PREVALENCE AND CORRELATES
OF MENTAL DISORDERS IN
CHILDREN AND ADOLESCENTS IN
MENDEFERA COMMUNITY,
ERITREA

BY
ZERU ESTIFANOS HAILE
MD (Orotta)
MATRIC NUMBER: 197377

A RESEARCH PROJECT SUBMITTED TO THE CENTER FOR
CHILD AND ADOLESCENT MENTAL HEALTH, UNIVERSITY
OF IBADAN IN PARTIAL FULFILMENT OF THE
REQUIREMENTS FOR THE DEGREE OF MASTER OF
SCIENCE IN CHILD AND ADOLESCENT MENTAL HEALTH
OF THE UNIVERSITY OF IBADAN

MAY 2017

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



DECLARATION

| hereby declare that this study is my original work and was supervised by Professor Olayinka
Omigbodun and Dr. Olurotimi Adejumo of the Center for Child and Adolescent Mental Health,
University of Ibadan, in partial fulfillment of the requirement for the award of the Degree of
Master of Science in Child and Adolescent Mental Health of the University of Ibadan, and that it

has not been submitted to any other institution for any award.

Estifanos Haile Zeru, MD (Orotta)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CERTIFICATION

This is to certify that conduct of this study and the preparation of the thesis were carried out by
ZERU ESTIFANOS HAILE in the CENTER FOR CHILD AND ADOLESCENT MENTAL

HEALTH, UNIVERSITY OF IBADAN under my supervision.

1.

Professor Olayinka Omigbodun Date
MBBS (Ibadan), MPH (Leeds), FMCPsych, FWACP

Professor and Head, Department of Psychiatry

College of Medicine, University of Ibadan

Director

Center for Child and Adolescent Mental Health

University of Ibadan

Ibadan, Nigeria

2.

Dr. Olurotimi Adejumo Date
MBBS, FWACP (Psych), FMCPsy, ACCAPsych, MSc.CAMH (lIbadan),

MSc (Northwestern)

Center for Child and Adolescent Mental Health (CCAMH)

University of Ibadan

Ibadan, Nigeria

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



DEDICATION

To my wife Yordanos, my daughter Lidya and my brother Ghilamichael.

iv

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ACKNOWLEDGEMENTS

Glory to God, the Most High, for His grace and for filling my life with uncountable blessings.

My joining this course, in the first place, would not have been possible without the financial
support of John D. and Catherine T. MacArthur Foundation through the Center for Child and
Adolescent Mental Health. | thank the Ministry of Health, The State of Eritrea, for allowing me to
take this rare opportunity and for their financial support. | thank the honorable minister of health,

Minister Amina Nurhussien for her motherly care and follow up.

| thank my supervisors Prof. Omigbodun and Dr. Adejumo for their tireless professional guidance
and encouragement. | am especially indebted to Dr. Adejumo for his extraordinary support and
guidance throughout the conduct of the project, and for his noble personality and professionalism.

It was an honor to work with such an epitome of man of class.

| thank all the children and adolescents and their families who participated in this study. | also

thank my research assistants Dr. Fitsum, Mr. Kokobe, Mr. Tesfaldet and Mr. Henok.

My unparalleled gratitude goes to my dear, loving and supportive wife, Yordanos Fitwi, and my
adored daughter, Lidya, for allowing me to leave for Ibadan at a time they needed my presence
most. Lidya was only 45 days old when I left for Nigeria to start this course. Darlings, you have
always supported and understood me, and sacrificed for my professional growth more than | can

ever credit you for in words. Thank you and I love you.

| extend my special thanks to my parents for their prayers, for constantly supporting me and for
building me to this level. My most special thanks to my best brother, my inspiration, my role

model, Ghilamichael, for being my constant turn-to person in this constantly changing world.

Vv

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table of Contents

D =Tol P 10 s B PN il
015 3§ i (o7 15 1) s EE TSP 1ii
LD 1S4 o7 15 10 ) o 1A%
ACKNOWIEAZEMENT ...t e \%
LSt OF TAIDIES ... et xii
LISt OF TIQUIES ..t et e et e s b b e nts et e e e s re e teaneenneas xiii
KEY 10 ACTONYIMS ...ttt b bbbt bbb e e b e n e nne s Xiv
N o1 - Tod ST PSSPRPR XVivi
(O o 1 el I O ] | P 1
LA I 1 10 L ] PSR 1
1.1. Background OF the STUY .......cc.ecieiieiecic et 1
1.2, JUSEITICALION. ....ceveeie ettt bbbttt e e bbbt b e ens 5
I T 1 OSSPSR 6
1.4 Specific Objectives OF the STUAY .......ccviiiiiece e 7
(O o 1 e I YT P 8
LITERATURE REVIEW ... ...ttt ettt a et e e e e e e e e e nnnees 8
2.1 The period of childhood and adOIESCENCE ..........cccueiriiieriiiei e 8
2.1.1 Early Childhood Period .........cciiiieieiiieie e 8
2.1.2 Middle childnood PErIOM ........ccviiiiiiie e 9
2. 1.3 AUOIESCENCE. ...ttt bbbttt bbb enes 10
2.2. Prevalence and patterns of mental disorders in children and adolescents...................... 11
2.2.1 International studies of prevalence and patterns of child and adolescent mental
(0L T0] o= £ USSR 11
2.2.2. Prevalence and patterns of child and adolescent mental disorders in the developed
L7700 PSSP 12
2.2.3. Prevalence and patterns of child and adolescent mental disorders in the developing
L1770 [0 PSSP ORTRR 15
2.2.4. Prevalence and pattern of child and adolescent mental disorders in Africa................ 19
2.2.5. Prevalence and pattern of child and adolescent mental disorders in Eritrea................ 22
2.3. Correlates of mental disorders in children and adolescents ..........c.ccoovvvrereieninenenn. 22
Vi

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2.3.1. BiologiCal COMEIALES .......cviiieeiecie et 22

2.3.2. Psychological COITEIAtES ..........cveuiiieiiee s 24
2.3.3. SOCIAI COMTEIALES. ...t 25
2.4. Relevance of the Study t0 EFItrea.........ccoooiiiiiiiiiieicecee s 27
CHAPTER THREE ..ottt sttt nne et et neenbe e e 29
METHODOLOGY ...ttt sttt sttt sbe e be e st e be e beeseesreesbeenaesneiibeeneens 29
B0 (1 |V 0T 11 o o PSS 29
KB (10 |V 1= o o S SO PR 29
3.3 Sample Size CAICUIALION ......ccviiieiicc e e 30
3.4 STUAY POPUIALION. ... ..cueiiiiiieeie ettt e n e teeaesneesreenneenee e 31
3.4.1 INCIUSION CTIERIIA 1. vttt ettt e e e e e e e e e 31
RIT 08 2 (o] 11 102 1 W 4 11S) o b R 31
3.5 Sampling TECANIQUE ......oouieie e 31
3.5.1 Selection of Local Administration Area ..............ooevuiiiiiiiiiiiiiiiiiiieneenenn. 32
3.5.2 Selection of household ........ ... i 32
3.5.3 Selection of children and adolescents ..............cooiiiiiiiiiiiii i 32
3.6 STUAY INSIIUMENTS ...ttt bbbt sr bbb 32
3.6.1 Sociodemographic QUESTIONNAITE ........ivuiirtentitt et ettt et eeeeeareeeenaanans 33
3.6.2 The School Heath QUEStIONNAITe ..........coviiriiiit i, 33
3.6.3 The strengths and Difficulties Questionnaire ................c.cvoiiiiiiiiiiiiiiinnnnnn 34

3.6.4 The Kiddie Schedule for Affective Disorders and Schizophrenia Lifetime version

2009 Working Draft (K-SADS-PL 2009 Working Draft) ................ccocoiieininnn 35
3.7 Ethical CONSIABIALIONS........civireiiieiiieiei e 36
3.7.1 Ethical APProval ......o.oiuiiui i 36
3.7.2 InfOrmed COMSENL ... ...euit ittt 36
3.7.3 VOIUNTAIINESS . ..euutintit ettt e e e 36
374 BENETICEICE .. .enetieit et 37
3. 7.5 NON-MACTICENCE ...v ettt e 37
3.7.6 Confidentiality ........ouiieii i 37

vii

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



KIS I (10 |V o o Tt=T o U PR 37

3.8.1 Adaptation of SUrvey INStIUMENTS .......ovuiiieieit it eieeeieeaaanns 37
3.8.2 Training Of research assiStants .............coeeeiirirroteniarit ettt eeareeenann, 38
3.8.3 Pretesting the inStrUMENTS ........iuiitiitii e e e 38
3.8.4 Results of the pretest study ......oooviiiiiiii 39
3.9 Data COBCTION PrOCESS ... .cviteiiitieieeiiei ettt bbbt e b 39
3.9.1 Stage 0ne INtErVIEW ProCEAUIES .......ouuiriitietit ettt et et e e 39
3.9.2 Selection of participants for stage tWo INtEIVIEW .........c.evuieiiieeiiinitiiiinneanannn, 40
3.9.3 Stage two INtErVIEW PrOCEAUIES .....ueintteitt et ettt e e e e et e eineeneeeaeenanns 40
3.10 Data MANAGEMENT ..........eoiiiiiiieitiee ettt b e nn e 45
CHAPTER FOURI ...ttt ssa st st be e s e ese e beeneeaneenteeneenneennn 46
RESULTS . . et b e b s ettt ab ek e bt et e se e bt e b s e e nbe e b s 46
4.1 Socio-demographic characteristics of partiCipants ..........ccccccevvevieevecicceece e 46
4.1.1 Personal sociodemographic Characteristics of participants ...............c.ceeevieinne... 46
4.1.2 Family related sociodemographic characteristics of participants ........................ 50
4.1.3 School related sociodemographic characteristics of participants ........................ 54
4.2 Prevalence of mental diSOrders.........c.coov i 56
4.2.1 Prevalence of SDQ abnormalities in participants ................c.ooeoeuvineinineinieininaiineennns 56

4.2.2 Prevalence of K-SADS -PL 2009 Working Draft based DSM-IV psychiatric disorders in

PATTICIPANES ..ttt ittt ettt et e ettt ettt et e et e e ettt e e e et ettt eaas 57
4.3 Patterns of DSM-VI psychiatric disorders in participants............ccccccovevieeveiieieesieennn, 59
4.4 DSM-1V comorbidities in PartiCIPANTS ........c.ooeieriiieieeriese e 61
4.5 Correlates of mental disorders in partiCipants ...........coccooerereneninenieeeese e 63

4.5.1 Personal sociodemographic characteristics associated with DSM-IV disorders in
PATLICIPANIES .. ettt ettt ettt et e 63
4.5.2 Family related sociodemographic characteristics associated with DSM-1V disorders
TN PATTICIPANTS L. .uttt ittt ettt e et e et et et e e et et e e et e e e e e e ane e enaeaas 65
4.5.3 School related sociodemographic characteristics associated with DSM-IV disorders

T PATEICIPANIES ..ttt ettt e et ettt e 69

viii

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.5.4 Sociodemographic characteristics associated with specific DSM-IV disorders in
PATTICIPANES . . ettt ettt et et et e et et e e et et et et et e et e et et e 71
4.5.4.1 Personal sociodemographic characteristics of participants associated with specific

DSM-IV QISOTAELS ... vt i 71

4.5.4.2 Family related sociodemographic characteristics of participants associated with
SPECITIC DSM-IV diSOMAErS ...t e, 72

4.5.4.3 School related sociodemographic characteristics of participants associated with
SPECITIC DSM-IV diSOrders ........c.oviiii i e 73

4.6 Sociodemographic characteristics of participants independently associated with

DSM-IV dIaQN0SIS ...ttt 74
CHAPTER FIVE ...ttt bbbttt ettt b e ns 76
DISCUSSION, CONCLUSION AND RECOMMENDATIONS ... 76
5.1 DISCUSSTON. ...ttt bt bbbt b bbb ettt b ettt r e b e 76
5.1.1 Sociodemographic characteristics of participants ..............c.oevveiiiiiiiiiinnnnniannn. 76
5.1.1.1 Personal Sociodemographic characteristics of participants............................. 76
5.1.1.2 Family related sociodemographic characteristics of participants ...................... 77
5.1.1.3 School related sociodemographic characteristics of participants...................... 79
5.1.2 Prevalence of SDQ disorders in participants ...............oevieireineeeeneenneenennns 80
5.1.3 Prevalence of DSM-IV disorders in participants ...............cccoeeiiirieeneeninnenann 81
5.1.4 Patterns of specific DSM-IV disorders .............coooviiiiiiiiiiiiiiiiiiieeeee 84
5.1.5 Sociodemographic correlates of DSM-1V disorders in participants .................... 86

5.1.5.1 Personal Sociodemographic characteristics associated with DSM-1V disorders

TN PATTICIPANTS .. ut ettt ettt ettt et et ettt et et e et et e et et e e ereeeenneaneenas 86
5.1.5.2 Family related sociodemographic characteristics associated with DSM-1V

disorders in PArtiCIPANES ........uientent ettt et ettt ettt e e e eeae e 87
5.1.5.3 School related sociodemographic characteristics associated with DSM-IV

disorders in PArtiCIPANES ......o.eeentittent ettt e e e et ee e 89

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



5.1.6 Sociodemographic characteristics of participants associated with specific
DSM-TV GISOTARTS. .. te ettt ettt e e et ee e 90
5.1.6.1 Personal sociodemographic characteristics of participants associated with specific
DSM-TIV diSOTAETS ....viietitiitet et et et et e e e et e et et et e e e e ene e 90
5.1.6.2 Family related sociodemographic characteristics of participants associated with
SPECIfic DSM-TV diSOrders ........ooiuiniit i 91

5.1.6.3 School related sociodemographic characteristics of participants associated with
SPECITIC DSM-IV diSOrders .........ouviuiiiii i e i e 92

5.1.6.4 Sociodemographic characteristics of participants independently associated with

DSM-IV diSOTAETS ...t e e i 93
ST o] 3 Tod 11157 o] o SRS 93
5.3 RECOMMENAALIONS .....vevieiieieeiiesieeie et e e e e e e she s e steenteeseesseesteeneesneenseeneenreeneas 94
RETOTOINCES ..ttt e e e 95
APPENDIX | e e e et e e e s et e e e e e e e e e e e e e e e nnraeeean 107
Socio-demographic QUESTIONNAITE ..........ccveiviiieie e re e 107
APPENDIX T ...ttt ettt ettt s et et e enesbeseeneane e 111
School Health Questionnaire (Adapted) .........cceiveiiiieieere e 111
APPENDIEX Tttt e et et et e e besbeneeneanennas 114
The Strengths and Difficulties Questionnaire P40, ..........cccovvieiiieiece e 114
PPENDIX TV ettt et e e e e e e s e e e e e tte e e e e anbe e e e e antaaeeessnnneenns 117
The Strengths and Difficulties Questionnaire P 1217 ... 117
APPENDIX V ittt e e e e et e e e et e e e e e e et e e e e e e e e e nnaes 120
Strengths and Difficulties Questionnaire S e, 120
PPENDIX VI oottt bttt s ettt b et neebe et nenre s 123
LETTER OF ETHICAL APPROVAL......ocitiiiieiitieiet e 123
F N e L N 15T ) GV A 1 - TSP 124
INFORMED CONSENT LETTER......oi ittt 124
APPENDIX VD ..ttt ettt st e e be e sba e e be e saeeebeesnee e 126
INFORMED CONSENT LETTER IN TIGRIGNA ... 126
F N e N 1] ) GV A 1 | - PSR 128
CONCENT FORM (PARENT/ADULT CAREGIVER) .....cccoviiiiiiiieiieie e 128

X

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX VT D e 129

CONCENT FORM (PARENT/ADULT CAREGIVER) IN TIGRIGNA .......c.coeiviieieenne 129

F N g o = N D G G- TR 130

ASSENT FORM (ADOLESCENTS) ...ioitiiiieeciect ettt 130

PN ot e AT D G D, TP 131

ASSENT FORM (ADOLESCENTS) IN TIGRIGNA ...t 131
Xi

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Name

Table 3.9.3
Table 4.1.1
Table 4.1.2
Table 4.1.3
Table 4.2.2

Table 4.3

Table 4.4

Table 4.5.1

Table 4.5.2

Table 4.5.3

Table 4.6

List of tables
Title

SDQ subclasses and K-SADS-PL 2009 supplements pairing

Personal sociodemographic characteristics of participants
Family related sociodemographic characteristics of participants
School related sociodemographic characteristics of participants
Results of first stage and second stage assessment distribution by
gender and age

Prevalence of individual DSM-1V psychiatric disorders
distribution of DSM-IV comorbidities in participants

Personal sociodemographic characteristics of participants’
association with DSM-1V disorders

Family related sociodemographic characteristics of participants’
association with DSM-1V disorders

School related sociodemographic characteristics of participants’
association with DSM-1V disorders

Binary regression analysis of association between selected

sociodemographic correlates and DSM-1V psychiatric disorders

xii

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Page
43
48
52
55

58

60

62

64

67

70

75



List of figures

Figure Title Page
Figure 3.9.3 Data collection steps flow chart 42
Figure 4.1.1 Personal sociodemographic characteristics of participants 49

Xiii

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ADHD
ASD
CBCL
CBQ

CDlI
DALYs
DAWBA
DICA-R
DISC-1V
DSM-III
DSM-IV
ICD-10
UNIGME
K-SADS-P
K-SADS-PL
LAA
LMICs
MDGs
ODD

OR

PTSD
RQC
SDGs
SDQ
SPSS

UK
UNESCO

Key to Acronyms

Attention Deficit Hyperactivity disorder

Autism Spectrum Disorder

Child Behavior Checklist

Child Behaviour Questionnaire

Child Depression Inventory

Disability Adjusted Life Years

Development and Well Being Assessment

Diagnostic Instrument for Children and Adolescents revised

Diagnostic Interview Schedule for Children version four

Diagnostic and Statistical Manual version three

Diagnostic and Statistical Manual version four

International Classification of Diseases version 10

United Nations Intergroup Monitoring for child Mortality Estimates

Kiddie Schedule for Affective Disorders and Schizophrenia Present episode

Kiddie Schedule for Affective Disorders and Schizophrenia Life time version

Local Administration Area

Low and Middle Income Countries

Millennium Developmental Goals

Oppositional Defiant Disorder

Odds Ratio

Post Traumatic Stress Disorder

Reporting Questionnaire for Children

Sustainable Developmental Goals

Strengths and Difficulties Questionnaire

Statistical Package for Social Studies

United Kingdom

United Nations Educational, Scientific and Cultural Organization
Xiv

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



UNICEF United Nations International Children’s Emergency Fund

USA United States of America
WHO: World Health Organization
YSR Youth Self Report

Xv

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Abstract
Background

Globally, the prevalence of mental disorders among children and adolescents is high, affecting
one in five youth. There is currently no existing data on the prevalence, correlates or patterns of
mental disorders in the Eritrean child and adolescent population. This pioneer descriptive cross-
sectional community study in an Eritrean community was conducted to determine the
prevalence, correlates and patterns of DSM-1V disorders in children and adolescents in

Mendefera community, Eritrea.
Methodology

A two-stage design was used to assess the mental health of children and adolescents aged 4-17
years belonging to households recruited by a multistage random sampling method. In the first
stage, parents or adult caregivers were required to complete the sociodemographic questionnaire
and the parent version of the Strengths and Difficulties Questionnaire (SDQ) for all children.
Adolescents aged 11-17 years were, in addition, administered the self-completed SDQ. All
questionnaires were administered by interviewers. The School Health Questionnaire was
completed by adolescents between 13 and 17 years of age to screen for suicidal ideation or
attempt, alcohol abuse or substance abuse and bullying. Children and adolescents who screened
positive for any of the SDQ abnormality subclasses and adolescents who reported either suicide
ideations, attempt, alcohol abuse, substance abuse or experienced bullying were then interviewed
using the Kiddie Schedule for Affective Disorders and Schizophrenia Lifetime version (K-

SADS-PL) 2009 Working Draft, to diagnose specific DSM-IV psychiatric disorders. Data

XVi
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collected was entered in to CSPro version 6.2 and then transported to and analysed using SPSS

version 20 for windows.

Results

High prevalence of both SDQ abnormalities (15.9%) and DSM-1V psychiatric disorders (13.1%)
were found. Prevalence rates by both instruments were found to be higher among males (21.3%
by SDQ and 16.1% by K-SADS-PL, 2009) than among females (10.7% by SDQ and 10.1% by
K-SADS-PL, 2009), and among adolescents aged 11-17 years (20.6% by SDQ and 18.3% by K-
SADS-PL, 2009) than among children aged 4-10 years (12.6% by SDQ and 9.3% by K-SADS-
PL, 2009). Behavioral disorders were found to be the commonest psychiatric disorders in this
population of children and adolescents at a prevalence of 9.9%, followed by affective disorders
(3.2%) and anxiety disorders (2.5%). ADHD was the commonest disorder at a prevalence of
4.5%, followed by conduct disorder (4.2%), and depression, GAD and ASD at a prevalence of
3.1% each. A high prevalence of comorbidity (29.3%) was found among these disorders. No
substance abuse or alcohol abuse was found among participants in this study. The presence of
chronic physical illness either in the child or in family members, unstable parental marital status,
parental conflict, presence of psychopathology in the family, low level of maternal educational
attainment, poor academic performance, grade repetition and having difficulties with teachers at

school were found to significantly increase the risk of having any DSM-IV psychiatric disorders.

Conclusion

The high prevalence of DSM-1V disorders found in this study calls for making child and

adolescent mental health services widely available in Eritrea. There is also the need for further

research of wider scope. The sociodemographic characteristics identified by this study as having
Xvii
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significant associations with high risk of mental disorders in children and adolescents may be

important targets of intervention to reduce the high prevalence of these disorders in this

community.

Key words; Prevalence, children and adolescents, Eritrea, mental disorders, SDQ, K-SADS.
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CHAPTER ONE

INTRODUCTION

1.1. Background of the study

Child and adolescent mental health is defined as the capacity to achieve and maintain optimal
psychological functioning and well-being and is directly related to the level reached and
competence achieved in psychological and social functioning (WHO, 2005). A child with good
mental health has a sense of identity and self-worth, sound family and peer relationships, an
ability to be productive and learn, and a capacity to use developmental challenges and cultural
resources to maximize development (Dawes et al, 1997). Mental illness or disorder, on the other
hand, is defined as a pattern of signs and symptoms that is associated with impairment of
psychological and social functioning, and that meets criteria for disorder under an accepted
system of classification such as the Diagnostic and Statistical Manual version four (DSM-1V) or
the International Classification of Diseases version 10 (ICD-10) (WHO, 2005).

Different cultures set different age limits of childhood and adolescence, or even in many, the
concept of adolescence does not exist. For instance, most Western cultures mark the onset of
puberty at age 11-13 years as the point of entry from childhood to adolescence, which in turn
ends at early 20s as the adolescent becomes an adult (Arnett, 2014), whereas in many African
and other rural societies, the onset of puberty is socially celebrated with rites of passages as the
entry from childhood to adulthood (Van Gennep, 2011), or even with compulsory assignment of
adult roles such as marriage (Bamgbose, 2001. To provide a global framework in understanding

of rights of children and adolescents, the United Nations defines children as all persons below

1
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the age of 18 years and adolescents as all persons aged 10-19 years (Convention on the Rights of
the Child, 1989).

Studies have shown that the negative effect of mental disorders that develop during childhood is
larger than that of physical health problems (Currie and Stabile, 2006). Unfortunately, until
recently, the public health measure of disease was mortality, leaving mental health disorders
barely attended to (Murray et al, 2010). In 1996, however, a study of disease burden published
by Murray and Lopez, in addition to mortality, measured the morbidity or disability caused by
diseases, disorders and injuries and the risk factors for these conditions (in terms of the disability
adjusted life years (DALYSs), and showed the huge disease burden caused by mental disorders
(Lopez and Murray, 1996). Research carried out in different countries also found high
prevalence rates of these mental disorders in children and adolescents. Castello et al, (1996)
reported a 22% prevalence of mental disorders among 9-13-year-old children in the United
States. The prevalence in Finish children aged 8-9 years was found to be 15% (Almkuvist et al,
1999) and 22.5% among Swiss 1%t to 9" graders (Steinhausen et al, 1998). Up to 25.17%
prevalence rate was reported among Ethiopian children and adolescents (Mulatu, 1995).
Prevalence rates of 15% among Nigerian (Abiodun, 1993) and 15.2% among South African
children and adolescents (Robertson et al, 1999) were reported. Moreover, it was shown that the
burden of diseases from mental disorders would increase significantly if these conditions
continue to be sidelined (Murray and Lopez, 1997) and researchers reported that high
proportions of abused children and adolescents suffer long term psychiatric problems
(Silverman, Reinherz and Giaconia,1996).

