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Abstract The main objective of this study was to
examine gender differences in health-related quality of life
(HRQoL) among 11-year-old students in Kosovo, using the
standardized instrument KIDSCREEN-27. Given the
sociocultural context of Kosovo, where traditional gender
norms may influence children’s emotional expression,
school engagement, and perceptions of well-being, this
study offers an important insight into how boys and girls
experience late childhood. An additional objective was to
contribute to the regional and international literature on
HRQoL in late childhood, with a particular focus on
gender-based patterns. A total of 143 students, including 82
boys and 61 girls, from several primary schools in the
Republic of Kosovo, participated in this study. The
KIDSCREEN-27 questionnaire was self-completed by the
students, and the raw data were processed according to the
official guidelines, converted into Rasch-scaled values, and
subsequently standardized into T-scores, which represent
the standardized assessment of the measurement results. To
explore gender differences across five distinct dimensions
of health-related quality of life among school-aged students,
a one-way multivariate analysis of variance (MANOVA)
was conducted, followed by univariate analysis of variance
(ANOVA). The findings based on Wilks’ Lambda (A =
0.800, F(5,135) = 6.77, p < .001) indicate a statistically
significant impact of gender on health-related quality of life,
suggesting that gender has a moderate influence on how
children assess their quality of life across various

dimensions. The univariate analysis showed that boys
scored significantly higher in physical well-being,
emotional well-being, and school functioning. However,
no statistically significant gender differences were found in
family relationships and the social support dimension,
suggesting a stable social support network for both genders
at this age. In conclusion, these findings highlight
meaningful gender-specific patterns in HRQoL among
Kosovar students, emphasizing the need for educators,
school psychologists, and public health professionals to
consider gender-sensitive strategies when designing
programs that support children’s emotional, physical, and
academic development.

Keywords Gender

KIDSCREEN-27

HRQoL, Differences,

1. Introduction

To develop functional health programs in schools, it is
necessary to analyze how boys and girls experience
physical changes before puberty. Unstable emotional states
represent one of the main sources of health-related
disability in children and adolescents worldwide, having
the potential to generate long-term consequences and exert
continuous influence throughout the individual's life [1].
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Children who face psychosocial difficulties are more likely
to develop physical and biological problems in the future,
making identification and intervention in the early stages
of life essential. As a fundamental factor of overall well-
being, mental health is closely linked to physical health,
wherein this relationship is complex, dynamic, and
mutually influential [2].

Early adolescence in children is a sensitive
developmental period in which biological, psychological,
and social challenges intertwine, significantly affecting
both subjective and objective well-being [3]. Mental health
in this population cannot be treated in isolation, as
disturbances in the physical and psychological domains
often co-occur and have a synergistic effect on overall
functioning and quality of life [2].

Health-related quality of life (HRQoL) implies a broad
and multidimensional approach related to the way
individuals perceive their physical, emotional, and social
conditions, shaped by personal values, beliefs, goals, and
the cultural environment in which they develop [4].
KIDSCREEN, as a European-level project, has created a
validated instrument to measure HRQoL in children from
middle childhood to late adolescence, relying on
representative data from 13 European Union countries [5].
The results of previous studies show that quality of life
tends to be perceived at higher levels by younger children
compared to those in later developmental stages,
particularly in the domains of physical and emotional well-
being, while boys generally demonstrate higher values than
girls [6, 7]. These trends have been confirmed in broader
studies conducted across 12 European countries [6, 8] and
in North American contexts.

Studies show that HRQoL is the result of the interaction
between biological, psychological, and sociocultural
factors. During puberty, girls more frequently report poorer
psychological functioning, lower self-esteem, and more
negative perceptions of their general health compared to
boys of the same age [6, 7]. These differences are present
not only among children with chronic conditions [9] but
also among healthy children [10], indicating the influence
of multiple interrelated biological, emotional, and cultural
factors.

