negligible differences in age (p=0.037,;
Cohen’s d <0.20) and responding parent were found
(p=0.044; ¢ <0.10). For the significant difference in SES a
small effect size was found (Cohen’s d=0.31; Cramer’s V/
Contingency Coefficient=0.11); in line with the literature
[1, 42] we found lower SES in CPM compared to Non-CPM.

In the subsample of CPM (n=312) mean age was about
14 years (M =14.14; SD=1.992), about half of the CPM
were female (49%), half of the participants had a medium
SES (low: 32%; medium: 50%; high: 18%), a tenth had a
migration background (10%), and for the great majority
mothers reported on parental mental health problems (88%;
12% with fathers’ reports). Means and standard deviations
of scale scores for each measurement point are depicted in
Table 2.

Age- and gender-specific effects on HRQoL in CPM
(n=312) were investigated over time. Better physical well-
being was found in boys compared to girls (b= —4.26,95%
Confidence Interval (95%; CI)= —5.73,—2.78; p<0.001)
and an interaction effect indicated decreasing physical well-
being with ongoing age especially for girls (b= —1.13,
CI=—-1.87,—0.39; p=0.003). For psychological well-being
results were similar with higher scores for boys (b= —4.34,
CI=—-6.01,-2.67; p<0.001) and decreasing well-being
with ongoing age for girls (b= —1.23, CI= —-2.07,—0.38;
p=0.004). Concerning autonomy & parent relation, higher
scores in boys were found (b= —3.00, CI= —4.62,—1.39;
p <0.001). For social support & peers no age- or gender-
specific effect was detected. For school, an interaction

effect indicated higher scores for girls in younger and for
boys in older participants (b= —0.79, CI= —1.53,—-0.06;
p=0.034). No evidence was found for a cohort effect for any
outcome. Figure 1 presents graphs on the age- and gender-
specific course of HRQoL in CPM.

We further explored predictors of HRQoL in CPM over
time (n=312). Intra class-correlations (ICCs) from null-
models indicated that between 31 and 50% of the total
variance in the outcomes could be explained by differences
between the subjects. Results of final models are presented
in Table 3 (average scores for each outcome after control-
ling for covariates can be found in the line on the infercept,
changes over time in the lines on 7Time and Time X time).

Better physical well-being was associated with less severe
internalizing and externalizing child problems, higher self-
efficacy, and better family climate over time. Better psy-
chological well-being was associated with less pronounced
internalizing and externalizing problems, higher self-effi-
cacy and more social support over time. For both models,
fit improved most by adding self-efficacy (McFadden’s
R?=0.02). Better well-being according to autonomy and par-
ent relation was related to less severe internalizing problems,
better family climate and more social support. McFadden'’s
R? indicated that most improvement was gained by adding
family climate and social support (0.02 for each). Higher
scores in social support & peers were related to less severe
internalizing problems, higher self-efficacy and more social
support over time. Self-efficacy and social support lead to
the most improvement of model fit (McFadden’s R*=0.02
for each). Better well-being concerning school was related to
less severe externalizing problems, higher self-efficacy and
better family climate over time. Model fit improved most by
including self-efficacy (McFadden’s R*=0.02).

Random effects (Table 3) underlined that a relatively high
amount of variance in each outcome could be explained by
inter-individual differences (less by changes over time).
The residual variance estimates showed that considerable
amounts of variance for each outcome were left unexplained.

Please note that, age- and gender-specific effects in
our final predictor models were in line with domain-specific
findings reported above (resulting from models on age- and
gender-specific trajectories). Finally, we found no significant
effect for the responding parent (mother vs. father) in any
of our models.

