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ABSTRACT
BACKGROUND

According to the Centers for Disease Control and Prevention, there are approximately 1.9 million
children and adolescents diagnosed with depression globally, and the prevalence is suspected to
be on the rise. Literature has shown that impairment in occupational participation and functioning
can have negative impact on young people’s activities of daily living, academics, self-care, sleep,
leisure, and mood. It is therefore important to explore the effects of an occupational therapy
intervention on in-school adolescents with depressive symptoms on their mood, occupational

functioning, and social participation.

METHOD

This was a two-stage study involving a cross-sectional survey and a one-group pre-post
intervention study. For the cross-sectional survey, a random sampling technique was used to recruit
345 students from four schools (two public and two private schools) in Abeokuta to determine the
prevalence and correlates of depression. The students completed the Beck Depression Inventory
(BDI) along with a socio-demographic questionnaire. For the pre-post intervention Phase of the
study, the students from the cross-sectional phase who scored 18 and above on the BDI were
identified and the 10 highest scorers from each of the four schools were selected (40 students).
These students completed the following additional instruments; the Canadian Occupational
Performance Measure (COPM), Short Mood and Feelings Questionnaire (for depression) and
Wellness and Life Satisfaction Questions. The original study design was for 20 students to receive
a manualised occupational therapy intervention while 20 were to be controls. However, due to
Covid-19 lockdown which led to closure of schools, only 10 students in one intervention school
received the intervention for 5 weeks and completed baseline and post-intervention data. Due to
the massive disruption caused by the lockdown, it was not possible to resume the study when
schools resumed. It was therefore agreed with my supervisors that the data from the 10 students

X
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who received the intervention and completed baseline and post intervention data will be treated as

a pre-post intervention design (as opposed to the original two-group controlled design).

RESULT

Out of 345 students recruited in this study, 141 (40.9%) were males, while 204 (59.1%) were
females. The mean age was 14.86 + 1.24 years. A total of 90 participants had BDI score of 18 and
above which shows a 26.1% prevalence of depression. The mean BDI score was 11.61 + 10.23.
There was a statistically significant association between depressive symptoms and gender such
that girls had more depressive symptoms than boys (Mean 12.68 + 10.72 vs 10.06 £ 9.29). There
was no association between depressive symptoms and occupational functioning, knowledge of
depression and measure of wellness. For the intervention Phase, there were statistically significant
post-intervention reductions in depressive symptoms, and improvements in occupational
functioning and social participation with large effect sizes. Participants reported a high level of
satisfaction with the intervention can be inferred from a mean satisfaction rating score of 28 out of
a maximum of 30. Majority of the participants stated that they liked the games and how it related

to helping them cope with stress and control their emotions.

CONCLUSION

In this study, the prevalence of depression was 1 in 4 in-school adolescents, which suggests a
significant burden. Findings from this study shows that occupational therapy intervention is
feasible and effective in decreasing depressive symptoms, and improving occupational functioning

and social participation in adolescents. The intervention was also well received by the participants.

KEY WORDS: Depression, Adolescents, Occupational therapy, occupational functioning, social
participation

Xi
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CHAPTER ONE
INTRODUCTION

1.1  Background to the Study

The burden of adolescent depression is high worldwide with average prevalence of 5.6% (Costello
et al 2006). In adolescent depression, serious public health concerns can be seen later in adulthood
(Auerbach, 2015). Centers for Disease Control and Prevention, (2012) reported that one-third of
adolescents with depression are not identified because of poor help-seeking behaviours. Of all
mental and physical disorders that can be associated with depression, anxiety has been found to
have significant relationship and co-occur in the same individuals (Silverman and Treffers, 2001;
Costello et al., 2003). According to the World Health Organisation (WHO), depression is the ninth
leading cause of illness and disability, followed by anxiety as the eighth, while suicide in all is the

third leading cause of death in 15-19year olds (World Health Organisation, 2019).

Studies in Nigeria have reported prevalence of depression between 12.6% to 16.3% and it is
suspected to be on the rise (Bella-Awusah, Ani, Ajuwon, and Omigbodun, 2016; Oderinde et al.,
2018). Children and adolescents with depression have being found to be at significant risk of
suicide because of the impact of depression on functioning and mental health (Omigbodun et al.,
2008; The AOTA School Mental Health Work Group, 2012). Risky social behaviours such as

smoking has been associated with adolescent depression (Mason et al., 2009).

One of the symptoms of depressive disorder is the impairment in occupational participation and
functioning. This impairment has been found to be a risk for onset of other mental health
difficulties (Krupa et al., 2003). The World Health Organisation (WHO) defines participation as
‘involvement in a life situation’ or meaningful occupation, such as school or play. Functioning is

defined as a combination of the body’s physiological and anatomical structures and the ‘execution

1
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of a task or action by an individual® that impact on an individual’s ability to participate in life

situations (World Health Organisation, 2007).

Psychological and pharmacological interventions are evidence-based interventions widely used to
manage depression. Cognitive Behavioural Therapy (CBT) is the most researched psychological
intervention, reported to be effective and has been adapted into many settings (Qin et al., 2015;
Bella-Awusah et al., 2016; Chan et al., 2017). Other interventions include building social network,
Interpersonal Therapy, and engaging in physical activities (Aseltine and DeMartino, 2004;

Bonhauser et al., 2005; Horowitz et al., 2007; Adeniyi, Okafor and Adeniyi, 2011).

Occupational therapy interventions have also been found to be beneficial in managing depression
and can serve as opportunities to address challenges in the child’s natural context (AOTA., 2008,
2011; Clark, 2013; Benson, 2013). Occupational therapy has been seen as a form of behavioural
therapy that is largely about functioning (Sullivan, 2013). Occupational Therapist can assess a
child’s ability and frequency of participation in daily occupations, and help to promote the child’s
wellbeing by using their performance to develop appropriate occupation (Zahn-Waxler, et al.,

2000; Costello, et al., 2003; Cramm, et al., 2012).

1.2 Statement of the Problem

Research efforts towards treatment of depression have focused majorly on medication and core
psychotherapeutic treatment like cognitive behavioural therapy (CBT) with little attention to other
potential means treatment modalities such as occupational therapy. There is a need to research the
relationship between activity participation and mental illness, especially in children and
adolescents (Tokolahi, et al., 2013). Rather than cognitive processing errors alone, there are
limited interventions that directly target functional impairment (Vitiello et al., 2006). Cohen and
colleagues found that reduction in depressive symptoms does not imply normal quality of social
participation (Cohen, et al., 2013). Difficulties in several domains of functioning, such as social

2
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and occupational, have been found in many adolescents with severe depression (Birmaher, et al.,
2004). Also, Fergusson and Woodward, (2002), reported that high rates of school failure,
unemployment and early parenthood were some of the severe outcomes of depression in
adolescents. This study set out to investigate the impact of occupational therapy intervention on

depressive symptoms and functioning among in-school adolescents.

1.3 Justification for the Study

Occupational therapy can provide cost effective interventions using available resources to promote
health and functioning. There is dearth of information in Low and Middle Income Countries
(LMICs) on role of preventive occupational therapy in child and adolescent mental health.
Although a link has being established between activity participation and mental health, very few
research studies have being carried out by occupational therapists in this area (Desha and Ziviani,
2007). When level of occupational functioning and social participation is concerned, occupational
therapy provides effective interventions in both promoting and preventive context (Tokolahi et al.,
2013, 2014). The American Occupational Therapy Association (AOTA) described the role of
school-based occupational therapy as support to enhance participation in daily activities of

learning (AOTA)., 2011).

However, there is limited literature on the use of occupational therapy in children and adolescent
population with depression especially in LMICs like Nigeria. Also, there seems to be no study in
our setting that has objectively measured the effect of occupational therapy intervention in

promoting mental health and increasing participation and functioning.

14 Research Questions

Please note that some of the original research questions and study aims and objectives of this study
had to be altered because Covid-19 lockdown forced participating schools to close before some

aspects of the original study design could be carried out. Due to this massive disruption caused by
3
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Covid-19 lockdown, it was not possible to resume the original project when students eventually
returned to school. It was agreed with my supervisors to change some aspects of the original study
design, research questions and study objectives to reflect what was feasible to achieve following

the severe disruption of the original study design due to Covid-19 lockdown.

1. What is the baseline prevalence of depressive symptoms in the four schools involved in the
study?

2. What are the socio-demographic characteristics of adolescents with depressive symptoms
in the four schools?

3. Is there a significant difference in depressive symptoms and level of occupational
functioning and social participation in the four schools?

4. s there a significant difference in the knowledge about occupation and wellbeing before
and after intervention in one school?

5. What is the level of satisfaction with the intervention and what are the participants’ views

about school-based occupational therapy services?

1.5  Aims and Objectives of the study

Please refer to comments earlier under Section 1.4 about how Covid-19 lockdown led to some

changes to the original study aims and objectives.

The overall aim of this study is to determine the effect of a school-based group occupational
therapy intervention on depressive symptoms and level of occupational participation and

functioning.
The specific objectives of the study were to:

1. Determine the prevalence of depressive symptoms among in-school adolescents in four

schools.