There have been numerous recent gains in child and adolescent mental health globally. Even

though the Millennium Developmental Goals (MDGs), declared in September 2000, did not
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mention mental health, almost all the goals targeted a number of factors that had direct link with
mental disorders in children and adolescents (Barimah and Diko, 2013). Eradication of extreme
poverty and hunger (Goal 1), achieving universal primary education (Goal 2), promoting gender
equality and empowering women (Goal 3), reducing child mortality (Goal 4), improving
maternal health (Goal 5), combating communicable diseases (Goal 6) and ensuring
environmental sustainability (Goal 7) all had direct bearing on the mental health of children
because research has shown that poverty, hunger, being out of school, gendered exposure to
adversities, chronic physical ill health, maternal ill health and an impoverished or high risk
neighborhood are associated with high rates of mental disorders in children and adolescents
(Anda et al, 2010, Mash and Barkley, 2014). The focus on MDGs improved children’s physical
health and survival significantly in several regions of the world (Barimah and Diko, 2013).
However, the mental health of surviving children need to be addressed with specific goals,
measurable targets and indicators. This is well addressed by the Sustainable Developments Goals
(SDGs) declared in September 2015, which target a health goal of ensuring healthy lives and
promoting wellbeing for all, at all ages (Goal 3) (Sachs, 2012). This goal has specific mental
health and substance use targets (target 3.4-promote mental health and wellbeing, target 3.5-
strenghten the prevention and treatment of substance abuse including narcotic drug abuse and
harmful use of alcohol.

Such explicit and specific targeting of mental disorders in children and adolescents has

significant public health importance for a number of compelling reasons.

Firstly, children and adolescents comprise a large proportion of the global population, and still a
greater proportion of the developing world population (UNICEF, 2008). There are 2.2 billion

children in the world making up one third of the global population. Ninety percent of these
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children and adolescents live in the developing world, constituting half (50%) of the population

(UNICEF, 2008).

Secondly, the childhood and adolescence period is the period of the fastest (Berardi, Pizzorusso
and Maffei, 2000, Cameron and Demerath, 2002), but also the most vulnerable developmental
period (Shonkoff and Phillips, 2000, Chugani, 1998) in the human lifespan with lifelong
consequences (Kendler et al, 2000). Studies such as the Dutch famine study, which studied
adults whose mothers had suffered malnutrition during early gestation found significant
consequences in survival, physical health and mental health regardless of their current situation
(Roseboom, Rooij and Painter, 2006). Enduring mental and cognitive consequences have been
reported as a result of neglect and deprivation of an optimal environment and care during early
infancy in studies such as the Romanian orphans study (Smyke et al, 2010). The damaging
effect of risks accumulated during childhood, resulting in subsequent development of antisocial
behaviors, has been reported as a major reason behind public shootings in the United States,

which are usually committed by adolescents or young adults (Beruyere and Garbarino, 2013).

Thirdly, child and adolescent mental disorders are found to be highly prevalent, affecting up to
one in every five children and adolescents in the world (Kieling et al, 2011, Polanczyk et al,
2015). A study of Canadian adolescents, for example, reported that self-inflicted injuries
accounted for 24.1% of mortality among Canadian adolescents aged 10-19 years in the years
1979-2003 (Sai Yi et al, 2007) making injuries the leading cause of death among adolescents in
the country, a rate not expected to reduce under the present conditions (Skinner and McFaull,
2012).

A fourth reason is the fact that most adult psychiatric disorders start during childhood and

adolescence. Studies have shown that 75% and 50% of adult psychiatric disorders originate in
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adolescence before the age of 24 years and 14 years respectively (Patel et al, 2007). Moreover,
adult psychopathologies that have their roots in childhood are found to be more severe than
disorders of adult onset (Zisook et al 2007).

Fifth, evidence based cost effective interventions have been shown to be highly effective for the
treatment of mental disorders in children and adolescents (Cartwright-Hatton et al, 2004,
Harrington et al, 1998). The public significance of this is that most disabilities suffered from
mental disorders, and most adult psychiatric illnesses, can be alleviated by appropriate
intervention during childhood.

Lastly, it is imperative to address the mental health of children because ‘there is no health
without mental health’ (Prince et al, 2007). Health is defined as ‘complete physical, mental and
social wellbeing, and not merely the absence of disease or infirmity’ (WHO,2003). The
bidirectional relationship between physical health and mental health has been confirmed in that
mental disorders impact the health seeking behaviour for physical illnesses, treatment outcomes
and prognosis (Prince et al, 2007), and that physical illnesses and their treatment procedures may

predispose to mental health problems (Ramsawh, Chavira and Stein, 2010).

1.2. Justification

There is evidence of the significance of studies on the prevalence and correlates of health
conditions to inform policy on local priorities and for setting up rational services (Krieger, 2011).
The large child and adolescent population of low and middle income countries (LMICs) can be
regarded as an asset that can derive the future economic prosperity of these countries if their
holistic health needs are addressed (Sawyer et al, 2012). Despite the demonstrated high burden of
mental disorders and the existence of multiple mental health risks, research in these countries

have been few and limited, contributing to only 6% of publications from all over the world
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(Saxena et al, 2006) and child and adolescent mental health research lags behind this figure
(WHO, 2005). Community studies of child and adolescent mental disorders in Sub Saharan
Africa continue to be almost nonexistent (Cortina et al, 2012). There is no published work on
the prevalence, correlates and patterns of child and adolescent mental disorders in Eritrea, a
country whose child and adolescent population makes up about 53% of the total population
(Eritrea Population Health Survey, 2010). This study will contribute by filling in the wide gap of
knowledge in this area.

In LMICs, community studies are more informative than facility based studies such as school
based or hospital based studies, because a significant number of children with mental health risks
and girls do not go to school (Filmer, 2000), have dropped out of school (UNESCO, 2002,
Weldehanna and Hagos, 2015), or do not seek treatment (Abera, Robbins and Tesfaye, 2015) and
they can be reached by house to house community studies. Interestingly, children who have
dropped out of school constitute a significant proportion of children with mental disorders
(Wang et al, 2015), meaning that school studies would miss most children with the target
pathology, especially in low-income settings. Determining the prevalence and identifying the
correlates and patterns of mental disorders can inform policy towards developing treatment and

preventive interventions, and can be used as a basis for further research.

1.3 Aim

The aim of this study was to assess the prevalence and correlates of mental disorders among

children and adolescents in Mendefera community, Eritrea.
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1.4 Specific Objectives of the study

The study was conducted with three specific cardinal objectives;
1. To determine the prevalence of mental disorders among children and adolescents in the

Mendefera community

2. To determine the pattern of mental disorders among children and adolescents in the Mendefera
community

3. To identify the socio-demographic correlates of mental disorders among chiidren and

adolescents in Mendefera community
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CHAPTER TWO
LITERATURE REVIEW

2.1 The period of childhood and adolescence

Developmentally, the period of childhood and adolescence can be divided into the early
childhood period (from prenatal period to age 6 years), middle childhood period (7 to 11 years)
and adolescence (12 to 18 years) (Berk, 2001, Irwin, Siddigi and Hertzman, 2007). Children and
adolescents are vulnerable because their immature physical, psychological and social stage of
development renders them dependent on adults for care and protection (Hoogeveen et al, 2004,

Woods et al, 2005).

2.1.1 Early Childhood period

Development during early childhood period, which expands from the time of conception to age 6
years (Irwin, Siddigi and Hertzman, 2007), proceeds at a rate unmatched by that of later human
development stages (Shonkoff and Phillips, 2000). Shonkoff and Philips (2000) emphasize that
development during this period is not only fascinatingly robust but also highly vulnerable to the
risk of developing severe and lasting impairments. Biological factors and environment are at
nearly equal play during this period. In utero experiences have been shown to influence infant
temperament and self-regulation (Wang, Hua and Xu, 2015) as well as motor and cognitive
outcomes (Servilli et al, 2010). The postnatal early childhood period includes the sensory-motor
and preoperational stages described by Jean Piaget (Piaget, 1971), in which the child’s cognitive
development proceeds from learning according to the responses her/his actions elicit to symbolic
encoding (the use of words and images for communication) and then to some intuitive reasoning
(Piaget, 1971). Children of these stages need secure, protective, nurturing relationships,
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responsive interactions and encouragement for exploration to build hope and drive (trust),
willpower, self-control and emotional regulation (autonomy), and purpose and direction
(initiative) (Erikson, 1950). Biology and environment interplay during this stage in such a
manner that parenting and other regular caregiving relationships provide experiences to model
the expression of genes that influence the child’s cognitive, socio-emotional and physical

development trajectories in a lasting manner (Vegas and Santibanez, 2010).

2.1.2 Middle childhood period

Sigmund Freud describes the middle childhood period as a “latent” phase to imply the
suppression of aggressive and sexual urges and that this stage has no significant contributions to
the development of personality (Freud, 1937). Nevertheless, it represents a distinctive
developmental transition period in itself, between early childhood and adolescence (Collins,
1984, Del Giudice, 2014). This period is the human juvenility, the period of intense learning
through play in which the child plays adult roles (Hochberg, 2008). In many cultures, children
start being assigned mature social, cultural and sexual responsibilities, making this stage a stage
of integration in to society (Rogoff et al 1975). Their social setting expands with school entry as
the compulsory education age in most countries starts at age 6-7 (Gathmann and Reinhold, 2012,
Bandiera et al, 2015), increasing the cognitive demand on the child for academic and social
competence, which is the main cognitive task of this age (Tomonary, 2008).

Cognitively, individuals in the middle childhood period develop hands-on concrete operational
thinking (Piaget, 1971), which enables them to learn cultural values and rules, as well as some
methodological problem-solving skills, which enhance their competence and facilitate their
successful integration. Achievements, rewards and positive interactions at home, school and with

peers foster the development of a sense of satisfaction and confidence in their purpose and
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meaning (industry), whereas negative experiences in these contexts lead to feelings of

incompetence and inferiority (Erikson, 1950).

2.1.3 Adolescence

Adolescence is a transitional period between childhood and adulthood during which the person is
no longer a child but not yet an adult (Kaplan, 2004). More than a century ago, G. Stanley Hall,
(1904), described adolescence as a period of inherent heightened stress and storm, because
children of this age go through frequent and intense conflicts with parents, experience recurring
mood disruptions and may engage in risky behaviors unmatched by experiences earlier or later in
life (Arnett, 1999). Even many centuries before this, Aristotle had described adolescents as
‘heated by nature as drunken men by wine” and Socrates characterized them as “inclined to
contradict their parents” and “tyrannize their teachers” (Arnett, 1999). Today, even though the
inherence and cultural universality of such experiences is not fully supported (Kaplan, 2004), it
is still agreed that conflicts, instabilities and risky behaviors are more likely to occur during
adolescence than at any other age (Petersen and Leffert, 1997, Steinberg and Levine, 1997).
Adolescents are abstract thinkers and their concern about the future intensifies (Piaget, 1971).
Advice from adults, including parents, is less heeded because they believe that adults do not
understand their feelings (Christie and Viner, 2005). Affiliation with peers takes priority and
peer groups serve as references regarding what is normal and accepted. Seeking to develop an
independent identity and roles that warrant them peer acceptance and admiration, they explore
important issues such as religion and politics, and commit to those which satisfy their desire
(Erikson, 19950). This quest for peer acceptance and admiration also causes heightened interest
in their looks, hence pubertal growth spurt and changing body shape (example breast growth in

females, genital changes in both sexes and muscularity in males) receive significant attention and
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concern in both sexes (Christie and Viner, 2005). Favorable experiences in this stage help the
adolescents to emerge as independent adults with clear identity, high self-esteem and integrity,

whereas adversities leave them in dilemma of their identity and roles.

2.2. Prevalence and patterns of mental disorders in children and

adolescents

A number of research studies conducted all over the world have shown generally high prevalence
rates of child and adolescent mental disorders that with variations in patterns which might be due
to cultural and geographical influences (Kieling and Rhode, 2012) or differences in the

methodology followed (Polanczyk et al, 2015).

2.2.1 International studies of prevalence and patterns of child and

adolescent mental disorders

The World Health Organisation reports high global prevalence of childhood psychopathology,
10-20%, (WHO, 2008). Furthermore, reviews of studies conducted in different countries of the
world have consistently reported high prevalence. A review of 52 publications from all the
continents, which attempted to determine the overall prevalence of child and adolescent
psychiatric disorders between 1970 and 1996 found a pooled mean prevalence of 15.8%, range
1%-51% (Roberts et al, 1998). Prevalence by age group was reported to be 8% in preschoolers,
12% in preadolescents and 15% in adolescents. A subsequent review of papers published
between 1995 and 2005 reported a mean prevalence of 12 % (Costello et al, 2005). A meta-
analysis of research published between 1985 and 2012 also reported an overall prevalence of

13.4% (Polanczyk et al, 2015).
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2.2.2. Prevalence and patterns of child and adolescent mental

disorders in the developed world

A number of nationwide surveys have been conducted in the developed world, majority of which
were done in the USA and United Kingdom (UK) (Polanczyk et al, 2015). All of these studies
have reported high prevalence of mental disorders among children and adolescents.

A cross-sectional community survey in the United States of America (USA) which enrolled 3042
children and adolescents aged 8-15 years reported a 13.1% twelve- month prevalence of
Diagnostic Statistical Manual version four (DSM-1V) defined mental disorders using the
Diagnostic Interview Schedule for Children version four (DISC-1V) and other supplemental
modules for specific diagnosis (Merikangas et al, 2010). The most prevalent disorder was
attention deficit hyperactivity disorders (ADHD) (8.7%) while anorexia and bulimia nervosa
were the least prevalent (1.1% each). The prevalence of mood disorders, conduct disorders and
anxiety disorders were found to be 3.7%, 2.1% and 0.7% respectively. They found higher
prevalence of any mental disorders in the previous 12 months in boys than in girls. ADHD in
boys was 2.1 times more prevalent than in girls whereas prevalence of mood disorders in girls
was 2 times that of boys. Older children (age 12-15 years) were found to have higher prevalence
of mood disorders and conduct disorders whereas ADHD was significantly commoner in
younger children. Another important finding in this study was that less than 50% of those
diagnosed with at least one mental disorder sought treatment and this behavior was affected by
age, early adolescents (12-15-years old) seeking treatment more and gender (males more than
females). Findings of this study were similar to previous research findings in the USA which
used comparable design and diagnostic instruments (Roberts, Roberts and Xing, 2007, Canino et
al, 2004).
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The study by Canino et al in which the DISC-IV and Child’s Global Assessment Scale were used
to assess 1,886 children aged 4-17 years, reported an overall prevalence of DSM-IV disorders of
16.4%. ADHD was the most prevalent (8%). In addition to similar findings regarding to age,
gender and service utilization, this study reported that neither parental education nor income had
significant association, while single, divorced or widowed parents and urban living were
associated with higher rates of diagnosis of any disorder and of depressive disorder.

Roberts, Roberts and Xing (2007) also found similar prevalence (17.1%) of DISC-1V assessed
DSM-1V disorders in 4,175 US adolescents aged 11-17 years.

In a 1999 Epidemiological survey in Britain, 10,438 children and adolescents aged 5-15 years
were assessed using parent, teacher and child versions of the Development and Well Being
Assessment (DAWBA) and an overall DSM-1V prevalence of 9.5% was reported (Ford,
Goodman and Meltzer, 2003). They reported the most prevalent disorders to be conduct
disorders (5%) and emotional disorders (depression and anxiety) (4%). Boys scored higher
overall prevalence of any mental disorders (11%) than girls (8%) across all age groups.
Prevalence increased with age as the prevalence of any mental disorders among age 5-10 years
was 10% for boys and 6% for girls, whereas it was 13% for boys and 10% for girls in the 11-15
years age group. One strength of this study was the inclusion of teacher reports for the diagnosis
of conduct disorders and ADHD in school children, because child-only reports resulted in missed
cases, who received these diagnoses after including teacher reports. Furthermore, they
documented significant association between the diagnosis of any mental disorders and socio-
demographic correlates including ethnicity, family size, educational level of the interviewed
parent, marital stability, unemployment of parents and low household income and others. In a

subsequent publication, in which they compared the relative importance of the correlates by
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analyzing data of 8,772 English children 5 to 15 years old, Ford, Goodman and Meltzer (2004)
concluded that individual child and family characteristics are more important correlates than
aggregate characteristics such as disadvantaged schools, deprived neighborhood, low socio-
economic status, parental unemployment, large family size and poverty. Child characteristics
such as poor general health and life events were identified as relatively more important correlates
of emotional disorders and ADHD while family characteristics such as living with a single parent
qualified for relatively more important correlates of conduct disorders.

A nationwide community study of prevalence and patterns of child and adolescent mental
disorders conducted in Germany between 2003 and 2006 recruited 2,863 children and
adolescents aged 7-17 years (Ravens-Sieberer et al, 2008). Using the Strengths and Difficulties
Questionnaire (SDQ) for the detection of overall mental health problems and then the SDQ-
Impact supplement for impairment, the researchers administered other standardized screening
instruments for specific diagnoses. The researchers found an overall prevalence of 14.5%, with
conduct disorders reported to be as high as 9.7% among the 11-17-year age group and 8.7%
among the 7-10-year age group. ADHD was the least prevalent disorder (2.2% among age 11-17
years and 3.9% among age 7-10 years). Males scored higher prevalence in both childhood (7-10
years) and adolescence (11-17 years). More than 50% of boys and more than 75% of girls with
mental disorders in this study did not seek treatment until the time of interview.

Studies conducted in school children have also reported similarly high prevalence. A prevalence
study of child and adolescent mental disorders among 3,418 Italian school children aged 10-14
years living in seven urban settings in a two-phase design using the Child Behavior Checklist
(CBCL) for screening and the DAWBA interview instrument, with both children and parents

found an 8.2% prevalence of DSM-IV disorders (Frigerio et al, 2009). Internalizing disorders
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were found to be significantly more prevalent (6.5%) than externalizing disorders (1.2%). This
peculiarly low rate of externalizing disorders, which is in agreement with such reports from
studies of Italian adults (Gigantesco et al, 2006, Demyttenaere et al, 2004), merits interest
because, it might reveal significant evidence in the relationship between culture and mental
health. However, school teacher ratings are important to accurately identify disorders of conduct
(Ford, Goodman and Meltzer, 2003) and the absence of teacher report in this study may explain

the low prevalence of externalizing disorders detected.

2.2.3. Prevalence and patterns of child and adolescent mental

disorders in the developing world

Even though research in the developing world lags far behind that of the developed world
(Polanczyk et al, 2015), a number of community, school and hospital based studies have been
conducted in developing regions.

Vicente et al (2012) conducted the pioneer nationwide representative child and adolescent mental
disorder prevalence, correlates and service utilization survey in Latin America. In this cross-
sectional community study, 1,558 Chilean children and adolescents aged 4 to 18 years were
evaluated using the DISC-1V administered by interviewers to all participant children aged 12-18
years and to parents of children aged 4-11 years. A high prevalence (22.5%) of impairing DSM-
IV mental disorders was reported. Disruptive behavior disorders were the most prevalent
disorders reported (14.6%) followed by anxiety disorders and affective disorders, 8.3% and 5.1%
respectively. Substance use was also documented to be 1.2% prevalent. Nearly 60% of those

diagnosed with mental disorders did not seek any form of treatment.
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This study reported a very high rate of comorbidities. Nearly a quarter (24.8%) of those
diagnosed with any mental disorder received more than one diagnosis and 6.3% of them received
three or more DSM-1V diagnosis.

Gender and age were found to be strongly correlated with mental health in this study. Strong
correlations between gender and specific diagnoses were also reported. The gender-based
prevalence was, however, opposite to results recorded in studies in developed settings. Girls had
significantly higher diagnosis of any mental disorders (25.8%) compared to the 19.3%
prevalence in boys. Moreover, girls were found to be more likely to have anxiety disorders such
as generalized anxiety disorders (Odds Ratio (OR) =4.5) and social phobia (OR= 3.4).
Interestingly, no gender difference was observed in regard to disruptive behaviors and substance
use disorders.

Prevalence of mental disorders was significantly higher among children aged 4-11 years (27.8%)
than among adolescents aged 12-18 years (16.5%). This finding is also opposite to results found
in studies conducted in developed settings. Regarding prevalence of specific disorders by age, no
age difference for affective disorders and anxiety disorders was reported. ADHD and
oppositional defiant disorders (ODD) were more common among age group 4-11 years than age
group 12-18 years whereas conduct disorders were more prevalent in the latter group.

In addition to gender and age, perception of poor family functioning, parental psychopathology
and family income were found to be strongly associated with the mental health of children and
adolescents in this community.

Research in Asian countries also repots high prevalence of child and adolescent mental disorders.
A community-based cross-sectional study in United Arab Emirates assessed 620 children of

Arab origin aged 8-18 years old using the Rutter A2 questionnaire (Eapen et al, 2001). This

16

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



study reported a mental disorder prevalence of 11.8%. The prevalence of conduct disorders
among boys was found to be 1.4 times that of girls whereas prevalence of emotional disorders in
girls was 1.3 times that of boys.

The researchers in the Asian study also reported statistically significant associations between
child and adolescent mental health and psychopathology and alcohol or drug abuse in family.
However, they did not find any association between mental health and family size,
socioeconomic status and family structure, factors that are documented to be strong correlates of
mental disorders in many studies. This can be explained by two reasons. First, Eapen et al
enrolled two children from the same household if that household had a boy and a girl in the
sample age group. This resulted in only 321 households participating in this study, which might
have constituted a sample too small to detect the strengths of the association of these family
characteristics with mental health satisfactorily. Secondly, three quarters of participant
households had more than four children. This means a great majority of the households had
similar size, which apparently makes it difficult to measure the effects of family size.

An overall DSM-1V disorders prevalence of 15.7% was reported among Yemeni children and
adolescents in a study by Alyahri and Goodman (2008). In this cross-sectional community study,
1,210 children and adolescents aged 7-10 years from urban and rural settings were assessed
using the SDQ and DAWBA.. Anxiety disorders were found to be the most prevalent disorders
(9.3%) followed by behavioral disorders (7.1%). No urban-rural differences were detected.

A national representative survey in Vietnam interviewed 1,314 adult informants of children and
adolescents aged 6-16 years old using the SDQ and CBCL and 591 adolescents aged 12-16 years
using the SDQ-self report and Youth Self Report (YSR) (Weiss et al, 2014). Overall, a

prevalence of 13.2% from SDQ score and 11.9% from CBCL scores was reported. Prevalence
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among adolescents aged 12-16 years was reported to be 10.7% from SDQ self-report and 12.4
from the YSR scores.

They also documented child’s age and gender, family size, income, time parents spend talking to
child and parental educational level as correlates of mental disorders in the community of
Vietnamese children and adolescents.

A study that assessed 2,064 children aged 0-16 years from middle class urban, urban slum and
rural communities in India reported prevalence of mental disorders by age group (Srinath et al,
2005). This study reported that 13.8% of children aged 0-3 years had at least one mental disorder
while the proportion among the 4-16 years age group was 12%. They reported no difference in
prevalence between middle class urban, slum urban and rural dwelliers.

A cross-sectional community based study of 261 children aged 4-16 years in Bangladesh using
the SDQ found a 17.9% prevalence of mental problems (Mullick and Goodman, 2001). The
same researchers using the DAWBA in a sample of 922 children aged 5-10 years in another
Bangladeshi community found a 15% prevalence of ICD-10 disorders (Mullick and Goodman,
2005).

Prevalence among school children is also found to be high in the developing world. A school
based study of 9,806 children and adolescents aged 6-17 years in Northeast China reported the
overall prevalence of DSM-IV disorders to be 9.49% using the SDQ for screening and the
DAWBA for final diagnosis. A high proportion of these children (15.2%) who received a
diagnosis had more than one disorder. Another study in North India which recruited 963 school
chiidren aged 4-11 years reported ICD-10 disorders prevalence of 6.33%, the most prevalent
disorder being enuresis (Malhorta and Pradhan, 2013). They used the Rutter B scale and an

Indian adaptation of the CBCL in this study.
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The lower prevalence of mental disorders found in school-based studies in the developing world
may be explained by the fact that many mentally ill or at risk children do not enroll is school

(Filmer, 2000) or dropout from school (UNESCO, 2002) more commonly than other children.

2.2.4. Prevalence and pattern of child and adolescent mental

disorders in Africa

Studies of prevalence and patterns of child and adolescent mental disorders on the continent of
Africa have been very limited (Cortina eta al, 2012). In their review of such studies in the Sub
Saharan Africa region, Cortina et al found only 11 studies that addressed prevalence of more
than one disorder which used sample sizes greater than 100 in the age range of 0-16 years
between 1977 and 2008. Furthermore, all these 11 studies were conducted in only 6 Sub Saharan
countries. These studies consistently show that mental disorders among children and adolescents
of this region are common.

The first child and adolescent mental health epidemiologic study in the developing world was
conducted in rural central Sudan by Cederblad in 1968 (Cederblad, 1968). This community
based study of 1,716 children aged 3-15 years reported an 8% prevalence of psychiatric
disorders.

