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Abstract

Background: The Child Health Utility 9D (CHU9D), a new generic preference-based health-related quality of life (HRQoL)
instrument, has been validated for use in young people in both the UK and Australia. The main objectives of this study were
to examine the feasibility of using a Chinese version of the CHU9D (CHU9D-CHN) to assess HRQoL and to investigate the
association of physical activity, homework hours and sleep duration with HRQoL in children and adolescents in Mainland
China.

Methods: Data were collected using a multi-stage sampling method from grades 4-12 students in May 2013 in Nanjing,
China. Consenting participants (N =815) completed a self-administered questionnaire including the CHU9D-CHN instrument
and information on physical activity, homework and sleep duration, self-reported health status, and socio-demographic
characteristics. Descriptive and multivariate linear regression analyses were undertaken. CHU9D-CHN utility scores were
generated by employing two scoring algorithms currently available for the instrument, the first derived from UK adults
utilising the standard gamble (SG) valuation method and the second derived from Australian adolescents utilising the best-
worst scaling (BWS) method.

Results: It was found that CHU9D utility scores discriminated well in relation to self-reported health status and that better
health status was significantly associated with higher utility scores regardless of which scoring algorithm was employed
(both p<<0.001). The adjusted mean utilities were significantly higher for physically active than inactive students (0.023 by
SG, 0.029 by BWS scoring methods, p<<0.05). An additional hour of doing homework and sleep duration were, separately,
associated with mean utilities of —0.019 and 0.032 based on SG, and —0.021 and 0.040 according to BWS scoring algorithms
(p<0.01).

Conclusion: The CHU9D-CHN shows promise for measuring and valuing the HRQoL of children and adolescents in China.
Levels of self-reported physical activity, homework and sleep time were important influencers of utility scores.
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Introduction adolescent phase, marked by considerable physical, psychological
and social changes affecting HRQoL [7], 1s critical for lifestyle and
behavioral intervention. For example, it is now well-documented
multidimensional construct that measures the impact of health or that adolescence plays an important role in the development and

disease on physical and psychosocial functioning [1,2]. HRQOL  pergistence of obesity and related co-morbidities into adulthood
has been widely used not only in clinical practice but also in the 8].

Health related quality of life (HRQoL) is a patient-based

evaluation of public health and health promotion interventions [3—
5]. Identifying HRQoL associated factors could provide useful
information for the implementation of relevant public health
policy. Recently, increasing attention has been given to the
measurement of HRQoL for children and adolescents [6]. The

Current instruments for the measurement of HRQoL in
children and adolescents can be classified into two groups
depending on whether health status dimensions are weighted by
populations’ preferences. The first and also the most widely used
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group In practice is non-preference based measures [9], mainly
including the Pediatric Quality of Life Inventory'™ (PedsQL™"
[10], the Child Health Questionnaire’™ (CHQ) [11] and the
KIDSCREEN [12]. A simple summative scoring system is usually
used to generate the HRQoL value for such measures (i.e. each
dimension is given an equal weight). The second group is
preference-based HRQoL instruments, which have both the
ability to ‘measure’ and ‘value’ health status [13]. The outcome
of preference-based HRQoL is an index of the strength of
preference for a health state, i.e. the health state ‘utility’ which is
measured by the utility score, a (0.0-1.0) scale where 1.0 and 0.0
represent full health and dead, respectively. Ultilities allow for the
comparison of interventions which have differential effects on
HRQoL. Such preference based instruments are suitable for
application in economic evaluation, specifically within cost utility
analysis (CUA) which has been increasingly applied in evaluating
public health interventions for children and adolescents [5].
Presently there are four popular preference-based generic instru-
ments available for young people: the Health Utilities Index Mark
2 (HUI2) and Mark 3 (HUI3) [14], the European Quality of Life 5
Dimension Youth version (EQ-5D-Y) [15,16], the Assessment of
Quality of Life 6-Dimension (AQoL-6D) [17], and the Child
Health Utility 9D (CHU9D) [18,19].

The majority of pediatric HRQoL measures were developed
and validated in English-speaking countries and there is a paucity
of measures currently available in other societies, including China,
the most populous country in the world. Currently, the only
available HRQoL instrument validated for use with the Chinese
children is the non-preference based PedsQL™ [20-22]. Con-
sidering the population size and rapid transition in China, there is
a particular need to develop or validate a preference based
instrument for measuring Chinese children’s HRQoL. In addition,
it is important to identify potential influencing factors for HRQoL
so as to better design effective public health interventions for
young people. It is reported in the literature that physical activity,
sedentary behaviour and sleep duration are all significantly
associated with HRQoL in young people; however, the evidence
from mainland China is still limited [23-26]. Hong et al. studied
the relationship between above health behaviours and depression
and found that the presence of depression in students was
significantly inversely associated with physical activity and long
sleep duration and positively associated with study durations
(although insignificant) [27]. Mental health is considered as an
important component of HRQoL, This study extends the work
conducted by Hong et al. to investigate the relationship between
health behaviours and overall HRQoL.