4
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1.6

Carry out a school-based group occupational therapy intervention for in-school adolescents
with depressive symptoms.

Determine the effects of a school-based group occupational therapy intervention on
adolescents’ depressive symptoms

Determine the effects of a school based group occupational therapy intervention on the
level of occupational functioning and social participation.

Determine the participants’ knowledge about occupation and wellbeing before and after
occupational therapy intervention

Determine the participants’ satisfaction with the intervention and views on school based

occupational therapy services?

Null Hypotheses

There will be no significant difference in the prevalence of depressive symptoms between
the four schools involved in the study.

There will be no significant difference in depressive symptoms pre and post intervention
among students who participated in the occupational therapy intervention.

There will be no significant difference in level of occupational functioning and social
participation pre and post intervention

There will be no significant difference in the participants’ knowledge of the content of the

intervention programme before and after the intervention.

WORD COUNT 1284
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CHAPTER TWO
LITERATURE REVIEW

2.0 Adolescence

There are about 1.2 billion persons aged 10-19 years in the world, which is 16% of the global
population (UNICEF, 2019). World Health Organisation (WHO) defines an adolescent as a person
aged 10-19 years, and the stage is one of the most rapid stages of human development (WHO),
2019). Most adolescents are found in South and East Asia, the Pacific, and Africa, but sub-Saharan
Africa has the greatest proportion of adolescents because 23% of the population are persons aged

10-19 (UNICEF, 2019).

Adolescent stage is a period between childhood and adulthood (Blakemore, Burnett and Dahl,
2010), and it is defined by Viner and colleagues as a period from the beginning of puberty until
maturity (Viner etal., 2007). The clear distinction of these stages is usually not easy to make. The
definition of the role of adolescents is influenced by culture and society across the world which
makes this stage somewhat confusing. Defining an adolescent by age for instance is diverse across
cultures. Across regions like the United States, persons between the ages of 10-16, and some till
age 18 are considered adolescents. In Nigeria, the definition varies across authorities, region and

culture.

Age is not the only parameter to define the adolescent stage as this period is also defined by series
of changes happening physiologically, physically, cognitively and socially (WHO, 2019).
Physiologically, puberty starts with increases in sexual hormones (Blakemore, et al., 2010).
Cognitively, there is increase in quest for autonomy, decision making, intellectual prowess,
experimentation, risky behaviours and increased mastery over complex tasks (Institute of

Medicine (US) and National Research Council (US) Committee on the Science of Adolescence,

6
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2011). Peer relationships and sense of identity and belonging is intensified in individuals of this

age group (Tija, 2016). The social role of individuals in this age group is transitional and cultural.

Despite the turbulent progression from childhood to adulthood, it is reported that about 75% of
adolescents successfully transition to adulthood (Thapar et al., 2012). There is however a play of
factors as a result of a rise in social change, occupational and educational pressure which in turn
is indicated to cause increase in mental health issues in adolescents in past two to three decades

(Michaud and Fombonne, 2005).

2.1  Depression in Adolescents

According to Rey and colleagues, depression is an episodic, recurring disorder characterized by
persistent and pervasive sadness or unhappiness, loss of enjoyment of everyday activities,
irritability, and associated symptoms such as negative thinking, lack of energy, difficulty in
concentration, and appetite and sleep disturbances (Rey et al., 2015). The DSM-5 and ICD-10
have used other terms to describe depression. Such terms are major depressive disorder or

(episode), recurrent depressive disorder or (episode).

The difference in presentation of depression in children and adolescents from that in adults makes
it sometimes difficult to describe. According to Rey et al., (2015), symptoms are more common
in adolescents than pre-pubertal children. Irritability is presented as temper tantrums, non-
compliance, easy frustration, anger outburst and hostility (Rey et al., 2015). Furthermore, unlike
in adults, children and adolescent can have reactive affect, increased appetite and weight gain,
hypersomnia, somatic complaints, extreme sensitivity to rejections which in turn affects social and
peer relationships. Depression is generally reported to have female predominance (Michaud and

Fombonne, 2005).

In recent times, there has been a rise in world report of depression amongst children and

adolescents (Mojtabai et al., 2016). The rate of reports however depends on the country, informant
7
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and diagnostic criteria (Rey et al., 2015). In the United States, prevalence of major depressive
episode in adolescents aged 12 to 17 was found to be 13.3%, with 70.7% of depressed adolescents
having severe impairment (National Institute of Mental Health, 2017). National Health Service in
(2017) reported that 24% of girls and 9% of boys of age 14 years in Britain have depressive
symptoms. In Nigeria, Omigbodun and Olatawura, (2008) reported a 12% prevalence among
senior secondary school students in Ibadan. Oderinde et al., (2018) found a point prevalence of

16.3% among 10-19 year olds in-school adolescents in a rural region in south Western Nigeria.

Adolescents with depression have been found to also have comorbidities with other psychiatric
disorders such as anxiety disorder, attention deficit and hyperactivity disorder, conduct problems,
learning difficulties, eating disorder, and substance abuse (Costello et al., 2003). Findings have
shown that material deprivation is strongly associated with mental and physical health, and some
factors such as low income and adverse life events have been found to be strongly and consistently

associated with high prevalence of some mental disorders such as depression (Friedli, 2004).

2.2 Aetiological Risk and Protective Factors of Depressive Disorders in Adolescents

Physiological chemical imbalances, hereditary and environmental factors have being considered
as general aetiological factors for depressive disorders (Bhatia and Goyal, 2018). The
biopsychosocial model is an explanatory model commonly used to describe the risk and protective
factors of psychiatric conditions in children and adolescents. Biologically, brain and hormonal
mechanism have been studied and findings show a link to risk of depression (Thapar et al., 2012).
Furthermore, studies have shown that genetic influences can contribute to the risk of depression.
Offspring of mothers who had postpartum depression were likely to develop depression by age 18
(Pearson et al., 2013). Most twin-studies show that depression is highly heritable from childhood

to late adolescence (Thapar and Rice, 2006).

8

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Stressful life events have been said to be associated with onset of depression (Haberstick et al.,
2016; Hariri et al., 2002). This risk is strongly increased in girls and adolescents exposed to more
than one unpleasant life event (Fleitlich-Bilyk and Goodman, 2004; Parker and Brotchie, 2010).
Several studies show that acute and chronic life events like physical illness, poverty, family discord
and negative family relationships, bullying, trauma, negative cognitive styles, isolation and
maltreatment, and loss of parent(s) or a loved one are psychosocial risk factors for depression and

anxiety (Thapar et al., 2012; Abbo et al., 2013; Pine et al., 2002; Restifo and Bogels, 2009).

Despite high exposure to risks for developing depression or any other psychiatric condition, many
adolescents, about 75%, are said to successfully overcome the adolescence stage to adult stage
(Thapar et al., 2012). This is because of the presence of resilience factors that significantly
outweigh the risks. Positive parent-child relationship, supervision and monitoring, high intellectual
ability in the child, participation in social and sporting activities, and healthy connection in school

are some of the protective factors identified (Thapar et al., 2012).

2.3 Occupational/ Public Health Impact of Depressive Disorders on Adolescents

Depression in adolescents is a public heaith concern with serious consequences. Depression is the
ninth leading cause of illness and disability, followed by anxiety as the eighth, while suicide in all
is the third leading cause of death in 15-19year olds (WHO, 2019). Some serious consequences
of depression that can be seen later in adulthood are risky behaviours, suicidality, poor job
placement and low income levels (Auerbach, 2015). Depression and anxiety have been found to
have significant relationship, co-occurring in the same individuals (Silverman and Treffers, 2001;

Costello et al., 2003).

Other social problems associated with depression in youths are difficulties in schoolwork, peers
and family relationships (Bernal-Morales et al., 2015). Also, Wagner et al., (2012) identified the
tendency of high utility of health care services in persons with depression, resulting in high cost

9
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and burden of care. One of the symptoms of depression disorders is the impairment in occupational
participation and functioning (Tokolahi et al., 2013). Social participation among others have been
reported to be the major occupation affected by depressive symptoms (Bazyk and Brandenburger-

Shasby, 2011; Bonder, 2015).

Cohen and colleagues found that reduction in depressive symptoms does not imply normal quality
of social participation (Cohen et al., 2013). Difficulties in several domains of functioning, such as
social and occupational, have been found in many adolescents with severe depression (American
Psychiatric Association, 1994; Birmaher et al., 2004). In a study conducted in New Zealand by
Fergusson and Woodward, (2002), it was found that high rates of school failure, unemployment
and early parenthood were some of the severe outcomes of depression in adolescents. Mason et

al., (2009) found associated risky social behaviours such as smoking and adolescent depression.

Other occupations affected by symptoms of depression identified by occupational therapists are
difficulties in activities of daily living, academics, self-care, sleep, and leisure (The AOTA School
Mental Health Work Group, 2012). Symptoms of depression affects concentration and
participation in activities as compared to peers (American Psychiatric Association, 1994). Self-
reported levels of anxiety in clinical and community samples of in-school adolescents increased

with age but was negatively related to school performance (Mazzone et al., 2007).