Epidemiological research consistently demonstrates that
low HRQoL in childhood is strongly linked to a higher risk
of mental disorders later in life, reduced self-esteem, and
difficulties in achieving successful social integration in
adulthood [2, 11]. Recognizing socio-demographic
determinants such as gender is therefore not merely useful
but essential. Without understanding these patterns, it is
impossible to design effective health policies or to
implement preventive programs that genuinely support the
well-being of young people.

Although gender differences in HRQoL have been well
documented internationally, their expression is largely
shaped by cultural norms and societal expectations. In the
context of Kosovo a society characterized by traditional
family structures, well-defined gender roles, and differing

expectations for boys and girls, children’s perceptions of
emotional well-being, autonomy, and school functioning
may be influenced by culturally embedded beliefs. Girls are
often expected to demonstrate social maturity, emotional
restraint, and higher academic discipline, whereas boys
may receive stronger encouragement for independence,
physical activity, and confidence in school settings. These
cultural patterns may contribute to the emergence of gender
disparities even before adolescence.

In this study, the focus is placed on analyzing gender
differences in HRQoL among 11-year-old students in the
Republic of Kosovo, an environment with a unique socio-
economic and cultural background where such scientific
studies remain limited. By using the standardized
KIDSCREEN-27 instrument, this research aims to provide
a culturally grounded and methodologically robust
assessment of HRQoL, identify potential gender disparities
within a sociocultural framework, and contribute to
regional and international discussions on the systematic
support of children's psychosocial development [12].

2. Materials and Methods

2.1. Participants

The study included students of both genders, aged 11 +
0.5 years, who attended primary schools in Kosovo. The
selection was based on psychological, biological, and
social developmental traits associated with HRQoL in
children. The total sample included 143 students, of whom
82 were male and 61 female, recruited from several urban
and semi-urban schools. Given the sampling design based
on accessibility rather than probability selection, the
sample should be considered non-representative of the
general population of Kosovar children. This limitation is
particularly relevant in a culturally heterogeneous context
such as Kosovo, where socioeconomic status, family
background, and urban—rural differences may influence
children’s perceptions of well-being.

The procedure for inclusion in the study was determined
by the following criteria: (1) written consent from the
parent or legal guardian, (2) confirmed psychophysical
condition suitable for participation, (3) regular attendance
in the physical education subject, and (4) full completion
of all tests and questionnaires. Students were informed in a
timely manner that participation was voluntary,
confidential, and without restrictions, and they were
introduced to the purpose and method of testing.

This research was conducted in accordance with the
international ethical standards of the Declaration of
Helsinki (WMA, 2013), with particular attention to the
privacy and integrity of the participants. All procedures
were additionally reviewed and approved at the school
level by institutional administration boards, ensuring
compliance with national ethical guidelines for studies
involving minors.



Universal Journal of Public Health 14(1): 149-155, 2026 151

2.2. Measurement Tools

The health of 11-year-old children was measured with a
tool created within the framework of a European project
(The KIDSCREEN Group Europe, 2006). The
KIDSCREEN-27 questionnaire is a well-established,
cross-culturally validated instrument for assessing health-
related quality of life in children and adolescents across
European populations, demonstrating good reliability,
construct validity, and cross-national comparability [13].

The instrument consists of 27 items structured in five
main areas: physical well-being, psychological well-being,
relationships with parents and autonomy, social support,
and inclusion in the school environment, where each item
is rated on a five-point Likert scale, and higher scores
reflect a better perception of quality of life [5].

The raw scores for the dimensions were processed
according to the instructions, with reverse coding of
negative units and transformation into Rasch scaled
parameters. The scores were then standardized to T-scores
(M =50, SD =10), which allows for cross-dimensional and
international comparisons. Based on the classification
proposed by previous authors, HRQoL is categorized into
low values for scores below 40, intermediate for the range
40-60, and high for scores above 60 [5, 14].

Psychometric analyses show good internal consistency
and satisfactory stability, supporting the use of
KIDSCREEN-based measures in pediatric populations [5].

