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ABSTRACT 

Background: Quality of life (QOL)is the general well-being of individuals and societies, outlining negative and 

positive features of life. It observes life satisfaction, including everything from physical health, family, 

education, employment, wealth, religious beliefs, finance and the environment. This study aimed to assess 

adolescents students ' quality of life. Subjects and methods: descriptive research design was used. The total 

sample size was 936 adolescents’ which were selected randomly from 10 secondary schools at Benghazi City- 

Libya. The study was included two tools, first tool was self-administered questionnaire which included some 

socio-demographic characteristics of adolescent (Abd-Eltawab scale 2012), second tool was the World Health 

Organization Quality of Life Brief scale to measure adolescents’ quality of life. Results: it was found 56.3% of 

adolescent students were female, mean age ± SD was 16.80 ± 1.09, it was found that mean physical domain 

QOL (25.67±3.91), psychological domains (21.50±3.33), social domain (9.51±2.92) and environmental domain 

(28.61±5.41), Also, the total mean of QOL was 85.28±10.03. Conclusion: The highest mean scores was 

environmental domain while their social relation was the lowest. There was significance difference between 

mean QOL and adolescents’ age, fathers’ occupation, mothers’ education and social class Recommendations: 

More studies should be implemented to assess QOL of adolescent.  School should play role in adolescent 

counselling to improve social relation among adolescent and support their family roles.   
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INTRODUCTION 
 

Adolescence is a critical period in each 

individual's life and characterized by significant 

biological, physical, psychological, emotional 

changes, and hence, it is important for the future 

of both individuals and nations. Social roles, social 

relationships and social expectations for the 

developing individual provide the foundation for 

adult functioning, though these, too, are subject to 

significant changes during adolescence (Al 

Buhairan, F., et al., 2012; Dick, B., et al., 2014). 

Adolescence is a period of life with specific 

health and developmental needs and rights (Lloyd, 

C., 2005). It is also a time to develop knowledge and 

skills, learn to manage emotions, relationships, 

acquire attributes and abilities that will be important 

for enjoying the adolescent years and assuming adult 

roles (Fares, J., 2007; The state of the world's 

children, 2011). 

Healthy adolescent development includes self-

awareness, positive behaviors, goal setting and 

achievement, successful transition into adulthood, 

and good health-related quality of life, trust, 

optimism, and meaning in life. However, early 

adolescence coincides with the middle-school years, 

a period of transition from the total social and 

economic dependence of a child to relative 

independence with more contacts/exchanges with 

others and more access to licit and illicit drugs 

(Duke, N., et al., 2010; Chau, K., 2012). 

Quality of life can be defined as a 

multidimensional construct that includes one’s 

physical health, psychological well- being, 

independence level, social relationships and relations 

with his/her environment and social context. 

Furthermore, it dimensions are influenced by 

variables such as gender, age, socio-economic status 

and culture (Lahana, E., et al., 2010; Campos, A., et 

al., 2013). 

Quality of life has become an ever-increasing 

focus of pediatrics and adolescent medicine in recent 

years, especially as regards stage of life of extreme 

importance in the construction of values that will 

guide an individual’s adult life (Campos, A., et al., 

2013).  

Perceived QoL in adolescents can be useful in 

identifying subgroups of children and adolescents at 

risk of engaging in health-compromising behaviors, 

and it can also assist in determining the burden of a 

particular disease or disability. In fact, adolescence is 

a vulnerable period in human development 

characterized by numerous bio-psycho-social 

changes that may influence the engagement in 
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health-related risk behaviors (Serrano, M., I. Lemos 

and C. Nunes, 2013). 

Schools have more influence on lives of young 

people than any other social institution except the 

family. They also provide access to schoolchildren 

on a daily basis, facilitating the implementation of 

many health protection and promotion interventions 

(World Health Organization, 2005). 

Adolescent populations vary widely 

throughout the world, and similarly, their health 

issues also vary. The Arab region in general, are 

rapidly growing both economically and 

demographically (Mirkin, B., 2010) More than 

half of that population is comprised of children 

and young people age 24 and younger. This 

rapid population increase peaked around 2005, 

but it is expected to continue until 2050, when 

the number of children and young people in the 

region may reach 217million (Mirkin, B., 2010). 