Participation has been defined by the WHO as ‘involvement in a life situation’ or meaningful
occupation, such as school or play, and functioning, as a combination of the body’s physiological
and anatomical structures and the ‘execution of a task or action by an individual’ that impact on
an individual’s ability to participate in life situations (WHO, 2007). Impairment in occupational
participation and functioning has been found to be a risk for onset of mental health issues (Krupa

et al., 2003).

10
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Four domains have been identified to be affected by depressive disorders in children and
adolescents namely; school, social, family and self (Desha and Ziviani, 2007). The impact affects

the role of the adolescent as a student and a member of the family (Handojo et al., 2016).

2.4 Management of Depressive Disorders in Adolescents

The first line of treatment is usually to address triggers and stressors. Many evidenced-based
techniques have been used to manage depressive disorders. Cognitive behavioural therapy (CBT)
and Interpersonal Therapy are psychotherapy interventions that have lots of evidence-based
support to be effective in reducing symptoms of depression in children and adolescents in many

settings (Bella-awusah et al., 2016; Handojo et a.l, 2016; Qin et al., 2015).

CBT explores breaking the chain of negative cognition, mood and behaviours associated with
depressive disorder. CBT in previous years could only be carried out by trained professionals
however in recent times, it has been adapted in many forms and settings and may be carried out
without much expertise (Ani, 2019). Computerized version of CBT has been designed to be child
and adolescent friendly. Some examples are FRIENDS, CopyCat, which have designs for all age
groups (Bekker and Cooper, 2014). In Nigeria, a brief school-based group CBT was found to be

effective with adolescents screened to have depressive symptoms (Bella-Awusah et al., 2016).

Pharmacological treatment is usually employed to augment psychosocial management. The use of
antidepressants such as Selective Serotonin Reuptake Inhibitors (e.g. Fluoxetine), has been found
to be helpful in children and adolescents with depression. The setback as studies show is that the
benefit can take up to three to eight weeks to become noticeable and one of the potential side
effects is a rise in suicidal ideation (Hetrick et al., 2007). Other short comings of medications
include weight gain, sexual dysfunction, and sleep disturbances (Rey, et al., 2015). Side effects
are to be considered especially in adolescents who are concerned with social perception of their
body image and stigma.

11
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A combination of psychological and pharmacological treatments have been found to be more
effective in improving functioning, global health and quality of life in adolescents with depression
(Vitiello et al., 2006). Other interventions reported include building social network, interpersonal
therapy and engaging in physical activities (Aseltine and DeMartino, 2004; Bonhauser et al., 2005;

Horowitz et al., 2007; Adeniyi et al., 2011).

2.5  Occupational Therapy in Child and Adolescent Mental Health

In the past, occupational therapy has been involved in mental health with their role focused on
enabling clients of all lifespans to function independently and participate in enjoyable activities
(Kleinman, 1992; Lloyd et al., 2005). Over the years, the role of occupational therapy in child and
adolescent mental health has been evidenced albeit in few studies. This can be because there seems
to be more focus on physical conditions. Evidence supports that occupational therapists have roles
facilitating positive functional outcomes in the children and adolescent population (Lougher,

2001).

Occupational therapy has been seen as a form of behavioural therapy that is largely about
functioning (Sullivan, 2013). When level of functioning and participation is concerned,
occupational therapy provide effective interventions in both promoting and preventive contexts
(Tokolahi et al., 2013, 2014). Time use in children and adolescents have being found to be an area
of intervention for occupational therapists (Brooks, 2016). This is because it is an area where
occupational participation and functioning can be measured (Tokolahi et al., 2013). Understanding
time use in children and adolescents helps occupational therapists in determining appropriate

interventions to promote, prevent and treat where indicated (Brooks, 2016).

Studies have been conducted by occupational therapists to understand daily occupations of
children and young people with autism spectrum disorder and attention deficit hyperactivity
disorder (Brooks, 2016). In a systematic review (Hardaker et al., 2007) to determine the role of
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occupational therapists in adolescent mental health, it was found that the duties of occupational
therapists range from designing community based programs that encompass adolescent
rehabilitation to developing inpatient programs that incorporate meaningful activities to improve
overall mental health. The area of pre-vocational training was also explored (Willoughby et al.,

2000) to determine changes in self-esteem, communication and confidence.

In South Africa, occupational therapists are employed in few private schools where interventions
are designed to promote health, teach life skills and implement pre-vocational skills programmes
(Fouché and Wegner, 2016). Children’s homes and juvenile detention centres also employ the

services of occupational therapists to implement rehabilitation and remediation programs.

Occupational therapists can either take the individual or group approach and incorporate them in
order to optimize the goal of therapy (Marvel and Zimmerman, 2015). They use both approaches
together, although each has its benefits, they have been found to produce optimal results. Some of
the benefits include promotion of verbal and non-verbal skills, development of self-identity,
promotion of social participation and development of relationship with peers, family and

community (Jackson and Arbesman, 2005; Olson, 2011).

2.6 Occupational Therapy Interventions in Adolescent Depression

In children and adolescents with depressive symptoms, the goal of occupational therapy is stated
as to reduce symptoms, assess occupation affected and improve competence and the use of time
(Desha and Ziviani, 2007; Bazyk and Brandenburger-Shasby, 2011; Marvel and Zimmerman,
2015). Bonder, (2015) recommended activities according to the type (severity) of depression.
These recommendations range from activities that allow emotional expressions such as art or craft,
utilization of other techniques to teach anger management, social skills training, physical activities,

social support and promotion of self-esteem, motivation and self-expression. In depression, studies
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report that more benefits are derived in group-based intervention designs (Marvel and Zimmerman,

2015).

Ikiugu and Anderson, (2007) reported the cost-effectiveness of Instrumentalism in Occupational
Therapy (I0T), which is designed to aid adolescents to become more adaptive in addressing life
challenges, and to facilitate successful transition of adolescents with emotional and behavioural
disorder to adulthood. Also, a client-centred small group occupational therapy program conducted
by Jong-Seo and colleagues on adolescents at risk of suicide was found to be effective in reducing
symptoms of depression, anxiety, alienation and suicidal ideation and improving occupational
performance (Jong-Seo et al., 2015). Marvel and Zimmerman, (2015) designed an occupational
therapy guide to facilitate social participation in youths with depressive disorders. The guide
consists of activities that can be carried out with peers, family and the community, which are

adaptable in different settings.

Furthermore, occupational therapists can address depression in youth by providing interventions
at home, school and community. The AOTA School Mental Health Work Group, (2012)
recommended interventions at promotion, prevention and intensive levels. Interventions can be
driven to promote mental health at universal level such as education about how enjoyable activities
can improve mood (The AOTA School Mental Health Work Group, 2012). Furthermore,
interventions can be focused on preventing mental health issues in target groups such as promoting
self-esteem, social skill building and sensory modulation. Lastly, intensive interventions such as
targeting school processing needs can be designed to address poor occupational performance due

to depression.

2.7  School-based Occupational Therapy Services

School-based mental health services began in the United States in the nineteenth century and have
undergone various changes and developments over the years, with the goal of ensuring that
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children and adolescents reach their full potentials and participate in the society (Flaherty and
Osher, 2002). Core disciplines that were involved were nursing, psychology, psychiatry, school
counselling, social work and special education (Flaherty and Osher, 2002). Occupational therapy
became more established following the implementation of the Public Law in 1973 in United States
(Colman, 1988). The World Federation of Occupational Therapists, (2016) stated that “the role of
occupational therapists is to enable, support and promote full participation and wellbeing of
students by supporting their strengths and finding solutions, reducing or removing learning activity

limitations and participation restrictions” .

School has a vital role to play in early identification of emotional problems in children and
adolescents (Friedli, 2004). The American Occupational Therapy Association described the role
of school-based occupational therapy as support to enhance participation in daily activities of
learning (AOTA, 2011). The unique services provided by occupational therapists in schools can
also contribute to health promotion (Ball, 2018). In collaboration with the school team and parents,
occupational therapists can help to identify and design activities and programs that will increase

successful student participation (Mahaffey, 2016)

Three levels of service namely universal, targeted and intensive were identified in a systematic
review by (Arbesman et al., 2013) in relation to occupational therapy and mental health promotion,
prevention and intervention. In this review, universal services were done after school to support
all children and addressed to improving social skills, reducing problem behaviours and stress.
Furthermore, collaboration with other school mental health team was indicated to promote mental
health in school environment. School-based occupational therapists employ the use of individual

or group based intervention (Marvel and Zimmerman, 2015).

Assessment carried out by the occupational therapist on the child/adolescent includes the ability

and frequency in which a child participates in daily occupations, which can be used to promote
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wellbeing by using the child’s performance to develop appropriate occupation (Zahn-Waxler et
al., 2000; Costello et al., 2003; Cramm et al, 2012). School-based occupational therapy shows that
integrating occupational therapy interventions in the classroom and other school settings is
beneficial and serves as an opportunity to address challenges in the child’s natural context (AOTA,

2008, 2011; Clark, 2013; Benson, 2013).