The CHU9D instrument has previously been demonstrated to
be acceptable, practical and valid for application with children and
adolescents aged 7-17 years in two countries (UK and Australia)
[28-30]. Unlike other generic preference based instruments
suitable for application with young people which represent
adaptations of instruments originally developed for adults (e.g.
the EQ-5D-Y and AQoL-6D Adolescent), the CHU9D was
developed from its inception with young people [31] with the aim
of exploring how health status affects quality of life. The
dimensions contained in the CHU9D were identified from in-
depth qualitative interviews with young people with a variety of
chronic and acute health problems [18]. For these reasons we
chose the CHU9D as our preferred instrument.

This study had two main objectives. The first objective was to
investigate the construct validity of a Chinese version of CHU9D
(CHU9D-CHN) against self-reported health status. It was
hypothesized that better self-reported health status would be
associated with higher CHU9D utility scores and vice versa. The
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second objective was to investigate the associations between
physical activity, homework and sleep duration with HRQoL
among primary and high school students in Mainland China.

Methods

Sample

The CHU9D-CHN pilot study was conducted in May 2013
within urban areas of Nanjing City, the capital of Jiangsu
Province, Mainland China. Nanjing is composed of six urban
and five suburban districts, with approximately eight million
regular residents in 2013. The participants of the CHUID-CHN
survey were primary and high school students aged between 9 and
17 (grades 4-12). The students were recruited using a multi-stage
sampling method. In the first step, we randomly chose two from a
total of six urban districts. Next, within each chosen urban district
we randomly selected one school from primary, junior and senior
high schools, respectively. In the final step, one class was randomly
chosen from each grade within each selected school. This resulted
in a total of eighteen classes with two classes from primary, junior
and senior high schools (grades 4-12), respectively. All students
(N =839) within those selected classes were eligible participants.
Access to the CHU9D-CHN survey data is available on request
via the corresponding author.

Written informed consents were obtained from both the schools
and parents/students’ guardians. The academic and ethical
committee of Nanjing Municipal Center for Disease Control and
Prevention reviewed and approved this study in accordance with
the internationally agreed ethical principles for medical research
involving human subjects.

Behaviour measurements and socio-demographic
characteristics

Self-reported information regarding children and adolescents’
demographics, health status, physical activity, homework and sleep
duration was captured through a paper questionnaire in class.
Support for completing the questionnaire was made available on
request from researchers/teachers. Socio-demographic variables
included within the data analysis were age and gender. Informa-
tion on parental educational attainment was also captured and
included in the data analysis. A dummy variable indicating
whether or not the mother and/or father received tertiary
qualifications was used to capture the highest level of parental
education [25]. Participants were asked to rate their own general
health on the day of questionnaire completion using a five-level
scale: excellent, very good, good, fair or poor [13].

Information on physical activity was collected using a special
sub-questionnaire, in which 24 of the most-often engaged in
activities were listed. Each participant was asked to record his/her
physical activity before sleeping at night day by day for a
consecutive period of 7 days. When doing this, each student simply
needed to record the frequency and duration for each listed
activity item by item and to report zero for the activity if (s)he did
not engage in it. Participants were also invited to add any specific
activity items if not listed in the questionnaire. Then, each activity
was conveyed into a specific metabolic equivalent (MET) value
based on the recently updated compendium of physical activities
[32]. The physical activity level was calculated for each participant
as the sum of MET values of all type of activities. In this analysis,
based on the MET value, the physical activity was grouped into
high, medium or lower levels if participants were within the top
25%, middle 50% or the low 25% of the MET distribution.

Sedentary behaviour was measured as the average number of
hours spent doing homework per day in the past 7 days (hereafter
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referred to ‘homework duration’). There could be other measures
for sedentary behaviour, however in this pilot only homework
duration was considered since this is less studied in the literature.
Students were also asked to recall on average how many hours
they slept per day in the past 7 days (hereafter referred to ‘sleep
duration’). In the descriptive analysis, to illustrate the utility
distribution more clearly, the homework and sleep duration was
divided into two levels according to the median values within each
grade level. In the linear regression analysis, homework or sleep
duration was included into the model as a continuous variable.

CHU9D translation

The CHU9D-CHN in simplified Chinese was created by
translating from the original English version by All Graduates
Interpreting & Translating (http://allgraduates.com.au), a private
company-based in Australia. The translators are accredited by the
National Accreditation Authority for Translators and Interpreters
Ltd (NAATI). A standardised forward and back translation
methodology was utilised. The translated version of the CHU9D
instrument was then scrutinised by a multidisciplinary team which
consisted of health economists and health service researchers in
Australia and China to produce a final Chinese version of the
CHU9D, the CHU9D-CHN. The CHU9D-CHN was adminis-
tered as a component of a paper questionnaire and participants
were instructed to self-complete the CHU9D-CHN from the
perspective of their own health today (i.e. the day when the paper
questionnaire was answered).