Arab countries have been reported to have a 

predominantly younger structure (World Health 

Organisation, 2001; U.S. Bureau of Census, 2001). 

Libyan Arab Jamahiriya is witnessing an 

increase in the adolescent age group with 25% of 

the population between 10 and 19 years old in 

2000. As a result, the country’s population is 

fairly young15 years (Mirkin, B., 2010).  

 

Significant of the study:  

Secondary school student are adolescents 

between 15 and 19 years of ages, mostly they study 

very hard for the national entrance examination into 

college or university. Therefore, educational stress is 

a common emotional state among school children 

and adolescents worldwide (Sims, B., et al., 2007; 

Hicks, T and S. Heastie, 2008; Ahmadi Gatab, T., et 

al., 2013). Inability of adolescents to cope with the 

stress properly could result in mental health problem. 

Mental health problems have influences on both 

physical health and QOL of high school students 

(Ang, R., et al., 2009; Chuchoui, K., et al., 2010; 

Kim, Y., et al., 2013; Sun, J., et al., 2013; Koyama, 

A., et al., 2014). 

Due to lack of information about Libyan 

adolescents, this study was conducted firstly to 

assess Quality of life among secondary school 

students, their correlates quality of life domains and 

associations between Quality of life and some socio 

demographic characteristics of youth in Libya today.  

 

Aim of the study:  

To assess adolescents students' quality of life.  

 

Research questions: 

1. What are the Quality of life among secondary 

school students? 

2. Is there a correlation between four quality of 

life domains? 

3. Is there a relation between total quality of life 

domains and sociodemographic characteristics of 

adolescents? 

 

Subjects and methods: 

Research design: 

Gross sectional Descriptive research design was 

used.   

 

Setting of the study: 
The study was carried out in 10 governmental 

secondary schools at Benghazi City which is the 

second biggest city in Libya country.  

 

Sampling and sample size:  
The total number of governmental secondary 

school in Benghazi City was 52 secondary schools, 

29 for girls and 23 for boys with total number of 

students 71671 students divided in to 31136 males 

and 40535 females. The sample size was 936 

students which were selected randomly. The sample 

was detected by using software EPI/Info, version 3 

with 95% confidence interval(CI) and a margin error 

of ± 2%. Study used multistage, stratified sampling 

procedure.  Firstly, School were chosen randomly 

from frame that including all Benghazi secondary 

schools. The frame was stratified by sex; boys and 

girls schools (2 strata) five schools from each stratum 

were selected randomly (10 schools). Classes 

selected randomly, one class from each grade (1
st
 ,2

nd
 

and 3
rd

 grades) in the selected schools, every class 

ranged from 35 to 40 students.  All students 

attending the selected classes were included.The 

number of male students was 409 and number of 

female students was 527, according to attendances to 

school during data collection. 

 

Inclusion criteria: 

All secondary students who agree to participate 

in the study and able to communicate were included. 

 

Tools of the study: 

the study was included two tools Tool I: Self-

administered questionnaire was developed by the 

researcher for data collection which was based on 

review of relevant literatures (Abd El-twab, A., 

2012). Which, includes socio-demographic 

characteristics of studied students as age, sex, 

academic years, fathers' education, fathers' 

occupation, mothers' education and mothers' 

occupation, marital status, income………etc 

 

Tool II:  

The World Health Organization Quality of Life 

(WHOQOL) - BREEF: 