A cross-sectional community study in rural Western Ethiopia used Reporting Questionnaire for
Children (RQC) and CBCL to assess 611 children aged 6-11 years and reported a prevalence of
21.45% in boys and 25.17% in girls (Mulatu, 1995). Another community study in central
Ethiopia which recruited 3,000 children from rural and urban settings reported mental disorders
in 17.75 of them (Tadesse et al, 1999). This study used only the RQC. They found prevalence
higher in boys than in girls. They also reported that children whose parents were above 52 years
of age or unmarried, divorced, separated or widowed and those whose mothers had
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psychopathologies had statistically significantly higher (OR>2) rates of mental disorder
diagnosis. They did not report prevalence by location of residence. Another study in rural
Southern Ethiopia interviewed 718 parents or caregivers of 1477 children aged 5-15 years using
the Diagnostic Instrument for Children and Adolescents revised (DICA-R) and reported a 3.5%
prevalence of DSM-I1I mental disorders, with 78% of these having two or more mental disorders
(Ashenafi et al, 2001). In this study an unexpectedly low prevalence of internalizing disorders
(1.6% for anxiety) was reported. Disruptive behaviors and mood disorders were also detected
among few children in this study (1.5% and 1% respectively). Generally, the study lacked
procedural standards because diagnostic interviews were administered by eight local residents.
Even though all of these studies report high prevalence estimates, there is large disparity in the
estimates. This, in addition to the methodological inconsistency (some using screening
instruments while others used diagnostic instruments), may be due to the fact that the three
studies were conducted in geographically different locations. Researcher has shown that
prevalence can vary geographically even within a country (Kieling and Rohde, 2012).

A rural community study of 500 Nigerian children aged 5-15 found a 15% prevalence of mental
disorders, emotional disturbance and conduct disorders constituting the majority (66.7%) of
diagnoses (Abiodun, 1993). A prevalence of 15.2% was found in another community study of
500 children aged 6-16 years in South Africa using both children and their parents interviews
with the DISC version 2.3 (Robertson et al, 1999).

School-based studies have also reported high prevalence in many African countries. In a study,
which screened 1,276 secondary school students aged 13-22 years old for depression, using the
Child Depression Inventory (CDI), in Nairobi, clinically significant depression was reported in

26.4% of them (Khasakhala et al, 2012). There was no age difference observed but girls and
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boarding school students had higher rates of the depression. This was found to be strongly
correlated to suicidal behavior.

In a cross-sectional study in economically disadvantaged rural schools in South Africa Cortina et
al (2013) assessed 1,025 children aged 10-12 years using the teacher and child completed SDQ,
YSR, Trauma Symptom Checklist and scales for depression and anxiety. From the teacher
completed questionnaires, they found that 41% of the children had at least one mental disorder.
Child completed questionnaires revealed that 14.1% of children had clinically significant anxiety
and depressive disorders while 23.9% had Post Traumatic Stress Disorder (PTSD). They also
identified correlates including maternal educational level, mother’s partnership status and second
generation refugee status. In Nigeria, Adelekan et al (1998) interviewed parents of primary
school children using the Rutter scale A2 and reported a prevalence of 18.6%.

Studies of children and adolescents visiting primary paediatric facilities have also reported high
prevalence of mental disorders. Giel et al (1981) found a prevalence of 12% in Sudan in which
they assessed 250 children attending a primary care facility using RQC as a first stage screening
tool followed by a clinical interview by a psychiatrist for diagnosis. However, primary health
workers detected less than a quarter of those children with mental disorders. A cross-sectional
study that assessed 990 children and adolescents aged 7-14 years who attended the general
outpatient department of a tertiary hospital in Nigeria using the Child Behavior Questionnaire
(CBQ) and the Schedule for Affective Disorders and Schizophrenia present episode (KSADS-P)
reported that 19.6% of them had clinically significant DSM-I11 mental disorders (Gureje et al,
1994). Furthermore, Gureje and Omigbodun (1995) reported factors significantly correlated to
the diagnosis of any DSM-II11 disorders including having a mother with no formal education,

having repeated grades at school, frequent visit to the clinic in the previous six months, living
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with only one or neither of the parents and having come from a low socioeconomic background.
The diagnosis of anxiety disorders was also found to associate with the presence of serious

illness and having a mother with high level of psychological distress.

2.2.5. Prevalence and pattern of child and adolescent mental

disorders in Eritrea

A small cross-sectional hospital based descriptive study in Eritrea, which recruited 42 inpatient
children in the pediatric national referral hospital found the prevalence of anxiety disorders to be
33%, pervasive developmental disorders 30%, psychosomatic disorders 25% and behavioral
disorders, predominantly ADHD, 10% (Joshi et al, 20009. There is no other published

prevalence study conducted among Eritrean children and adolescents.

2.3. Correlates of mental disorders in children and adolescents

The identification of conditions or events or factors associated with high incidence of mental
disorders in children and adolescents as well as protective factors is one of the first and most
important steps in the development of rational prevention strategies (Shaw et al, 1994). Research
has found a number of differences between children who receive a mental disorder diagnosis and
those who do not, and these can be categorized as biological, psychological and social factors

(correlates) (Bronfenbrenner, 1979).
2.3.1. Biological correlates
A number of biological correlates of mental disorders among children and adolescents have been

described including genetic factors, intelligence, temperament, age, gender and the child’s as

well as family members’ physical health (Whitlock and Schantz, 2008).
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Significant genetic risk has been documented for developmental disorders (Landrigan, 2010,
Thapar et al, 2013), conduct disorders (Reif et al (2007) and affective disorders (Smearman et al,
2016). Moreover, a study published in 2014 found that the same alleles that predispose to
schizophrenia also predispose to the use of cannabis, a drug which has been associated with a
risk for psychotic symptoms (Power et al, 2014). However, it does not mean that all who have
the genetic factors develop disorders or all those who develop disorders have the risk genes
(Whitelock and Schantz, 2008) as environmental context influences the expression of genes
(Shonkoff and Phillips, 2000).

A child’s temperament, defined as biologically constituted consistent individual differences in
reactivity to internal or external stimulations in patterns of motor and attention regulation (Prior,
1992) is strongly linked to the child’s mental health (Sanson and Prior, 1999). A child with easy
or flexible temperament enjoys favorable interactions and relations which minimize stress and
promote mental health while a child with difficult or slow-to-warm-up temperament has high
probability of growing up under maladaptive parenting which predisposes to mental disorders
(Laukkanen et al, 2014).

Even though the overall prevalence of mental disorders in boys and girls is similar, prevalence of
specific disorders varies by gender. Most anxiety disorders and adolescent depression are more
common in girls, whereas ADHD, autism, childhood conduct and oppositional defiant disorders,
learning disorders, speech and language disorders and adolescent substance use are commoner in
boys (Hartung and Widiger, 1998). Different ages of onset for different classes of disorders were
described by Merikangas et al (2010). They found median age of anxiety, behavior, mood and
substance use disorders to be 6 years, 11 years, 13 years and 15 years respectively in a

nationwide representative study in the United States of America.
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Chronic illnesses and disabilities in children and adolescents cause significant stress that is
associated with increased risk of developing emotional and behavioral disorders (Hack et al,
2005, Gortmaker et al, 1990, Cadman et al, 1987). Cohen et al (1998) identified independent
association of physical ill health and increased risk for mental disorders in a longitudinal study
by controlling for other known correlates. In addition to the direct suffering from the illness,
stressful experiences in relation to medications or treatment procedures and their complications
cause significant risk (Ramsawh, Chavira and Stein, 2010).

Early resilience (successful adaptation and maintaining of normal mental health after exposure to
adversity) is an identified protective factor in vulnerable children and predicts adult adjustment
and better health, whereas children who struggle in face of adversity and fail to appropriately
attain developmental stages exhibit more mental disorders (Luthar, Cicchetti and Becker, 2000).
Psychopathology in family members is strongly linked to increased child mental disorders.
Maternal chronic depression increases the risk of infant psychopathology by fourfold compared
to infants of mothers with no depression (Apter-Levy et al, 2013, Grote et al, 2010) and such
children followed longitudinally for 20 years were found to have three times higher risk as

adolescents (Weissmann et al, 2006).

2.3.2. Psychological correlates

Intelligence and personality exert significant influences on mental health in children and
adolescents through their impact on academic achievement, self-efficacy and future optimism
(Laidra, Pullmann and Allik, 2007). Matthys et al (1999) reported that children who have
deficiencies in encoding social cues and generating responses experience more social challenges
and hence are at higher risk for externalizing and internalizing disorders than children who have

no problems in these areas. Moreover, higher social intelligence and coping positively predict
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empathy, which in turn mitigates disruptive behavior disorders and promotes prosocial behavior
(Carlo et al, 2012)

High self-esteem protects children and adolescents from mental disorders (Dekovic, 1999),
whereas low self-esteem predisposes them to failure to form positive social networks (Marshall

et al, 2014) resulting in higher risk for mental disorders (Orth, Robins and Meier, 2009).

2.3.3. Social correlates

Multiple social stressors that increase the probability of a child developing mental disorders have
been published. Child-parent attachment security during early childhood and adolescence is
significantly associated with child mental health (Lyons-Ruth et al, 1993, DeVito and Hopkins,
2001 Madigan et al, 2013, Obsuth et al, 2014) and their interpersonal relationships throughout
life (Schneider, Atkinson and Tardif, 2001, Pallini et al, 2014). These studies showed that
disorganized or insecure avoidant or coercive insecure attachment pose specifically high risk for
internalizing and externalizing disorders.

Family and peers are the second most important influential factors, after individual dispositions,
in the development and wellbeing of children and adolescents (Bronfenbrenner, 1979, Parker et
al, 2014). Maltreating families are exemplified as toxic relational environments that put children
at high risk of mental disorders (Cicchetti and Toth, 2005). Moreover, victimization to bullying
and rejection by peers are strongly associated with high risk of externalizing and internalizing
disorders, whereas peer acceptance is associated with lower internalizing symptoms (Kim and
Cicchetti, 2010).

Mental health of children is also strongly influenced by the parenting style they experience
(Calafat et al, 2014). In their review of association of parenting style with mental health

outcomes of children using data from six European countries, Calafat et al compared the four
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parenting styles classified based on the degree of responsiveness and demandingness exercised
by the parents as authoritative (highly demanding and highly responsive to the needs of the
child), authoritarian (highly demanding but less responsive to the needs of the child), indulgent
(highly responsive to the demands of the child but no demands on the child) and negligent (not
responsive and not demanding). They found that authoritative and indulgent parenting styles
were associated with better mental health outcomes than authoritarian and negligent styles in all
the countries. Many other studies have reported that authoritative parenting promotes child’s
mental health while authoritarian parenting exposes the child to emotional and behavioral
disorders (Uji et al, 2014). Smokowski et al (2015) conducted a longitudinal study on 2,617
adolescents and found that present negative parenting was strongly related to higher adolescent
anxiety, depression, aggression, low self-esteem and lower school performance and satisfaction,
whereas positive parenting was associated with future optimism, higher school performance and
satisfaction, high self-esteem and less depression.

A non-supportive family environment is significantly associated with high risk of child
psychiatry (Repetti, Taylor and Seeman, 2002). Parental conflict and divorce are associated with
increased risk of anxiety, depression and antisocial behaviors in the child (Strohschein, 2005).
This study reported that children whose parents later divorced had higher levels of these
disorders before the event of divorce than children whose parents lived married. Divorce further
increased the risk of anxiety and depression.

Children of low socioeconomic status, which is characterized by a constellation of risks
including low household income, low level of parental employment, poor nutrition, low parental
(particularly maternal) education, single parent status, limited resources, high risk neighborhood

(Mash and Barkley, 2014), family disruption and residential instability (Gilman et al, 2003),
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manifest significantly higher rates of all classes of mental disorders with higher recurrence and
poorer remission than children of higher socioeconomic status (Chen et al, 2014) during
childhood and adulthood (Gilman et al, 2003).

Adverse childhood experiences confer significantly high risk of psychopathology during
childhood and later in adult life (Widom, DuMont and Czaja, 2007, Anda et al, 2006). Such
experiences include the experience of abuse (emotional, physical, social), and neglect
(emotional, physical). Also, growing up in households where domestic violence is witnessed,
members abuse drug or alcohol or have mental illnesses, there is relational stress (such as
separation or divorce) or where members exhibit criminal behaviors results in high risk for
developing mental health problems. An expert consultation in May 2009 added forced marriage,
witnessing criminal and collective violence in the community, early conscription, exposure to

bulling and sibling physical and emotional violence to the above list (Anda et al, 2010).

2.4. Relevance of the study to Eritrea

The child and adolescent population of Eritrea constitute 53.6% of its total population (Eritrea
Population Health Survey, 2010). Such a large population of children and adolescents with
optimal mental health is a great asset for nation building and future prosperity (Sawyer et al,
2012), whereas unattended mental health problems diminish productivity and cause major
economic burden and reinforces poverty at individual and national levels (Knapp et al, 2006).
Even though no community research regarding the prevalence, patterns and correlates of mental
disorders in the child and adolescent population of Eritrea had been published to date before the
conduct of this study, it was expected to be high based on the findings of studies in neighboring

countries (Mulatu, 1995, Tadesse et al, 1999, Giel et al, 1981, Alyahri and Goodman, 2008).
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In its aspiration to promote the mental health of the population of the nation, the Ministry of
Health of the State of Eritrea has drafted a National Mental Health Policy which aims to deliver
mental health services through integration in primary care and community based services
(Eritrean National Mental Health Policy and Strategic Action Plan, 2012-2016). The firm stance
of the government of the State of Eritrea that mental health is indivisible from general health is
explicitly stated in the policy. However, there is no separate Child and Adolescent Mental Health
policy in the country. Among other determinant factors, lack of awareness among policy makers
has been found to result in low prioritization of child and adolescent mental health (Patel et al,
2008). This findings of this project will contribute by filling this gap which may result in the
formulation of a child and adolescent mental health policy to guide resources mobilization,
service organization, training and research. Given the prominent necessity of timely local
situational assessment to inform policy (Ford, 2008) and the failure of policies which lack
information from such sources, to provide rational services (Albrecht et al, 2012), this study has
high relevance. The commitment shown and the experience and confidence gained in remarkably
achieving MDG 4 (WHO IGME report, 2015), lays solid ground for a successful investment in
the mental health of the children and adolescents of Eritrea and a repeat of that success in
achieving SDG 3. This project is the first research study to assess the prevalence, correlates and

patterns of child and adolescent mental disorders in an Eritrean community.
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CHAPTER THREE

METHODOLOGY

3.1 Study Location

Mendefera is the capital city of the Debub Region in Eritrea and is located 54 km south of
Asmara, in the southern highlands of Eritrea, and 1972 meters above sea level. it is home to
41,854 inhabitants out of which 51.2% are children and adolescents (Eritrea Population Health
Survey, 2010). Mendefera’s administrative structure consists of four Local Administration Areas
(LAAS) under the City Municipality. These LAAs are Adi Ugri, Adi Bari, Hadish Adi and Adi
Hare LAAs. The Tigrigna language is spoken by all inhabitants of Mendefera and the entire
community shares similar culture and lifestyle (The State of Eritrea, Zonal Administrative

Structure, 1997).

The rate of enrollment at the primary school level is 95.5% and it is 93.4% at Junior School level
, While dropout rate is 5% (State of Eritrea, Ministry of Education Statistics, 2012). This record
shows that literacy rate in the adult population of Eritrea is 81.0% for males and 76.0% for

females.

3.2 Study Design

The study is a cross-sectional descriptive community study aimed at determining the prevalence,
pattern and correlates of mental disorders among children and adolescents aged 4-17 years in

Mendefera, Eritrea using interviewer administered questionnaires.

29

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



3.3 Sample size calculation

The minimum sample size is calculated using the formula

_ Za’P(1-P)

N D2

, (Naing et al, 2006)

Where N= the minimum sample size required for the study

Zo= standard normal deviation corresponding to two sided level of significance (a) of 5% (1.96)
P= proportion with outcome (mental disorder/s)

D= degree of precision at 5%.

There is no published research on the prevalence and correlates of mental disorders among
children and adolescents in the Eritrean community. However, since a study in neighboring
Ethiopia found a prevalence of 25.17% in boys (Mulatu 1995), prevalence report will be used.

Using this prevalence, the above formula gives:

_(1.96)2(0.2517)(0.7483)
B (0.05)2

N=290

Anticipating a non-response rate of 10%, N= 320. Therefore, the study will assess mental health

of a minimum of 320 children and adolescents aged 4-17 years.
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3.4 Study Population

3.4.1 Inclusion Criteria

All members of the child and adolescent population of the Mendefera community aged 4-17

years were sampled for random selection to participate in this study.

3.4.2 Exclusion criteria

1. All children and adolescents whose ages were doubtful and did not have a birth certificate to
prove their age lied within the age brackets of this study

2. All children and adolescents who did not assent or whose parents or adult caregivers did not
consent to participate in the study

3. Children below age 4-10 years whose parents couldn’t speak either Tigrigna or English

4. Adolescents age 11-17 years who couldn’t speak either Tigrigna or English

5. Children and adolescents who were too ill to participate or who had hearing or speech

disabilities.

3.5 Sampling Technique

To select the participants, a multi-stage random sampling method was used to select the Local

Administration Area, the households and finally the participant child or adolescent as follows.
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3.5.1. Selection of the Local Administration Area

Out of the four Local Administration Areas of the Mendefera subzone, Hadish Adi LA was

selected by balloting.

3.5.2 Selection of the household

Records of the Hadish Adi LA office show that there are 11,050 inhabitants in 1,380 households.
This was taken as the sampling frame. By dividing this by the minimum number of households
to be approached (320), the sampling interval was found to be 4. This means after recruiting the
first household randomly, subsequently, every 4™ household in the sample frame was selected for

the study.

3.5.3 Selection of children and adolescents

In every randomly selected household which had more than one child or more than one
adolescent, one child or one adolescent was randomly selected and interviewed. If a selected
household had only one child or one adolescent, the child or adolescent was recruited
automatically. If a selected household had children and adolescents, one of the children and
adolescents was selected randomly. If the selected household did not have any children and

adolescents, the household immediately next to it was recruited.

3.6 Study Instruments

The Socio-demographic Questionnaire (Omigbodun et al, 2008), The School Health

Questionnaire, The Strengths and Difficulties Questionnaire (SDQ) Self and Parent versions and
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the Kiddie Schedule for Affective Disorders and Schizophrenia Lifetime version 2009 Working
Draft (K-SADS-PL 2009 Working Draft) were used for data collection. The researcher was
trained on the use of both SDQ and the K-SADS-PL 2009 Working Draft by a Child Psychiatrist
from the Center for Child and Adolescent Mental Health, University of lIbadan, Nigeria. The
training included a lecture on the techniques on how to use the instruments and administer each
part of the questionnaires, demonstration by the trainer and then finally practice exercise by the

trainee (the researcher) supervised by the trainer.

3.6.1 Socio-demographic Questionnaire (Omigbodun et al, 2008)

This is a 44-item questionnaire designed to collect information regarding personal, family and
school life of the respondent adapted from a 40-item socic-demographic questionnaire used in a
recent Nigerian study of child and adolescent mental health (Omigbodun et al, 2008). It was

adapted and translated in to Tigrigna using the back-translation method to suit local use.

3.6.2 The School Health Questionnaire

This instrument is used to collect socio-demographic and health information of adolescents aged
13 to 17 years. It was developed by World Health Organization and Center for Disease Control
for Global School Based Health Surveillance System. It is a self-completed questionnaire, and it
was administered to participants aged 13-17 years in this study. Out of the 12 core modules of
this questionnaire, 6 core modules (Alcohol Use Module, Drug Use Module, Mental Health
Module, Protective Factors Module, Tobacco Use Module and part of the Violence and
Unintentional Injury Module) were used to collect data from adolescents regarding alcohol and

substance use, suicidality, violent behaviors, victimization to bullying and protective factors.
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This also was translated in to Tigrigna using the back-translation method. This was the only
instrument which was not administered by interviewers, but rather completed by the adolescents

themselves.

3.6.3. The Strengths and Difficulties Questionnaire

Overall mental health will be assessed using the extended version of the SDQ. This is a 25-item
behavioral screening questionnaire to identify children at high risk (Goodman, 2001), which
assesses negative attributes in four subscales of mental symptoms (conduct problems, emotional
symptoms, peer problems, hyperactivity-inattention) and positive attributes in terms of prosocial
behavior in the previous 6 months (Muris, Meesters and van den Berg, 2003). It also enquires
whether the informant thinks the child has emotional or behavioral problems, and if they think
S0, it asks about the degree of stress and impairment in social competence. The teacher and
parent versions can be administered to teachers and parents of children aged 4-17 years, while
the self-report version can be completed by children aged 11-17 years themselves (Goodman,
1997). The reliability and validity of this instrument has been shown to be acceptable (Muris,
Meesters and van den Berg, 2003). This instrument is widely used (Klasen et al, 2000) including
in many developing countries (Cortina et al, 2013, Kashala et al, 2005), the most similar setting
of its use being neighboring Ethiopia (Mulatu, 1997). The instrument performs at least as well as
the CBCL, with the added advantages of its brevity, better coverage of inattention, peer

relationship and prosocial behavior, and its focus on strength (Klasen et al, 2000).

After scoring the 25 items on a 3-point scale, (O=not true, 1=somewhat true, 2=certainly true), all
items of the four problem areas (sub-scores of which range from 0 to 10 (Goodman, 1997)) were

summed up to generate a total difficulty score between 0 and 40. Scores 0-13 were classified as
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normal, 14-16 as borderline and 17-40 as abnormal (Meltzer et al, 2000). The SDQ- Impact
questions (5 items) were asked to assess functional impact of the problems on the child and
classified as O=normal, 1=borderline and two and above as abnormal. Children scoring in the
abnormal range in any subclass of disorders or in the total scores were further assessed using the

K-SADS-PL 2009 Working Draft.

3.6.4 The Kiddie Schedule for Affective Disorders and
Schizophrenia Lifetime version 2009 Working Draft (K-SADS-PL

2009 Working Draft)

The Schedule for Affective Disorders and Schizophrenia Lifetime version 2009 Working Draft
(K-SADS-PL 2009 Working Draft), which is adapted from the Kiddie Schedule for Affective
Disorders and Schizophrenia Lifetime (K-SADS-PL) by Axelson et al (2009), with modifications
including the removal of any references to DSM-III, addition of screening and supplement
questions for Pervasive Developmental Disorders and revision of the bipolar disorders section, is
a semi structured interviewer administered diagnostic interview instrument designed to assess
current and past episodes of psychiatric disorders in children and adolescents aged 6-18 years
according to DSM-1V criteria (Axelson et al, 2009). It is administered to children, parents or
teachers to generate summary ratings. This instrument has two parts; the diagnostic screening
part which surveys for and rates the primary symptoms of disorders and the diagnostic
supplement part in which children who score above threshold during screening are assessed for
the diagnosis of current and most severe past psychiatric episodes. In this study, the diagnostic

supplement part was used by the author of this research to make a diagnosis of present or severe
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past episode of DSM-IV disorder in children screened to have either of the emotional, conduct,

peer relationship or hyperactivity/inattention problems on SDQ screening.

3.7 Ethical Considerations

3.7.1. Ethical Approval

Ethical approval was obtained from the Health Research and Scientific Ethical Review
Committee of the Ministry of Health, State of Eritrea. Local authorities were addressed with

formal letters for permission and cooperation.

3.7.2 Informed Consent

Consent was obtained from the parents or adult guardians of every child or adolescent, while
voluntary assent was obtained from every child or adolescent participant. This was done after
detailed information about the study had been provided to the child and guardian in the Tigrigna

or English language, as appropriate.

3.7.3 Voluntariness

Every participant was clearly informed that participation was fully voluntary and decision not to
participate had no negative consequences. Every participant was also informed of their right to

withdraw at any stage of the research interviews with no consequences.
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3.7.4 Beneficence

Children, adolescents and parents or adult caregivers participating in this study did not get any
direct and immediate benefits from the study. The benefits to the community, and thereby to

them, that results from the information this study may highlight to inform public health policy
for better child and adolescent mental health service structure was explained to them. Children
and adolescents diagnosed by the researcher with a mental disorder were provided information

about and linked to the available treatment services.

3.7.5 Non-maleficence

The study did not pose any threat to the participants. Participants’ autonomy was respected

during the interviews.

3.7.6 Confidentiality

Every participant’s identity was anonymous. Index numbers were used. Data gathered will be
kept confidential and will be accessible only to the researcher and the analysis team. Data will

also be used in publications and presentations.

3.8 Study Procedure

3.8.1 Adaptation of survey instruments

All interview instruments were translated into Tigrigna. In order to preserve the original meaning

of each item during translation, the back-translation method was used (Parry, 1996). First a
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physician, fluent in both Tigrigna and English, translated the instruments in to Tigrigna. Then
another doctor, with fluency in both Tigrigna and English, previously unfamiliar with these
instruments, translated them back to English. Even though the SDQ questionnaires can be
completed by parents and adolescents themselves, all interview instruments were administered
by interviewers unless the adolescent wanted to complete it themselves, which happened in few

cases during this study.

3.8.2 Training of research assistants

Four research assistants, one physician and three Nursing Degree graduates with work
experiences in general hospitals, who speak Tigrigna and English fluently were given a one day
training in the use of the interview Sociodemographic, School Health and SDQ questionnaires

and scoring the SDQ results by hand.