CHU9D scoring

The CHU9D consists of 9 dimensions, including worried, sad,
pain, tired, annoyed, schoolwork, sleep, daily routine, and ability
to join in activities. Within each dimension, there are 5 different
levels indicating increasing levels of severity. The instrument was
scored using both the UK adult general population standard
gamble (SG) scoring algorithm [33] and an Australian adolescent
specific best worst scaling (BWS) algorithm [13]. Both algorithms
are preference based and generate utility values on the 0.0 to 1.0
quality adjusted life year (QALY) scale, and are therefore suitable
for application in the measurement and valuation of health
benefits for economic evaluation.

Analysis

The distribution of utility scores was firstly tested for normality
using the Shapiro-Francia test. The Bland-Altman plot was used to
show the agreement of utility scores based on SG and BWS
scoring methods. The construct validity of CHU9ID-CHN was
assessed by studying the hypothesized relationships between self-
reported health status and utility scores. Specifically, it was
expected that participants with a better self-reported health status
would have higher utility scores, on average. As utility scores were
not normally distributed, two non-parametric tests (Mann
Whitney U test and Kruskal Wallis test) were used to compare
utility scores between groups. The chi-square test was used to test
whether the frequency of responses to CHU9D-CHN instrument
between/among sub-groups were independent [34]. Linear
regression analysis was conducted to study the potential associa-
tions between selected behaviours (predictor variables) and the
utility score (dependent variable) after controlling for socio-
demographic variables (age, gender and parental education).
Considering the two-level nature of the survey data that students
(level 1) are nested within schools (level 2), a two-level random-
intercept model was used [35]. Except for the Bland-Altman plot
which was conducted using MedCalc version 12.7.2 (MedCalc
Software bvba, Ostend, Belgium), all other analyses were
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performed in Stata version 12.1 (StataCorp LP, College Station,
Texas, USA).

Results

The characteristics of participants are presented in Table 1. Of
the 839 eligible participants, 815 completed the questionnaire
(participating rate 97.1%), with 31.8% in grades 4-6 (primary
school students), 37.1% grades 7-9 (junior high school students)
and 31.1% grades 10-12 (senior high school student). The mean
(range) age was 14.1 (9-19) years. A higher proportion of
participants were boys (54.5%) and coming from a family with
at least one parent had a college diploma (53.1%). Participants did
physical activity at the level of 1932.1 (standard deviation,
SD =1811.6) METs, spent 2.3 hours (SD=1.2) on homework
and slept 7.6 (SD=1.2) hours each day on average. Overall,

Table 1. Characteristics of participants.

Characteristic All (N=815)
Age, years

mean (SD) 14.1 (2.5)
Gender

Boys, n (%) 444 (54.5)

Girls, n (%) 371 (45.5)
Grade level

4 (~10 years old), n (%) 81 (9.9)

5 (~11 years old), n (%) 90 (11.0)

6 (~12 years old), n (%) 89 (10.9)

7 (~13 years old), n (%) 104 (12.8)

8 (~14 years old), n (%) 98 (12.0)

9 (~15 years old), n (%) 100 (12.3)

10 (~16 years old), n (%) 93 (11.4)

11 (~17 years old), n (%) 100 (12.3)

12 (~18 years old), n (%) 60 (7.4)
Parental education

Mother and/or father has tertiary qualification, n (%) 433 (53.1)
Child Health Utility 9D utility scores, SG

mean (SD) 0.81 (0.11)
Child Health Utility 9D utility scores, BWS

mean (SD) 0.75 (0.14)

Total metabolic equivalent (MET) level

mean (SD) 1932.1 (1811.6)
Average homework hours per day in the last 7 days

mean (SD) 23(1.2)
Average sleep duration hours per day in the last 7 days

mean (SD) 7.6 (1.2)
Self-assessed health status

Excellent, n (%) 276 (33.9)

Very good, n (%) 315 (38.7)

Good, n (%) 145 (17.8)

Fair or poor, n (%) 79 (9.7)

SD - standard deviation; SG - standard gambling method; BWS - best worst
scaling method.
doi:10.1371/journal.pone.0089222.t001
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90.3% of participants self-reported health status was good, very
good or excellent.

The mean (range) CHU9D utility scores were 0.81 (0.33-1.0)
and 0.75 (0.33-1.0) based on the SG and BWS scoring algorithms,
respectively. Approximately 6.4% of participants were classified in
full health (i.e. utility=1) based on the both scoring algorithm.
The distribution of utilities based on two scoring algorithms is
presented in Figure 1. The CHU9D utility scores were not
normally distributed regardless of which scoring algorithm was
adopted (Shapiro-Francia test statistics, p<<0.001). The Bland-
Altman plot shown in Figure 2 suggests that the utility scores
generated from application of the two scoring algorithms had a
high level of agreement (95% limits of agreement (LOA), —0.04 to
0.17; 1.72% of observations outside the LOA). In addition, the SG
method tends to produce higher utilities than the BWS method
(mean difference 0.07, 95% confidence interval 0.06 to 0.07, P<
0.001, Figure 2).