The WHOQOL-BREEF included four domains 

which was used to measure quality of life. All 

questions within each domain were rated on a 5-point 

Likert scale, which is scored from 1 to 5 on a 

response scale (5 for extreme amount and 1 for not at 
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all). The four domains are physical health domain (7-

questions, ranged from 1 to5 scores) include feel that 

physical pain prevents from doing what need to do, 

need any medical treatment to function in daily life, 

have enough energy to do anything, able to get 

around, satisfied with sleep, satisfied with ability to 

perform daily living activities, satisfied with capacity 

for work. Psychological health domain (6-questions, 

ranged from 1 to5 scores) include feel of enjoy life, 

feel life to be meaningful, able to concentrate, accept 

body appearance, satisfied with self, have negative 

feeling such as blue mood, despair anxiety and 

depression. Social relations (3-items, ranged from 1 

to5 scores) include satisfied with personal 

relationships, satisfied with sex life, satisfied with the 

support from friends. Environment domain (8items, 

ranged from 1 to5 scores) include feel of safe in daily 

life, healthy physical environmental, enough 

financial source, availability of information in daily 

life have the opportunity for leisure activities, the 

conditions of living place, accessibility of health 

service, availability of transport, and two general 

questions (Zegers-Hochschild, F., et al., 2009) 

 

General question: 
as adolescent order for overall quality of life and 

their satisfaction with health condition rating as 

follow: very good, good, moderate, poor and very 

poor. 

 

 

Scoring system:  
The mean score of items within each domain is 

used to calculate the domain mean score 

(Skevington, S and C. Tucker, 1999). 

 

Validity of tools: 

      Tools was transferred to Arabic language and 

presented to five experts in the community health 

nursing community health medicine, in Assiut 

University to assess the clarity, relevance, 

comprehensiveness, understanding and applicability 

for tools. Modifications were done according to the 

direction of the experts committee. 

Reliability: 

       Reliability of tool II was estimated by Alpha 

Cronbach's test to test internal consistency r=0.684.  

Pilot study:  

      Pilot study was carried out before starting data 

collection on 10% of adolescent’s students, who were 

excluded from the sample. It aimed to test the clarity 

of the tools and to estimate the time required to fill 

the questionnaire. A result of the pilot study, the 

necessary modifications was done in the tools. 

 

 

Ethical consideration: 

Permission form the competent authorities (Director 

of education in Benghazi City) and approval of 

school principals were obtained before the study 

start. The students were recruited to the study 

informed about the objectives of the study and they 

are free to refuse participation. Oral consent obtained 

from the students. Confidentiality of obtained 

information was assured as the obtained information 

was used only for the purpose of the study.  

 

Data collection: 

The data was collected from the 1
st
 February 

2013 to the end April 2013. The researchers met the 

students in their classes. Self-administered 

questionnaire filled by students themselves. The 

researchers were in the classrooms before the 

students started filling the questionnaire to answer 

any possible question which may be raised by the 

students and assisted them if necessary. The length of 

fill the questionnaire was (30-45) minutes. The data 

was collected at 10 o’clock AM (two days/ week). 

Every week about (60-80) sheets were finished. 

 

Statistical Analysis: 

         Statistical analysis was carried out using SPSS 

version 16. Descriptive statistics (i.e., frequencies, 

mean and standard deviation) was done.  ANOVA 

test, T test and correlation coefficients were used. F-

test and T test are considered significant when P 

values were less than 0.05. 

 

Results of the study:  

Table (1): 

shows that 59.7% of studied students, their age 

ranged from (15-17 years), the Mean age ± SD was 

16.80 ± 1.09. Also, it was found that 56.3%and 

53.7%respectively of studied students were female 

and in the first grade. This table also clear that 41.2% 

and 48.9% respectively of students’ fathers had 

secondary education and employee while ,41.3%and 

59.1% respectively of students’ mothers had 

university education and housewife. According to 

social class, this table reveals that 44.6% of studied 

students had high social class level.  

 

Figure(1): 

shows 44.6% of studied adolescent reported that 

they had good rate quality of life, while 4.0% of 

them reported had poor rate quality of life. Also, this 

figure illustrated that 40.5 of studied adolescent 

reported that they had good health condition while 

2.5% of them reported that they had very poor health 

condition 

 

Table (2): 

Clears mean score of quality of life domains 

among studied adolescent. The lowest mean scores 

domain was 9.51±2.92 (social relationship) followed 

by 21.50 ± 3.33 (psychological domains), 25.67± 
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3.91(physical health domain) and the, highest mean 

score domain was28.61±5.41 (environmental 

domain). 