The validity of the instrument has been confirmed in
multiple studies, with evidence of cross-cultural
applicability and low measurement bias [5]. The instrument
was used with the official permission of the Office of
Quality of Life Measures in Children (University Medical
Center Hamburg Eppendorf). Although KIDSCREEN-27
is culturally adaptable, it is important to note that this study
did not include additional variables such as socioeconomic
status, parental education, or school type, which could
further contextualize HRQoL outcomes within the Kosovar
population.

2.3. Statistical Analysis

Statistical procedures were applied to the data obtained
from the KIDSCREEN 27 questionnaire to ensure a valid
interpretation in accordance with the recommendations set

out in the official manual (The KIDSCREEN Group
Europe, 2006). The raw results for each of the five
dimensions were first transformed into Rasch scaled values,
based on the European normative base, and then converted
into standardized T-values. These T-values allow for direct
comparison with international norms obtained from 14
European countries. SPSS Statistics, version 26.0, was
used for data processing. Statistical significance was set at
the p < .05 threshold, with bilateral testing. Internal
consistency of the scales was evaluated using Cronbach’s
alpha coefficient, with values above 0.60 considered
acceptable, particularly for scales with fewer items.

To investigate gender differences in the five dimensions
of health-related quality of life (HRQoL), multivariate
analysis of variance (MANOVA) was used. After a global
multivariate effect was identified, univariate ANOVA tests
were conducted for each dimension separately [15], which
classify the effect size n? into three levels: values around
0.01 indicate a low impact; those around 0.06 represent a
moderate impact, while values above 0.14 indicate a large
impact. Using this analytical model helps analyze gender
differences in quality of life, while also controlling for the
impacts that different dimensions may have on each other.
However, the absence of potential covariates such as SES,
urban-rural stratification, or school characteristics limits
the ability to isolate gender effects with greater precision.

3. Results

Table 1 shows the descriptive statistics parameters for
the five dimensions of the KIDSCREEN administered to
Kosovo students, including raw score means, T-scores,
standard deviations, internal consistency, and ceiling and
floor effects. The mean T-score values ranged from 64.55
(social support and peers) to 73.43 (school environment),
indicating generally positive perceptions across all
domains. The standard deviations are relatively low,
confirming the homogeneity of the results within the
sample. The internal consistency (o = 0.75-0.82) is
satisfactory, confirming the good psychometric stability of
the instrument. The ceiling and floor effects are minimal
(<2%), which further indicates an appropriate distribution
of responses and the absence of systematic bias in the
measurement.

Table 1. Descriptive statistics for total raw and 7T scale means, standard deviation, internal consistency and floor and ceiling effect
Scale Items Raw M Raw SD T value M T value SD a Floor (%)  Ceiling (%)
Physical well-being 5 19,81 3,31 69,63 6,63 0,77 0,70 0,70
Psychological well-being 7 28,79 4,46 68,29 5,93 0,78 0,70 1,40
Autonomy and parent relations 7 30,87 4,19 70,99 5,62 0,82 0,70 1,41
Social support and peers 4 17,27 2,81 64,55 5,62 0,75 1,41 1,41
School environment 4 16,27 2,78 73,43 7,41 0,79 1,41 1,41

Raw M, raw mean score; Raw SD, standard deviation for raw mean score; T value M, T value mean; T value SD, standard deviation for T score;

a, Cronbach’s alpha value; and n/a, non-applicable
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Participants were evaluated across five dimensions of
health-related quality of life (HRQoL), with their scores
categorized into three levels: low, medium, and high (Table
2). According to the KIDSCREEN manual, scores are
typically classified into high and low categories, based on
the extreme values for each dimension, while in this study,
an additional medium category was included for greater
analytical precision. From the table, it can be seen that in
all five dimensions, more than 90% of students fall into the
high category, reflecting favorable perceptions of physical
and psychological well-being, family relationships, peer
support, and the school environment. Low scores were
present in less than 3% of students, confirming that
negative perceptions were only marginally present for
physical and psychological well-being. These consistently
high values across domains suggest that, within this sample
of Kosovar 11-year-olds, perceived well-being is
overwhelmingly positive, which may reflect strong family
cohesion, supportive school environments, and cultural
norms that emphasize collective support factors commonly
reported in regional literature.