Mean CHU9D utilities by self-reported health status, physical
activity, homework hours, and sleep duration are presented in
Table 2. Since the sample size of participants with a fair or poor
self-reported health was small (n = 66 and n = 13, respectively), we
grouped these two categories together in the analysis. CHU9D
utilities discriminated well according to self-reported health status
and better health status was associated with higher utility no
matter which scoring methods were used (both P<<0.001): mean
utilities ranged from 0.88 for those who were in excellent health to
0.70 in fair or poor health when the SG scoring algorithm as
adopted, whilst corresponding mean utilities based on the BWS
scoring method ranged from 0.83 to 0.61. Statistically significantly
positive correlations were observed between a higher level of
physical activity in the previous week, shorter homework hours,
longer sleeping hours and a higher mean utility at the 1%o level.

The frequency of responses to the CHU9D-CHN dimension
levels are presented in Table 3. Amongst the 9 CHU9D-CHN
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dimensions, the majority of students reported themselves at the
best level of daily routine (86.3%), followed by pain (65.5%), sad
(58.8%). Less than half of students reported themselves at the best
level of ability to join in activities (47.9%), worried (40.9%),
schoolwork/homework (38.9%), sleep (38.9%), annoyed (33.1%),
and tired (19.3%). Across the three levels of physical activity, there
were statistically significant difference on 6 dimensions, including
ability to join in activities (P<<0.001), tired (P<<0.001), worried
(P=0.02), annoyed (P=10.02), sleep (P=0.03), and daily routine
(P=0.04). Six dimensions were found to have statistically different
distributions (P<<0.05) for students within two groups of homework
duration; those are schoolwork/homework (P=0.001), sad
(P=0.006), worried (P=10.01), sleep (P=0.03), activity (P=0.03),
and tired (P=0.04). For sleep duration, the difference was
statistically significant for all 9 dimensions (P =0.04 for ability to
join in activities, all else P=0.01). It can be seen from Table 3 that
students who were more physical active, spent less hours on
homework, or maintained longer sleep durations were more likely
to classify themselves at better dimension levels.

The relationships between physical activity, homework hours,
sleep duration and utilities are reported in Table 4. After
adjustment for age, gender and parental education (hereafter
‘adjusted mean utilities’), compared to those grouped as the lowest
level for physical activity, those with high level of physical activity
were found to have a significant higher mean utility (0.023 or
0.029 depending on whether SG or BWS scoring algorithms was
adopted, both P<<0.05), while the medium level physically active
students had slightly higher utilities, although the difference was
insignificant. Each additional hour of doing homework was
assoclated with a decrease in mean utility of 0.019 or 0.021 based
on the SG or BWS scoring algorithms respectively (both P<<0.01).
On average, one additional hour of sleep was significantly
associated with an increase in mean utility of 0.032 or 0.040
using SG or BWS scoring algorithms respectively (both P<<0.01).

2 4 6 8 1
CHU9D utility, standard gambling method

4 6 8
CHU9D utility, best worst scaling method

Figure 1. Distributions of Child Health Utility 9D (CHU9D) utilities.

doi:10.1371/journal.pone.0089222.g001
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Figure 2. Bland-Altman plot of differences in Child Health Utility 9D (CHU9D) utilities from two scoring methods.

doi:10.1371/journal.pone.0089222.g002

Discussion

This study assessed the construct validity of the Chinese version
of the CHU9D against self-reported health status in a child and
adolescent population in China. The CHU9D-CHN was developed
through translation by an accredited professional interpreting and

translating company based in Australia by government accred-
ited translators. Since a Chinese-population specific scoring
algorithm is not yet available, the original UK SG scoring
algorithm and a more recently developed Australian BWS
algorithm were adopted to score the instrument. Application of
the CHU9D-CHN indicated that physical activity, homework