3.8.3 Pretesting the instruments

A one-day pre-test study was conducted on a small sample (N=12) of children and adolescents
with in the study sample age brackets in a different LA area from the study site, to field test the
general feasibility of the procedures in terms of time, ease of understanding of the contents and
level of proficiency of the assistants and to identify potential problems ahead of the main study.
The Adi Ugri LA was selected for the pretesting. During this day, each research assistant
completed three interviews; one each for ages 4-10 years, 11-12 years and 13-17 years. This was

necessary because different number of questionnaires were used for these different age groups.
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3.8.4 Results of the pretesting study

On average, it took 30 minutes to complete the interview and scoring of age group 4-10 years,
whereas it took on average 40 minutes for the age group 11-12 years and 50 minutes for the age
group 13-17 years. Based on this, it was agreed up on that it would take 40 to 50 minutes to
complete each interview and scoring during the actual data collection process. Interviewers were
comfortable using the survey instruments. Level of proficiency of interviewers was good and
further discussions enabled the exchange of ideas and developing a common understanding in
using similar ways when trying to explain survey questions, whenever needed, in order to

increase inter-rater reliability.

3.9 Data collection process

In order to ensure that a considerable number of selected households were able to participate in
the study, the interview was conducted after school and work hours: between 5 pm and 9 pm and
during weekends. Completing 10 to 16 interviews daily, the data collection process was

completed in 37 days between February 1 and March 16 2017.

3.9.1 Stage one interview procedures

Only SDQ (P*1%) and the Sociodemographic Questionnaire were administered to parents or adult
guardians of children aged 4-10 years in the first stage, whereas in the case of adolescents aged
11-17 years, in addition to the Sociodemographic Questionnaire and the parent completed SDQ
(P117) completed by parents or adult guardians, the self-completed SDQ (S***) was

administered to the adolescents themselves for mental health screening and The School Health

39

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Questionnaire was used only in age group 13-17 to assess for substance and alcohol abuse,
suicidality and bullying. The same sociodemographic questionnaire was administered to all

participants. Figure 3.9.3 shows the steps which were followed in the data collection process.

Scores for each SDQ subclass and total difficulty scores were determined by the interviewers at

the scene by hand scoring.

3.9.2 Selection of participants for stage two interview

All children who scored in the abnormal range of scores on the parent completed SDQ P*29, all
adolescents who score in the abnormal range on either the parent completed SDQ P17 or the
self-completed SDQ (S***") or who were found to have had suicidal ideations or attempts,
substance or alcohol abuse by the School Health Questionnaire, regardless of their SDQ score,
were selected for further assessment using the K-SADS-PL 2009 Working Draft. Research
assistants reported abnormal scores immediately through telephone calls and researcher went to
the household on the same day and carried out the diagnostic assessment using the K-SADS-PL
2009 Working Draft to assess for affective, psychotic, anxiety, behavioural, substance use and
autism spectrum disorders. In occasions when two or more assistants called at the same time, or
parents preferred to postpone the stage two interview, an appointment was fixed for a convenient

time.

3.9.3 Stage two interview procedures

SDQ subclasses were paired with K-SADS-PL 2009 Working Draft Supplements as shown in

Table 3.1 below. Those who screened as having emotional problems by SDQ were assessed
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using the supplements for affective disorders, psychotic disorders and anxiety disorders. Those
who screened as having conduct problems or hyperactivity/inattention problems were assessed
using the supplements for behavioral disorders and substance use disorders. Children and
adolescents with peer relationship problems were assessed using the supplements for autism
spectrum disorders, conduct disorders and substance use disorders. Children and adolescents
who screened positive for more than one SDQ subclass of disorders were assessed with each of

the appropriate supplements for specific disorders as per the table below.

Adolescents who reported positive for suicidal ideation or attempt or substance or alcohol use by
the School Health Questionnaire were further assessed using the Affective, Conduct and

Substance use disorders supplement of the K-SADS-PL 2009 Working Draft.
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Figure 3.9.3 Data collection steps flow chart

SDQ administered by research assistants to S
. Those scoring in the
parents or adult guardians of every randomly
selected child & to adolescents 11-17 years. abnofrunssrll erfggsi:s?rlﬁg;id ol
Hand scoring done at the scene

Children & adolescents scoring in SDQ

abonrmal range & their parents or adult Specific DSM-1V diagnoses
caregivers interviewed using K-SADS-PL 2009 generated
Working Draft
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Table 3.9.3 SDQ subclasses and K-SADS 2009 supplements pairing

Abnormal SDQ subclass | Diagnostic K-SADS-PL | Specific disorders sought
2009 Working Draft
supplement
Emotional problems Affective disorders Depression, mania, hypomania, bipolar
supplement disorder
anxiety disorders panic disorder, separation anxiety
supplement disorder, social phobia, phobic
disorders, generalized anxiety
disorders, PTSDs, obsessive-
compulsive disorders
Conduct problems Behavioural disorders Conduct disorders, oppositional
supplement defiant disorders, ADHD,
substance use disorders Alcohol abuse, substance abuse
supplement
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Table 3.9.3 SDQ screen subclasses and K-SADS 2009 supplements pairing (continued)

Hyperactivity/inattention

problems

Behavioural
disorders

supplement

ADHD

Peer relationship

problems

Autism disorders

supplement,

Conduct disorders, oppositional defiant

disorders, ADHD,

Substance use
disorders

supplement

Alcohol abuse, substance abuse

Behavioural

spectrum disorders

ASD

supplement

Affective Depression, mania, hypomania, bipolar
disorders disorder

supplement

Anxiety disorders

supplement

panic disorder, separation anxiety disorder,
social phobia, phobic disorders, generalized
anxiety disorders, PTSDs, obsessive-

compulsive disorders
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3.10 Data Management

All data gathered was entered in to CSPro version 6.2 and was transported in to the Statistical
Package for Social Sciences (SPSS) version 20 for analysis. Participants’ socio-demographic
characteristics are presented in percentages and frequencies. The overall prevalence of mental
health problems and the prevalence of mental problems by age and gender are also presented in
frequencies and percentages. For adolescents age group 11-17 years, prevalence estimates from
parent completed SDQs and from self-completed SDQS are compared. Overall prevalence,
prevalence within gender and within age of K-SADS-PL 2009 Working Draft, supplements-
based specific DSM-IV disorders and their patterns are presented in frequencies and percentages.
Association of these disorders with selected socio-demographic characteristics are examined
using Chi-square test at a significance value of 5%. For all significant bivariate relationships,

binary logistic regression at significance level of 5% and 95% confidence interval was done.
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CHAPTER FOUR

RESULTS

A total of 320 randomly selected households were approached, and out of these, 314 (98.1%)
children and their parents or adult caregivers completed all the interviews while 06 (1.9%)
households rejected participation, and hence, this chapter presents the results of analysis of data
only from these 314 participants, excluding the six selected households which rejected the

interviews.

4.1 Socio-demographic characteristics of participants

Socio-demographic characteristics of participants is analyses in three headings as personal
characteristics of the participants, family characteristics of the participants and school related

characteristics of the participants.

4.1.1 Personal sociodemographic characteristics of the participants

There were nearly equal proportions of female and male participants in this study, making up
50.6% (159) and 49.4% (155) respectively. In the age group 4-10 years, 103 (56.3%) were boys
while 80 (43.7%) were girls. The proportion of females was higher (79; 60.3%) in the 11-17 year

adolescent group making up to 60.3%, boys making up to the remaining 52 (39.7%).

Among the entire sample, the proportion of children aged 4-10 years was higher [183 (58.3%)]
than that of adolescents aged 11-17 years who made up [131 (41.7%)]. The mean age of

participants was 9.55 years (SD: 3.5 years) and the highest and lowest ages were 4 years and 17
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years respectively, while the modal age was 8 years. In the adolescent group, aged 13-17 years

old, adolescents who completed the school health questionnaire, made up 73 (55.7%).

In this study, 8(2.5%) participants reported having a chronic medical illness. Heart disease was

the commonest chronic medical illness reported, accounting for 25% (2) of the conditions.

A history of health facility visit in the previous six months was reported by 54 (17.2%)
participants, with repeated visit reported by 16 (5%). Common cold (3.5%), tonsillitis (2.5%),
dental caries (1.6%), gastroenteritis (1.6%), eye problems (1.3%) and pneumonia (1.3%) were

the commonest reasons for hospital visit in descending order of frequency.

Almost all participants (93%) said they spend their spare time either playing with peers,
watching television or chatting with parents and siblings, while 1.9% spent their spare time alone

in their bedrooms.
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Table 4.1.1 Personal sociodemographic characteristics of participants (N=314)

Variable Frequency (%) Mean Minimum Maximum
(SD)
Age (years)
4-10 183(58.3)
11-17 131(41.7) 9.55(3.5) 4 17
Total 314(100)
Gender
Females 159(50.6)
Males 155(49.4)
Total 314(100)
Chronic physical illness in child
Yes 8(2.5)
No 306(97.5)
Total 314(100)
Use of health services in the
previous six months 54(17.2)
Yes 260(82.8)
No 314(100)
Total
Repeated use of health services in
the previous six months 16(5)
Yes 298(95)
No 314(100
Total
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4.1.2 Family related sociodemographic characteristics of

participants

The average number of siblings participants had was 3 and the maximum was 9. Close to two
third (65.6%) of the participant households had four or less children, households with only one
child accounting for 8.9% (28) of the total sample. In this study, 267 (85%) of parents were
married while 14 (4.5%) of them were unmarried and 4 (1.3%) were separated or divorced. The
proportion of participants who had both parents alive was 285 (90.8%), while 29 (9.2%) of
participants reported parental death (22 (7%) paternal death, 4 (1.9%) maternal death and
3(0.9%) death of both parents). Twenty nine (9.2%) participants lived in reconstituted families,
with a remarried parent. Parental conflict was reported by 9 (2.9%) of participant households.

Only one adolescent (0.3%) did paid work before or after school.

Nearly two thirds of mothers [198(63.1%)] received below secondary level education, out of
whom 21 (6.7%) didn’t receive any formal education, whereas 116(36.9%) had secondary or
post-secondary (including university or non-university education) education. The proportion of
fathers who had below secondary level education was lower than those who received secondary
or post-secondary education [128(40.8%) vs 186(59.2%)]. The proportion of fathers who had not

received any formal education was nearly equal to those of mothers [18(5.7%)].

Junior government workers, junior army personnel and private workers constituted the largest
subgroup of fathers’ occupations, making up 202 (64.3%). In comparison, 22 (7.0%) of mothers
fell into this category of occupations among the mothers. The proportion of fathers and mothers

in the occupational category of senior government workers and business owners was 49 (15.6%)
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and 27 (8.6%), while unemployment was recorded in 38 (12.1%) of the participants’ fathers and

256 (81.5%) mothers.

The proportion of participants who had chronic physical illnesses in family members was 67
(21.3%). Hypertension and diabetes mellitus were the commonest illnesses reported. The
proportion of participants who had a family member with only hypertension was 20 (6.4%) and
that of those who had a family member with only diabetes mellitus was 14 (4.5%). Another 4
(1.3%) of participants reported that a family member had comorbid hypertension and diabetes
mellitus. War-related injury ranked third with a proportion of 11 (3.5%) followed by bronchial
asthma [5(1.6%)], and eye problems [4 (1.3%)]. Comorbidities were recorded in [6 (1.9%)] of
the sample. Out of the 67 family members with chronic illnesses, fathers accounted for 29
(43.3%), mothers made up 21 (31.3%), and siblings made up 12 (17.9%). Both parents had

chronic illnesses in 4 (6.0%) of the total 67 with chronic illnesses.

Diagnosed psychiatric disorders in family members were reported by 7 (2.2%) of participants in
this study, 5 (1.6%) in fathers and 2 (0.6%) in mothers. Table 4.1.2 summarizes the family

related sociodemographic characteristics of participants.
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Table 4.1.2 Family related sociodemographic characteristics of participants (N=314)

Variable Frequency (%) Mean Maximum

Parents alive?

Both parents alive 285(90.8)
Father dead 22(7)
Mother dead 4(1.3)
Both parents dead 3(0.9)
Total 314(100
Parent’s marital status
Married 267(85)
Separated/divorced unmarried or deceased 47(15)
Total 314(100)
Child living with a remarried parent
Yes 29(9.2)
No 285(90.8)
Total 314(100)
The only child
Yes 28(8.9)
No 286(91.1)
Total 314(100)
Number of siblings
Four or less 252(80.3) 3 9
More than four 62(19.7)
Total 314(100)
Parental conflict
Yes 9(2.9)
No 305(97.1)
Total 314(100)
Mother’s educational level
Junior or primary or no formal education 198(63.1)
Secondary or post-secondary 116(36.9)
Total 314(100)
Mother’s occupation
Senior government workers and business owners 27(8.6)
Junior government workers, junior army personnel,
private workers 22(7)
Unemployed 256(81.5)
Deceased 9(2.9)
Total 314(100)
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Table 4.1.2 Family related sociodemographic characteristics of participants (N=314)

(continued)

Variable Frequency Mean  Maximum
(%)
Father’s educational level
Junior or primary or no formal education 128(40.8)
Secondary or post-secondary 186(59.2)
Total 314(100)
Father’s occupation
Senior government workers and business owners 49(15.6)
Junior government workers, junior army personnel, 202(64.3)
private workers
Unemployed 38(12.1)
Deceased 25(7.9)
Total 314(100)
Chronic illness in family
Yes 67(21.3)
No 247(78.7)
Total 314(100)
Psychiatric illness in family 7(2.2)
Yes 307(97.8)
No 314(100)
Total
Alcohol abuse in family
Yes 4(1.3)
No 310(98.7)
Total 314(100)
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4.1.3 School related sociodemographic characteristics of the

participants

Out of all the participants, 276 children (87.9%) were in school while 38 (12.1%) were not. Out
of the total participants, 163 (51.9%) adult respondents said that their children were performing
well in their academics while 113 (40.0%) adult respondents said their children were not doing
well in their academics. They were categorised as having good/average performance or poor
performance after adult respondents provided evidence of academic performance to the
interviewers. Among the participants, 227 (72.3%) had good/average performance, while 49
(15.6%) had poor performance. The proportion of children and adolescents who had repeated

any grades was 50 (15.9%).

Eleven children (3.5%) were reported to have difficulties with their teachers, most issues, with
five (1.6%) of these caused by the child’s poor conduct in class. Truancy was the cause of the
difficulties in 3 (1.0%) of the sample chiidren. There was one report of a student who had
attacked his teacher and another one who bullied schoolmates, each accounting for 0.3% of the
entire sample. The proportion of children who complained of being bullied at school was 18
(5.7%). Of these, 9 (50%) had experienced being bullied once, four (22.2%) had had repeated
experiences of bullying in the past, while 5 (27.8%) were still experiencing bullying which had

not stopped.
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Table 4.1.3 School related sociodemographic characteristics of participants (N=314)

Variable Frequency (%o)
Child in school
Yes 276(87.9)
No 38(12.1)
Total 314(100)
Doing well academically
Yes 163(51.9)
No 113(36.0)
Total 276(87.9)
Performance
Good/average 227(72.3)
Poor 49(15.6)
Total 276(87.9)
Grade repetition
Yes 50(15.9)
No 226(72.0)
Total 276(87.9)
Difficulties with teachers in school
Yes 11(3.5)
No 265(84.4)
Total 276(87.9)
Child complained of being bullied
Yes 18(5.7)
No 258(82.2)
Total 276(87.9)
Repeated bullying
Yes 9(2.9)
No 267(85)
Total 276(87.9)
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4.2 Prevalence of mental disorders in participants

Prevalence of mental disorders is reported as prevalence of abnormalities on the Strengths and
Difficulties Questionnaire (SDQ) in the first stage of the study, and prevalence of K-SADS-PL

(2009) Working Draft-based DSM-1V psychiatric diagnoses in the second stage.
4.2.1 Prevalence of SDQ abnormalities in participants

In the first stage of the study, 50 children and adolescents screened positive for any of the SDQ
subclasses or total difficulties score giving an SDQ prevalence of 15.9%. Screen results were
positive in 23 of the 183 children aged 4-10 years and 27 of the 131 adolescents aged 11-17
years, for at least one of the four subclasses of the SDQ abnormalities or the total difficulty
score, giving an SDQ prevalence of 12.6% and 20.6% in the two age groups respectively. In the
age group 11-17 years, the prevalence of SDQ abnormalities accounted for by only parent report
(SDQ P*17) was found to be 16.8% (22), whereas the prevalence accounted for by only self-
report (SDQ S**1) was found to be 13.7% (18). Parent- and self-reports in this age group agreed

in almost half of the adolescents who screened positive (51.9%).

Gender-wise, the proportion of SDQ abnormality in males was double that of females in this
study. Out of the 155 males, 33(21.3%) screened positive for at least one SDQ abnormality
subclass while 17 out of the total 159 girls (10.7%) screened positive. Males had proportions
more than double that of females in both age groups as well, 7.5% females and 16.5% of males
in the age group 4-10 years, and 13.9% of females and 30.8% of males in the age group 11-17
years screening positive for at least on abnormality subclass. Table 4.2.2 summarizes the results

of first and second stage assessments distributed by gender and age.
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4.2.2 Prevalence of K-SADS-PL 2009 Working Draft based DSM-VI

psychiatric disorders in participants

None of the 73 adolescents between ages 13 and 17 years who completed the school health
questionnaire reported any suicidal ideations, suicide attempt, and substance or alcohol abuse.
Therefore, only these 50 children and adolescents who screened positive by SDQ were selected
for the second stage of the study and were interviewed by the researcher using the K-SADS-PL
2009 Working Draft. Out of those 50 children and adolescents, 41 (82.0%) received at least one
K-SADS-PL 2009 Working Draft based DSM-1V psychiatric diagnosis resulting in a final
mental disorder prevalence of 13.1%. Nine (18%) of those who screened positive by SDQ did

not receive any DSM-1V diagnosis.

The prevalence of DSM-IV psychiatric disorders in children aged 4-10 years was 9.3%, while it
was double (18.3%) in the adolescent age group (11-17 years). Prevalence in males was higher
than that in females, 16.1% and 10.1% respectively. This pattern was also recorded in both age
groups. In the age group 4-10 years, 6.3% of female and 11.7% of male participants received at
least one DSM-1V diagnosis, while in the age group 11-17 years, 13.9% of girls and 25.0% of
boys were diagnosed. Prevalence also increased with age within gender. A prevalence of 6.3% in
girls aged 4-10 years, 13.9% in girls aged 11-17 years, 11.7% in boys aged 4-10 years, and
25.0% in boys aged 11-17 years were recorded. Table 4.2.2 summarizes the results of first and

second stage assessments distributed by gender and age.

57

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.2.2 Results of first stage and second stage assessments distributed by gender and age

Variable Result of SDQ screening Result of K-SADS-PL 2009
N=314 Working Draft interview
N=314

Positive Negative[n(%0)] Diagnosed Not

[n(%0)] diagnosed
Gender
Male 33(21.3) 122(78.7) 25(16.1) 130(83.9)
Female 17(10.7) 142(89.3) 16(10.1) 143(89.9)
Total 50(15.9) 264(84.1) 41(13.1) 273(86.9)
Age (years)
4-10 23(12.6) 160(87.4) 17(9.3) 166(90.7)
11-17 27(20.6) 104(79.4) 24(18.3) 107(81.7)
Total 50(15.9) 264(84.1) 41(13.1) 273(86.9)
Age group 4-10 years
Males (N=103) 17(16.5) 86(83.5) 12(11.7) 91(88.3)
Females (N=80) 6(7.5) 74(92.5) 5(6.3) 75(93.7)
Total 23(12.6) 160(87.3) 17(9.3) 166(90.7)
Within 11-17 years
Males (N=52) 16(30.7) 36(69.3) 13(25) 39(75)
Females (N=79) 11(13.9) 68(86.1) 11(13.9) 68(86.1)
Total 27(20.6) 104(79.4) 24(18.3) 107(81.7)
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4.3 Patterns of DSM-VI psychiatric disorders in participants

In this study, disruptive behavioral disorders (CD, ODD and ADHD) were the commonest
mental disorders observed at prevalence of 9.9% followed by affective disorders (depression and

hypomania) (3.2%), anxiety disorders (GAD and social phobia) (2.5%) and ASD (1.9%).

Attention Deficit Hyperactivity Disorder (ADHD) was found to be the most prevalent psychiatric
disorder with a prevalence rate of 4.5%, followed by conduct disorder (4.1%), depression
(2.5%), Generalised Anxiety Disorder [GAD] (1.9%), Autism Spectrum Disorder [ASD] (1.9%),
Oppositional Defiant Disorder [ODD] (1.3%) and both hypomania and social phobia (0.6%
each). None of the children or adolescents met the criteria for alcohol or substance use disorder.
ADHD was still the most common diagnosis in children aged 4-10 years (5.5%) followed by
conduct disorder (2.7%), depression (2.2%), ODD (1.6%), ASD (1.1%) and social phobia
(0.5%). In the adolescent age group, conduct disorder had the highest prevalence (6.1%). GAD
was the second most common disorder with a prevalence of 4.6% followed by depression,
ADHD and ASD each scoring a prevalence rate of 3.1%. Hypomania was 1.5% prevalent and
ODD and social phobia were the least prevalent disorders at a rate of 0.8%. Table 4.3

summarizes the prevalence rates of the individual DSM-1V disorders in participants.
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Table 4.3 Prevalence of individual DSM-1V psychiatric disorders (N = 314)

DSM-1V disorders Frequency (% of N)
N=314

Affective disorders

Depression 8(2.5)

Hypomania 2(0.6)

Anxiety disorders

Generalized anxiety disorder 6(1.9)

Social phobia 2(0.6)

Behavioral disorders

ADHD 14(4.5)

OoDD 4(1.3)

Conduct disorder 13(4.1)

ASD

ASD 6(1.9)
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4.4 DSM-1V comorbidities in participants

A high proportion [13 (31.7%)] of participants who were diagnosed with DSM-IV disorders had
two or more diagnoses. Of all disorders, ADHD and CD were the two diagnoses associated with
most comorbidities [6 (14.6)] followed by depression found comorbid in 4 (2.8%) participants.
There was no clustering pattern of comorbidities, which might be due to the relatively small
number of participants with these disorders Table 4.4 shows the distribution of DSM-IV

comorbidities in participants.
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Table 4.4 Distribution of DSM-1V comorbidities in participants (N=41)

Variable Frequency (%o)
Presence of comorbidity
Present 12 (29.3)
Absent 29(70.7)
Total 41(100)
Comorbidities of ADHD
CD 2(4.9)
ASD 2(4.9)
OoDD 1(2.4)
GAD 1(2.4)
Total 6(14.6)
Comorbidities of depression
GAD 2(4.9)
CD 1(2.4)
CD and ODD 1(2.4)
Total 4(9.8)
Other comorbidities
ASD and CD 1(2.4)
Hypomania and CD 1(2.4)
Total 2(4.9)
Total 12(29.3)
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4.5 Correlates of mental disorders in participants

4.5.1 Personal sociodemographic characteristic associated with

DSM-1V disorders in participants

The proportion of DSM-1V diagnosis was higher in males than in females but the difference was
not statistically significant (16.1% vs 10.1%, p=0.111). Among the personal characteristics
evaluated, only age and presence of chronic physical illness were found to be significantly
associated with the diagnosis of any DSM-IV disorders, with a higher proportion of adolescents
aged 11-17 years (18.3%) receiving a diagnosis, compared to 8.3% of children aged 4-10 years
(p=0.019), and a higher proportion of participants with chronic physical illnesses (37.5%)
receiving a diagnosis, compared to 12.4% of those without these conditions (p=0.038). Repeated
hospital visits in the previous six months was not significantly associated with the diagnosis of
DSM-1V disorders. Table 4.5.1 shows the results of associations examined between personal

characteristic and mental disorders.
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Table 4.5.1 Personal sociodemographic characteristics of participants’ association with DSM-1V

disorders
Variable Result of K-SADS-PL 2009 Total p-
Working Draft value
N=314
Not diagnosed Diagnosed
[n(%)] [n(%)]
Gender
Female 143(89.9) 16(10.1) 159(100) 0.111
Male 130(83.9) 25(16.1) 155(100)
Total 273(86.9) 41(13.1) 314(100)
Age (years)
4-10 166(90.7) 17(9.3) 183(100) 0.019"
11-17 107(81.7) 24(12.3) 131(100)
Total 273(86.9) 41(13.1) 314(100)
Physical illness in child
Yes 5(62.5) 3(37.5) 8(100) 0.038"
No 268(87.6) 38(12.4) 306(100)
Total 273(86.9) 41(13.1) 314(100)
Hospital visit in the last
6 months
Yes 44(81.5) 10(18.5) 54(100) 0.191
No 229(88.1) 31(11.9) 260(100)
Total 273(86.9) 41(13.1) 314(100)

e indicates statistically significant p-value

64

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.5.2 Family related sociodemographic characteristics associated

with DSM-1V disorders in participants

Parental marital status was significantly associated with the diagnosis of DSM-VI psychiatric
disorders with higher proportions of disorders in children whose parents were either
separated/divorced, unmarried or in whom one or both parents were deceased (27.7%) than in

children of married parents (10.5%) (p=0.001).