2.8  Relevance of this Study to Child and Adolescent Mental Health in Nigeria

There is a global rise in report of mental health disorders in children and adolescents, of which
depressive disorder is among the top ten disorders (WHO, 2019). When mental disorders are left
untreated, there are serious immediate and future consequences (Rapee, 2012; Chinawa et al,
2018). Occupational therapy is indicated when there is a disturbance in occupation and daily

functioning (Ramano, 2015).

Although pharmacological and psychological interventions have been found to be effective in
managing depressive disorders in children and adolescents, there is also need to explore
occupational therapy interventions. Occupational therapy can provide cost effective interventions,
using available resources to promote health and functioning. Moreover, there seems to be no study
in Nigeria that has explored the effectiveness of occupational therapy for adolescent depression in

this population.

There is dearth of information especially in developing countries on role of preventive
occupational therapy in child and adolescent mental health. This may be because the role of
occupational therapy is not fully understood (Hardaker et al., 2007). Although a link has being
established between activity participation and mental health, very few studies have being carried
out by occupational therapists generally in this area (Desha and Ziviani, 2007). There is a need to
research the relationship between activity participation and mental illness, especially in children
and adolescents (Tokolahi et al., 2013). Also, there seems to be no study in our setting carried out
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to objectively measure the effect of occupational therapy intervention in promoting mental health

and increasing participation and functioning.

WORD COUNT: 3329
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CHAPTER THREE
METHODOLOGY

3.1  Study Location/ Area

Abeokuta, a city in South-western Nigeria is located in the East bank of the Ogun River (Hoiberg
and Dale, 2010), bordered by Lagos state on the South, Oyo state on the North and Ketou, Benin
Republic on the West. The city lies below the well-known Olumo Rock, where standing on the
peak, the beautiful aerial view of the city can be captured. It became the capital city of Ogun state
in 1976. According to the 2006 national population census, 3,751,140 people (density of 220/Km?
570/square mile) live in Ogun state (National Population Commission Nigeria, 2012). The
indigenous people are mainly Yorubas however persons from other tribes reside in the city. The
major activities carried out by the people are farming. There are 20 local government areas in the
state (National Population Commission Nigeria, 2010), from which Abeokuta North was selected

as the site of study because of its proximity to the researcher.

There are 27 public and 48 private senior secondary schools in Abeokuta North local government.
A list of secondary schools in the local government was collected from the Zonal Education Board
Office and four schools were selected based on student population, staff strength and type of

neighbourhood.

3.2 Study Design

The original study design was a combination of (a) cross-sectional survey and (b) a two-group
intervention study. However, Covid-19 lockdown forced the researcher to change the design
because schools were closed before the intervention part of the original design could be completed.
Due to the prolonged and massive disruption in schools caused by the lockdown, it was no longer

possible to resume the study as previously designed when schools reopened. Therefore, it was
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agreed with my supervisors that the data available at the point of the lockdown will be written up

for this thesis.

Thus the supervisors gave permission to change the design to a combination of (a) cross-sectional
survey and (b) a one-group pre-post intervention study (instead of a two-group intervention study).
A list of public and private secondary schools in the local government was obtained from the Ogun
State Ministry of Education Zonal Office. Stratified random sampling techniques was used to
select and recruit four senior secondary schools consisting of two public and private schools. The
public schools were Saint Peters Secondary school (originally designated as intervention public
school in the previous two-group intervention study design) and African Church Grammar School
(originally designated as control public school in the previous two-group intervention study
design). Saint Peters Secondary school was founded in 1914 by Catholic missionaries. It later
became a public school and has 2474 students and 156 teachers as at when the data was collected.
African Church Grammar school was founded in 1955 and currently has 5959 students and 170
teachers. The private schools are The Chief Cornerstone Secondary School (originally designated
as intervention private school in the previous two-group intervention study design) which was
established in 2010 with a capacity of 351 students and 21 teachers, and CLEMOFAD Group of
Schools (originally designated as control private school in the previous two-group intervention
study design) which was established in 2012 with a capacity of about 240 students and 18 teachers.
For the intervention part of the study, adolescents who were the top scorers on the Beck Depression

Inventory (BDI) were selected.

3.3  Study Population

Participants were in-school adolescents attending two public and two private senior secondary
schools in Senior Classes 1 and 2. This is because students in Senior Class 3 were being prepared
for national school exams at the period the study was conducted.
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3.3.1 Inclusion Criterion

For the cross-sectional survey, students in senior secondary schools whose parents gave written

informed consent and who provided assent to the study were included in this study.

3.3.2 Exclusion Criteria

1. Students who have suicidal behaviour or suicidal thoughts as ascertained from a score of 2

or 3 on question 9 of the BDI. Such students were offered counselling and appropriate referral.

2. Students involved in treatment of any kind to address symptoms of anxiety or depression.

This was to avoid confounding.

3. Students identified by the teacher with any form of intellectual or learning disability.

3.4  Sample Size Calculation

Cross-section survey: sample size was calculated with the formula for estimating single

proportions:

n = Zo’pq
d2
Where;
n = sample size
Za = standard normal deviate corresponding to 5% level of significance =1.96
P = prevalence of depression — 20% (Thapar et al., 2012)
q = 1-p=80%
d = level of precision = 5%
N = 1.96°x20x 80 = 246
25
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Assuming a 10% non-response rate this will be adjusted using the following formula:

246
(100-10) %

= 246

0.9 = 273

This will be approximated to 350.

This was further rounded up to 400 participants overall with 100 per school (to ensure even

distribution in the schools).
Pre-post intervention

Sample size for the minimum number to be included (for students with depressive symptoms)

using the formula for one-group pre-post design (Wade, 1999)

n=F (c/d)?

where,

n = minimum sample size for the group

F = 18.37 assuming 99% power and 0.05% level of significance.

d = is the difference expected to be found between the pre and post intervention

level of depression. Assuming that the intervention would result in one standard deviation
reduction in depressive symptoms pre and post intervention then the sample size would be 18,

which was increased to 20 to account for attrition in the course of administering the intervention.
3.5  Sampling Technique

For the cross-sectional survey part of the study, balloting was used to randomly select participants
who meet the inclusion criterion from the four schools. This was done by compiling the names of
all students in SS1- SS2 from the class registers of each school and assigning a number to each

one. The numbers were written on a piece of paper, put into a box, and mixed up. Numbers were
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selected blindly until the desired sample size was obtained. The selected students then completed
the socio-demographic questionnaire and the Beck Depression Inventory (BDI). Students who

scored 18 and above on the BDI were further selected for the intervention part of the study.
3.6  Study Procedure
3.6.1 Intervention part of the study

Manualized occupational therapy group intervention was adopted from clinical and school based
trials carried out by (Tokolahi et al., 2016; Tokolahi et al., 2014; Tokolahi et al., 2013) and an

intervention guide for occupational therapists designed by Marvel and Zimmerman, (2015).

The intervention adapted (Tokolahi et al., 2013 and Tokolahi et al., 2014) made use of
developmentally appropriate occupations/activities to improve wellbeing. Furthermore, the group
content included: didactic activities (e.g. occupational analysis, fight-or-flight response, relaxation
techniques); peer exchange (e.g. occupational charades, brainstorming); direct experience (e.g.
relaxation, games); and personal exploration (e.g. occupational analysis, pepeha, activity
scheduling). Theoretical basis used in the intervention (Tokolahi et al., 2013; Tokolahi et al., 2014)
were occupational therapy and science (lifestyle redesigning) and the five ways to wellbeing
(Jackson et al., 1998; Mandel et al., 1999; Scott et al., 2001; New Economics Foundation, 2008,

2011).

The social participation intervention guide designed by Marvel and Zimmerman, (2015) was based
on the Ecology of Human Performance (EHP) model and Occupational Therapy Practice
Framework (OTPF). This EHP model focused on the person and environment, stating that the
environment shapes how a person performs a task (Turpin and Iwama, 2011). The OTPF in the
group setting emphasizes self-awareness within peer, family and community (American

Occupational Therapy Association, 2014).
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Therefore, the step-wise intervention used in this study are:

Session 1: Introduction and psycho-education. In this session, rapport was established within the
group and ground rules were set. Presentations on the definition, symptoms, aetiological factors

and management of depression followed.

Session 2: The link between emotion and occupational functioning and social participation was
established. With the aid of interactive lecture and discussion, the link on how emotion affects

occupational functioning and social participation and vice versa was discussed.

Session 3: Activities that address the link between emotion and occupational functioning such as

the occupational charade game designed by Tokolahi et al., (2013) were carried out.

Session 4: Activities that address link between emotion and social participation. The “How to solve

a problem” or “dealing with small stuff” was adopted from Marvel and Zimmerman, (2015).

Session 5: Review, conclusion and celebration. Here, a summary of what was learnt during the
course of the intervention was done. Room was given for feedbacks, clarifications and concerns

from the participants.