Table 2. Mean utility scores of Child Health Utility 9D by self-reported health and behaviour domains.
N Standard Gamble method Best Worst Scaling method
Mean SsD P value’ Mean sD P value’
Self-reported health <0.001 <0.001
Excellent 276 0.88 0.10 0.83 0.13
Very good 315 0.81 0.09 0.74 0.12
Good 145 0.76 0.10 0.67 0.12
Fair or poor 79 0.70 0.11 0.61 0.12
Physical activity level <0.001 <0.001
Low (MET =725) 198 0.79 0.12 0.72 0.15
Medium (725< MET =2575) 413 0.81 0.10 0.74 0.13
High (MET >2575) 204 0.84 0.11 0.79 0.14
Homework hours in the last 7 days <0.001 <0.001
= median time* 492 0.83 0.11 0.76 0.14
> median time* 323 0.79 0.11 0.72 0.14
Average sleep duration hours in the last 7 days <0.001 <0.001
= median time* 536 0.80 0.1 0.73 0.14
> median time* 279 0.85 0.10 0.79 0.14
MET: metabolic equivalent.
fMann Whitney U test for 2 groups; Kruskal Wallis test for more than 2 groups.
*Median values were calculated within each grade level.
doi:10.1371/journal.pone.0089222.t002
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Table 3. Responses to the Child Health Utility 9D (CHU9D), frequency (%).
CHU9D dimensions and levels ALL Physical activity Homework Sleep
= median > median = median > median
Low Medium High time' time' time' time'
N=198 N=413 N=204 N=492 N=323 N=536 N=279
1. Worried P=0.02 P=0.01 P=0.001
| don't feel worried today 40.9 374 383 495 45.1 344 383 459
| feel a little bit worried today 349 323 37.1 328 339 36.2 33.0 384
| feel a bit worried today 15.0 20.7 14.5 10.3 134 173 17.0 1.1
| feel quite worried today 6.0 4.6 7.3 4.9 5.1 74 7.3 3.6
| feel very worried today 33 5.1 29 2.5 24 4.6 4.5 1.1
2. Sad P=0.19 P=0.006 P=0.001
| don't feel sad today 58.8 55.6 56.7 66.2 63.6 51.4 54.9 66.3
| feel a little bit sad today 255 25.8 28.8 18.6 23.8 28.2 259 24.7
| feel a bit sad today 9.1 1.1 8.0 9.3 75 11.5 10.5 6.5
| feel quite sad today 29 3.0 2.7 34 2.0 43 3.9 1.1
| feel very sad today 37 46 39 25 3.1 4.6 4.9 1.4
3. Pain P=0.10 P=0.10 P =0.002
| don't have any pain today 65.5 58.6 66.6 70.1 68.9 60.4 61.8 72.8
I have a little bit of pain today 21.5 237 21.6 19.1 20.3 23.2 222 20.1
| have a bit of pain today 7.2 11.1 6.8 44 59 9.3 84 5.0
| have quite a lot of pain today 33 2.5 3.2 4.4 29 4.0 4.7 0.7
| have a lot of pain today 25 4.0 1.9 2.0 2.0 3.1 3.0 14
4. Tired P<0.001 P=0.04 P<0.001
| don't feel tired today 19.3 15.7 15.5 304 21.1 16.4 14.4 28.7
| feel a little bit tired today 313 27.3 34.1 294 327 29.1 30.6 326
| feel a bit tired today 23.1 26.3 24.5 17.2 234 226 235 222
| feel quite tired today 15.5 15.2 16.5 13.7 14.0 17.7 18.8 9.0
| feel very tired today 10.9 15.7 9.4 9.3 8.7 14.2 12.7 7.5
5. Annoyed P=0.02 P=0.12 P<0.001
| don't feel annoyed today 331 308 29.3 43.1 34.8 30.7 30.0 39.1
| feel a little bit annoyed today 39.8 36.9 424 373 415 37.2 37.7 437
| feel a bit annoyed today 16.2 17.7 17.9 1.3 14.6 18.6 19.0 10.8
| feel quite annoyed today 5.4 8.1 5.1 34 4.5 6.8 6.3 3.6
| feel very annoyed today 5.5 6.6 53 49 4.7 6.8 6.9 2.9
6. Schoolwork/homework P=0.61 P=0.001 P=0.001
| have no problems with my schoolwork/ 389 359 387 422 433 322 345 473
homework today
| have a few problems with my schoolwork/  44.5 45.0 43.6 46.1 43.5 46.1 46.6 40.5
homework today
| have some problems with my schoolwork/  12.5 14.1 13.6 8.8 11.0 14.9 134 10.8
homework today
| have many problems with my schoolwork/ 2.6 3.0 24 25 1.6 4.0 35 0.7
homework today
| can’t do my schoolwork/homework today 15 20 17 0.5 0.6 2.8 1.9 0.7
7. Sleep P=0.03 P=0.03 P<0.001
Last night, | had no problems sleeping 389 303 383 48.5 40.5 36.5 31.0 54.1
Last night, | had a few problems sleeping 31.5 333 325 279 339 27.9 31.7 31.2
Last night, | had some problems sleeping 245 31.3 24.5 18.1 213 29.4 30.0 14.0
Last night, | had many problems sleeping 27 3.0 24 29 2.6 2.8 3.9 0.4
Last night, | couldn't sleep at all 23 2.0 24 2.5 1.6 34 34 0.4
8. Daily routine P=0.04 P=0.12 P=0.01
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CHU9D dimensions and levels ALL Physical activity Homework Sleep
= median > median = median > median
Low Medium High time' time' time' time
N=198 N=413 N=204 N=492 N=323 N=536 N=279
I have no problems with my daily routine today86.3 84.9 84.5 91.2 87.4 84.5 83.6 91.4
| have a few problems with my daily routine  10.7 9.6 124 83 10.2 1.5 13.1 6.1
today
| have some problems with my daily routine 1.6 35 15 0.0 1.8 1.2 1.7 14
today
I have many problems with my daily routine 0.9 0.5 1.2 0.5 0.4 1.6 0.8 1.1
today
| can’t do my daily routine today 0.6 1.5 0.5 0.0 0.2 1.2 0.9 0.0
9. Able to join in activities P<0.001 P=0.03 P=0.04
I can join in with any activities today 479 379 46.5 60.3 51.4 424 44.8 53.8
| can join in with most activities today 21.0 19.7 21.3 216 20.1 223 20.7 21.5
I can join in with some activities today 133 9.6 17.0 9.3 12.6 14.2 155 9.0
| can join in with a few activities today 10.7 19.2 9.2 5.4 10.6 10.8 1.4 9.3
| can join in with no activities today 7.2 13.6 6.1 34 53 10.2 7.7 6.5

doi:10.1371/journal.pone.0089222.t003

P value reported in the table based on chi-square test.
Median values were calculated within each grade level.

and sleep duration were all significantly associated with HRQoL
for children and adolescents in Mainland China.