The association between parental death and DSM-IV disorders was tested for three different
scenarios. The first scenario tested was the difference in proportions among children with no
report of parental death and among children who reported any parental death (one or both
parents). The second scenario tested was the difference in proportions of mental disorders among
participants who reported maternal death and those who reported no maternal death regardless of
paternal death. And the third scenario tested was the reverse of the second situation, i.e, having
paternal death or not having it regardless of maternal death. The proportion of diagnosis of
DSM-1V disorders among participants with parental death (17.2%) was higher than that among
those who reported no parental death (12.6%). It was also higher among participants who
reported maternal death (28.6%) than among those who reported no parental death or only the
father dead (12.7%). Analysis of the third scenario also yielded similarly higher proportion of
DSM-1V disorders among participants who reported paternal death (16%) than among those who
reported no parental death or only the mother dead (12.8%). All these differences were, however,

not statistically significant upon univariate analysis.

Statistically significantly higher proportions of participants who reported parental conflict

(44.4%) also received at least one diagnosis, as compared to participants who reported no
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conflict (10%) (p=0.001). Significantly higher proportions of children whose mothers had low
levels of educational attainment (junior or primary level or no formal education) than those
whose mother’s educational level was high (secondary level and above) received a diagnosis of
at least one DSM-IV disorder (16.7% vs 6.9%, p=0.013). Participants who had a family member
with a chronic medical illness or psychiatric disorders also received higher proportions of DSM-
IV diagnosis at a statistically significant level. Family size, living with a remarried parent,
father’s educational level and occupation and alcohol abuse in the family were not significantly
associated with the diagnosis of mental disorders in this study. Table 4.5.2 shows the family

characteristics associated with the diagnosis of mental disorders in participants.
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Table 4.5.2 Family related sociodemographic characteristics of participants’ association with

DSM-IV disorders

Variable Result of K-SADS-PL  Total p-
N=314 value
Not Diagnosed
diagnosed [n(%0)]
[n(%)]
Paternal death-1
No 249(84.7) 36(12.6)  285(100)
Yes 24(82.8) 5(17.2) 29(100)
Total 273(86.9)  41(13.1)  314(100) 0-560
Parental death-2
Mother alive regardless of father’s case 268(87.3) 39(12.7) ~ 307(100) 0.229
Mother dead regardless of father’s case 5(71.4) 2(28.6) 7(100)
Total 273(86.9) 41(13.1)  314(100)
Parental death-3
Father alive regardless of mother’s case 252(87.2) 37(12.8)  289(100) 0.550
Father dead regardless of mother’s case 21(84) 4(16) 25(100)
Total 273(86.9) 41(13.1 314(100
Parental marital status
Married 239(89.5) 28(10.5) 267(100) 0.001"
Separated/divorced or unmarried or deceased 34(72.3) 13(27.7) 47(100)
Total 273(86.9) 41(13.1)  314(100)
Living with a remarried parent
Yes 23(79.3) 6(20.7) 29(100)
No 250(87.7) 35(12.3)  285(100) 0.242
Total 273(86.9) 41(13.1)  314(100)
Parental conflict
Yes 5(55.6) 4(44.4) 9(100)
No 268(90) 37(9.3)  305(100) 0.000"
Total 273(86.9) 41(13.1)  314(100)
Mother’s educational level
No formal education or primary or junior 165(83.3) 33(16.7)  198(100)
Secondary or post-secondary 108(93.1) 8(6.9) 116(100) 0.013"
Total 273(86.9) 41(13.1)  314(100)
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Table 4.5.2 Family related sociodemographic characteristics of participants’ association with

DSM-1V disorders (continued)

Variable Result of K-SADS-PL  Total p-
N=314 value
Not Diagnosed
diagnosed [n(%0)]
[n(%0)]
Only child
Yes 25(89.3) 3(10.7) 28(100) 1.000
No 248(86.7) 38(13.3)  286(100)
Total 276(86.9) 41(13.1)  314(100)
Number of siblings
4 or less 217(86.1) 35(13.9)  252(100) 0.378
More than 4 56(90.3) 6(9.7) 62(100)
Total 273(86.9) 41(13.1  314(100)
Chronic physical illness in family
Yes 52(77.6) 15(22.4) 67(100)
No 21(89.5) 26(10.5)  247(100) 0.011"
Total 273(86.9) 41(13.1)  314(100)
Psychiatric illness in family
Yes 3(42.9) 4(57.1) 7(100) 0.007"
No 270(87.9) 37(12.1)  307(100)
Total 273(86.9) 41(13.1)  314(100)
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4.5.3 School related sociodemographic characteristics associated

with DSM-1V disorders in participants

The proportion of DSM-1V disorders was higher in children who were not attending school than
that of who were in school, but the difference was not statistically significant (15.8% vs 12.7%,
p=0.608). Taking only parents’ report on whether the child was doing well academically,
significantly higher proportions of DSM-IV diagnoses (21.2%) were made in those reported to
be performing poorly than in those said to be doing well (6.7%) (p=0.001). Similarly,
significantly higher proportions of participants who demonstrated poor educational performance
(40.8%) by evidence of records were diagnosed with at least one DSM-IV disorder compared to
the proportions of good/average performers (6.6%) (p<0.001). The proportion of DSM-IV
disorders was also higher in children who had repeated any grades than the proportion in those
who had not repeated (30.0% vs 8.8%, p=0.001). The proportion of DSM-1V disorders among
children who had difficulties with teachers in school was significantly higher than that among
children who reported no difficulties (12.7% vs 10.2%, p<0.001). Even though higher
proportions of participants who reported being bullied at school received at least one diagnosis of
mental disorders compared to those who had not been bullied, there was no statistically
significant difference (16.7% vs 12.5%, p=0.629). Neither was repeated bullying significantly
associated with the diagnosis of at least one DSM-1V disorder. Table 4.5.3 shows school related

sociodemographic characteristics associated with DSM-1V disorders in participants of this study.
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Table 4.5.3 School related sociodemographic characteristics of participants’ association with

DSM-IV disorders

Variable Result of K-SADS-PL N=314 Total P-value
No diagnosed Diagnosed
[n(%) [n(%0)]
Is child in school
Yes 241(87.3) 35(12.7) 276(100) 0.608
No 32(84.2) 6(15.8)) 38(100)
Total 273(86.9) 41(13.1) 314(100)
N= 276"
doing well academically
(Parents’ report)
Yes 152(93.3) 11(6.7) 163(100) 0.001"
No 89(78.8) 24(21.2) 113(100)
Total 241(87.3) 35(12.7) 276(100)
Performance based on recent
results <0.001"
Good/average 212(93.4) 15(6.6) 227(100)
Poor 29(59.2) 20(40.8) 49(100)
Total 241(87.3) 35(12.7) 276(100)
Grade repetition
Yes 35(70) 15(30) 50(100) 0.001"
No 206(91.2) 20(8.8) 226(100)
Total 241(87.3) 35(12.7) 276(100)
Difficulties in school
Yes 3(27.3) 8(72.7) 11(100)
No 238(89.8) 27(10.2)) 265(100) <0.001"
Total 241(87.3) 35(12.7) 276(100)
Bullying
Yes 15(83.3) 3(16.7) 18(100) 0.629
No 226(87.5) 32(12.5) 258(100)
Total 241(87.3) 35(12.7) 276(100)
Was bullying repeated?
Yes 6(66.7) 3(33.3) 9(100) 0.128
No 235(88.0) 32(12.0) 267(100)
Total 241(87.3) 35(12.7) 276(100)

“indicates statistically significant p-value, *indicates the number of children attending school
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4.5.4 Sociodemographic characteristics associated with specific

DSM-1V disorders in participants

4.5.4.1 Personal sociodemographic characteristics of participants

associated with specific DSM-1V disorders

Higher proportions in the adolescent age group (11-17 years) than in children aged 4-10 years
received a diagnosis of depression (3.1% vs 2.2%), conduct disorders (6.1% vs 2.7%), GAD
(4.6% vs 0%) and ASD (3.1% vs 1.1%). However, these differences were not statistically
significant on univariate Chi square analysis, except for GAD where p was =0.005. Higher
proportions of children aged 4-10 years (5.5%) had a diagnosis of ADHD than the proportion in
adolescents aged 11-17 years (3.1%). However, this difference was also not statistically

significant upon univariate analysis.

Significantly higher proportions of males (7.1%) than females (1.3%) had conduct disorders
(p=0.009). More males also had a diagnosis of ADHD than females (6.5% vs 2.5%), and males
had twice the proportion of ASD as females (2.6% vs 1.3%), but these differences were not
statistically significant (p=0.091, p=0.443 respectively). Higher proportions of females (2.5%)
than males (1.3%) were diagnosed with GAD, but this difference was also not statistically
significant (p=0.685). Equal proportions of males and females (0.6% each) were diagnosed with
social phobia and almost equal proportions in males (2.6%) and females (2.5%) had a diagnosis

of depression.
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Much higher proportions of children and adolescents with chronic physical illnesses (12.5%) had
a diagnosis of depression than those who did not have such conditions (2.3%), but on univariate
analysis, this difference was not statistically significant (p=0.188). Significantly higher
proportions of children with chronic physical illness than those without those conditions received
a diagnosis of conduct disorders (37.5% vs 3.3%, p=0.003), and ADHD (25.0% vs 3.9%,
p=0.044). There were no significant differences between the proportions of children with and

without chronic medical conditions diagnosed with the other DSM-1V disorders.

4.5.4.2 Family related sociodemographic characteristics of

participants associated with specific DSM-1V disorders

Comparing participants whose parents were married to those from separated/divorced or
unmarried or deceased parents, higher proportions in the latter group had GAD, conduct disorder
(CD), ADHD and ASD. However only the difference in proportions of CD (3.0% vs 10.6%) was
found to be statistically significant upon univariate analysis (p=0.031). Slightly higher
proportions of participants from married parents had depression (2.6% vs 2.1%) but the

difference was not statistically significant.

Participants who had their mothers or both parents deceased had significantly higher proportions
of GAD (28.6%) than in participants whose parents were alive or whose fathers only were
deceased (1.3%) (p=0.006). Depression, CD and ADHD were found in higher proportions of
participants with either both parents alive or only the father dead, than in participants whose

mother or both parents were dead. However, the differences were not statistically significant.
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Children of mothers whose level of educational attainment was junior level or below had higher
proportions of diagnoses of depression, GAD, CD and ADHD than the proportions in children of
mothers whose educational level was secondary level or above. Only the proportion of ASD
diagnosis was higher in the latter group. However, on univariate analysis, all these associations

were not statistically significant.

Higher proportions of participants who had more than four siblings (3.2%) were diagnosed with
depression compared to the proportion in participants who had four or less than four siblings
(2.4%). Proportions of diagnoses of GAD, CD, ADHD and ASD were higher in children who
had four or less than four siblings than the proportion of diagnoses made in those who had more
than four siblings. However, all these differences were not statistically significant upon

univariate analysis.

4.5.4.3 School related sociodemographic characteristics of

participants associated with specific DSM-1V disorders

Significantly higher proportions of participants who had poor academic performance were
diagnosed with depression (p=0.005), CD (p<0.001), ADHD (p=0.001) and ASD (p<0.001)
compared to those with good/average performance. Higher proportions were also diagnosed with
GAD in the poorly performing participants (4.1% vs 1.8%) but the difference in this case was not

statistically significant.

There was no statistically significant difference in the proportions of diagnoses of specific DSM-

IV disorders between participants who experienced bullying and those who did not.
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4.6 Sociodemographic characteristics of participants independently

associated with DSM-1V diagnosis

Variables that were found to be significantly associated with DSM-1V disorders and variables
with p-value less than 10% after univariate analysis were analyzed using binary logistic
regression to test for independent association. Chronic physical illness in the child, parental
conflict, psychiatric illness in a family member and poor academic performance were found to be

independently associated with DSM-IV disorders.

On binary logistic regression, children who had a chronic physical illness had eight times the
odds of being diagnosed with a DSM-IV psychiatric disorder (p=0.023), while children who had
at least one family member with a diagnosed psychiatric iliness had fourteen times the odds of
having a DSM-1V diagnosis (p=0.004). Also, children with poor academic performance had 5
times the odds of having a DSM-IV psychiatric diagnosis than those with good academic

performance (p=002).

Table 4.6 shows the results of binary regression analysis.
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Table 4.6 Binary regression analysis of associations between selected sociodemographic

correlates and DSM-1V psychiatric diagnoses

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Characteristics p-value
OR 95% ClI
Age (years)
4-10 1 0.91-6.62 0.075
11-17 2.46
Chronic physical illness in child
Yes 8.64 1.34-55.78 0.023"
No 1
Parental marital status
Married 1 0.99-7.95 0.051
Separated/divorced or unmarried or 2.82
deceased
Parental conflict
Yes 6.649 1.208-36.612  0.030"
No 1
Maternal educational level
Junior or primary level or no formal 1.048 0.369-2.979 0.929
education 1
Secondary or post-secondary level
Chronic physical illness in family
Yes 2.51 0.98-6.43 0.054
No 1
Psychiatric illness in family
Yes 14.07 2.34-84.48 0.004"
No 1
Academic performance of child
Good/average 1 1.84-13.91 0.002"
Poor 5.06
Grade repetition
Yes 1.47 0.513-4.195 0.475
No 1
Difficulties in school
Yes 9.25 1.79-47.79 0.008"
No 1
“indicates statistically significant p-value.
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CHAPTER FIVE
DISCUSSION, CONCLUSION AND

RECOMMENDATIONS

5.1 Discussion

This study is a community based descriptive cross-sectional study conducted to determine the
prevalence, correlates and patterns of mental disorders in children and adolescents in the
Mendefera community, Eritrea. To the best of our knowledge, it is the first of its kind to be
conducted in children and adolescents in an Eritrean community. Results of this study have

established important findings.

This section will discuss the findings under the headings of sociodemographic characteristics of
participants, prevalence of SDQ abnormalities in participants, prevalence of DSM-1V disorders
in participants, and sociodemographic characteristics of participants associated with DSM-1V
disorders. Findings of this study are also discussed in comparison to results of studies conducted

in other developed and developing countries.

5.1.1 Sociodemographic characteristics of participants

5.1.1.1 Personal sociodemographic characteristics of participants

More than half of the sample was comprised of children in the 4-10-year age range, with
adolescents aged 11-17 years accounting for a smaller proportion of respondents. This is in line

with the proportions indicated by the Eritrean population health survey data which indicates that
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children in the age group 4-10 years constitute 36.5% of the country’s youth population, while
those aged 11-17 years make up 24% of the total child and adolescent population of the country

(Eritrean Population Health Survey, 2010).

There is currently no existing data on the gender proportions in the general child and adolescent
population of Eritrea. However, the proportions of males and females recruited in this study are
roughly in keeping with the nearly equal proportions of males and females in school (Eritrea,
Essential Education Indicators, 2004) which can be taken as a proxy measure of these
proportions in the general child and adolescent population. A community study of prevalence of
mental disorders in an Ethiopian community also reported similar gender proportions among

children (Ashenafi et al, 2001).

The researcher could not access data regarding the prevalence of chronic physical illnesses and
hospital use by children and adolescents in Eritrea for comparison with what was found in

participants in this study.

5.1.1.2 Family related sociodemographic characteristics of

participants

The average number of children per family (four) found in this study is similar to data from the
records of the Mendefera sub zone population statistics of 2007. This study recruited a
reasonable number of households with four or fewer children (65.6%) and more than four
children (34.4%) to detect any possible difference in mental health in the children, following the

study by Meltzer et al (2000), which took four children as a cutoff.
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The proportions of participants whose parents were married (85%) and those whose parents were
not (separated/divorce or unmarried or deceased) (15%) also provided a fair number of
households in each group for assessing for associations with mental health in children. However,
no data on this aspect of the study population was available to refer to. Similarly, no data
regarding the prevalence of parental death was accessible with respect to the study population.
However, the 9.2% detected by this study potentially gave a fair chance of detecting any effects
of parental death. The 7% paternal death reported by participants is also a good proportion to
detect an effect. Nevertheless, maternal death and death of both parents were reported by very
low numbers of participants (4(1.3) and 3(0.9%) respectively), which makes missing the effects
of these events in the mental health of children highly likely. Similarly, the low number of
parental conflict (9(2.9%)) reported by participants in this study may not have been sufficient
enough to detect significant effects, while the 9.2% of participant children and adolescents living
with a remarried parents may be considered good enough to detect the metal health effect of this

sociodemographic factor.

The literacy rate of parents/ adult caregivers of this study (94.4% in males and 93.3% for
females) is very much higher than the literacy rate of the general Eritrean adult population
(81.0% for males and 76.0% for females) (Eritrea, Essential Education Indicators, 2004). No data
in this regard was available for the location represented by the specific study population. Hence,
the study population can be assumed to be one of the fairly literate populations in the country.
For this reason, the maternal level of education cut off taken in this study was not the same as the
cut off taken by other studies in Africa (having or not having received any formal education)
(Gureje and Omigbodun 1995), but rather having or not having received ‘above junior level

education” was used in this study. This particular cut off was chosen because on analyzing the
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data gathered separately, it was detected that having received a secondary or post-secondary
education was associated with better chances of mother’s being employed more than any other

levels.

The disproportionately higher unemployment rate among women (81.5%) than among men
(12.1%) found in this study suggests that the study population is a grossly patriarchal population.
No data was available regarding local unemployment rates or proportions of the population
within professional categories. The three professional categories compared in this study were
formed based on the standard ISCO-2008 classification and the researcher’s knowledge of

income levels per occupation reported by participants.

The proportion of family members with chronic physical illness found in this study [67 (21.8%)]
is higher than the prevalence rates of diabetes mellitus (2.2%) and hypertension (16.0%) (Usman
et al, 2006), the two most common physical illnesses reported in this study. No data was
available on the overall prevalence of chronic physical illnesses in the study population. The
proportion found in this study, however, can be considered good enough to detect any potential

effects on children’s mental health.

5.1.1.3 School-related sociodemographic characteristics of

participants

The proportion of out-of-school children in this study was high (12.1%) compared to the 95.5%
enrollment rate at primary level and 93.4% at junior level in Eritrea (Eritrea, Essential Education
Indicators, 2004). However, 33(86.8%) of them were between 4 and 6 years old, meaning they

were likely to be in nursery and yet to enroll, rather than confirmed as not going to school due to
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other reasons. This results in a small number, 5(1.6%), of children of compulsory education age

reported as not in school. This is low in comparison to the enrolment rates stated above.

The parental judgement of children’s academic performance resulted in almost equal proportions
of those who reported that their child was doing well and those who reported they were not doing
well. This gives a good chance of detecting parental perception of child’s academic performance
in association with child’s mental health. The 15.6% of children who were classified as having
poor academic performance up on providing school records to the interviewer and the 15.9% of
those who reported ever repeating a grade can also be considered sizeable enough proportions to
detect potential link with mental health of these children. The 5.7% of participants who had
experienced bullying in school and the 3.5% of those who had difficulties with their teachers
may be enough to detect potential associations as these usually result in poor academic

performance as well.

5.1.2 Prevalence of SDQ disorders in participants

This study found a high prevalence of SDQ abnormalities (15.9%) in children and adolescent in
the first stage. This finding is within the estimated global prevalence, 10-20%, of child and
adolescent mental disorders in the general population (WHO, 2008). It is also similar to findings
of studies conducted in developing and developed countries, especially to those conducted using
the SDQ as a screening instrument. Particularly such a study conducted in neighboring Yemen
used the SDQ in 2008 and found a prevalence of 15.7% (Alyahri and Goodman, 2008). Other
studies in which the SDQ was used in a developing country settings also reported similar
prevalence. Such a study in Bangladesh reported 17.9% prevalence of SDQ abnormalities
(Mullick and Goodman, 2001) and another study in Vietnam reported 13.2% of SDQ
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abnormalities (Weiss et al, 2014). Ravens-Sieberer et al (2008) also used the SDQ in Germany, a

developed country setting, and reported a prevalence close to what this study found (14.5%).

This study also found a higher prevalence of SDQ abnormalities in males (21.3%) than in
females (10.7%). Prevalence increased with age from 12.6% in the younger group (4-10 years) to
20.6% in the older group (11-17 years). Prevalence among females 4-10 years old was the lowest
prevalence found (7.5%), and this rate almost doubled in females 11-17 years old (13.9%). Males
4-10 years old also had lower prevalence (16.5%) than boys 11-17 years old (30.7%). These
trends are in agreement with reports from a number of studies from both developed and
developing settings, which will be discussed in the next section (Prevalence of DSM-IV
disorders), because most of the reports were made from the analysis of diagnosed, not screened,

study samples.

5.1.3 Prevalence of DSM-1V disorders in participants

A 13.1% prevalence of K-SADS-PL 2009 Working Draft-based DSM-1V disorders was found in
this study. This is in keeping with most prevalence findings of DSM-IV disorders in both
developing and developed settings. There is no local data in Eritrea to compare findings of this

study with.

The prevalence found in this study is similar to that found in many low and middle income
settings. A community study conducted in the United Arab Emirates reported a similar
prevalence (11.8%) by Eapen et al (2001). Moreover, Abiodun (1993) found a similar prevalence
rate (15%) in a rural Nigerian community. Srinath et al (2005) also found a 12% prevalence of

mental disorders in Indian children and adolescents aged 4-16 years. However, the prevalence
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found in our study differs from findings of studies conducted in Ethiopian communities, which
are communities most similar to the population in this study. Tadesse et al (1999) reported a
prevalence of 17.7% and another study in Ethiopia reported prevalence in males as 21.4% and in
females as 25.1% (Mulatu, 1995), both of which are much higher than the overall and gender-
wise prevalence rates recorded in this study (16.1% for males and 10.1% for females). These
differences may be attributed to differences in study design, instruments used as discussed in
chapter two. These differences may also be due to the considerable chronological difference
between the conduct of these studies and the current study. The most recent of the Ethiopian
studies was conducted in 1999 (Tadesse et al, 1999), which is close to two decades ago. Over
these two decades, sociodemographic, political and socioeconomic changes may have changed
the nature of these societies, and that might explain the differences. Findings of a nationwide
community study in Chile also differ from the findings of the current study. That study reported
a much higher prevalence of DSM-IV disorders (22.5%) (Vicente et al, 2012). Moreover, the
gender-wise prevalence findings of the current study are lower than the findings of the Chilean
study, 16.1% vs 19.3% in males and 10.1% vs 25.8% in females. These variations might be due
to dissimilarities in culture, which might affect the recognition of mental health symptoms and
forthcoming nature differentially in the two genders, and geography of the two study

populations.

Prevalence findings of this study also agree with findings in many developed countries. A
community study conducted in the United States of America by Merikangas et al (2010) in
particular reported exactly the same prevalence (13.1%) of DSM-1V disorders. That US study
also reported that prevalence was higher in boys than in girls which is what the current study has

documented. The 18.3% prevalence of DSM-IV disorder in adolescents aged 11-17 years is also
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in keeping with what Roberts, Roberts and Xing (2007) found in the same age group in the

United States of America (17.1%).

Prevalence rates lower or higher than the finding of this study have also been reported from
studies in developed countries. Compared to the 9.5% prevalence found in a UK study by Ford,
Goodman and Meltzer (2003), the finding of the current study is higher, whereas it is lower than
the prevalence in Swiss children and adolescents (22.5%) reported by Steinhausen et al (1993).
These divergent findings may be due to differences in the instruments used or the
methodological designs. Cultural and socio-demographic variations of the study populations are

also possible explanations.

Compared to findings from studies conducted in schools, the prevalence found in the current
study is higher. Studies conducted in schools in developing countries such as India (6.33%) and

China (9.49%) reported lower prevalence (Xiaoli et al, 2014, Malhorta and Paradhan, 2013).

This study found higher prevalence of DSM-1V psychiatric diagnoses in adolescents aged 11-17
years (18.3%) than in children aged 4-10 years (9.3%). This shows that prevalence in the older
group was twice the prevalence in the younger group. This finding is opposite to what Vicente et
al (2012) found in Chile. In that study, children 4-11 years old had nearly double (27.8%) the
prevalence in adolescents 12-18 years old (16.5%). Nevertheless, the finding in the current study
is in line with most other reports. An increase in prevalence with age was reported in the German
study by Ravens-Sieberer et al (2008) and in the Vietnamese study by Weiss et al (2014). A
study in the UK by Ford, Goodman and Meltzer (2003) also documented this pattern. However,

the doubling of prevalence in the older age group was not reported by any of these studies.
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Overall prevalence of psychiatric disorders was higher among boys (16.1%) than among girls
(10.1%) in this study and this difference was maintained across both age groups. Prevalence rates
in girls (13.9%) and boys (25.0%) in the older age group were double those in the younger age
group (6.3% in girls and 11.7% in boys). A similar finding was reported by Tadesse et al (1999)
in Ethiopia and in the above-mentioned Vietnam study. Ford, Goodman and Meltzer (2003) and
Merikangas et al (2010) also found the same prevalence patterns. However, this finding

disagreed with the findings of Vicente et al (2012).