All sessions were led by the researcher, and lasted between forty-five minutes to one hour. The
sessions took place in the school library, every Thursday over 5 weeks in a school term. Each
session began with a summary of the previous session and ended with a recap of what was learnt
to ensure clarity and proper assimilation of information. Participants were offered light snacks

(biscuits) at the end of each session.

3.6.2 Study Instruments

Data was collected using the following study instruments:

e socio-demographic questionnaire {appendix 3}
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e Beck Depression Inventory (BDI) {appendix 4}

e Short Mood and Feelings Questionnaire (SMFQ) {appendix 5}

e Canadian Occupational Performance Measure (COPM) {appendix 6}
e Knowledge Questionnaire {appendix 7}

e Client Satisfaction Questionnaire {appendix 8}

Wellbeing and life satisfaction questions (WLSQ) {appendix 9}

3.6.2.1 Socio-demographic Questionnaire

Socio-demographic characteristics was measured with the School Health Questionnaire, a self-
rated, 27 items designed in a study carried out by (Omigbodun, 2004) and adopted from the study

carried out by Bella-Awusah et al., (2016).

3.6.2.2 The Beck Depression Inventory (BDI)

The BDl is a 21 item self-rated questionnaire which asks about symptoms of depression in the past
two weeks and is designed for use among individuals who are 13 years and older (Beck et al,
2005). Items are rated on a 4 point Likert scale ranging from 0 - 3 giving a maximum score of 63.
Scores of 0 - 13 indicate minimal depression, 14 - 19 mild depression, 20 - 28 moderate depression
and 29 - 63 severe depression. In the present study, minor modifications were made as suggested
by (Bella-Awusah et al., 2016) to aid comprehensibility. These changes include the simplification
of terms to aid understanding of some items (for example in Item 11 the word annoyed was used

instead of irritable).

3.6.2.3 Short Mood and Feeling Questionnaire (SMFQ)

SMFQ is a self-rated screening tool for depression in children between ages 7 and 18 (Angold et

al., 1995). Some studies in Nigeria have used this tool (Ola and Ani, 2013; Bella-Awusah et al.,
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2016). Statements are rated on a three-point scale ranging from not true - 0, sometimes true -1, and

true - 2. Scores of 11 and above are indicative of depression.

3.6.2.4 Canadian Occupational Performance Measure (COPM)

This is a self-rated ability to participate in daily activities and satisfaction with one’s ability to
participate in those activities (Law, et al., 2000). The COPM is a semi-structured individual
interview assessment tool in four stages that identifies areas of concern in occupational
performance (self-care, productivity and leisure), and then rates these areas on a 10-point scale of

importance.

Clients are then asked to choose five of the most important problems identified earlier as a focus
for intervention. These problems were further rated on the client’s level of satisfaction and
performance. COPM is scored by calculating the average performance and satisfaction scores. The
score typically ranges between 1 and 10, where 1 indicates poor performance and low satisfaction,
respectively, while 10 indicates very good performance and high satisfaction. The reassessment
was carried out after intervention was completed. A mean score change of two and above was set
to indicate clinical significant change (Carpenter, et al, 2001). The COPM was administered by

researcher.

3.6.2.5 Knowledge Survey

This is a multiple choice questionnaire designed by the researcher to measure change in

participants’ knowledge of concepts and strategies covered in the intervention.

3.6.2.6 Client Satisfaction Questionnaire

A modified Client satisfaction questionnaire (Attkinsson and Greenfield, 2004) was used for this
study. Participants in the intervention group were asked to indicate how satisfied / dis-satisfied

they were with the intervention. They were further asked three open-ended questions to elicit what
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they liked or did not like about the intervention and their suggestions for improvement. The

qualitative comments were analysed thematically.

3.6.2.7 Wellbeing and Life Satisfaction Questions

This is a self-rated instrument that measures a child’s sense of wellbeing and life satisfaction
designed by Thompson and Aked, (2009). Some questions were adopted to explore different facets

of well-being.

3.6.3 Validity of Study Instruments

Both the English and Yoruba versions of the socio-demographic Questionnaire have been
previously validated among secondary school students in Nigeria (Omigbodun et al., 2008). The
English versions of the BDI (Adewuya et al., 2007) and SMFQ (Ola and Ani, 2013) have been
used among Nigerian school students. The COPM was designed to be used with all clients,
diagnosis and age groups (Law et al., 2004). It has been successfully used in many studies (Jong-

Seo et al., 2015; Tokolahi et al., 2014), but has not been used in our setting.

3.6.2 Data Collection

Each participant was randomly selected by balloting from each class until the desired number was
reached. They were then approached and invited to take part in the study after explaining what
would be involved. Informed written consents and assents were obtained from the students and

their parents/guardians and those who agreed were recruited to the study.

Next, the cross-sectional survey (Phase 1) part of the study was conducted which involved the
participants completing the BDI and socio-demographic questionnaire. Participants who scored
above 18 on the BDI were identified and top ten highest scores were selected from each of the 4

schools.

Prior to the massive disruption and school closures caused by Covid-19 lockdown, the original
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study design for Phase 2 was for a two-group intervention with 20 students in intervention group
(10 from public and 10 from private schools) and 20 in a control group (10 from public and 10
from private schools). Unfortunately, due to the Covid-19 lockdown, the data available from Phase

2 before the schools were forced to close were as follows:

(a) Baseline SMFQ, COPM, knowledge questionnaire, and WLSQ obtained from 39 (of the 40

students selected for Phase 2), and

(b) Post-intervention SMFQ, COPM, knowledge questionnaire, and WLSQ from 10 students in

one of the two intervention schools.

After the prolonged school closure due to the Covid-19 lockdown, it was no longer possible to
resume the original study as was designed. It was therefore agreed with my supervisors that for
this Thesis, these available data from Phase 2 will be written up along with the data from Phase 1.

Thus this Dissertation is made up of the following sections based on the available data:

1. Analysis of the 345 students who completed the cross-sectional survey (Phase 1 part of the

study) to identify prevalence of depression and the socio-demographic correlates,

2. Analysis of the 39 students in Phase 2 who completed the baseline SMFQ, COPM,
knowledge questionnaire, and WLSQ to examine for association between depressive
symptoms and occupational functioning, knowledge of depression and wellbeing

measures, AND

3. A pre-post analysis of the 10 students in Phase 2 who completed the intervention and have

data on baseline and post intervention outcome measures.

3.7  Primary and secondary outcome measures for the Intervention Phase of the Study

The effect of the intervention on the participants’ self-rated depressive symptoms was the primary

outcome measure for the intervention part of the study. Secondary outcomes were participants’
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self-rated participation in daily occupations, life satisfaction and wellbeing and knowledge about

occupation and wellbeing.

3.8  Data Analysis

Statistical Package for Social Sciences (SPSS version 21) software was used to enter and analyse
the data collected. Descriptive statistics like mean and standard deviation were used to summarise
continuous measures, while, frequency and percentages were used to describe categorical
variables. Inferential statistics such as chi-square test, independent samples T-test were used for
bivariate comparisons. For the pre-post intervention part of the study, the continuous outcome

measures were analysed with paired — t-test. Level of significance was set at 0.05 two tailed.

3.9  Ethical Approval

Ethical approval was granted from the Ethics Review Board in Ogun state and permission given
by the Ogun state Ministry of Education, Science and Technology. Informed consent was obtained
from the parents and assent from the adolescents (see Appendices 1 and 2). The principles of ethics
according to CIOMS, (2016) were adequately followed. Results of the study will be disseminated

to the participating schools in a manner that does not identify participants.

WORD COUNT: 2719
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Figure 1: Flow Chart Showing Recruitment of Study Participants
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CHAPTER FOUR
RESULTS

4.0 Introduction

The period of data collection for the study was between February 4th and March 19, 2020. A total
of 345 students were recruited and screened for presence of clinical depressive symptoms from the
selected schools. Of all these, 90 (26.1%) had BDI score of 18 and above. The mean BDI score
was 11.61 + 10.23. Thirty-nine students were recruited for the second phase of the study. However,
due to the Covid-19 lockdown and closure of schools, only ten participants were able to complete

post intervention data collection.

The results are presented as follows:

1. Analysis of 345 students who completed the cross-sectional survey to identify prevalence

of depression and the socio-demographic correlates,

2. Analysis of the 39 students who completed the baseline SMFQ, COPM, knowledge
questionnaire, and WLSQ to examine for association between depressive symptoms and

occupational therapy, knowledge of depression and wellbeing measures, AND

3. A pre-post analysis of the 10 students who completed the intervention and have data on

baseline and post intervention outcome measures.