In order to identify gender differences in dimensions of
health-related quality of life, the study applied a
multivariate analysis of variance (MANOVA), based on

Gender Variations in Health-Related Quality of Life among 11-Year-Old Students in Kosovo

data collected from KIDSCREEN-27 (Table 3). The results
revealed a statistically significant multivariate effect of
gender (Wilks’ A = 0.800, F(5,135) = 6.77, p <.001). The
effect size (> = 0.200) indicates that gender plays a
meaningful moderating role in the combined variability
across the five measured dimensions.

Univariate analyses also revealed statistically significant
differences between boys and girls in three of the five
dimensions. In the domain “physical activity and health,”
boys achieved significantly higher values (F(1,139) = 9.06,
p =.003, 1?2 =.061), indicating a moderate effect of gender
on physical well-being. In the domain “general emotional
state and feelings,” significant gender differences were
observed in favor of boys (F(1,139) = 19.57, p < .001, n?
=.123), where the effect is relatively strong. In the “school
and learning” domain, again in favor of male participants,
a statistically significant difference emerged (F(1,139) =
8.18, p =.005, n? = .056), indicating a moderate impact.

On the other hand, in the dimensions “family and leisure”
and “friends and social support,” no statistically significant
gender differences were identified (p > .05), while the n?
values were negligible (0.001), indicating an extremely
weak or absent effect of gender on these aspects of
psychosocial well-being.

Table 2. Range of scores across each KIDSCREEN dimension and their meaning (The KIDSCREEN Group Europe, 2006)
KIDSCREEN Low Middle High Low score indicates High score indicates
dimension
Physical well- 0.0% 8.4% 90.2%  Physically exhausted, physically Physically fit, active, healthy, energetic
being (0-10) (11-15) (16-25)  unwell, feeling unfit, having low energy
Psychological 1.4% 3.5% 94.4%  Physically exhausted, physically Happy, viewing life positively, satisfied
well-being (0-14) (15-21) (22-35)  unwell, feeling unfit, having low energy with life, emotionally balanced
Autonomy and 1.4% 2.1% 95.8%  Feeling restricted, feeling overlooked,  Feeling positive about the relationship
parent relations  (0—14) (15-21) (22-35)  notappreciated, feeling that finances with parents and having enough age-
are restricting lifestyle appropriate freedom to choose, feeling
satisfied with financial resources, feeling
well-off
Social support 1.4% 3.5% 94.4%  Feeling excluded, not accepted by peers Feeling accepted, supported, and included
and peers (0-8) (9-12) (13-20) in peer group
School 2.8% 6.3% 90.2%  Disliking school, negative feelings Feeling happy at school and doing well
environment (0-8) (9-12) (13-20)  about school, and not doing well

Table 3. Gender comparisons with KIDSCREEN dimensions

Value F Hypothesis df Error df Sig. n?
Wilks' lambda 0.80 6.77 5 135 0.000 0.200
Male Female
KIDSCREEN dimension F p. n?
Mean SD Mean SD

Physical well-being 71.07 6.22 67.76 6.74 9.06 0.003 0.061
Psychological well-being 70.11 4.73 65.91 6.55 19.57 0.000 0.123
Autonomy and parent relations 71.17 4.89 70.85 6.45 0.11 0.739 0.001
Social support and peers 64.66 5.24 64.34 6.18 0.11 0.741 0.001
School environment 74.90 6.54 71.36 8.14 8.18 0.005 0.056
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This absence of gender differences suggests that both
boys and girls benefit from comparably strong family ties
and peer networks at this age—a finding consistent with the
collectivistic orientation of Kosovar families, where
emotional and social support is typically distributed evenly
among children.