Generally, it can be concluded that the findings of this study in terms of prevalence are in line

with majority of reports from studies in parts of the developed and developing world.

5.1.4 Patterns of specific DSM-1V disorders

This study found a high prevalence of behavioral disorders (9.9%), making these disorders the
most prevalent in the study sample. Vicente et al (2012) also reported that disruptive behavioral
disorders were the commonest disorders in their Chilean study population. However, the
prevalence in that study was higher than the prevalence found in the current study. ADHD was
the commonest disorder diagnosed in this study at a prevalence of 4.5%. This prevalence is in
agreement with the median prevalence of ADHD (4.0%) reported by a review study of studies
across the globe (Merikangas et al, 2009). ADHD being the commonest was reported by
Merikangas et al (2010) and Canino et al (2004) although at higher magnitudes. The prevalence
of conduct disorder (CD) in this study was 4.1%. This is not far removed from the global median
prevalence of CD (6.0%) reported by Merikangas et al (2009). Prevalence rates of CD reported
by Canino et al (2004) (5.5%), Ravens-Sieberer et al (2008) (8.7%) and Merikangas et al (2010)
(2.1%) have large disparities among themselves. The 2.5% prevalence of depression found in
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this study is lower than the global median prevalence (4%) estimated by Merikangas et al (2009)
and the rate found in the community study by Merikangas et al (2010) (3.7%) but it is similar to
the rate (3%) reported by Canino et al (2004). The prevalence rates of GAD (1.9%) and ODD
(1.3%) found in this study are much lower than most of the studies above reported. Anxiety
disorders are reported to be the most prevalent mental disorders in children and adolescents at a
prevalence of 8% with GAD and social phobia reported to be the commonest forms (Merikangas
et al, 2009). The prevalence found in this study, nevertheless, is higher than that reported by

Merikangas et al (2010) (0.7%).

ADHD was more prevalent in the younger age group (5.5%) than among the older age group
(3.1%) while CD was commoner in the adolescent age group (6.1%) than in the child age group
(2.7%). This pattern of ADHD decreasing with age and CD increasing with age has been well
established by numerous studies (Merikangas et al, 2009, Merikangas et al, 2010, Canino et al,
2004, and Ravens-Sieberer et al, 2008). The increased prevalence of GAD and depression in

adolescents is also in line with the findings of these studies.

The prevalence of ASD (0.6%) found in this study is lower than prevalence reported by
Blumberg et al (2013) (2%) but consistent with what Bertrand et al (2001) reported (0.67%). In
the current study, prevalence of ASD in the adolescent age group was threefold the prevalence in

the child age group.

A high prevalence of psychiatric comorbidities (31.7%) was also found in this study. This is
higher than the 24.8% comorbidity rate reported by Vicente et al (2012) but lower than 78.0%
rate found in Ethiopia (Ashenafi et al, 2001) and the 40.0% rate reported by Merikangas et al

(2010).
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5.1.5 Sociodemographic Correlates of DSM-1V disorders in

participants

A number of sociodemographic characteristics found to be associated with DSM-IV disorders in

this study are discussed in this section.

5.1.5.1 Personal sociodemographic characteristics associated with

DSM-1V disorders in participants

Gender, age and the presence of chronic physical illness in the chiid have been reported as child
characteristics associated with mental disorders by a number of studies (Tadesse et al, 1999,
Hack et al, 2005, Merikangas et al, 2010, Vicente et al 2012). On analyzing the association of
these sociodemographic characteristics with DSM-1V disorders in this study, only age and
presence of chronic physical illness in the child were found to be significantly associated with
the diagnosis of any DSM-IV disorder. The prevalence of DSM-IV disorders was also higher
among males than among females but the difference was not statistically significant. All the
studies mentioned above, except the study by Vicente et al (2012), also found higher prevalence
of disorders among males than among females. The significantly higher prevalence of mental
disorders among the adolescent age group than among the child age group and among
participants with chronic physical illness than among those with no chronic physical illness
found in this study is in agreement with findings by Merikangas et al (2010), Meltzer et al (2000)
and many other studies. In addition, repeated hospital visits for any physical illness (be it chronic

or acute) in the previous six months was also tested for association. The result showed that
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participants who had repeated hospital visits had higher prevalence of DSM-IV disorders, but the

association was not significant.

5.1.5.2 Family related sociodemographic characteristics of

participants associated with DSM-1V disorders

Divorce/separation, unmarried or widowed status (Meltzer et al, 2000, Strohschein, 2005, Anda,
2010), parental conflict (Strohschein, 2005, Anda, 2010), mental illness in a family member,
alcohol or substance abuse by a family member (Anda, 2010), family size and living in a
reconstituted family (Meltzer et al, 2000), residential instability (Gilman et al, 2003) and low
maternal education (Gureje and Omigbodun, 1995) have been consistently published as family
characteristics associated with mental disorders in children and adolescents. The significantly
higher prevalence of DSM-1V disorders among participants belonging to separated/divorce or
unmarried or deceased parents, families with parental conflict, mothers with low educational
level and families having a member with chronic physical or psychiatric illness found in this
study was in keeping with these findings, establishing these family characteristics as correlates of

DSM-IV disorders in the study population.

Interestingly, the small number of households that reported parental conflict (9(2.9)) was enough
to establish a significant association between parental conflict and DSM-1V disorders in children
and adolescents of this community. This emphasizes that children and adolescents in this

community are very sensitive to parental conflict, most of such experiences possibly contributing

to psychopathologies in the child.
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Many western country studies have published contradicting findings regarding association
between number of siblings and child’s social skills, educational performance and many other
areas that affect the mental health of children and adolescents. Growing up with no siblings has
been found to be associated with poorer outcomes (Downey et al,2013), while having many
siblings was also associated with higher risk of mental disorders mediated by the resource
dilution process (Downey, 1995). In a UK study, however, with more than four siblings were
found to have lower prevalence of mental disorders than the prevalence among children with

fewer than four siblings Meltzer et al (2000).

We analyzed the association of number of siblings in two steps. The first analysis showed lower
prevalence of mental disorders among children with no siblings than among children with
siblings, directly contradicting the implications of the study by Downey et al (2013). Two
possible explanations might be the reason for this difference. A first possible explanation is the
structural difference of most western families (usually nuclear) and African families (usually
extended). Children in African societies do not learn skills necessarily from siblings, and have
the advantage of opportunities for widespread interaction in extended families, and better
socially connected neighborhoods. The second possible explanation may be the absence of the
resource dilution process enabling only children to enjoy parents’ energy, time, money and all
other resources with no competitors. The second analysis tested the findings of Meltzer et al
(2000) and found similar results in that lower prevalence of mental disorders was found among

children with more than four siblings than among children with four or fewer siblings.

Given the established link between parental death and various mental disorders (Pfeffer et al,
2000), the researcher theorized that a significant correlation would be found between parental

death and DSM-1V disorders in this study. After analyzing the three different scenarios (no
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parental death vs any parental death, maternal death vs no maternal death regardless of paternal
death, paternal death vs no paternal death regardless of maternal death), there was no significant
association detected. Nevertheless, the prevalence of DSM-IV disorders was higher among
participants who reported parental death (17.2%) than among those who reported no parental
death (12.6%), among those who reported maternal death (28.6%) than those who reported no
maternal death regardless of father’s status (12.7%), and among those who reported paternal
death (16.0%) than among those who reported no paternal death regardless of maternal status
(12.8%). Out of the three scenarios, the one which resulted in biggest difference of proportions
and smallest p-value (0.229) was the case of maternal death regardless of father’s status. This
was against the researcher’s hypothesis of paternal death potentiaily having greater effect on
children in the community studied. Based on the patriarchal nature of the study population
evidenced by the widely disproportionate unemployment levels of mothers and fathers, the loss
of a father would imply the loss of the main breadwinner, leaving the family vulnerable. The
relatively small number of maternal deaths reported (1.3%) compared to paternal death reported
(7.0%) may not have been big enough to detect potential associations with mental disorders.
However, this interesting finding in spite of these conditions suggests that maternal death,
regardless of father’s case, i1s more severely felt and significant associations may be detected by

studies with bigger sample size.

5.1.5.3 School-related sociodemographic characteristics of
participants associated with DSM-1V disorders
Poor academic performance, grade repetitions, trouble with teachers in school and experiencing

bullying in school have been published as correlates of mental disorders (Gureje and
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Omigbodun, 1995, Clark, Prior and Kinsell, 2002, Loe and Feldman, 2007, Anda, 2010).
Findings of significant association between poor performance, grade repetition and problems
with teachers and higher risk of DSM-IV disorders this study are in keeping with the above
findings. This study found higher rates of mental disorders in participants who experienced
bullying, albeit with no statistical significance. This non-significance of the association of
bullying with mental disorders might be possibly due to some unexplored mitigating resilience

factors, which might need further study.

5.1.6 Sociodemographic characteristics of participants associated

with specific DSM-1V disorders

In this section findings of analysis of association between sociodemographic characteristics and
specific DSM-1V disorders in this study are discussed in comparison to findings of published

research works which examined these associations.

5.1.6.1 Personal Sociodemographic characteristics of participants

associated with specific DSM-1V disorders

The higher proportions of depression, CD and GAD among the adolescent age group in this
study are in keeping with previous findings in studies which reported correlates of specific DSM-
IV disorders (Merikangas et al, 2009, Canino et al, 2004, Ravens-Sieberer et al, 2008). The only
disorder which had significantly higher prevalence among adolescents, however, was GAD. The
higher prevalence of ADHD in the child age group found in this study is also in agreement with

reports from the above studies, but the difference was not statistically significant.

90

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



The higher prevalence of ADHD and CD among male than among female participants found in
this study is also in agreement with what Merikangas et al (2009) found in their review of
research publications from all over the world and with findings reported by Froehlich et al
(2007). The higher prevalence of ASD among boys is also similar to previous findings but it is

less than the global estimate of 4:1 ratio.

The higher proportion of GAD among girls than among boys found in this study is also in line
with the results of most published work, but the equal male-female prevalence of social phobia
fails to agree with findings of most studies which report higher prevalence in girls. This most
likely is due to the very few number of participants who received the diagnosis of social phobia,

which may make this finding nongeneralizable.

The higher prevalence of depression and significantly higher prevalence of CD and ADHD
among participants with chronic physical ilinesses is supported by findings in the developed
world (Bennett, 1994, Cadman et al, 1987). This study, however, did not detect any difference
between proportions of anxiety disorders among children with and without chronic physical
illnesses. This contradicts with previous findings (Ortega et al, 2002, Kellerman et al, 1980).
This might be caused by the relatively small sample size used in this study and the low

prevalence of GAD found.

5.1.6.2 Family related sociodemographic characteristics of

participants associated with specific DSM-1V disorders

This study found higher significant association between conduct disorder and marital status,

participants from married families having significantly lower prevalence. This is supported by
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findings in other countries (Peterson and Zill, 1986; Amato and Keith, 1991). Similarly, GAD

and ADHD were higher among children of separated/divorced, unmarried or deceased parents.

This study also examined the effects of having the mother or both parents deceased on child
mental health. GAD was significantly higher in prevalence among children whose mother or
both parents were deceased than children who had both parents alive or only the father deceased.
Strikingly, no diagnosis of depression or any behavioral disorders was made in children with
their mother or both parents dead. It is possible that the psychological, social and economic
hardships potentially imposed by the death of a parent may be mitigated by unique resilience

factors in this community, such as the supportive effect of extended family.

Prevalence of depression, GAD, CD and ADHD was higher in children mothers with lower level
of education (below secondary level). This is supported by the finding reported by Desai and

Alva (1998) that low maternal education level is associated with poorer child health.

This study found higher prevalence of depression in children who had more than four siblings
and higher prevalence of GAD, CD, ADHD and ASD in those with more than four siblings.
Meltzer et al (2000) however found lower prevalence rates of these disorders in children who
had more than four siblings. The one difference in the current study is the finding of a high

prevalence of depression among those who had more than four siblings.

5.1.6.3 School related sociodemographic characteristics of

participants associated with specific DSM-1V disorders

The significantly higher prevalence rates of depression, CD, ADHD and ASD among poorly

performing participants in this study are well documented in studies in developed countries. The
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prevalence of GAD was also higher among children with academic difficulties, even though the
association was not statistically significant. No developing country publications were accessible

for comparison.

No association of bullying with any specific disorder was detected in this study. It is possible
that future studies with larger sample size may detect significant associations with bullying,

similar to findings reported elsewhere in the literature.

5.1.6.4 Sociodemographic characteristics of participants

independently associated with DSM-1V diagnosis

In this study, chronic physical illness in the child, parental conflict, psychiatric illness in a family
member and poor academic performance were found to be independently associated with an
increased risk of any DSM-IV disorders. The associations observed with the other
sociodemographic characteristics are mediated by these variables identified to be independently

associated.

5.2 Conclusion

This study has found a high prevalence of DSM-IV disorders in an Eritrean community which is
consistent with findings of studies in developing as well as developed countries. Prevalence is
high among both females and males as well as among children and among adolescents.
Behavioral disorders are the commonest DSM-IV disorders in this community followed by
affective disorders and anxiety disorders. The prevalence of these specific DSM-1V disorders

found in this study are generally lower than findings in developed countries. Moreover, this
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study has documented some important sociodemographic correlates which can be targeted to

maximize mental health benefits in children and adolescents of this community.

This study had some strengths and limitations. This is the first ever study to determine the
prevalence, correlates and patterns of DSM-1V disorders among children and adolescents in an
Eritrean community. The use of a two-stage procedure, the utilization of both parent and self-
reports during the screening stage by SDQ, and the use of a standardized diagnostic tool for the
diagnosis of specific DSM-1V disorders are also remarkable strengths. This study also sought for

both parent report and school evidence for school performance, which is another strength.

One of these limitations of this is the relatively small sample size recruited which resulted in
detection of only small numbers of children and adolescents with some of the characteristics of
interest. It is possible that our reliance on the School Health Questionnaire to detect bullying for
the second stage may have excluded some participants due to the nature of the questionnaire’s

wording, and thus limited our ability to detect associations with mental health disorders.

5.3 Recommendations
Based on the high prevalence of DSM-1V disorders found in this study, the following
recommendations are made;
» Child and adolescent mental health services need to be made widely available in Eritrea
» A nationwide study of prevalence, correlates and patterns of mental disorders in Eritrea

should be conducted in order to develop evidence-based need-oriented service.

94

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



References

1.

o v ko

10.

11.

12.

13.

14.

WHO (2005), “Child and Adolescent Mental Health Policies and Plans”, Mental Health
Policy and Service Guidance Package, p.7. Available at:

http://www.who.int/mental health/policy/Childado_mh_module.pdf

Dawes, A., Robertson, B., Duncan, N., Ensink, K., Jackson, A., Reynolds, P., Pillay, A.
and Richter, L., 1997. Child and adolescent mental health policy. Mental health policy
issues for South Africa, pp.193-215.

Arnett, J.J., 2014. Adolescence and emerging adulthood. Pearson Education Limited.
Van Gennep, A., 2011. The rites of passage. University of Chicago Press.

Unicef, 1989. Convention on the Rights of the Child.

Horwitz, A.V., Widom, C.S., McLaughlin, J. and White, H.R., 2001. The impact of
childhood abuse and neglect on adult mental health: A prospective study. Journal of
health and social behavior, pp.184-201.

Walker, J.A., 2012. Early marriage in Africa—Trends, harmful effects and interventions.
African journal of reproductive health, 16(2), pp.231-240.

Bamgbose, O., 2001. Africa at the Crossroads: Current Themes in African Law: V.
Women and the Law in Africa: Legal and Cultural Approaches to Sexual Matters in
Africa: The Cry of the Adolescent Girl. U. Miami Int'l & Comp. L. Rev., 10, pp.127-241.
Currie, J. and Stabile, M., 2006. Child mental health and human capital accumulation: the
case of ADHD. Journal of health economics, 25(6), pp.1094-1118.

Murray, C.J., Vos, T., Lozano, R., Naghavi, M., Flaxman, A.D., Michaud, C., Ezzati, M.,
Shibuya, K., Salomon, J.A., Abdalla, S. and Aboyans, V., 2013. Disability-adjusted life
years (DALYSs) for 291 diseases and injuries in 21 regions, 1990-2010: a systematic
analysis for the Global Burden of Disease Study 2010. The lancet, 380(9859), pp.2197-
2223.

Costello, E.J., Angold, A., Burns, B.J., Stangl, D.K., Tweed, D.L., Erkanli, A. and
Worthman, C.M., 1996. The Great Smoky Mountains Study of Youth: goals, design,
methods, and the prevalence of DSM-I11I-R disorders. Archives of general psychiatry,
53(12), pp.1129-1136.

Silverman, A.B., Reinherz, H.Z. and Giaconia, R.M., 1996. The long-term sequelae of
child and adolescent abuse: A longitudinal community study. Child abuse & neglect,
20(8), pp.709-723.

Steinhausen, H.C., Metzke, C.W., Meier, M. and Kannenberg, R., 1998. Prevalence of
child and adolescent psychiatric disorders: the Zurich Epidemiological Study. Acta
Psychiatrica Scandinavica, 98(4), pp.262-271.

Almaqvist, F., Ikdheimo, K., Kumpulainen, K., Tuompo-Johansson, E., Linna, S.L., Puura,
K., Moilanen, I., Rasanen, E., Tamminen, T. and Piha, J., 1999. Design and subjects of a
Finnish epidemiological study on psychiatric disorders in childhood. European Child &
Adolescent Psychiatry, 8(4), pp. S3-S6.

95

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT


http://www.who.int/mental_health/policy/Childado_mh_module.pdf

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

Mulatu, M.S., 1995. Prevalence and risk factors of psychopathology in Ethiopian
children. Journal of the American Academy of Child & Adolescent Psychiatry, 34(1),
pp.100-109.

Abiodun, O.A., 1993. Emotional illness in a pediatric population in Nigeria. Journal of
tropical pediatrics, 39(1), pp.49-51.

Robertson, B.A., Ensink, K., Parry, C.D. and Chalton, D., 1999. Performance of the
Diagnostic Interview Schedule for Children Version 2.3 (DISC-2.3) in an Informal
Settlement Area in South Africa. Journal of the American Academy of Child &
Adolescent Psychiatry, 38(9), pp.1156-1164.

Murray, C.J. and Lopez, A.D., 1997. Global mortality, disability, and the contribution of
risk factors: Global Burden of Disease Study. The Lancet, 349(9063), pp.1436-1442.
Barimah, F.T. and Diko, S.K., 2013. The Impact of United Nations Millennium
Development Goals on Sub-Saharan Africa.

Sachs, J.D., 2012. From millennium development goals to sustainable development goals.
The Lancet, 379(9832), pp.2206-2211.

Chugani, H.T., 1998. A critical period of brain development: studies of cerebral glucose
utilization with PET. Preventive medicine, 27(2), pp.184-188.

Berardi, N., Pizzorusso, T. and Maffei, L., 2000. Critical periods during sensory
development. Current opinion in neurobiology, 10(1), pp.138-145.

Cameron, N. and Demerath, E.W., 2002. Critical periods in human growth and their
relationship to diseases of aging. American journal of physical anthropology, 119(S35),
pp.159-184.

Kendler, K.S., Bulik, C.M., Silberg, J., Hettema, J.M., Myers, J. and Prescott, C.A., 2000.
Childhood sexual abuse and adult psychiatric and substance use disorders in women: an
epidemiological and cotwin control analysis. Archives of general psychiatry, 57(10),
pp.953-959.

Roseboom, T., de Rooij, S. and Painter, R., 2006. The Dutch famine and its long-term
consequences for adult health. Early human development, 82(8), pp.485-491.

Smyke, A.T., Zeanah, C.H., Fox, N.A., Nelson, C.A. and Guthrie, D., 2010. Placement in
foster care enhances quality of attachment among young institutionalized children. Child
development, 81(1), pp.212-223.

Bruyere, E. and Garbarino, J., 2013. A Continuum of Youth Violence. School Rampage
Shootings and Other Youth Disturbances: Early Preventative Interventions, 41, p.83.
Kieling, C., Baker-Henningham, H., Belfer, M., Conti, G., Ertem, I., Omigbodun, O.,
Rohde, L.A., Srinath, S., Ulkuer, N. and Rahman, A., 2011. Child and adolescent mental
health worldwide: evidence for action. The Lancet, 378(9801), pp.1515-1525.
Polanczyk, G.V., Salum, G.A., Sugaya, L.S., Caye, A. and Rohde, L.A., 2015. Annual
Research Review: A meta-analysis of the worldwide prevalence of mental disorders in
children and adolescents. Journal of Child Psychology and Psychiatry, 56(3), pp.345-
365.

96

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.
43.

Pan, S.Y., Desmeules, M., Morrison, H., Semenciw, R., Ugnat, A.M., Thompson, W. and
Mao, Y., 2007. Adolescent injury deaths and hospitalization in Canada: magnitude and
temporal trends (1979-2003). Journal of Adolescent Health, 41(1), pp.84-92.

Skinner, R. and McFaull, S., 2012. Suicide among children and adolescents in Canada:
trends and sex differences, 1980-2008. Canadian Medical Association Journal, 184(9),
pp.1029-1034.

Zisook, S., Lesser, I., Stewart, J.W., Wisniewski, S.R., Balasubramani, G.K., Fava, M.,
Gilmer, W.S., Dresselhaus, T.R., Thase, M.E., Nierenberg, A.A. and Trivedi, M.H.,
2007. Effect of age at onset on the course of major depressive disorder. American Journal
of Psychiatry.

Cartwright-Hatton, S., Roberts, C., Chitsabesan, P., Fothergill, C. and Harrington, R.,
2004. Systematic review of the efficacy of cognitive behaviour therapies for childhood
and adolescent anxiety disorders. British journal of clinical psychology, 43(4), pp.421-
436.

Harrington, R., Whittaker, J., Shoebridge, P. and Campbell, F., 1998. Systematic review
of efficacy of cognitive behaviour therapies in childhood and adolescent depressive
disorder. Bmj, 316(7144), pp.1559-1563.

Prince, M., Patel, V., Saxena, S., Maj, M., Maselko, J., Phillips, M.R. and Rahman, A.,
2007. No health without mental health. The lancet, 370(9590), pp.859-877.

Ramsawh, H.J., Chavira, D.A. and Stein, M.B., 2010. Burden of anxiety disorders in
pediatric medical settings: prevalence, phenomenology, and a research agenda. Archives
of pediatrics & adolescent medicine, 164(10), pp.965-972.

Krieger, N., 2011. Epidemiology and the people's health: theory and context. Oxford
University Press.

Sawyer, S.M., Afifi, R.A., Bearinger, L.H., Blakemore, S.J., Dick, B., Ezeh, A.C. and
Patton, G.C., 2012. Adolescence: a foundation for future health. The Lancet, 379(9826),
pp.1630-1640.

Saxena, S., Paraje, G., Sharan, P., Karam, G. and Sadana, R., 2006. The 10/90 divide in
mental health research: trends over a 10-year period. The British Journal of Psychiatry,
188(1), pp.81-82.

World Health Organization, World Psychiatric Association, International Association for Child,
Adolescent Psychiatry and Allied Professions, 2005. Atlas: child and adolescent mental health
resources: global concerns, implications for the future. World Health Organization.

Cortina, M.A., Sodha, A., Fazel, M. and Ramchandani, P.G., 2012. Prevalence of child
mental health problems in sub-Saharan Africa: a systematic review. Archives of
Pediatrics & Adolescent Medicine, 166(3), pp.276-281.

State of Eritrea, Ministry of Health, Eritrea Population Health Survey, 2010

Filmer, D., 2000. The structure of social disparities in education: Gender and wealth.
World Bank Policy Research Working Paper, (2268).

97

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



44,

45.

46.

47.

48.
49,

50.

51.

52.

53.

54.

55.

56.

S7.

Unesco Publishing, Economica (Firm) and International Association of Universities,
2002. Globalization and the market in higher education: quality, accreditation and
qualifications. Unesco.

Woldehanna, T. and Hagos, A., 2015. Economic shocks and children's dropout from
primary school: implications for education policy in Ethiopia. Africa Education Review,
12(1), pp.28-47.

Abera, M., Robbins, J.M. and Tesfaye, M., 2015. Parents’ perception of child and
adolescent mental health problems and their choice of treatment option in southwest
Ethiopia. Child and adolescent psychiatry and mental health, 9(1), p.1.

Wang, H., Yang, C., He, F., Shi, Y., Qu, Q., Rozelle, S. and Chu, J., 2015. Mental health
and dropout behavior: A cross-sectional study of junior high students in northwest rural
China. International Journal of Educational Development, 41, pp.1-12.

Berk, L., 2001. Development through the lifespan. Pearson Education India.

Irwin, L.G., Siddiqi, A. and Hertzman, C., 2007. Early child development: A powerful
equalizer. Final report to the WHO Commission on social determinants of health,
Geneva.