4. A description of the knowledge of and satisfaction with the treatment programme, and
views on provision of occupational therapy services in schools among the 10 participants

in the intervention Phase.
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4.1 Sample Description
4.1.1 Socio-demographic Characteristics of the Whole Cohort of 345 Students

A total of 345 students were recruited from four schools. There were more girls (59.1%) than boys
(40.9%). Table 4.1.1 shows that 90 students scored 18 and above on the BDI which gives a
prevalence of 26.1%. The age range for the whole cohort was 12 to 19 years with mean age of
14.86 + 1.24 years. The mean BDI score was 11.61 + 10.23. Sixty girls (66.7%) and 30 boys
(33.3%) had scores above 18 on the BDI. Other socio-demographic variables are reported in Tables

4.1.1and 4.1.2.
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Table 4.1.1: Socio-demographic Characteristics of All Participants (Categorical variables)

Variables Total

N=345 (100%)
n (%)

Gender

Boy 141 (40.9)

Girl 204 (59.1)

BDI score <18 255 (73.9)

BDI score 18 and above 90 (26.1)

Class

SS1 188 (54.5)

SS2 157 (45.5)

Do you do well in school?

Yes 312 (90.4)

No 33 (9.6)

Religion

Islam 99 (28.7)

Christianity 246 (71.3)

Family type

Monogamous 290 (84.1)

Polygamous 55 (15.9)

Marital status of parents

Married 282 (81.7)

Separated/divorced 63 (18.1)

Living Circumstances (with whom)

With Parents 255 (73.9)

With Others 90 (26.1)

Brought up by

Parents 276 (80.0)

Others 69 (20)

Fathers education

Secondary school education and below 127 (36.8)

Post-Secondary school and above 171 (49.6)

I Don’t know 47 (13.6)

Mothers education

Secondary school education and below 138 (40.0)

Post-Secondary school and above 162 (47.0)

I Don’t know 45 (13.0)
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Table 4.1.2: Socio-demographic Characteristics and BDI scores of the Whole Cohort N=345
(continuous variables)

Variables Total N =345
Mean (SD)
Age (years) 14.86 (1.24)
BDI Score 11.61 (10.23)
Number of Mothers’ children 3.75 (1.29)
Number of Fathers’ children 4.17 (1.82)
Number of people lived with from childhood 0.58 (1.02)
Position among fathers’ children 2.45 (1.75)
Position among mothers’ children 2.20 (1.30)
Number of students in your class 65.68 (39.59)
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4.1.2 Analysis of the Cross-Sectional Survey to Identify Prevalence of Depression and the

Socio-Demographic Correlates
4.1.2.1 Socio-demographic Correlates of Depressive Symptoms

The mean BDI score among the boys and girls were found to be 10.06 + 9.29 and 12.68 + 10.97
respectively and the difference was statistically significant (p = 0.02). There was a weak but
significant positive correlation between the mean BDI score and the number of fathers’ children,
(r=0.12, p = 0.03). However, there was no statistical relationship between the mean BDI score and
class, academic performance, religion, family type, school type (public or private) and other socio-

demographic variables (See Table 4.1.3a, b and c).
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Table 4.1.3a: Socio-demographic Correlates of Depressive Symptoms in the Whole Cohort

N=345
Variables Mean (SD) df t Confidence P value
Interval
Sex
Boy 10.06 (9.29) 343 -2.36 -481 -0.44 0.02*
Girl 12.68 (10.72)
Class
SS1 12.46 (10.46) 343 1.69 -0.30  4.04 0.09
SS2 10.59 (9.88)
Do you do well in
school?
Yes 11.34 (10.11) 343 -1.49  -6.46 0.90 0.14
No 14.12 (11.19)
Religion
Islam 10.96 (10.07) 341 -0.80 -3.38 143 0.43
Christianity 11.93 (10.32)
Family type
Monogamous 11.47 (10.35) 343 -0.57 -3.82 211 0.57
Polygamous 12.33 (9.61)
School Type
Public 12.02 (10.50) 343 0.87 -1.23 3.16 0.39
Private 11.05 (9.86)

*Significant at P < 0.05
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Table 4.1.3b: Socio-demographic Correlates with Depressive Symptoms N=345

Variables Mean (SD) df t Confidence P value
Interval

Living with whom

Parents 11.73 (10.11) 343 0.37 -2.00 2.93 0.71

Others 11.27 (10.61)

Brought up

Parents 11.99 (10.37) 343 1.37 -0.82 457 0.17

Others 10.11 (9.58)

Marital status of parents

Married

Separated / divorced 11.29 (9.60) 343 -1.22 -454 1.06 0.22
13.03 (12.67)

Fathers education

Secondary school education 9.76 (8.49) 343 -0.99 -1.52 1.54 0.26

and below

Post-Secondary school and 9.68 (9.12)

above

Mothers education

Secondary school education 9.80 (8.08) 343 -0.27 -3.42  2.60 0.99

and below

Post-Secondary school and 11.73 (9.90)

above
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Table 4.1.3c: Socio-demographic Correlates with Depressive Symptoms (Continuous

Variables) N=345

Variables Pearson’s Correlation P value
r

Age 0.03 0.64
Number of students in your class 0.07 0.22
Number of Mothers’ children 0.04 0.50
Number of Fathers’ children 0.12 0.03*
Number of people lived with from 0.04 0.46
childhood

Position among fathers’ children 0.10 0.05
Position among mothers’ children 0.01 0.79

*P value is significant < 0.05
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4.2 Analysis of the 39 students in Phase 2 who completed the baseline SMFQ, COPM,
knowledge questionnaire, and WLSQ to examine for association between depressive

symptoms and occupational functioning, knowledge of depression and wellbeing measures

4.2.1 Socio-demographic Characteristics of Study Participants in Phase 2

Among the 39 students recruited in Phase 2 of the study, 28 were girls (71.8%) and 11 were boys
(28.2%) with a girl to boy ratio of 2.5:1. The age range was between 13 to 18 years and the mean
age was 15.33+1.34 years (see Tables 4.2.1 and 4.2.2). The mean BDI score was 30.13 + 6.14,
COPM performance and satisfaction mean scores were 4.45 + 1.58 and 3.53 + 1.51 respectively

(see Table 4.2.3).

38

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.2.1: Socio-demographic Characteristics of students in Phase 2 (categorical variables)
N=39

Total i P value
Variables N=39

n (%)
Gender
Male 11 (28.2) 0.936 0.48
Female 28 (71.8)
Class
SS1 18 (46.2) 0.022 1.00
SS2 21 (53.8)
Do you do well in school?
Yes 26 (66.7) 0.821 0.50
No 13 (33.3)
Religion
Islam 7(17.9) 0.117 1.00
Christianity 32 (82.1)
Family type
Monogamous 26 (66.7) 6.209 0.02*
Polygamous 13 (33.3)
Marital status of parents
Married 24 (61.5) 0.208 0.75
Others 15 (38.5)
Living Circumstances
With Parents 23 (59.0) 0.268 0.75
With Others 16 (41.0)
Brought up by
Parents 27 (69.2) 0.011 1.00
Others 12 (30.8)
Fathers education
Secondary school education and below 16 (41.1) 2.185 0.70
Post-Secondary school and above 16 (41.1)
I don’t know 7(17.9)
Mothers education
Secondary school education and below 18 (46.2) 3.510 0.62
Post-Secondary school and above 17 (43.6)
[ don’t know 4(10.2)

*P value is significant

39

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.2.2: Socio-demographic Characteristics of Participants in Phase 2 (Continuous
Variables) N=39

Variables Total
Mean (SD) t P value
Age (years) 15.33 (1.34) -0.87 0.39
BDI Score 30.13 (6.14) -0.65 0.52
Number of Mothers’ children 3.74 (1.53) -0.39 0.70
Number of Fathers’ children 5.10 (2.92) -0.77 0.45
Number of people lived with from childhood 1.00 (1.43) -0.44 0.66
Position among fathers’ children 3.49 (2.50) 0.41 0.68
Position among mothers’ children 2.62(1.41) 1.07 0.29
Number of students in your class 55.00 (30.24) -1.61 0.12
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Table 4.2.3: Depression, COPM, Knowledge Survey and WLSQ Scores of Participants in
Phase 2 N=39

Variables Mean (SD)
t P value
BDI Score 30.13 (6.140) -0.651 0.519
SMFQ Score 13.41 (5.174) 1.299 0.202
COPM Performance mean score 4.45 (1.582) 0.607 0.548
COPM Satisfaction mean score 3.53 (1.512) -0.128 0.899
WLSQ score 47.26 (10.779) -0.092 0.927
Knowledge survey 11.38 (2.290) 1.615 0.115
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4.2.2 Correlates between Depressive Symptoms and Occupational Functioning, Wellness

Measures and Knowledge of Depression

Table 4.2.4 shows that for the 39 students in Phase 2, there was no association between depressive

symptoms (SMFQ) and Occupational Functioning, Wellness Measures and Knowledge of

Depression.
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Table 4.2.4: Socio-demographic Correlates of Depressive Symptoms and occupational
functioning, wellness measures and knowledge of depression N=39

Variables Pearson’s Correlation P value
r
SMFQ Score 0.27 0.10
COPM Performance mean Score -0.03 0.84
COPM Satisfaction mean Score -0.12 0.47
WLSQ Score 0.10 0.53
Knowledge Survey -0.08 0.65
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4.3.1 A Pre-post analysis of the 10 Students who completed the intervention and have data

on Baseline and Post-Intervention Outcome Measures.