Discussion

The present study compared HRQoL in CPM to Non-CPM,
investigated the course of HRQoL in CPM over a period
of two years and explored predictors for HRQoL in CPM
over time. We found slightly reduced HRQoL in four out of
five domains in CPM compared to Non-CPM. The age- and
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Table 1 Comparison of health- n M (SD) p-value Effect Mean difference
related quality of life according size Cohen’s d
to the KIDSCREEN-27 in
11- to 17-year-old children of Boys & girls
parents with and without mental Physical well-being
health problems CPM 271 47.92(8.706)
Non-CPM 1054 49.98 (8.919) .001 0.23 2.05
Psychological well-being
CPM 271 49.52 (9.702)
Non-CPM 1057 52.33 (9.900) <.001 0.28 2.80
Autonomy & parent relation
CPM 271 49.51 (9.390)
Non-CPM 1050 53.08 (9.655) <.001 0.37 3.57
Social support & peers
CPM 271 49.10 (9.481)
Non-CPM 1056 50.75 (9.192) .009 0.18 1.65
School
CPM 268 48.97 (9.445)
Non-CPM 1043 51.78 (9.414) <.001 0.30 2.81
Boys only
Physical well-being
CPM 135 49.73 (8.643)
Non-CPM 520 51.40 (8.759) .048 0.19 1.67
Psychological well-being
CPM 135 51.33 (9.772)
Non-CPM 519 53.59 (9.784) 017 0.23 2.26
Autonomy & parent relation
CPM 135 51.12 (9.576)
Non-CPM 516 53.09 (9.370) .031 0.21 1.97
Social support & peers
CPM 135 48.42 (9.656)
Non-CPM 520 50.12 (8.885) 052 1.70
School
CPM 132 48.32 (8.652)
Non-CPM 513 51.13 (9.147) .002 0.31 2.81
Girls only
Physical well-being
CPM 136 46.13 (8.422)
Non-CPM 534 48.60 (8.864) .004 0.28 2.47
Psychological well-being
CPM 136 47.73 (9.326)
Non-CPM 538 51.11 (9.869) <.001 0.35 3.38
Autonomy & parent relation
CPM 136 47.91 (8.953)
Non-CPM 534 53.08 (9.930) <.001 0.53 5.17
Social support & peers
CPM 136 49.78 (9.289)
Non-CPM 536 51.36 (9.448) .080 1.58
School
CPM 136 49.60 (10.149)
Non-CPM 530 52.40 (9.633) .003 0.29 2.81

CPM=11- to 17-year-old children of parents with mental health problems at the baseline assessment of
the BELLA study as identified based on the SCL-S-9, for details, see ‘Methods’; small effects (Cohen’s
d=.20) are printed in Italics, the medium effect (Cohen’s d=.50) is printed in bold Italics and the mean
difference above half an SD—thus indicating a minimal important difference—is printed in bold
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Table 2 Description of the investigated sample of children of parents who had mental health problems

Baseline 1-Year follow-up 2-Year follow-up
n M (SD) n M (SD) n M (SD)
Health-related quality of life (KIDSCREEN-27, self-report, T-values)
Physical well-being 271  47.92 (8.706) 244 48.55(10.114) 232  47.96 (10.164)
Psychological well-being 271  49.52(9.702) 244 53.89(10.976) 231 52.94 (11.530)
Autonomy & parent relation 271  49.51(9.390) 244 52.10(9.617) 232 52.87 (11.041)
Social support & peers 271 49.10 (9.481) 244 53.06 (9.028) 232 53.08 (8.968)
School 268 48.97 (9.445) 239 51.33(8.791) 222 51.43 (8.533)
Parental mental health problems (SCL-S-9; parent-report; range: 0-36) 312  12.66 (4.318) 254 9.91 (5.617) 243 8.57 (5.697)
Internalizing child problems (SDQ score; self-report; range 0-20) 307 5.01(2.984) 244 428 (2.812) 232 4.16 (2.946)
Externalizing child problems (SDQ score; self-report; range 0-20) 307 6.07 (2.793) 244  4.88 (2.862) 232 4.72 (2.667)
Self-efficacy (GSE; self-report; range 0-30) 300 21.06 (3.951) 244 21.47 (4.677) 232 21.04 (4.043)
Family climate (FCS; self-report; range 0-24) 307 13.74(4.139) 219 13.24 (4.218) 187  13.57 (3.936)
Social support (SSS-short; self-report; range 0-32) 302 24.19(5.948) 224 25.07 (5.968) 185 25.87 (5.677)

n=312 children and adolescents with up to three measurements; for measures, see text concerning methods/measures