4. Discussion

This study aimed to explore the perception of health-
related quality of life among Kosovar children in the school
setting by analyzing gender differences in the dimensions
assessed by the KIDSCREEN instrument. Overall
participant ratings indicated a high level of health-related
well-being, however a small portion of the sample
exhibited results consistent with potential risk for reduced
quality of life.

Multivariate and univariate analysis of variance in this
study revealed clear gender differences in health-related
quality of life (HRQoL) among 11-year-old students. Male
students achieved significantly higher scores in the
domains of physical well-being, psychological well-being,
and school functioning, while no statistically significant
differences were found in the dimensions of family
relationships, autonomy, as well as social support from
peers. The findings of this study are consistent with
international research evidence, which shows that even
during the early phase of puberty, girls tend to report lower
levels in some dimensions of health compared to their male
peers [6, 7, 16, 17, 20]. Studies using KIDSCREEN-based
approaches have consistently shown that boys reported
higher HRQoL than girls in areas such as physical and
psychological well-being [6,7].

The European data show that the difference between
genders becomes more visible in the middle of the age,
whereas in childhood the differences are minimal or
missing, while in adolescence HRQoL in girls declines
more rapidly, especially in physical and mental health [6].
The results, obtained from a sample of 11-year-olds, show
that changes have already begun: girls display a less
favorable subjective assessment of health in several key
areas.

Gender differences during the pubertal years may be the
result of a complex interaction between biological and
psychosocial factors. Girls' earlier entry into puberty
exposes them to physiological changes, such as the onset
of the menstrual cycle, and hormonal processes that may be
involved in emotional fluctuations of success [18]. As a
result, they report more physical symptoms and symptoms
of a psychosomatic nature compared to boys [8, 17]. At the
same time, social pressures and gender norms related to
aesthetics may influence the deterioration of their
psychological well-being.

Our findings are consistent with these explanations and
confirm that 11-year-old girls already show signs of this
fragile dynamic. Similar results have been documented in

Poland, where female gender has been identified as a risk
factor for lower HRQoL in the physical and psychological
domains [16], as well as in longitudinal studies in Estonia,
which show that boys have higher emotional functioning
than girls and that this difference remains stable over time
[19].

It is important to note that this study did not find any
significant gender differences in the domains of family
relationships and autonomy, as well as peer social support.
This may suggest that at this age, children’s basic social
needs family cohesion and peer group acceptance are
equally satisfied in both sexes. European data confirm that
in late childhood, family and peer relationships represent
strong sources of support, which are relatively stable and
independent of gender [8, 21]. This is encouraging, as it
indicates that these social resources may have a protective
role in maintaining quality of life for both boys and girls.

Within the specific sociocultural context of Kosovo,
these findings acquire additional relevance. Kosovar
families typically maintain strong intergenerational support
systems, characterized by close emotional bonds and
collective responsibility for child well-being. Such cultural
structures may buffer both boys and girls from early
declines in family-related or peer-related HRQoL,
explaining the absence of gender differences in these
domains. Conversely, domains in which girls scored lower
on emotional functioning, physical well-being, and school-
related experiences are areas where traditional gender
norms may exert a stronger influence. Girls are often
socialized toward modesty, restraint, and emotional
composure, while boys are encouraged to express
confidence, independence, and academic assertiveness.
These gendered expectations may shape how children
interpret and report their well-being long before
adolescence.

The observed pattern therefore suggests that, despite
strong family and peer support, girls may be more
vulnerable to internalized pressures related to performance,
appearance, and emotional regulation factors that are
particularly pronounced in societies with traditional gender
roles.