Depression, Wellness and Life Satisfaction Questions and Knowledge Survey Scores Pre

and Post Intervention in One School

Pre and Post-intervention data was available from 10 participants from one school. There was post-
test reduction in BDI score in all but one participant. Post-test SMFQ scores were reduced in all
participants. WLSQ score increased in all participants and knowledge survey score was found to

increase in six of the 10 participants (See Table 4.3.1).
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Table 4.3.1: BDI, SMFQ, WLSQ and Knowledge Survey Scores Post Intervention in One
Treatment school (N=10)

Participants BDI score SMFQ score WLSQ score Knowledge
Survey
Pre Post Pre Post Pre Post Pre Post
A 41 27 14 9 45 56 12 10
B 38 8 22 5 28 46 12 14
C 35 4 12 5 52 53 12 16
D 29 18 14 14 54 58 11 9
E 29 6 11 7 58 67 12 10
F 28 5 8 4 46 54 10 12
G 28 6 22 13 44 64 7 14
H 25 5 17 9 43 72 16 12
| 24 5 12 9 50 66 16 14
J 21 31 14 9 26 60 8 13
Mean 29.8 115 146 8.4 44.6 59.6 11.6 12.4
(SD) (6.34)  (10.10) (4.55) (3.31) (10.43) (7.78) (2.9) (2.22)
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4.3.2 Occupational Functioning Scores Pre and Post Intervention in One School n=10

On pre and post comparison, occupational performance and satisfaction mean scores in each
selected area increased in all participants. Six and eight participants had a mean score change of
two and above in performance and satisfaction respectively See Table 4.3.2a, b, c. Participants

identified productivity and leisure as the top five problem areas on the COPM See Figure 2.
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Table 4.3.2a: COPM Score of Participants in One Treatment School (n=10)

Participants Occupational Importance  Performance Satisfaction
Performance

Problems Pre Post Pre Post
A Attend classes 9 3 6 6 7
After school work 8 8 8 5 9
Reading 8 5 9 8 9
Going out with friends 1 2 5 4 6
Feeding 2 5 3 9 2
B Reading 7 6 8 2 7
Homework 7 5 8 2 8
Sports 3 4 6 2 2
Traveling 1 2 2 2 2
Going out with friends 5 4 5 2 8
C Reading 5 4 7 2 5
Craft 7 6 6 3 6
Sport 4 2 5 1 4
Homework 6 4 6 1 7
Feeding 4 3 5 2 4
Going out with friends 1 1 4 5 2
D Attending party 1 3 5 7 8
Shopping 7 1 7 5 9
Reading 7 8 9 7 9
Sports 3 5 8 4 7

E Homework 7 9 10 3 10
Going out with friends 1 4 6 2 4
Shopping 1 9 1 4 2
laundry 10 5 9 7 8
Reading 5 3 8 2 7
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Table 4.3.2b: COPM Score of Participants in One Treatment School (N=10)

Participants Occupational Performance  Import Performance Satisfaction
Problems ance
Pre Post Pre Post
F Extracurricular activities 5 5 6 4 7
Attend classes 7 5 10 5 10
Going out with friends 5 4 6 5 9
Outdoor mobility 6 4 6 5 8
Sport 4 3 5 4 5
G Homework 9 3 7 2 4
Crafts 9 3 8 2 5
Sports 8 4 8 3 5
Feeding 6 4 9 4 7
Travel 8 3 8 3 7
Travel 4 4 8 1 10
H Going out with friends 7 7 9 2 9
Outdoor mobility 9 8 10 2 8
Cooking 9 9 10 2 10
Sweeping 9 6 8 4 10
I Going out with friends 1 1 9 1 9
Attend classes 10 6 10 8 10
Reading 6 7 10 5 10
Afterschool work 9 8 10 8 10
Dressing 8 8 9 8 9
J Going out with friends 1 1 8 2 8
Homework 10 2 10 2 10
Shopping 1 2 10 2 10
Afterschool work 1 5 10 2 10
Dressing 10 5 10 2 10
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Table 4.3.2c: Individual Score Changes of Performance and Satisfaction (N=10)

Participants Mean Performance Mean Satisfaction
Pre Post  score change Pre Post  score change

A 4.6 6.2 1.6 6.4 6.6 0.2

B 4.2 5.8 1.6 2.0 5.2 3.2%
C 9.5 5.8 -3.7 1.8 5.6 3.8*
D 3.6 6.6 3.0* 5.6 7.0 1.4

E 6.0 6.8 0.8 3.6 5.8 2.2*
F 4.2 6.6 2.4* 4.6 7.8 3.2*
G 3.4 8.0 4.6* 2.8 5.6 2.8*
H 6.8 9.0 2.2* 5.5 94 3.9*
| 6.0 9.6 3.6* 6.0 9.6 3.6*
J 3.0 9.6 6.6* 2.0 9.6 7.6*

*More than two point changes
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Figure 2: Chart Showing the Frequency Count Distribution of Occupational Performance
Problem Areas of Participants N=10
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4.3.3 Depression, Occupational Functioning, Wellness and Life Satisfaction Questions and

Knowledge Survey Scores Post Intervention

Further analysis was carried out to determine statistical significant difference. Paired Sample T-
test was used to determine the significant difference with level of significance at 0.05. The
reductions in BDI and SMFQ scores and increase in WLSQ scores showed statistical significant
difference. Although there was an increase in the knowledge survey score, there was no statistical

significant difference. See Table 4.3.3.

In addition, the increase in the COPM performance and satisfaction scores in most of the
participants showed statistical significant difference, which indicated improvement in

occupational functioning. See Table 4.3.3
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Table 4.3.3: Paired Sample Test of BDI, SMFQ, WLSQ, Knowledge Survey scores and
Occupational Performance and Satisfaction Mean Scores (N=10)

Mean difference

(SD)

t

Confidence

Interval

P value

BDI Score
Pre-intervention —
Post-intervention
SMFQ Score
Pre-intervention —
Post-intervention
Performance mean
score
Pre-intervention —
Post-intervention
Satisfaction mean
score
Pre-intervention —
Post-intervention
WLSQ
Pre-intervention —
Post-intervention
Knowledge Survey
Pre-intervention —

Post-intervention

18.30 (11.70)

6.20 (4.59)

-2.27 (2.69)

-3.19 (1.94)

-15.00 (10.59)

-0.80 (3.71)

4.95

4.27

-2.67

-5.21

-4.48

-0.68

9.93 26.67

292 948

-4.20 -0.34

-458 -1.80

-22.58 -7.42

-345 1.85

0.001*

0.002*

0.026*

0.001*

0.002*

0.512

*Significant at P < 0.05
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4.4 Effect Sizes Following the Intervention

The effect size of the treatment on depressive symptoms and occupational performance and
satisfaction was computed using the Cohen’s d method. The effect sizes on depressive symptoms
(BDI and SMFQ scores) were 1.56 and 1.35 respectively. These are large effect sizes. Also, the
effect sizes of 0.84 and 1.64 respectively for occupational performance and satisfaction were high.

See Table 4.4.
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Table 4.4: Effect Sizes of Treatment (N=10)

Effect size

Variables N (10) Cohen’s d
BDI Score
Post-intervention — Pre-intervention 10 1.56
SMFQ Score
Post-intervention — Pre-intervention 10 1.35
Performance mean score
Post-intervention — Pre-intervention 10 0.84
Satisfaction mean score
Post-intervention — Pre-intervention 10 1.64
WLSQ
Post-intervention — Pre-intervention 10 1.42
Knowledge Survey
Post-intervention — Pre-intervention 10 0.22
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4.5 Level of Satisfaction with the Intervention among Adolescents in One Intervention School
4.5.1 Level of Satisfaction Rating

The level of satisfaction rating score ranged from 24 — 30 with a mean of 28.8 and a standard
deviation of 1.93. The average ratings of the individual sessions ranged from 5 to 10 out of 10.