Physical well-being (T-value)
8
Psychological well-being (T-value)
8
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Fig. 1 Age- and gender-specific trajectories of health-related quality of life according to the domains of the KIDSCREEN-27 in children of par-

ents with mental health problems (aged 11 to 19 years)

gender-specific course of HRQoL in CPM was roughly in
line with results reported from the general population. Inter-
nalizing and externalizing problems constituted risk factors
for HRQoL in CPM, whereas self-efficacy, family climate
and social support were identified as resources for several
HRQoL domains in CPM. Contrary to former findings in

clinical samples we found no association of parental mental
health problems with HRQoL in CPM over time.
Comparing HRQoL in CPM and Non-CPM, we only

found a minimal important difference in females in the
domain autonomy and parent relation. Similarly, HRQoL
in children of parents with mental or somatic illness or
substance abuse [4] was lower in only one HRQoL domain
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compared to the reference population, that is physical well-
being. Boys in this study even reported significantly higher
scores on peers & social support and school compared to
the reference population. Male CPM may be able to activate
resources of their peer and school environment to compen-
sate for familial difficulties, female CPM may feel responsi-
ble for their ill parents and consequently their development
of autonomy is impeded. Results suggest, that HRQoL in
CPM is only slightly reduced compared to Non-CPM, but
the development of autonomy in female CPM may be par-
ticularly at risk.

The gender and age-specific course we found in CPM
corresponds largely to the course of HRQoL in German
population samples [9, 11, 12] with predominantly better
HRQoL in boys compared to girls and decreasing scores
with ongoing age especially for girls. Nevertheless, female
CPM, particularly with ongoing age, may be especially at
risk for impeded HRQoL. Moreover, studies regarding men-
tal health problems of CPM indicate that female CPM have
a higher risk to develop mental health problems compared
to male CPM [43]. Increasing internalizing and externaliz-
ing mental health problems were associated with decreasing
HRQoL in CPM in the present study corresponding with
former studies on children with mental health problems [13,
14, 44] and our hypotheses.

Self-efficacy, family climate and social support were
identified as resources for several HRQoL domains in CPM
over time in line with findings for the general population
from another longitudinal study based on data of the BELLA
study [12]. Likewise, social support served as a resource
factor for HRQoL in a Greek population sample [10]. The
associations between self-efficacy and HRQoL domains we
found in CPM are in line with findings in a sample of chil-
dren and adolescents with psychiatric disorders [44]. The
relationships we found between family climate and HRQoL
domains correspond to findings in a sample of adoles-
cents referred for psychiatric services over a 3-year period
[45]. The associations between social support and HRQoL
domains in our study are in line with existing results in chil-
dren of parents with mental or physical illness or substance
use [18] and in a sample of children and adolescents with
psychiatric disorders [44]. In summary, our study confirms
existing results regarding children of the general population
and children with mental health problems for the investi-
gated resources, in CPM largely. Existing results in CPM
are likewise in line with our results [18, 19] and stress the
importance of the investigated resources for prevention and
intervention in CPM.

Whether mother or father reported on their own mental
health problems, showed no impact on HRQoL in CPM in
our study. Concordantly, existing results suggest that pater-
nal psychiatric problems can be associated with an increased
risk of adverse child outcomes, independent from maternal

psychiatric problems. The impact of paternal mental health
problems may differ from mothers” but also plays an impor-
tant role for children’s development [46, 47]. Future studies
may wish to investigate these aspects in more detail.

Opposed to existing studies, our results showed no sig-
nificant associations of children’s HRQoL with parental
mental health problems over time [10—12]. We selected our
sample from a German population sample comprising par-
ents with mental health problems. If parental mental health
problems persist over a longer period of time, children and
parents may adjust their standards to their individual levels
of impairment and may report no particular problems [48],
thus obscuring the expected association. Moreover, change
of parental mental health problems may not be associated
with timely change of children’s HRQoL. Future studies
may wish to investigate whether the assessment of mental
health problems and HRQoL depend not only on respective
symptomatology but also on the state and course of parental
mental health problems. Moreover, self-reported HRQoL in
children and adolescents of our sample differed from Non-
CPM only for girls in one domain. Possibly, our subsample
was not as impaired as other clinical samples investigated
by former studies [11, 15, 17], thus obscuring the expected
association.