There was no evident ceiling effect for the CHU9D-CHN
instrument based on the current BWS and SG algorithms, nor any

evident ceiling effects for the majority of CHU9D-CHN dimen-
sions. The most noteworthy ceiling effect was observed on the
daily routine dimension (86.3%), which indicates the potential for
reduced discriminatory power for this dimension in this student

Table 4. Adjusted mean differences in Child Health Utility 9D (CHU9D) utility scores.

Dependent Variable: CHU9D utility scores,

standard gambling method

Dependent Variable: CHU9D utility scores, best
worst scaling method

(1) (2) (3) (4) (5) (6)
Physical activity level: medium 0.009 0.010

[0.009] [0.012]
Physical activity level: high 0.023** 0.029%*

[0.011] [0.014]
Homework hours in the last 7 days —0.019%** —0.027%**

[0.004] [0.005]
Sleep duration hours in the last 7 days 0.032%** 0.040%***
[0.004] [0.005]

Age —0.007*** —0.005** —0.001 —0.012%** —0.009*** —0.004

[0.003] [0.003] [0.003] [0.003] [0.003] [0.003]
Gender: Male 0.014* 0.014* 0.008 0.022%* 0.023** 0.016*

[0.007] [0.007] [0.007] [0.009] [0.009] [0.009]
Parental education —0.007 —0.006 —0.006 —0.000 0.000 0.001

[0.009] [0.009] [0.008] [0.011] [0.011] [0.011]
No. of Students 815 815 815 815 815 815
No. of Schools 5 5 5 5 5 5

Standard errors in brackets.
#0001,
**p<0.05,

doi:10.1371/journal.pone.0089222.t004
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*p<0.1. The reference level for physical activity is the low level.
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sample. Construct validity was assessed by comparing utility scores
with self-reported health status. Although the mean utility
generated through utilisation of the SG algorithm were slightly
higher than the ones generated through the BWS algorithm, the
results suggested that CHU9D-CHN discriminated well in relation
to participants’ self-reported health status and that better health
status was significantly associated with a higher utility score no
matter which scoring method was adopted.

The significantly positive association between physical activity
and HRQoL observed in this study is consistent with what has
been recently reported using survey data for children and
adolescents in Australia [24-26]. So far the evidence on the
relationship between homework duration and HRQoL is very
limited. To our knowledge, this is the first study internationally to
report utility scores associated with homework duration for
children and adolescents. The mean utility loss associated with
an additional homework hour was 0.02. Opposite to what has
been reported in this study, Gopinath et al. [25] found that among
four sedentary behaviours (television viewing, video-game usage,
computer usage and homework), students that spent more time
doing homework had higher HRQoL. For the Australian study,
the mean homework hours were 1.5 hours whilst the mean
homework hours were 2.3 hours in our study. The opposite results
may be owing to the potential non-linear relationship between
homework duration and HRQoL. In addition, the different
cultural and lifestyle differences in the Awustralian vs. Chinese
contexts could also be an explanation for this finding. More
empirical evidence is required before we can draw stronger
conclusions about the relationship between homework duration
and HRQoL.

The association between sleep duration and HRQoL has gained
increasingly attention in recent years. Chiu et al. [36] studied a
young resident sample (aged 16-34) in rural China (Mianyang
City, Sichuan Province). Using the World Health Organization
(WHO) Quality of Life Schedule-Brief [37], the authors found that
being a short sleeper (<7 hours/day) was associated with lower
HRQoL in the physical psychological and environmental
domains, whilst being a longer sleeper were associated with higher
HRQoL in the environmental domain. Our study found consistent
results that longer sleeping hours (>8 hours/day) were associated
with higher HRQoL in general for both children and adolescents.
The magnitude of mean utility associated with an additional hour
of sleep in this study was larger than that reported for a recent
study based on Australian children and adolescent sample (0.04 vs.
0.01, both based on CHU9D instruments and scored using BWS
method) [26]. The positive relationship between sleep duration
and HRQoL has also been reported for older Chinese adults in
Hong Kong [38]. The authors found that long sleepers (=5.5
hours/night) had significantly better HRQoL than short sleepers
in all eight SF-36® domains (with the largest/smallest difference in
body pain/role-emotional domain).

A particular strength of this study is that the students were
randomly recruited using a multi-stage sampling approach.
Further considering the high participating rate (97.1%), the
potential impact of self-selection bias would be minimised. The
study also has a number of limitations which would benefit from
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The findings from this pilot study demonstrate the construct
validity of a Chinese translation of the CHU9D for measuring and
valuing the HRQoL of children and adolescents in China. Levels
of self-reported physical activity, homework and sleep time were
important influencers of utility scores. Future research should
undertake a full translation and linguistic validation of the
CHU9D into Chinese to further explore the validity of the
measure in both community-based general population samples
and patient samples in Mainland China and the development of a
Chinese population specific scoring algorithm.