 

Table (3): 

Clear that strong significant correlation between 

physical and psychological domains (r=0.423*), 

between environment and physical domains 

(r=0.345*) and between psychological and 

environmental domains (r= 0.364*). 

A statistical significant difference was found 

between health condition assessed by adolescent 

themselves and mean quality of life for them at 

P=0.000 and showed the highest mean scores among 

adolescent reported very good (table 4) 

 

Table (5): 

This table illustrates that there is statistically 

significant difference between mean quality of life 

and adolescent age, father’s occupation, mother’s 

education and level of social class P=0.000, 

0.001,0.007 and 0.008 respectively.  

 
Table 1: Distribution of socio-demographic characteristics of studied adolescent students in Benghazi city, Libya 

Items  No (n= 936)  %  

Age:     

15 – 17 years  559 59.7 

> 1 years  377 40.3 

Mean ± SD (Range)  16.80± 1.09 (15.0 – 21.0) 

Sex:    

Male  409 43.7 

Female  527 56.3 

Academic years:    

First  503 53.7 

Second  306 32.7 

Third  127 13.6 

Fathers' education:     

Illiterate/ Read and write 51 5.4 

Basic education  211 22.5 

Secondary  386 41.2 

University or more  288 30.4 

Fathers' occupation:     

Worker  119 12.7 

Free business  274 29.3 

Employee  458 48.9 

Retired  52 5.6 

Died 33 3.5 

 Mothers' education:     

Illtreat/ Read & write  48 5.1 

Basic education 187 20.0 

Secondary 314 33.5 

High education 387 41.3 

Mothers' occupation:   

Working  369 39.4 

Housewife  553 59.1 

    Died  14 1.5 

Social class   

High level 417 44.6 

Middle level 453 48.4 

Low level 66 7.1 
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Fig. 1: Distribution of studied adolescent rating quality of life and health condition according to their opinion in 

Benghazi city, Libya    

 
Table 2: Distribution of the studied adolescent according to the mean score of their quality of life domains in Benghazi city, Libya 

Items (n= 936)  Score  Mean ± SD  Minimum Maximum Rang 

Physical health 35  25.67±3.91 11 35 24 

Psychological  30  21.50±3.33 8 29 21 

Social  15  9.51±2.92 7 15 8 

Environmental  40  28.61±5.41 15 40 25 

QOL  130  85.28±10.03 46 112 66 

 
Table 3: Correlation coefficient among the quality of life domains in Benghazi city, Libya    

Quality of life domains Physical health Psychological health Social relationships Environment 

R r r r 

Physical health 1 0.423* -0.35- 0.345* 

Psychological health 0.423* 1 0.008 0.364* 

Social relationships -0.35- 0.008 1 0.056 

Environment  0.345* 0.364* 0.056 1 

* Correlation is significant at the 0.01 level 

 

 

 

 

 

 
Table 4: Relation between health condition as order by adolescent and total mean quality of life among studied adolescent 

Health condition (n= 936)  Mean ± SD  Minimum Maximum F P-value 

Very good health 89.74±9.04 50 111  

42.42 

 

0.000* 
Good health  85.33±9.29 48 112 

Neither poor nor good 81.90±8.80 58 104 

Poor health 78.27±10.89 46 106 

Very poor health  73.47±8.65 55 87 

*Statistical significant difference at P≥0.05 

2.2 
4 

16 

44.6 

33.2 

2.5 

7.2 

17.7 

40.5 

31.6 

0 

5 

10 

15 

20 

25 

30 

35 

40 

45 

50 

very poor Poor Nitherpoor nor 
good 

Good Very good 

%
 

RatingQoL 

Satisfaction with 
health 



Research Journal of Medicine and Medical Sciences (RJMMS)  

44 

 

Table 5: Relation between socio- demographic characteristics of studied adolescent and mean total score quality of life in Benghazi city, 

Libya 

Items (n=936)  
QOL  T-value/ F-

value  
P-value  

Mean ± SD  Minimum Maximum 

Age:      

12.55 0.000* 15 - 17 years  86.24±9.83 48 112 

> 17years  83.88±10.17 46 111 

Sex:     