Hoogeveen, J., Tesliuc, E., Vakis, R. and Dercon, S., 2004. A guide to the analysis of
risk, vulnerability and vulnerable groups. World Bank. Washington, DC. Available on
line at http://siteresources. worldbank. org/INTSRM/Publications/20316319/RVA. pdf.
Processed.

Woods, M.D., Kirk, M.D., Agarwal, M.S., Annandale, E., Arthur, T., Harvey, J., Hsu, R.,
Katbamna, S., Olsen, R., Smith, L. and Riley, R., 2005. Vulnerable groups and access to
health care: a critical interpretive review. National Coordinating Centre NHS Service
Delivery Organ RD (NCCSDQ) Retrieved May, 27, p.2012.

Shonkoff, J.P. and Phillips, D.A. eds., 2000. From neurons to neighborhoods: The
science of early childhood development. National Academies Press.

Wang, Z.W., Hua, J. and Xu, Y.H., 2015. The Relationship between Gentle Tactile
Stimulation on the Fetus and Its Temperament 3 Months after Birth. Behavioural
neurology, 2015.

Servili, C., Medhin, G., Hanlon, C., Tomlinson, M., Worku, B., Baheretibeb, Y., Dewey,
M., Alem, A. and Prince, M., 2010. Maternal common mental disorders and infant
development in Ethiopia: the P-MaMiE Birth Cohort. BMC Public Health, 10(1), p.1.
Tomonary, R.F.D., 1826. Stages of growth child development-early childhood (birth to
eight years), middle childhood (eight to twelve years). State University), online:
StateUniversity. Com< http://education. stateuniversity. com/pages/1826/Child-
Development-Stages-Growth. html>(date accessed: 15 November 2008).

Piaget, J., 1971. Biology and knowledge: An essay on the relations between organic
regulations and cognitive processes.

Erikson, E.H., 1950. Growth and crises of the" healthy personality.

98

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.
70.

71.

72.

73.

Vegas, E. and Santibafiez, L., 2010. The promise of early childhood development in Latin
America and the Caribbean. World Bank Publications.

Freud, S., 1937. Analysis terminable and interminable. The International Journal of
Psycho-Analysis, 18, p.373.

Collins, W.A. ed., 1984. Development during middle childhood: The years from six to
twelve. National Academies.

Del Giudice, M., 2014. Middle childhood: An evolutionary-developmental synthesis.
Child Development Perspectives, 8(4), pp.193-200.

Hochberg, Z.E., 2008. Juvenility in the context of life history theory. Archives of disease
in childhood, 93(6), pp.534-539.

Rogoff, B., Sellers, M.J., Pirrotta, S., Fox, N. and White, S.H., 1975. Age of assignment
of roles and responsibilities to children. Human Development, 18(5), pp.353-369.
Gathmann, C., Jiirges, H. and Reinhold, S., 2015. Compulsory schooling reforms,
education and mortality in twentieth century Europe. Social Science & Medicine, 127,
pp.74-82.

Bandiera, O., Mohnen, M., Rasul, I. and Viarengo, M., 2015. Nation-Building Through
Compulsory Schooling During the Age of Mass Migration. Unpublished, University
College London.

Arnett, J.J., 1999. Adolescent storm and stress, reconsidered. American psychologist,
54(5), p.317.

PETERSEN, A.C. and LEFFERT, N., 1997. 1. What is special about adolescence?
Psychosocial disturbances in young people: Challenges for prevention, p.1.

Steinberg, L. and Levine, A., 1997. You and your adolescent: A parent's guide for ages
10-20. HarperPerennial/HarperCollins Publishers, PO Box 588, Dunmore, PA 18512;
800-331-3761.

Christie, D. and Viner, R., 2005. Adolescent development. Bmj, 330(7486), pp.301-304.

Roberts, R.E., Attkisson, C.C. and Rosenblatt, A., 1998. Prevalence of psychopathology
among children and adolescents. American journal of Psychiatry.

Costello, E.J., Egger, H. and Angold, A., 2005. 10-year research update review: the
epidemiology of child and adolescent psychiatric disorders: 1. Methods and public health
burden. Journal of the American Academy of Child & Adolescent Psychiatry, 44(10),
pp.972-986.

Merikangas, K.R., He, J.P., Brody, D., Fisher, P.W., Bourdon, K. and Koretz, D.S., 2010.

Prevalence and treatment of mental disorders among US children in the 2001-2004
NHANES. Pediatrics, 125(1), pp.75-81.

Canino, G., Shrout, P.E., Rubio-Stipec, M., Bird, H.R., Bravo, M., Ramirez, R., Chavez,
L., Alegria, M., Bauermeister, J.J., Hohmann, A. and Ribera, J., 2004. The dsm-iv rates
of child and adolescent disordersin puerto rico: prevalence, correlates, service use, and
the effects of impairment. Archives of general psychiatry, 61(1), pp.85-93.

99

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

Roberts, R.E., Roberts, C.R. and Xing, Y., 2007. Rates of DSM-IV psychiatric disorders
among adolescents in a large metropolitan area. Journal of psychiatric research, 41(11),
pp.959-967.

Ford, T., Goodman, R. and Meltzer, H., 2003. The British child and adolescent mental
health survey 1999: the prevalence of DSM-IV disorders. Journal of the American
academy of child & adolescent psychiatry, 42(10), pp.1203-1211.

Ford, T., Goodman, R. and Meltzer, H., 2004. The relative importance of child, family,
school and neighbourhood correlates of childhood psychiatric disorder. Social psychiatry
and psychiatric epidemiology, 39(6), pp.487-496.

Ravens-Sieberer, U., Wille, D.P.N., Erhart, M., Bettge, S., Wittchen, H.U., Rothenberger,
A., Herpertz-Dahlmann, B., Resch, F., Holling, D.P.H., Bullinger, M. and Barkmann, C.,
2008. Prevalence of mental health problems among children and adolescents in Germany:
results of the BELLA study within the National Health Interview and Examination
Survey. European child & adolescent psychiatry, 17(1), pp.22-33.

Frigerio, A., Rucci, P., Goodman, R., Ammaniti, M., Carlet, O., Cavolina, P., De
Girolamo, G., Lenti, C., Lucarelli, L., Mani, E. and Martinuzzi, A., 2009. Prevalence and
correlates of mental disorders among adolescents in Italy: the PriISMA study. European
child & adolescent psychiatry, 18(4), pp.217-226.

Gigantesco, A., Palumbo, G., Mirabella, F., Pettinelli, M. and Morosini, P., 2006.
Prevalence of psychiatric disorders in an Italian town: low prevalence confirmed with
two different interviews. Psychotherapy and psychosomatics, 75(3), pp.170-176.
Demyttenaere, K., Bruffaerts, R., Posada-Villa, J., Gasquet, I., Kovess, V., Lepine, J.,
Angermeyer, M.C., Bernert, S., De Girolamo, G., Morosini, P. and Polidori, G., 2004.
Prevalence, severity, and unmet need for treatment of mental disorders in the World
Health Organization World Mental Health Surveys. Jama, 291(21), pp.2581-2590.
Vicente, B., Saldivia, S., de la Barra, F., Kohn, R., Pihan, R., Valdivia, M., Rioseco, P.
and Melipillan, R., 2012. Prevalence of child and adolescent mental disorders in Chile: a
community epidemiological study. Journal of Child Psychology and Psychiatry, 53(10),
pp.1026-1035.

Eapen, V., Swadi, H., Sabri, S. and Abou Saleir, M., 2001. Childhood behavioural
disturbance in a community sample in Al-Ain, United Arab Emirates.

Alyahri, A. and Goodman, R., 2008. The prevalence of DSM-IV psychiatric disorders
among 7-10 year old Yemeni schoolchildren. Social psychiatry and psychiatric
epidemiology, 43(3), pp.224-230.

Weiss, B., Dang, M., Trung, L., Nguyen, M.C., Thuy, N.T.H. and Pollack, A., 2014. A
nationally representative epidemiological and risk factor assessment of child mental
health in Vietnam. International perspectives in psychology: research, practice,
consultation, 3(3), p.139.

100

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

Srinath, S., Girimaji, S.C., Gururaj, G. and Seshadri, S., 2005. Epidemiological study of
child & adolescent psychiatric disorders in urban & rural areas of Bangalore, India.
Indian Journal of Medical Research, 122(1), p.67.

Mullick, M.S.1. and Goodman, R., 2001. Questionnaire screening for mental health
problems in Bangladeshi children: a preliminary study. Social psychiatry and psychiatric
epidemiology, 36(2), pp.94-99.

Mullick, M.S.1. and Goodman, R., 2005. The prevalence of psychiatric disorders among
5-10 year olds in rural, urban and slum areas in Bangladesh. Social psychiatry and
psychiatric epidemiology, 40(8), pp.663-671.

Malhotra, S. and K Pradhan, B., 2013. Childhood psychiatric disorders in north-India:
Prevalence, incidence and implications. Adolescent Psychiatry, 3(1), pp.87-89.

Jesmin, A., Mullick, M.S.I., Rahman, K.M.Z. and Muntasir, M.M., 2016. Psychiatric
disorders in children and adolescents attending pediatric outpatient departments of
tertiary hospitals. Oman Medical Journal, 31(4), p.258.

Cederblad, M., 1968. A child psychiatric study on Sudanese Arab children. Acta
Psychiatrica Scandinavica.

Giel, R., De Arango, M.V., Climent, C.E., Harding, T.W., Ibrahim, H.H.A., Ladrido-
Ignacio, L., Murthy, R.S., Salazar, M.C., Wig, N.N. and Younis, V.O.A., 1981.
Childhood mental disorders in primary health care: results of observations in four
developing countries. Pediatrics, 68(5), pp.677-683.

Tadesse, B., Kebede, D., Tegegne, T. and Alem, A., 1999. Childhood behavioural
disorders in Arnbo district, western Ethiopia. I. Prevalence estimates. Acta Psychiatrica
Scandinavica, 100(S397), pp.92-97.

Ashenafi, Y., Kebede, D., Desta, M. and Alem, A., 2001. Prevalence of mental and
behavioral disorders in children in Ethiopia. East African medical journal, 78(6), pp.308-
311.

Khasakhala, L.I., Ndetei, D.M., Mutiso, V., Mbwayo, A.W. and Mathai, M., 2012. The
prevalence of depressive symptoms among adolescents in Nairobi public secondary
schools: association with perceived maladaptive parental behaviour. African journal of
psychiatry, 15(2), pp.106-113.

Cortina, M.A., Fazel, M., Hlungwani, T.M., Kahn, K., Tollman, S., Cortina-Borja, M.
and Stein, A., 2013. Childhood psychological problems in school settings in rural
Southern Africa. PloS one, 8(6), p.e65041.

Adelekan, M.L., Ndom, R.J., Ekpo, M. and Oluboka, O., 1998. Epidemiology of
childhood behavioural disorders in Ilorin, Nigeria--findings from parental reports. West
African journal of medicine, 18(1), pp.39-48.

Gureje, O., Omigbodun, O.0., Gater, R., Acha, R.A., Ikuesan, B.A. and Morris, J., 1994,
Psychiatric disorders in a paediatric primary care clinic. The British Journal of
Psychiatry, 165(4), pp.527-530.

101

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



98. Gureje, O. and Omigbodun, O.0., 1995. Children with mental disorders in primary care:
functional status and risk factors. Acta psychiatrica scandinavica, 92(4), pp.310-314.

99. Joshi, P., Haile, S., Gebremichael, F., Aden, A. and Anderson, M., 2009. Integration of
pediatric mental health in general pediatrics in eritrea: improving access and
collaboration. Journal of the Eritrean Medical Association, 4(1), pp.26-29.

100. Shaw, D.S., Vondra, J.1., Hommerding, K.D., Keenan, K. and Dunn, M., 1994.
Chronic family adversity and early child behavior problems: A longitudinal study of low
income families. Journal of Child Psychology and Psychiatry, 35(6), pp.1109-1122.

101. Bromfenbrennner, U. and Bronfenbrenner, U., 1979. Ecology of human
development: Experiments by nature and design.
102. Whitlock, J. and Schantz, K., 2008. Mental illness and mental health in

adolescence. ACT for Yotuh Center of Excellence Research Facts & Findings. Ithaca,
NY.

103. Landrigan, P.J., 2010. What causes autism? Exploring the environmental
contribution. Current opinion in pediatrics, 22(2), pp.219-225.
104. Thapar, A., Cooper, M., Eyre, O. and Langley, K., 2013. Practitioner review:

what have we learnt about the causes of ADHD?. Journal of Child Psychology and
Psychiatry, 54(1), pp.3-16.

105. Reif, A., Rosler, M., Freitag, C.M., Schneider, M., Eujen, A., Kissling, C.,
Wenzler, D., Jacob, C.P., Retz-Junginger, P., Thome, J. and Lesch, K.P., 2007. Nature
and nurture predispose to violent behavior: serotonergic genes and adverse childhood
environment. Neuropsychopharmacology, 32(11), pp.2375-2383.

106. Smearman, E.L., Almli, L.M., Conneely, K.N., Brody, G.H., Sales, J.M., Bradley,
B., Ressler, K.J. and Smith, A.K., 2016. Oxytocin receptor genetic and epigenetic
variations: association with child abuse and adult psychiatric symptoms. Child
development, 87(1), pp.122-134.

107. Power, R.A., Verweij, K.J., Zuhair, M., Montgomery, G.W., Henders, A.K.,
Heath, A.C., Madden, P.A., Medland, S.E., Wray, N.R. and Martin, N.G., 2014. Genetic
predisposition to schizophrenia associated with increased use of cannabis. Molecular
psychiatry, 19(11), pp.1201-1204.

108. Sanson, A. and Prior, M., 1999. Temperament and behavioral precursors to
oppositional defiant disorder and conduct disorder. In Handbook of disruptive behavior
disorders (pp. 397-417). Springer US.

109. Laukkanen, J., Ojansuu, U., Tolvanen, A., Alatupa, S. and Aunola, K., 2014.
Child’s difficult temperament and mothers’ parenting styles. Journal of Child and Family
Studies, 23(2), pp.312-323.

110. Hartung, C.M. and Widiger, T.A., 1998. Gender differences in the diagnosis of
mental disorders: Conclusions and controversies of the DSM-IV. Psychological bulletin,
123(3), p.260.

102

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



111. Gortmaker, S.L., Walker, D.K., Weitzman, M. and Sobol, A.M., 1990. Chronic
conditions, socioeconomic risks, and behavioral problems in children and adolescents.
Pediatrics, 85(3), pp.267-276.

112. Cadman, D., Boyle, M., Szatmari, P. and Offord, D.R., 1987. Chronic illness,
disability, and mental and social well-being: findings of the Ontario Child Health Study.
Pediatrics, 79(5), pp.805-813.

113. Hack, M., Taylor, H.G., Drotar, D., Schluchter, M., Cartar, L., Andreias, L.,
Wilson-Costello, D. and Klein, N., 2005. Chronic conditions, functional limitations, and
special health care needs of school-aged children born with extremely low-birth-weight
in the 1990s. Jama, 294(3), pp.318-325.

114. Cohen, P., Pine, D.S., Must, A., Kasen, S. and Brook, J., 1998. Prospective
associations between somatic illness and mental illness from childhood to adulthood.
American journal of epidemiology, 147(3), pp.232-239.

115. Luthar, S.S., Cicchetti, D. and Becker, B., 2000. The construct of resilience: A
critical evaluation and guidelines for future work. Child development, 71(3), pp.543-562.
116. Apter-Levy, Y., Feldman, M., Vakart, A., Ebstein, R.P. and Feldman, R., 2013.

Impact of maternal depression across the first 6 years of life on the child’s mental health,
social engagement, and empathy: the moderating role of oxytocin. American Journal of
Psychiatry.

117. Grote, N.K., Bridge, J.A., Gavin, A.R., Melville, J.L., lyengar, S. and Katon,
W.J., 2010. A meta-analysis of depression during pregnancy and the risk of preterm birth,
low birth weight, and intrauterine growth restriction. Archives of general psychiatry,
67(10), pp.1012-1024.

118. Weissman, M.M., Wickramaratne, P., Gameroff, M.J., Warner, V., Pilowsky, D.,
Kohad, R.G., Verdeli, H., Skipper, J. and Talati, A., 2016. Offspring of Depressed
Parents: 30 Years Later. American Journal of Psychiatry.

119. Laidra, K., Pullmann, H. and Allik, J., 2007. Personality and intelligence as
predictors of academic achievement: A cross-sectional study from elementary to
secondary school. Personality and individual differences, 42(3), pp.441-451.

120. Matthys, W., Cuperus, J.M. and Van Engeland, H., 1999. Deficient social
problem-solving in boys with ODD/CD, with ADHD, and with both disorders. Journal of
the American Academy of Child & Adolescent Psychiatry, 38(3), pp.311-321.

121. Carlo, G., Mestre, M.V., McGinley, M.M., Samper, P., Tur, A. and Sandman, D.,
2012. The interplay of emotional instability, empathy, and coping on prosocial and
aggressive behaviors. Personality and Individual Differences, 53(5), pp.675-680.

122. Dekovi¢, M., 1999. Risk and protective factors in the development of problem
behavior during adolescence. Journal of youth and adolescence, 28(6), pp.667-685.
123. Marshall, S.L., Parker, P.D., Ciarrochi, J. and Heaven, P.C., 2014. Is self-esteem a

cause or consequence of social support? A 4-year longitudinal study. Child Development,
85(3), pp.1275-1291.

103

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



124, Orth, U., Robins, R.W. and Meier, L.L., 2009. Disentangling the effects of low
self-esteem and stressful events on depression: findings from three longitudinal studies.
Journal of personality and social psychology, 97(2), p.307.

125. Lyons-Ruth, K., Alpern, L. and Repacholi, B., 1993. Disorganized infant

attachment classification and maternal psychosocial problems as predictors of hostile-
aggressive behavior in the preschool classroom. Child development, 64(2), pp.572-585.

126. DeVito, C. and Hopkins, J., 2001. Attachment, parenting, and marital
dissatisfaction as predictors of disruptive behavior in preschoolers. Development and
Psychopathology, 13(02), pp.215-231.

127. Madigan, S., Atkinson, L., Laurin, K. and Benoit, D., 2013. Attachment and
internalizing behavior in early childhood: A meta-analysis. Developmental Psychology,
49(4), p.672.

128. Obsuth, 1., Hennighausen, K., Brumariu, L.E. and Lyons-Ruth, K., 2014.
Disorganized behavior in adolescent—parent interaction: Relations to attachment state of
mind, partner abuse, and psychopathology. Child development, 85(1), pp.370-387.

129. Schneider, B.H., Atkinson, L. and Tardif, C., 2001. Child—parent attachment and
children's peer relations: A quantitative review. Developmental psychology, 37(1), p.86.
130. Pallini, S., Baiocco, R., Schneider, B.H., Madigan, S. and Atkinson, L., 2014.

Early child—parent attachment and peer relations: A meta-analysis of recent research.
Journal of Family Psychology, 28(1), p.118.

131. Parker, P.D., Ciarrochi, J., Heaven, P., Marshall, S., Sahdra, B. and Kiuru, N.,
2015. Hope, friends, and subjective well-being: A social network approach to peer group
contextual effects. Child development, 86(2), pp.642-650.

132. Cicchetti, D. and Toth, S.L., 2005. Child maltreatment. Annu. Rev. Clin. Psychol.,
1, pp.409-438.
133. Kim, J. and Cicchetti, D., 2010. Longitudinal pathways linking child

maltreatment, emotion regulation, peer relations, and psychopathology. Journal of Child
Psychology and Psychiatry, 51(6), pp.706-716.
134. Calafat, A., Garcia, F., Juan, M., Becofia, E. and Fernandez-Hermida, J.R., 2014.

Which parenting style is more protective against adolescent substance use? Evidence
within the European context. Drug and alcohol dependence, 138, pp.185-192.

135. Uji, M., Sakamoto, A., Adachi, K. and Kitamura, T., 2014. The impact of
authoritative, authoritarian, and permissive parenting styles on children’s later mental
health in Japan: Focusing on parent and child gender. Journal of Child and Family
Studies, 23(2), pp.293-302.

136. Smokowski, P.R., Bacallao, M.L., Cotter, K.L. and Evans, C.B., 2015. The effects
of positive and negative parenting practices on adolescent mental health outcomes in a
multicultural sample of rural youth. Child Psychiatry & Human Development, 46(3),
pp.333-345.

137. Repetti, R.L., Taylor, S.E. and Seeman, T.E., 2002. Risky families: family social
environments and the mental and physical health of offspring. Psychological bulletin,
128(2), p.330.

104

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



138. Strohschein, L., 2005. Parental divorce and child mental health trajectories.
Journal of Marriage and Family, 67(5), pp.1286-1300.

139. Gilman, S.E., Kawachi, I., Fitzmaurice, G.M. and Buka, S.L., 2003. Socio-
economic status, family disruption and residential stability in childhood: relation to onset,
recurrence and remission of major depression. Psychological medicine, 33(08), pp.1341-
1355.

140. Widom, C.S., DuMont, K. and Czaja, S.J., 2007. A prospective investigation of

major depressive disorder and comorbidity in abused and neglected children grown up.
Archives of general psychiatry, 64(1), pp.49-56.

141. Anda, R.F., Felitti, V.J., Bremner, J.D., Walker, J.D., Whitfield, C.H., Perry,
B.D., Dube, S.R. and Giles, W.H., 2006. The enduring effects of abuse and related
adverse experiences in childhood. European archives of psychiatry and clinical
neuroscience, 256(3), pp.174-186

142. Eritrea National Mental Health Policy and Action plan 2012-2016.

143. Anda, R.F., Butchart, A., Felitti, V.J. and Brown, D.W., 2010. Building a
framework for global surveillance of the public health implications of adverse childhood
experiences. American journal of preventive medicine, 39(1), pp.93-98.

144, Patel, V., Flisher, A.J., Nikapota, A. and Malhotra, S., 2008. Promoting child and

adolescent mental health in low and middle income countries. Journal of child
psychology and psychiatry, 49(3), pp.313-334.
145, Ford, T., 2008. Practitioner review: how can epidemiology help us plan and

deliver effective child and adolescent mental health services? Journal of Child
Psychology and Psychiatry, 49(9), pp.900-914.

146. Knapp, M., Funk, M., Curran, C., Prince, M., Grigg, M. and McDaid, D., 2006.
Economic barriers to better mental health practice and policy. Health Policy and
Planning, 21(3), pp.157-170.

147. Albrecht, S.F., Skiba, R.J., Losen, D.J., Chung, C.G. and Middelberg, L., 2012.
Federal Policy on Disproportionality in Special Education Is It Moving Us Forward?
Journal of Disability Policy Studies, 23(1), pp.14-25.

148. World Health Organization, 2015. Levels and Trends in Child Mortality: Report
2015: Estimates Developed by the UN Inter-Agency Group for Child Mortality
Estimation (IGME).

149. Omigbodun, O., Dogra, N., Esan, O. and Adedokun, B., 2008. Prevalence and
correlates of suicidal behaviour among adolescents in southwest Nigeria. International
journal of social psychiatry, 54(1), pp.34-46.

150. Goodman, R., 1997. The Strengths and Difficulties Questionnaire: a research
note. Journal of child psychology and psychiatry, 38(5), pp.581-586.
151. Goodman, R., 2001. Psychometric properties of the strengths and difficulties

questionnaire. Journal of the American Academy of Child & Adolescent Psychiatry,
40(11), pp.1337-1345.

105

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



152. Goodman, R. and Scott, S., 1999. Comparing the Strengths and Difficulties
Questionnaire and the Child Behavior Checklist: is small beautiful? Journal of abnormal
child psychology, 27(1), pp.17-24.

153. Muris, P., Meesters, C. and van den Berg, F., 2003. The strengths and difficulties
questionnaire (SDQ). European child & adolescent psychiatry, 12(1), pp.1-8.
154. Klasen, H., Woerner, W., Wolke, D., Meyer, R., Overmeyer, S., Kaschnitz, W.,

Rothenberger, A. and Goodman, R., 2000. Comparing the German versions of the
strengths and difficulties questionnaire (SDQ-Deu) and the child behavior checklist.
European child & adolescent psychiatry, 9(4), pp.271-276.

155. Meltzer, H., Gatward, R., Goodman, R. and Ford, T., 2000. The mental health of
children and adolescents in Great Britain. HM Stationery Office.

156. Axelson, D., Birmaher, B., Zelazny, J., Kaufman, J., Gill, M.K. and Brent, D.,
2009. K-SADS-PL.: 2009 working draft. Advanced Center for Intervention and Services
Research (ACISR) for Early Onset Mood and Anxiety Disorders, Western Psychiatric
Institute and Clinic.

157. Mulatu, M.S., 1997. Stress, coping, and adaptation in Ethiopian adolescents:
Testing the applicability of the transactional modei of stress and coping (Doctoral
dissertation, ProQuest Information & Learning).

158. Parry, C.D., 1996. A review of psychiatric epidemiology in Africa: strategies for
increasing validity when using instruments transculturally. Transcultural Psychiatry,
33(2), pp.173-188.