Author Contributions

Conceived and designed the experiments: FX HRZ SXQ XPC ZYW XH
HFY CCW. Analyzed the data: GC. Wrote the paper: GC FX JR. Data
collection: FX HRZ SXQ XPC ZYW XH HFY CCW. Critical revision of
the manuscript: KS HRZ SXQ XPC ZYW XH HFY CCW. Study
supervision: JR.

application. Health Qual Life Outcomes 3: 34. Available: http://www.hqlo.
com/content/3/1/34. Accessed 2013 Sep 1.

4. National Institute for Health and Clinical Excellence (NICE) (2009) Methods for
the development of NICE public health guidance (second edition). London:
NICE. Available: http://www.nice.org.uk/media/CE1/F7/CPHE_Methods_
manual_LR.pdf. Accessed 2013 Sep 1.

February 2014 | Volume 9 | Issue 2 | 89222


http://www.hqlo.com/content/3/1/34
http://www.hqlo.com/content/3/1/34
http://www.nice.org.uk/media/CE1/F7/CPHE_Methods_manual_LR.pdf
http://www.nice.org.uk/media/CE1/F7/CPHE_Methods_manual_LR.pdf

22.

. Lehnert T, Sonntag D, Konnopka A, Riedel-Heller S, Kénig HH (2012) The

long-term  cost-effectiveness of obesity prevention interventions: systematic
literature review. Obes Rev 13: 537-553.

. Griebsch I, Coast J, Brown J (2005) Quality-adjusted life-years lack quality in

pediatric care: a critical review of published cost-utility studies in child health.
Pediatrics 115: ¢600-¢614.

. Frisén A (2007) Measuring health-related quality of life in adolescence. Acta

Paediatrica 9: 963-968.

. Alberga AS, Sigal R], Goldfield G, Prud’ homme D, Kenny GP (2012)

Overweight and obese teenagers: why is adolescence a critical period? Pediatr

Obes 7: 261-273.

. Prosser LA, Corso PS (2007) Measuring health-related quality of life for child

maltreatment: a systematic literature review. Health Qual Life Outcomes 5: 42.
Available: http://www.hqlo.com/content/5/1/42. Accessed 2013 Sep 1.

. Varni JW, Limbers CA (2009) The pediatric quality of life inventory: measuring

pediatric health-related quality of life from the perspective of children and their
parents. Pediatr Clin North Am 56: 843-863.

. HealthActCHQ_ (2008) Child health questionnaire scoring and interpretation

manual. Cambridge, MA: HealthActCHQ Inc.

. Ravens-Sieberer U, the KIDSCREEN Group Europe (2006) The KIDSC-

REEN questionnaires—Quality of life questionnaires for children and adoles-
cents—Handbook. Lengerich: Pabst Science Publisher.

. Ratcliffe J, Flynn T, Terlich F, Stevens K, Brazier J, Sawyer M (2012)

Developing adolescent specific health state values for economic evaluation: an
application of profile case best worst scaling to the Child Health Utility-9D.
Pharmacoeconomics 30: 713-727.

. Furlong WJ, Feeny DH, Torrance GW, Barr RD (2001) The Health Utilities

Index (HUI®) system for assessing health-related quality of life in clinical studies.
Ann Med 33: 375-384.

. Wille N, Badia X, Bonsel G, Burstrom K, Cavrini G, et al. (2010) Development

of the EQ-5DY: a child friendly version of the EQ-5D. Qual Life Res 19: 875~
886.

. Ravens-Sieberer U, Wille N, Badia X, Bonsel G, Burstrom K, et al. (2010)

Feasibility, reliability, and validity of the EQ-5D-Y: results from a multinational
study. Qual Life Res 19: 887-897.

. Moodie M, Richardson J, Rankin B, Iezzi A, Sinha K (2010) Predicting time

trade-off health state valuations of adolescents in four pacific countries using the
AQoL-6D instrument. Value Health 13: 1014-1027.

Stevens K (2009) Developing a descriptive system for a new preference-based
measure of health related quality of life for children. Qual Life Res 18: 1105—
1113.

Stevens K (2011) Assessing the performance of a new generic measure of health
related quality of life for children and refining it for use in health state valuation.
Appl Health Econ Health Policy 9: 1-13.

. Lau JTF, Yu X-n, Chu Y, Shing MMK, Wong EMC, et al. (2010) Validation of

the Chinese version of the Pediatric Quality of Life Inventory ™ (PedsQL ™)
Cancer Module. J Pediatr Psychol 35: 99-109.

. Hu ], Jiang L, Hong S, Cheng L, Kong M, Ye Y (2013) Reliabilit}' and validit?r
TN
( )

of the Chinese version of the Pediatric Quality of Life Inventory PedsQL™
3.0 neuromuscular module in children with Duchenne muscular dystrophy.
Health Qual Life Outcomes 11: 47. Available: http://www.hqlo.com/content/
11/1/47. Accessed 2013 Sep 1.