2.56 0.110 Male  85.88 ±9.90 46 112 

Female  84.82±10.13 48 111 

Academic years:     

2.45 0.860 
First  85.93±9.93 48 112 

Second  84.73±10.33 46 111 

Third  84.06±9.60 54 109 

Fathers' education:     

2.16 0.091 

Illiterate / Read & write 82.64±8.19 65 99 

Basic education  84.79±9.46 55 105 

Secondary  85.22±10.40 50 112 

High education  86.20±10.16 46 107 

Fathers’ occupation:      

4.46 0.001* 

Workers 82.66±10.32 59 106 

Free business 84.95±9.45 54 112 

Employee 85.80±10.22 46 109 

Retired 85.30±10.58 50 107 

Died 90.21±7.66 80 111 

Mother’s education:   

Illiterate/ Read and write 81.81 ±10.14 61 104 4.02  

Basic education 84.30 ±9.60 60 112  0.007* 

Secondary  85.10 ±10.53 50 111   

High education 86.34 ±9.68 46 109   

Mothers’ occupation    

Employee 85.48 ±9.94 46 107 0.641 0.527 

House wife 85.09 ±10.07 48 111   

Died 87.85 ±11.12 65 112   

Social class:      

High level 86.30±9.82 52 112   

Middle level 84.24±10.22 46 109 4.837 0.008* 

Low level 86.03±9.45 61 104   

*Statistical significant difference at P≥0.05 

 

Discussion:  

About 1.2 billion adolescents aged between 10 

and 19 years comprise just under one-fifth of the 

world's population
2
.  As such, this population 

influences social and economic developments in 

many countries and will continue to do so as they 

transition into adulthood. Accordingly, the healthy 

development of adolescents is one of the foundations 

of the world's future, and as such, it is influenced by 

their environment, education, supportive 

relationships, and access to high quality health 

services. Therefore, fostering the conditions for the 

healthy development of adolescents and supporting 

their health should be a global priority (Dick, B., et 

al., 2014)
 
 

  The present study aimed to assess adolescent 

quality of life. The present study showed that about 

three fifth of studied students' age was between (15-

17 years) with mean age ± SD 16.80 ± 1.09 and more 

than one half of them were females. The proportion 

of female more than male because the male student 

had more absenteeism and escaped during the school 

day. 

These results disagreed with Cucchiaro & 

Dalgalarrondo, (2007) who reported that adolescents 

had a mean age of 12.6 ± 1.3 years with gender 

distribution was more than half were boys. Also. this 

study in contrast with the study done by Ghoshal et 

al., (2012) who reported that females represent less 

than one third of the participants. In addition, 

Agnihotri et al., (2010) reported that mean 

adolescents' age 14.04±2.09 and more than half of 

participant were males. 

According to parents’ education; the current 

study explores that about one third and more than 

two fifth respectively of students' fathers’ and 

mothers had high education, this because the 

majority of male adolescent leave university to 

practice free business at Libya. 

These results disagreed with Agnihotri et al., 

(20100) who reported that less than one third of 

adolescent fathers' education had post-graduation, 

also, more than one quarter f their mothers had post-

graduation.  

As regard parents ' occupation, the present study 

illustrated that about one half of students' fathers 

were employee and about three fifth of students' 

mothers were house wives. These results in contrast 

with the study done by Agnihotri et al., (2010) who 

reported that more than one third of adolescents' 

fathers were employee in governmental services and 

https://www.sciencedirect.com/topics/medicine-and-dentistry/health-services
https://www.sciencedirect.com/topics/medicine-and-dentistry/health-services
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about three quarter of their mothers were house 

wives. Also, the current study reflected that more 

than two fifth of studied adolescent had family with 

high socioeconomic level and about half had middle 

level of socioeconomic status. 