These results have particular importance for advancing
intersectoral methods within education and health systems.
The presence of pronounced physical and psychological
difficulties in girls at this age suggests the need for gender-
specific support measures. In schools, it is recommended to
introduce programs to increase physical activity and
participation in sports, with the aim of improving physical
well-being and self-confidence in girls [18]. Additionally,
emotional education and mental health programs including
workshops on stress management, building self-esteem and
social skills, can help improve psychological well-being.
Early detection of tendencies towards anxiety, lack of self-
esteem and psychosomatic symptoms in girls is essential,
and requires a proactive involvement of psychologists and
counseling staff within educational institutions [6, 17].
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Such interventions are of particular importance in
Kosovo, where formal mental health infrastructure within
schools is still developing, and where cultural norms may
discourage open discussion of emotional difficulties.
Implementing structured programs led by trained
professionals may therefore be crucial in mitigating early
gender disparities.

While a cross-sectional study provides a quick overview
of the phenomenon and allows comparisons between
groups, methodological limitations, as well as the specific
cultural context of Kosovo, restrict the interpretation and
generalizability of the findings. The lack of socioeconomic,
urban—rural, and school-type indicators limits a more
nuanced understanding of gender differences and prevents
identification of potential contextual moderators of
HRQoL.

A longitudinal design is necessary to systematically
track children from early to late adolescence, as such an
approach would allow for a more comprehensive and
accurate understanding of gender differences in HRQoL, as
suggested by Meade and Dowswell [22].

To gain a more comprehensive understanding of the
factors influencing young people’s well-being such as
family income, family structure, academic achievement,
dietary habits, and level of physical activity, future studies
should broaden their scope. Future research should also
consider socio-economic status, academic success,
pubertal development, nutrition, and physical activity as
potential covariates. Cross-cultural comparisons using
reliable tools such as KIDSCREEN are recommended [5].

Finally, the development of gender-responsive policies
requires recognition of the cultural and structural

mechanisms shaping boys’ and girls” well-being in Kosovo.

Aligning school-based programs, public health strategies,
and community initiatives with evidence-based gender-
specific needs is essential for fostering equitable
developmental environments.

5. Conclusions

This study examines gender differences in health-related
quality of life (HRQoL) among 11-year-old students in
Kosovo, using the standardized KIDSCREEN 27
instrument. The results show that boys perceive physical
well-being, emotional state, and school involvement more
positively than girls, with moderate to strong gender effects
in these areas. The study emphasizes the importance of
developing health policies that address gender-specific
needs during children's development, taking into account
biological, psychological, and cultural challenges. Early
assessment and targeted interventions are essential to
improve the psychophysical well-being of young people.
Furthermore, the study contributes to filling the research
gap regarding the unique sociocultural context of Kosovo
and promotes discussions on the systematic support of
children’s psychosocial development in this region. The

results obtained are consistent with international studies
and highlight the need for a sensitive approach to gender
factors in school health programs.

Collectively, these findings demonstrate that gender
disparities in HRQoL begin to emerge even before
adolescence, underscoring the need for early, proactive,
and evidence-based measures within schools. In Kosovo,
where traditional gender norms may shape expectations for
emotional expression, academic engagement, and physical
activity, health and education policies must integrate
culturally informed approaches that acknowledge the
distinct developmental needs of boys and girls.

Educational institutions should incorporate gender-
responsive strategies that promote physical activity among
girls, strengthen emotional resilience, and encourage
equitable participation in school life. At the same time,
public health stakeholders should prioritize screening,
prevention, and counseling programs that address early
signs of psychosomatic difficulties and psychological
distress in girls.

Future research should adopt longitudinal and multi-
factorial designs that include socioeconomic status, school
characteristics, pubertal timing, and lifestyle indicators,
offering a more comprehensive understanding of the
mechanisms underlying gender-based differences. Such
evidence is crucial for formulating sustainable, equitable,
and culturally sensitive policies aimed at enhancing
children’s well-being.

Ultimately, improving HRQoL in early adolescence
requires coordinated action across schools, families, and
public health systems, ensuring that all children, regardless
of gender, have access to supportive environments that
foster physical health, emotional stability, and positive
social development.
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