159. Kashala, E., Elgen, I., Sommerfelt, K. and Tylleskar, T., 2005. Teacher ratings of
mental health among school children in Kinshasa, Democratic Republic of Congo.
European child & adolescent psychiatry, 14(4), pp.208-215.

160. Pfeffer, C.R., Karus, D., Siegel, K. and Jiang, H., 2000. Child survivors of
parental death from cancer or suicide: depressive and behavioral outcomes. Psycho-
Oncology, 9(1), pp.1-10.

161. Usman, A., Mebrahtu, G., Mufunda, J., Nyarang'o, P., Hagos, G., Kosia, A.,
Ghebrat, Y., Mosazghi, A., Atanga, S. and Equbamichael, M.M., 2006. Prevalence of
non-communicable disease risk factors in Eritrea. Ethnicity & disease, 16(2), pp.542-546.

162. Downey, D.B., 1995. When bigger is not better: Family size, parental resources,
and children's educational performance. American Sociological Review, pp.746-761.
163. Ganzeboom, H.B., 2010, May. A new International Socio-Economic Index (ISEI)

of occupational status for the International Standard Classification of Occupation 2008
(1SCO-08) constructed with data from the ISSP 2002-2007. In Annual Conference of
International Social Survey Programme, Lisbon (Vol. 1).

164. Steinhausen, H.C., Metzke, C.W., Meier, M. and Kannenberg, R., 1998.
Prevalence of child and adolescent psychiatric disorders: the Zirich Epidemiological
Study. Acta Psychiatrica Scandinavica, 98(4), pp.262-271.

106

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX I

Socio-demographic Questionnaire

Please write the answers to the questions or draw a circle where it applies to you. This is not an

examination. It only to find out about your child and her/his health.

Section |

Personal Information

1.

2.

3.

10.

Gender: A) Female B) Male
How old is she/he?

What is her/his date of birth?

Day Month  Year
What grade is she/he?
Does she/he have any known medical illness like diabetes, hypothyroidism or congenital
heart disease? A) Yes B) No

If yes, please specify

Has she/he used health service in the past 6 months? A) Yes B) No
If yes, how many times?

For what illness?

How does she/he spend her/his free time?
A) Playing with peers B) Watching TV or chatting with siblings and parents at home
C) Alone in her/his room D) I don’t know

E) Other [Please specify]
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Sectio

nil

Family information

11

12.

13.

14.

15.

16.

17.

18.

19.

20.

. How many children do you have?

What is her/his position among your children?

Your marital status:

A) Married B) separated/divorced C) Father isdead D) Mother is dead
E) Father and mother are dead F) Unmarried

If your answer is A, then, are you living together? A) Yes B) No

Was there any conflict between you in the past 6 months? A) Yes B) No

Have you ever been married to anyone before? A) Yes B) No

If yes, how many times?

Who brought her/him up from her/his childhood?

A) Both parents B) Mother C) Father) D) Grandparents E) Grandmother F) Grandfather
G) Other [please specify]

How many different people has she/he left you (parents) to live with from her/his

childhood?

If more than one person, list the people, time spent and whether experience was good or
bad.
Person lived with from which age to which age Experience (good or bad)
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21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Does she/he do any kind of work to earn money before or after school? A) Yes B) No

If yes, please describe what she/he does

Father’s level of Education
A) No formal Education B) Primary School C) Junior School D) Secondary School E)
Post-secondary (Non-University) F) University degree and above H) I don’t know

Occupation of father [Write the exact occupation] /I'don’t know

Mother’s level of Education
A) No formal Education B) Primary School C) Junior School D) Secondary School E)
Post-secondary (Non-University) F) University degree and above H) I don’t know

Occupation of mother [Write the exact occupation] /T don’t know

Is there any family member with chronic medical ilInesses like diabetes mellites,
hypertension or disability or unexplained pain which cause repeated hospital visits?
A) Yes B) No

If yes, who?

Specify disease

Is there any family member with a psychiatric disorder? A) Yes B) No

If yes, who? (father, mother, brother, sister)

Does any member of your family get drunk repeatedly? A) Yes B) No
It yes, how often?
A) Rarely B) During the weekends C) Most days of the week D) Always

Have you changed your place of residence in the last six months? A) Yes B) No
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Section 111

School related questions

35. Does she/he do well academically? A) Yes B) No

36. Please show record evidence of recent results

37. Has she/he ever repeated any grade? A) Yes B) No

38. If yes, how many times?

39. How often do you check her/his exercise books to see how she/he is doing?
A) Always B) Most of the time C) Sometimes D) Rarely E) Never
40. Does she/he have difficulties with her/his teachers? A) Yes B) No

41. If yes, what sort of difficulties?

42. Has she/he ever complained of being bullied at school? A) Yes B) No

43. If yes, when? A) In the past 30 days B) In the past 6 months C) In the Past 12 Months
D) More than 12 months ago

44. How many times did the bullying occur?

A) only once B) Many times but it has stopped now C) Many time and it has not stopped
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APPENDIX 11

School Health Questionnaire (Adapted)

The next four questions ask about drinking alcohol. This includes drinking local liquor.
Drinking alcohol does not include drinking a few sips of wine for religious purposes. A
“drink” is a glass of wine, a bottle of beer, a cup/small glass of liquor or a mixed drink.

1. Do you drink alcohol/ have you ever drunk alcohol?
A) | have never had a drink of alcohol other than a few sips
B) Yes, I used to, but I have not drunk in the past 30 days.
C) Yes, and I still drink alcohol continually
2. What age were when you first drunk alcohol?
Staggering when walking, not being able to speak right, or throwing up are some signs
of being really drunk.

3. During your life, how many times did you drink alcohol so much that you were really
drunk?
A) 0 times
B) 1or 2times
C) Upto 10 times
D) More than 10 times
4. During your life, how many times have you got into trouble with your family or friend,
missed school, or got into fights as a result of drinking alcohol?
A) 0 times
B) 1or2times
C) Upto 10 times
D) More than 10 times
The next two questions ask about drug use. This includes using marijuana, amphetamines,
cocaine, inhalants, glue sniffing and other local examples.

1. Have you ever used drugs?
A) No, | have never used any drugs
B) Yes, but it has been more than a month since | stopped using drugs.
C) Yes, and I still sue drugs
2. Which of the drugs do you take/ have you ever taken?
A) Marijuana
B) Amphetamines
C) Cocaine
D) Inhalants
E) Glue
F) Benzene
G) Chat
H) Cannabis
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The next 6 questions ask about your feelings and friendships.

1. During the past 12 months, how often have you felt lonely?
A) Never
B) Rarely
C) Sometimes
D) Most of the time
E) Always

2. During the past 12 months, how often have you been so worried about something that
you could not sleep at night?
A) Never
B) Rarely
C) Sometimes
D) Most of the time
E) Always

3. During the past 12 months, did you ever seriously consider attempting suicide?
A) Yes
B) No

4. During the past 12 months, did you make a plan about how you would attempt suicide?
A) Yes
B) No

5. During the past 12 months, how many times did you actually attempt suicide?
A) 0times
B) 1time
C) 2or 3times
D) 4 or 5 times
E) 6 or more times

6. How many close friends do you have?
A) 0
B) 1
C) 2
D) 3 or more

The next 4 questions ask about cigarette and other tobacco use.

1. Have you ever tried cigarette?
A) No, I have never tried cigarette.
B) Yes, I used to smoke but it has been more than a month since | stopped smoking
C) Yes, and I still smoke or have smoked in the last 30 days.
2. Have you ever used tobacco products other than cigarettes?
A) No, | have never used tobacco products
B) Yes, but it has been a month since | last sued tobacco
C) Yes, and I still use or have used tobacco in the last 3o days.
3. (If you still smoke), have you ever tried to stop smoking cigarettes?
A) Yes, but I couldn’t succeed
B) No, I have never considered or tried to stop smoking cigarette
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C) No, I have never tried, but I many times consider stopping smoking
4. Does any of your parents or guardians use any form of tobacco?

A) Yes, my father or male guardian

B) Yes, my mother or female guardian

C) Both

D) I do not know
The next question asks about physical attacks. A physical attack occurs when one or more
people hit or strike someone, or one or more people hurt someone with a weapon (such as a
steak, knife or gun). It is not a physical attack one two students of about the same strength
or power choose to fight each other.

1. During the past 12 months, did you experience physical attack?
A) No, I didn’t
B) Yes, only one time
C) Yes, | was physically attacked more than one times (Specify how many times )

The next question asks about physical fights. A physical fight occurs when two students of
about the same power or strength choose to fight each other.

1. During the past 12 months, were you involved in a physical fight?

A) No, I was not involved in any physical fight

B) Yes, one or two times

C) Yes, repeatedly more than two times.
The next 2 questions ask about bullying. Bullying occurs when a student or a group of
students say or do bad and unpleasant things to another. It is also teasing when a student is
teased a lot in an unpleasant way or when a student is left out of things on purpose. It is not
bullying when two students of about the same strength and power argue or fight or when
teasing is done in a friendly and fun way.

1. During the past 30 days, were you bullied?
A) No, I was not bullied during the past 30 days.
B) Yes, one or two days only
C) Yes, many days
D) Yes, almost all the past 30 days.

2. Please specify how were you bullied most often?
A) | was hit, kicked, pushed, shoved around, or locked indoors
B) I was made fun of because of my race or color
C) I'was made fun of with sexual jokes, comments or gestures
D) | was left out of activities on purpose or completely ignored
E) 1 was made fun of because of how my body or face looks
F) 1 was bullied in some other way
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APPENDIX I

The Strengths and Difficulties Questionnaire P 410

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would
help us if you answered all items as best you can even if you are not absolutely certain. Please
give your answers on the basis of your child's behavior over the last six months.

Y OUF CRIIA'S NAIME ..ottt eennennnne Male/Female

Date Of DIFth....eeeeeeeeeeeeeeee e,

Not Somewhat Certainly

True True True
Considerate of other people's feelings m m O
Restless, overactive, cannot stay still for long m o O
Often complains of headaches, stomach-aches or sickness o o O
Shares readily with other children, for example toys,
treats, pencils O o O
Often loses temper m m O
Rather solitary, prefers to play alone O m O
Generally well behaved, usually does what adults request o i m
Many waorries or often seems worried O o O
Helpful if someone is hurt, upset or feeling ill i i i
Constantly fidgeting or squirming m O O
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Has at least one good friend m

Not Somewhat  Certainly

True True True
Often fights with other children or bullies them m m m
Often unhappy, depressed or tearful m i o
Generally liked by other children m i o
Easily distracted, concentration wanders O o m
Nervous or clingy in new situations, easily loses confidence O m m
Kind to younger children m O O
Often lies or cheats m i m
Picked on or bullied by other children O o m
Often offers to help others (parents, teachers, other children) O m o
Thinks things out before acting m i m
Steals from home, school or elsewhere m m m
Gets along better with adults than with other children O m O
Many fears, easily scared m m m
Good attention span, sees chores or homework through to the end o i O

Do you have any other comments or concerns?

Please turn over - there are a few more questions on the other side.
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Overall, do you think that your child has difficulties in one or more of the following areas:

emotions, concentration, behavior or being able to get on with other people?

Yes- Yes- Yes-

minor definite severe
No difficulties difficulties difficulties
O O O O

If you have answered "Yes", please answer the following questions about these difficulties:

* How long have these difficulties been present?

Less than 1-5 6-12 Over
a month months months a year
O O 0 O

* Do the difficulties upset or distress your child?

Not Only a A medium A great
at all little amount deal
O O O O

* Do the difficulties interfere with your child's everyday life in the following areas?

Not Only a A medium A great
at all little amount deal
HOME LIFE O i i ]
FRIENDSHIPS i mi mi i
CLASSROOM LEARNING o | mi i
LEISURE ACTIVITIES m m m m
* Do the difficulties put a burden on you or the family as a whole?
Not Only a A medium A great
at all little amount deal
O O O O
SIGNATUIE L. Date ...coovveiiieee e

Mother/Father/Other (please specify:)
Thank you very much for your help © Robert Goodman, 2005
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PPENDIX IV

The Strengths and Difficulties Questionnaire P 117

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would
help us if you answered all items as best you can even if you are not absolutely certain. Please
give your answers on the basis of your child's behavior over the last six months.

Y OUF CRIIA'S NAIME ..ttt eeeeenenne Male/Female

Date Of DIFth....eeeeeee e,

Not Somewhat Certainly

True True True
Considerate of other people's feelings m m O
Restless, overactive, cannot stay still for long m o O
Often complains of headaches, stomach-aches or sickness o o O
Shares readily with other youth, for example CD’s,
Games, food m i m
Often loses temper m m O
Would rather be alone than with other youth O m O
Generally well behaved, usually does what adults request o i m
Many waorries or often seems worried O o O
Helpful if someone is hurt, upset or feeling ill i i i
Constantly fidgeting or squirming m O O
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Has at least one good friend

O O
Not Somewhat  Certainly
True True True
Often fights with other youth or bullies them m o o
Often unhappy, depressed or tearful m i o
Generally liked by other youth m i i
Easily distracted, concentration wanders O o m
Nervous in new situations, easily loses confidence O i m
Kind to younger children m O O
Often lies or cheats m i m
Picked on or bullied by other youth O o m
Often offers to help others (parents, teachers, children) O o m
Thinks things out before acting m i m
Steals from home, school or elsewhere m m m
Gets along better with adults than with other youth O m O
Many fears, easily scared m m m
Good attention span, sees chores or homework through to the end o i mi

Do you have any other comments or concerns?

Please turn over - there are a few more questions on the other side.
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Overall, do you think that your child has difficulties in one or more of the following areas:

emotions, concentration, behavior or being able to get on with other people?

Yes- Yes- Yes-

minor definite severe
No difficulties difficulties difficulties
O O O O

If you have answered "Yes", please answer the following questions about these difficulties:

* How long have these difficulties been present?

Less than 1-5 6-12 Over
a month months months a year
O O 0 O

* Do the difficulties upset or distress your child?

Not Only a A medium A great
at all little amount deal
O O O O

* Do the difficulties interfere with your child's everyday life in the following areas?

Not Only a A medium A great
at all little amount deal
HOME LIFE O i i ]
FRIENDSHIPS i mi mi i
CLASSROOM LEARNING o | mi i
LEISURE ACTIVITIES m m m m
* Do the difficulties put a burden on you or the family as a whole?
Not Only a A medium A great
at all little amount deal
O O O O
SIGNATUIE L. Date ...coovveiiieee e

Mother/Father/Other (please specify:)
Thank you very much for your help © Robert Goodman, 2005
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APPENDIX V

Strengths and Difficulties Questionnaire S/

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would
help us if you answered all items as best you can even if you are not absolutely certain. Please
give your answers on the basis of your child's behavior over the last six months.

Y OUE NI ettt e e e e et e e e e e e e e e eeeee e e eeeeeeeeennnansaeeeereenes Male/Female

Date Of DIFth....eeeeeee e,

Not Somewhat Certainly
True True True

| try to be nice to other people, I care about their feelings o m m

| am restless, | cannot stay still for long m o O

| get a lot of headaches, stomach-aches or sickness O m m

[ usually share with others, for example CD’s, games, food o i i

| get very angry and often lose my temper m m O

| would rather be alone than with people of my age m m i

| usually do as | am told O m m

| worry a lot m i m

I am helpful if someone is hurt, upset or feeling ill | i O

| am constantly fidgeting or squirming i i i
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| have one good friend or more m m O

Not Somewhat  Certainly
True True True

| fight a lot, I can make other people do what I want m m m

| am often unhappy, depressed or tearful m O o
Other people my age generally like me m O O

| am easily distracted, | find it difficult to concentrate m o m
| am nervous in new situations, | easily loses confidence O o m
| am Kkind to younger children m m O
| am often accused of lying or cheating m i O
Other children or young people pick on mie or bully me m i m
| often offer to help others (parents, teachers, other children) O m O
| think before I do things | i i
| take things that are not mine from home, school or elsewhere o m m
| get along better with adults than with people my own age O o m
| have many fears, | am easily scared m o m
| finish the work | am doing. My attention is good i i i

Do you have any other comments or concerns?
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Overall, do you think that you have difficulties in any of the following areas:

emotions, concentration, behavior or being able to get on with other people?

Yes- Yes- Yes-

minor definite severe
No difficulties difficulties difficulties
O O O O

If you have answered "Yes", please answer the following questions about these difficulties:

» How long have these difficulties been present?

Less than 1-5 6-12 Over
a month months months a year
O O 0 O

* Do the difficulties upset or distress you?

Not Only a A medium A great
at all little amount deal
O O O O

* Do the difficulties interfere with your everyday life in the following areas?

Not Only a A medium A great
at all little amount deal
HOME LIFE i i i ]
FRIENDSHIPS i mi mi i
CLASSROOM LEARNING o O i O
LEISURE ACTIVITIES mi i mi O
* Do the difficulties make it harder for those around you (family, friends, teachers, etc.)?
Not Only a A medium A great
at all little amount deal
O O O O
SIGNATUIE L. Date ...coevieie e

Mother/Father/Other (please specify:)
Thank you very much for your help © Robert Goodman, 2005
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PPENDIX VI

LETTER OF ETHICAL APPROVAL

Health Research Propesal Review and Ethical Clearance Result

Name of researchers: Dr ESTIFANGS HAILE ZERU

Address:  Centre for Chald 2nd Adolescers Mental Bealth- Universite of Tesdan

Nlgera
Thle of Research: _Prevadenes amd Coprelates of Mnetal Dizordars in Chiddren and

Adolessens in Mendelfors Community, Ecieesa_

Sponsoe: __University of [hadan, Nigenia

Letrer of Reference: 18122016

Fhe Health Research Proposal Review and Exhical Commiliess Bave reviewal your paper
tar les research redevaseeand cehical soundnsss and come up with the following
ook lusion. Based an their delibenmions

1. The resetoch proposal is decepted o
2. The rescioch proposal is not acoepted

Signed and approved on date 020102017
‘-
1 Dr_Berhane Debru IBQ
2. Mr Salih Gemam = e T vh
3. Mr. Mehari Wolds 'Ga% 53
7
123

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX Vlla

INFORMED CONSENT LETTER

(PARENT/ADULT CAREGIVER)

Research Title: Prevalence and Correlates of Mental Disorders in Children

and Adolescents in Mendefera Community, Eritrea

Investigator: Dr. Estifanos Haile Zeru

Center for Child and Adolescent Mental Health
University of Ibadan
Ibadan, Nigeria

Dear Sir/Madam,

Mental disorders, globally affect one in every five children and adolescents. These disorders
severely compromise the quality of life of children and adolescent and cause a great burden and
death in them. Establishing the prevalence, sociodemographic correlates and patterns of these
disorders is of paramount importance to rational services provision. However, nothing is known
about the prevalence and correlates of mental disorders in the child and adolescent population of
Eritrea. This research project is trying to fill in this gap by determining the prevalence of the
disorders and their patterns, and identifying the sociodemographic factors that put children and

adolescents at higher risk of developing these disorders in your community.
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The study is being conducted as part of a Masters Degree program at the University of Ibadan,
where | am a student, with approval from the Health Research Proposal Review and Ethical

Committee of the Ministry of Health, State of Eritrea.

The study will involve interviewing you and your son/daughter using structured questionnaires
by a research assistant, estimated to take between 40 and 50 minutes to complete, which may or
may not lead to an additional interview by the investigator depending its findings of your child’s
mental health. If we find that your child has a mental problem for which he would benefit from

seeing a physician, we will write you a referral letter to Mendefera Paediatric Hospital.

Your son/daughter’s participation is voluntary and you are free to decline participation at any
stage of the interviews. Please let us know if you have any questions or need clarification. If you

agree for your son/daughter to participate, please read and sign the consent form attached.

I would like to thank you for reading this letter and considering your child’s participation in this

study.

Dr. Estifanos.
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APPENDIX VI1b
INFORMED CONSENT LETTER IN TIGRIGNA
L8N PP O°TD (TDASL/TML)

MWHT APADT: LRI TT K191 TOT RAPPC VRS N&XhI 17 Al “Uh0L0N
a0 LL.L% hCote

Fo96T6: &/C AMOMETO 72N HCh
TANA TOT ARIPC VRAGTT (&K hI 7
Lacht A0877 SRECP

G AP /OLHEC:

NGO LLET HL N 1FNDONG ATt YAGTTT &b 7 Q19T TOT AAI°C AAP: AHI® A197H: 198
VeOT VRGHT & ch 7T AANLPP Nake LAADY Tlch HRNINE NOLL 2C7T B 7PH7 Al URGHT
0&hF+7 NPHFA: ha0 68 P a1t 60 PPO-4L PNXHPIC:: 1H, HHh CHAR ANt TP
APPOACE TMHAT G217 SRHI° Q1917 TOAI° HPAO T1hNED P TT PFAT KHR A0 A180TF
AOP: &Tr7 AIPNCE A 71CS hChé- NHO AH, HTT HhdAm AT AH, aPXSht AI°OACE Hh?
90117 2171 TOGT AAIPE VATTT (XM IT7T TOREI HPAD: T1hNEP LP I T7T NIPAAL TH. T8
AT Xt ThEDN HAAT kL

Al a2:5o+7 h9° AhA §ot A0 RZOCAHT A.087 HITYC HA'TE G2 TIECA 9.6 TC149° ne'r: Nholt+
019°90C 7OSP &GOt G2 TL10 TS TOG 71l bCré- &FPL TPLL AP HNRE HA' T

Al &GHET THT TOLRAANT PA-00 N NFONNC AL HNLE: PRTIL PA-a0M T (b ITH.

avgG ot HNPL:E N119°29° 0l 40 WAl 50 LFLP HOAL he'ri ANl ML AAN R19° TOGT AAICC PP0
HCOAE HOATL PA-0PhtT PO T914-T14 e heA, Af: @LT/AAN 2197F TOGT AAICC 90 HUAPIY:
G avoh(, PATFA VAST 97846 NI0eh h G

(-FE07 (34, OLN/AANT OATFP AL HENTATE hitaoCg @8 AN WD LLE SOH. &Skt tECK
hh@-07 12 aPAd hah: WD b 920 HuAoh @ aoCY 9°0 TLAE A4 Th A5 ML /2AN
ThAte/trate €FLT ARG AN 1H. 9PaH. L0480 +Fhh i Hie P79 a9 ALNh hF9oh
AP0l

TH, 2040, CIA APAh N9°0NNTE T4, DL T/AAN ANH. &GOt D7 19t AANH/NN7 herhrth
hérk:

&/C hhm.4F 0
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APPENDIX Vllla

CONSENT FORM (PARENT/ADULT CAREGIVER)

I have been fully informed about this study titled “Prevalence and Correlates of Mental
Disorders in Children and Adolescents in Mendefera Community, Eritrea”. | am also
informed that my son/daughter will not be negatively affected if I do not wish for him to
participate in this study at all. I have also been informed that | retain the right to decline further

participation at any stage of the study for my son/daughter.

I am willing to allow my son/daughter to participate in this study.

Parent/adult caregiver’s signature/thumbprint Date
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APPENDIX VIII b
CONSENT FORM (PARENT/ADULT CAREGIVER) IN

TIGRIGNA

PP, QTP (TOAL/TM)

AHON AH, “NHch. 191 TOG KhI°CT APAdTE: LB I TT A0l VRGTT (R ITT TIhNLON 0978245
&CTET NHNA ACANTE HNPE Hie aPZGot PPk Ao 7 aPNCYT TPLN AP WLL/AAL A, aPXGot:
hate/ntate €T ArtHehTh: T0Le/20L W AFP Ab07 NIPHPIPET AN /A D7 &AM AN Tz
Tate G2 @LL/ANS ANl HTT 48 GToH. P& Go T L@« TN I°Nh aP(AA NIPHAL @7 Fch(Ls AN TH:

OLL/ANL A *ZGH T TRATE/ TR TS &FPLE APx

nF° (OAL /M. T) oAt
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APPENDIX IXa

ASSENT FORM (ADOLESCENTY)

I have been fully informed about this study, which is trying to determine the prevalence,
correlates and patterns of mental disorders among children and adolescents in my community,
Mendefera, Eritrea. | understand that I will not be punished/treated badly if | decide to not
participate in this study at all. I also understand that | have the full right to decide to halt my

participation at any stage of the interviews.

I am willing to participate in this study.

Adolescent’s signature/thumbprint Date
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APPENDIX IXb
ASSENT FORM (ADOLESCENTS) IN TIGRIGNA

PPa, OO (KT

AHON AH. MHch, 2177 POG AAIPCT SNAT° HPAO- 11617 A0 VARG (& hF+7 A VH AT HI0LA TR0
av7R4.6 1POAL HNPL: Hoe aPRG ot IOk h6 T NCUT TPLANL Al harte §FLE ArHHEh 7 1T A2
A6(L7 @L avPRot: NIPHPAONAS @7 +8AY hde: (1374.8 Al WY &5 G4 HNPLAL vt L Dld\ FONh

aAh NI°HAL @7 &AM AN T

A(lH. PGt ThATG &PLT hex

HENE ot
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