As regard to students' quality of life, the current 

study relieved that the highest mean QOL domains, 

was environmental domain followed by physical 

domain, psychological domains, and the lowest 

domain was social domain, and total mean of QOL 

doinain was 85.28±10.03. The lowest mean score 

was social relationship, that was affected by facts 

which examine this domain, satisfaction with 

personal relationship, satisfaction with sexual life 

and satisfaction with friends’ support, Items 

satisfaction with sex life was contrast with Libyan 

culture and the majority of adolescent shy to talked 

in this point and spend most of time on mobile and 

internet. This results in contrast with Skeving to et 

al., (2014) who mentioned more than two fifth of 

adolescents reported that satisfied with their personal 

relationship, more than one fifth and less than two 

fifth respectively of them stated that very satisfied 

with their sex life and social support. Moreover, who 

found the mean of overall QOL, physical domain, 

psychological domain, social domain and 

environmental domain were 4.25, 76.58, 67.70 and 

69.41, the total mean of QOL was 70.72, and also, in 

agreement with Dncinskiene et al., (2003) who 

studied Quality of life among Lithuanian University 

Students and found that the QoL scores ranged from 

15.05 to 12.09,the highest mean score, physical 

health followed by social relationships, 

psychological and the lowest environment (15.05, 

14.42, 13.50 and 12.09). 

Also, the current results disagreed with 

Agnihotri et al., (2010) who reported that 

Adolescents highest score in social relations and 

lowest in environment domain. Physical domain was 

74.04±14.38, Psychological domain was 72.9±15.04, 

social relations was78.04±17.03 and environment 

domain was69.48±16.38. The mean of QoL was 

4.06±0.72. 

In addition, these results weren't in the same line 

with Ghoshal et al., (2012) who reported that the 

Mean±SD of Physical domain was 4.644±111.2, 

Psychological domain was 3.95±78.28, social 

relations was 1.99±69.06 and environment domain 

was 5.56±138.63.  

Moreover, the present study finding disagreed 

with Campos et al., (2013) who found that the 

highest score was found in the Physical domain (74.6 

± 12.6). Lower quality of life scores was found in the 

environmental domain.  

The current study reflects that positive 

correlation were observed between physical domain 

and psychological domain(r=0.423*) as well as 

between Physical domain and environmental domain 

(r=0.345*), psychological and environment(r=0.364). 

This study in the same line with the study done by 

Dncinskiene et al., (2003) who showed strong 

correlation between the physical and environmental 

domains (r=0.52*) as well s physical and 

psychological domains(r=0.48), and in contrast in 

social relation and physical domains(r=0.26*) as 

between social relation and psychological 

domains(r=0.50) as well as between social and 

environmental domains (r=0.32*).  

Also, the present study reflects that significant 

relation between health condition assessed by 

adolescent and mean quality of life at p= 0.000 with 

highest mean score among adolescent reported very 

good or good health. The current study agrees with 

Dncinskiene et al., (2003) who found strong 

correlation between student who assessed health 

status as very good or good scored (mean quality of 

life scores 16.85 and 15.50) than those answered 

poor  

The present study found there was statistical 

significant difference between mean score of QoL 

and students' age, father’s occupation, mother’s 

education and social class.  This result explores that 

the highest mean score among adolescent with high 

educated mother (86.340) because the educated 

mothers know how to deal with their adolescent’s 

children.  

These results disagreed with Zielińska-

Więczkowska et al., (2011), Sun et al., (2013) & 

Nguyen et al, (2013) who reported that  there wasn't 

statistical significant difference between QOL and 

students' age. This study in the same line with 

Dncinskiene et al., (2003) who noted that female 

scores (14.92) were significant male scores(15.23) in 

the physical domain  

Conclusion: 

The present study concluded that the students 

reported highest mean scores environmental domain 

followed by physical, psychological domain and the 

lowest domain social relation domain. There was 

statistically significance difference between mean 

QOL and adolescent students' age, fathers’ 

occupation, mothers’ education and social class.  

The present study recommended that: More 

studies should be implemented to assess adolescent 

QOL. Also, schools should play role in adolescent 

counselling to improve social relation among 

adolescent and support their family roles.  

• The Arab country should design youth 

campaign to help adolescent to meet their essential 

needs and overcome their problems and provide 

health education on important issues in adolescence 

to improve their QOL.   
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