LiJ, Yuan L, Wu Y, Luan Y, Hao Y (2013) The Chinese version of the Pediatric
Quality of Life Inventory ™ (PedsQL ™) healthcare satisfaction generic module
(version 3.0): psychometric evaluation. Health Qual Life Outcomes 11: 113.
Awvailable: http://www.hqlo.com/content/11/1/113. Accessed 2013 Sep 1.

PLOS ONE | www.plosone.org

23.

27.

30.

31.

39.

40.

HRQoL among Children and Adolescents in China

Mitchell RB, Kelly J (2008) Sleep and quality of life in children. In: Verster JC,
Pandi-Perumal SR, Streiner D, editors. Sleep and quality of life in clinical
medicine. Totowa, NJ: Humana Press. 139-145.

. Lacy K, Allender S, Kremer P, Silva-Sanigorski A, Millar L, et al. (2012) Screen

time and physical activity behaviours are associated with health-related quality
of life in Australian adolescents. Qual Life Res 21: 1085-1099.

Gopinath B, Hardy LL, Baur LA, Burlutsky G, Mitchell P (2012) Physical
activity and sedentary behaviors and health-related quality of life in adolescents.

Pediatrics 130: el67-¢174.

. Chen G, Ratcliffe J, Olds T, Magarey A, Jones M, Leslie E (2014) BMI, Health

Behaviors, and Quality of Life in Children and Adolescents: A School-Based
Study. Pediatrics 133: Available: http://www.pediatrics.org/cgi/doi/10.1542/
peds.2013-0622.

Hong X, Li J, Xu F, Tse LA, Liang Y, et al (2009) Physical activity inversely
associated with the presence of depression among urban adolescents in regional
China. BMC Public Health 9: 148.

. Ratcliffe J, Couzner L, Flynn T, Sawyer M, Stevens K, et al. (2011) Valuing

Child Health Utility 9D health states with a young adolescent sample: a
feasibility study to compare best-worst scaling discrete-choice experiment,
standard gamble and time trade-off methods. Appl Health Econ Health Policy 9:
15-27.

. Ratcliffe J, Stevens K, Flynn T, Brazier J, Sawyer M (2012) An assessment of the

construct validity of the CHU9D in the Australian adolescent general
population. Qual Life Res 21: 717-725.

Stevens K, Ratcliffe J (2012) Measuring and valuing health benefits for economic
evaluation in adolescence: an assessment of the practicality and validity of the
Child Health Utility 9D in the Australian adolescent population. Value Health
15: 1092-1099.

Stevens K (2010) Working with children to develop dimensions for a preference-
based, generic, pediatric, health-related quality-of-life measure. Qual Life Res
20: 340-351.

. Ainsworth BE, Haskell WL, Herrmann SD, Meckes N, Bassett DR Jr, et al.

(2011) 2011 Compendium of Physical Activities: a second update of codes and
MET values. Med Sci Sports Exerc 43: 1575-1581.

Stevens K (2012) Valuation of the Child Health Utility 9D Index.
Pharmacoeconomics 30: 729-747.

. Acock AC (2012) A gentle introduction to Stata (revised third edition). College

Station, TX: Stata Press.

. Rabe-Hesketh S, Skrondal A (2005) Multilevel and longitudinal modeling using

Stata. College Station, TX: Stata Press.

. Chiu HFK, Xiang Y-T, Dai J, Chan SSM, Yu X, et al (2013) Sleep duration and

quality of life in young rural Chinese residents. Behav Sleep Med 11: 360-368.

. The WHOQOL Group (1995) The World Health Organization quality of life

assessment (WHOQOL): Position paper from the World Health Organization.
Soc Sci Med 41: 1403-1409.

. Lo CM, Lee PH (2012) Prevalence and impacts of poor sleep on quality of life

and associated factors of good sleepers in a sample of older Chinese adults.
Health Qual Life Outcomes 10: 72. Available: http://www.hqlo.com/content/
10/1/72. Accessed 2013 Sep 1.

Wild D, Grove A, Martin M, Eremenco S, McElroy S, et al. (2005) Principles of
good practice for the translation and cultural adaptation process for patient-
reported outcomes (PRO) measures: report of the ISPOR task force for
translation and cultural adaptation. Value Health 8: 94-104.

Drummond M (2001) Introducing economic and quality of life measurements
into clinical studies. Ann Med 33: 344-349.

February 2014 | Volume 9 | Issue 2 | 89222


http://www.hqlo.com/content/5/1/42
http://www.hqlo.com/content/11/1/47
http://www.hqlo.com/content/11/1/47
http://www.hqlo.com/content/11/1/113
http://www.pediatrics.org/cgi/doi/10.1542/peds.2013-,0,0,2
http://www.pediatrics.org/cgi/doi/10.1542/peds.2013-,0,0,2
http://www.hqlo.com/content/10/1/72
http://www.hqlo.com/content/10/1/72