Parental mental health problems in our sample were
assessed by parent-reports of the SCL-S-9 asking for men-
tal health problems during the last 7 days. If parental men-
tal health problems persist over a longer period of time as
common in chronic problems like, e.g., depression, the
assessment of problems during the last seven days could
be difficult in contrast to a “normal state” and could lead
to underestimating as well as overestimating the current
mental health problems. Moreover, we draw our subsample
of CPM by identifying children and adolescents with par-
ents who reported mental health problems at baseline and
mental health problems in these parents did not necessarily
sustain or re-appear at 1-year and/or 2-year follow-ups. We
controlled for changes in parental mental health problems
over time in our models on predictors, but still research in
CPM whose parents have persistent long-term mental health
problems would be very important. Further, information on
parental mental health problems in the present study was
assessed by only one parent, information about the second
parent was not obtained. The risk for children to develop
adversities is significantly higher, if both parents suffer from
mental health problems compared to only one parent with
mental health problems [43, 49]. Moreover, we explored
effects for only a selection of predictors for HRQoL in CPM,
for instance somatic problems or chronic health conditions
were not included in our analyses. Future studies should
investigate effects of further predictors in corresponding
studies.
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The present study is based on the same data set (baseline,
follow-up 1 and follow-up 2) as our previous study on trajec-
tories of mental health problems in CPM [26], where paren-
tal mental health problems were associated with internaliz-
ing mental health problems of the children over time; three
other studies [1, 19, 27] regarding CPM based on data of the
BELLA study used cross-sectional data. Further longitudinal
analyses from the BELLA study investigated among others
effects of parental mental health problems on the unselected
sample of children and adolescents [11, 12, 21, 25, 28]. In
those analyses parental mental health problems were identified
as significant risk factor for child and adolescent mental health
and HRQoL. We could not find corresponding associations
focusing on HRQoL in a smaller sample of CPM. Our results
suggest that change in parental mental health problems may
not be associated with timely change in the children’s HRQoL.
Future research should investigate further, in how far changes
in parental mental health problems over time are associated
with changes in HRQoL of their children.

Strengths and limitations

The present study has the following main limitations. Nei-
ther the investigated children, nor the parents received a
clinical diagnose confirmed by clinical interviews. Future
studies may further wish to assess mental health problems
from both parents. Our analyses on risk and resource factors
are only exploratory considering the size of the investigated
sample; future studies may wish to confirm our findings.
Future studies may further wish to investigate effects of
additional predictors on HRQoL in CPM and associations
with parental HRQoL (with measures that focus on similar
aspects of HRQoL). Finally, the investigated time span only
covered two years; future studies may wish to investigate
CPM over a longer period.

The present study also has several strengths. We analyzed
data of the general German population, whereas previous
German studies on CPM have predominantly investigated
clinical samples [15, 17]. The present data should thus
fill an important gap in the existing literature. We further
analyzed self-reported data on HRQoL in CPM to prevent
a potential bias which may have occurred if parents with
mental health problems report on HRQoL of their offspring.
Future studies may wish to investigate predictors of par-
ent-reported HRQoL and the agreement between self- and
parent-reported data on HRQoL in CPM.

Conclusions
CPM in the general population may exhibit reduced HRQoL

compared to Non-CPM. Especially female CPM show an
increased risk of impaired HRQoL in the domain autonomy

@ Springer

& parent relation. Early assessment with regard to reduced
HRQoL, especially in risk groups, is needed in order to help
these children and adolescents as soon as possible. Conse-
quently, tailored support and prevention programs not only
for CPM in clinical populations but moreover in the general
population are needed that focus not only on mental health
problems but also on HRQoL especially of female CPM;
corresponding programs are currently developed and pro-
gressively implemented in mental care services [50, 51]. Our
findings that self-efficacy, social support and family climate
may serve as significant resources for HRQoL in CPM, can
facilitate the development of adapted support and prevention
programs for this risk group.
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