These findings suggest a high level of satisfaction with the sessions. See Table 4.5.1

4.5.2 Emerging Themes from Responses to Level of Satisfaction and Views on School-Based

Occupational Therapy Services

Three questions were asked concerning the intervention which were: what did you liked best, what
didn’t you like and your suggestions to improve the intervention. Majority stated that they liked
the games and how it related to helping them cope with stress and control their emotions. None of
the participants reported a session that they did not like. However, one participant mentioned that
the questionnaires should be reduced. Most of the participants suggested public enlightenment and

that the intervention should be carried out in other schools See Table 4.5.2

55

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.5.1: Individual rating of each session

Session How useful / how easy to understand

Mean (SD)

Session 1

Introduction and psycho-education 8.10 (1.73)

Session 2

Explaining link between emotion and 8.50 (1.08)

occupational  functioning and  social

participation

Session 3

Activities explaining link between emotion 9.30 (1.06)

and occupational functioning (Occupational

charade)

Session 4

Activities explaining link between emotion 8.60 (0.97)

and social participation (How to solve a

problem)
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Table 4.5.2: Emerging themes from responses to level of satisfaction (N=10)

Participants

What you liked best

What you didn’t like

Suggestions to improve

the intervention

A We are free to express 1 think there isn’t There should be more
ourselves. enlightenment in the
public for people who
have this problem...
B | like the talk on | like everything ...take it to the public and
depression and the causes, enlighten parents and
the games and so on. guardians
C The game we play, Nothing There should be more
occupational charade enlightenment in public...
D The game and interaction  Nothing ...try to talk to us one on
we had one or privately
E The charade game... I don'’t like to disclose my You should go to different
feelings, | want the schools too
intervention to be private
F The best of it was the | like everything, I hate There should be more
charade game nothing enlightenment publicly...
G I love the ‘how to solve a  None ..minimize the amount of
problem’ part...it gives us forms to fill
the ability to share
things...with our friends
and rub minds together...
H We are free to say our I don’t think there is I suggest finding more
mind ways to solve depression...
I | like the game we Nothing Help other people...
played...
J | like the game Nothing Nothing
WORD COUNT: 1081
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CHAPTER FIVE
DISCUSSION, RECOMMENDATION AND CONCLUSION

5.0 Discussion

This study was a combination of a cross-sectional survey and a one-group pre-post intervention
study. The aim was to determine the effect of a school-based group occupational therapy
intervention on depressive symptoms and level of occupational functioning and social
participation. The study found that female participants had statistically significant higher
depressive symptoms than males. There was no significant association between depressive
symptoms and occupational functioning, knowledge of depression and measure of wellness.
However, the intervention showed statistically significant reduction in depressive symptoms, and
improvement in occupational functioning and social participation with large effect sizes.
Participants in the intervention phase reported a high level of satisfaction with the programme.

Findings from the study are discussed in three sections.

The first section describes the socio-demographic characteristics, prevalence and correlates of
depressive symptoms among the adolescents. The effect of the intervention is discussed in the
second section and the participants” knowledge of and satisfaction with the treatment programme,
and their views on provision of occupational therapy services in schools in the third section.

Limitations and strength of the study are included in other sub-sections.

5.1.1 Socio-demographic Characteristics of Participants

The mean age of the adolescents recruited in the first Phase of the study was approximately 15
years with an age range of 12 to 19 years. Local studies carried out to determine the prevalence of
depression in adolescents reported a similar mean age of 15.6 years (Bella-Awusah et al., 2016;
and age range between 10 to 19 years (Oderinde et al., 2018). Adeniyi and colleagues found the

mean age to be 15.2 years in their study to determine the relationships between depression and
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physical activity among urban-dwelling secondary school adolescents (Adeniyi, Okafor and

Adeniyi, 2011).

Furthermore, the current study reported that two-third (66.7%) of the cohort are from monogamous
homes. This is similar to findings of other studies in the region where most of the participants were
from nuclear family settings (Malik et al., 2015; Bella-Awusah et al., 2016). Most of the
participants (73.9%) in the current study reported living with both their parents. This is similar to
another study conducted in South-eastern Nigeria to determine the prevalence of depression in
secondary school students found that almost all (95.4%) of the study cohort lived with their parents
(Chinawa et al., 2015). Similarly, in a study from Kenya, majority (77.0%) of adolescents
identified as clinically depressed were living with their parents (Khasakhala et al., 2012). These
findings could be due to cultural and religious beliefs and practices such that recently, there has
seemingly been a reduction in child-rearing practices that involved extended family and other

parties.

5.1.2 Prevalence of Depressive Symptoms

The mean BDI score of all recruited participants in this study was 11.61 + 10.230. This score is
slightly lower than reports from other studies. For example, studies from India recorded slightly
higher BDI score of 13.2 and 13.7 (Nagendra et al., 2012; Malik et al., 2015) school-going
adolescents. In Brazil, Salle and colleagues found a mean BDI score of 14.18 + 8.5 among 503
high-school adolescents between ages 15 to 17 years (Salle et al., 2012). A study of 2432
adolescents in Norway identified that about one in ten (9.5%) adolescents aged 15 years reached

the cut-off of 26 on the Mood and Feeling Questionnaire (Sund, Larsson and Wichstrem, 2011).

In the current study, significantly more girls in the while cohort who scored above 18 on the BDI
than boys. This finding is in keeping with many epidemiological findings both locally and globally.
Studies have consistently reported higher prevalence of depression in female adolescents than boys
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in both rural and urban settings (Adewuya, Ola and Aloba, 2007; Adeniyi, Okafor and Adeniyi,
2011; Khasakhala et al., 2012; Chakraborty et al., 2016). Other studies have shown that girls
report more emotional difficulties than boys (Rescorla, Achenbach and Ivanova, 2007). It has been
suggested that the biological changes that occur during puberty may play a role in the higher

prevalence of depression in girls (Thapar et al., 2012).

One in four (26.1%) in-school adolescents were found to score above the cut-off for depressive
symptoms in this study. In the past decade, findings of the prevalence of depression among
adolescents in Nigeria have varied between 9% and 29.5%. In a cross-sectional survey among over
1000 in-school adolescents in a rural setting, the prevalence of depression was reported as 21.2%.
(Fatiregun and Kumapayi, 2014). However, Oderinde and colleagues carried out a cross-sectional

survey and reported a one-month prevalence of 16.3% (Oderinde et al., 2018).

The prevalence of depression in this study is similar to findings from other countries. In Kenya, in
a random stratified sampling of 1276 school-going adolescents, the prevalence of 26.4% was found
(Khasakhala et al., 2012). In a systematic review and meta-analysis of literatures between 1991
and 2018, a pooled prevalence of depressive symptoms among Chinese children and adolescents
was found to be 22.2% (Li et al., 2019). In Jamaica, 1 in 7 high school students were reported to

have depressive symptoms (Ekundayo et al., 2007).

In Northern Europe and United States, there has also been an increase in cases of adolescent
depression. In 2011, a life-time prevalence of major depressive disorder of one in four (23%)
adolescent was reported in Central Norway (Sund, Larsson and Wichstrgm, 2011). In a National
Survey in the US, a 37% increase in 12-month prevalence was observed between 2005 and 2014
period (Mojtabai, Olfson and Han, 2016). Many authors have reported that as many as one in five

adolescents will have developed depression at some point (Cook, Peterson and Sheldon, 2009;
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Khasakhala, Ndetei and Mutiso, 2012). Variation in the prevalence rate can be due to research

methodological and cultural differences (Thapar et al., 2012).

5.1.3 Correlates between Depressive Symptoms and Occupational Functioning, Wellness

Measures and Knowledge of Depression

The current study found no statistically significant association between depression and
Occupational Functioning, Wellness Measures and Knowledge of Depression. Nevertheless,
authorities and researchers have stated that depression can seriously affect adolescents’ daily
functioning and social participation. Cook, Peterson and Sheldon, (2009) and Flanigan, (2001)
mentioned rising concern on the impact of mental health conditions in adolescents affecting
domestic activities, social functioning, education and community involvement (Flanigan, 2001;
Cook, Peterson and Sheldon, 2009). Lawrence and colleagues carried out a national survey where
a severe level of impact on functioning in school or work, friends and social activities, family and
self were reported in two-fifth (42.8%) of 4-17 year olds with major depressive disorder living in

Australia (Lawrence et al., 2015).

Adolescents in the current study mostly identified that productivity (school, home management
and work) and leisure (socialization and recreation) were areas they wanted to improve their
participation and satisfaction. Studies have also shown that social participation is usually mostly
affected by depression. Marvel and Zimmerman, (2015) highlighted four occupational areas that

depression impacts namely home life, school or work, family relationships, and social life.

In a study aimed to determine the impact of adolescent depression on peer, family, school, and
physical functioning and the burden on parents, Jaycox and colleagues found that adolescents with
depression were significantly more impaired in almost all the domains with their parents also

reporting a reduction in the social and family relationships of these adolescents (Jaycox et al.,
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2009). In addition, Glied and Pine, (2002) found that depressive symptoms are correlated with not

only missing school but other risky behaviours such as smoking, bingeing, and suicidal ideation.

5.2 Effect of the Intervention

Compared with pre-intervention scores, this study found significant post-intervention reductions
in depressive symptoms, and post-intervention increase in occupational performance and
satisfaction, as well as wellness. More than half (6 out of 10) and (8 of 10) of the participants in
the intervention had more than a 2-point change in COPM performance and satisfaction

respectively.

The findings in this study is in agreement with other studies. Jong-Seo-Lee and colleagues
examined the effects of a client-centred small group occupational therapy on depression, anxiety,
alienation and suicidal ideation of adolescents at risk of suicide, and changes in occupational
performance (Jong-Seo-Lee, Dae-Hyuk-Kang and So-Yeon-Park, 2015). The intervention was
implemented for 50 minutes in a 10-week duration. The authors reported a statistical significant
reduction in depressive symptoms and increase (improvement) in occupational performance with

all but one participant having more than a clinical 2-point change in COPM scores.

A cluster-randomized controlled trial was carried out by Tokolahi et al., (2018) in selected schools
in New Zealand to investigate an evidence-based occupational therapy intervention designed to
increase participation in daily occupations to prevent symptoms of mental illness (depression and
anxiety) for children aged between 11-13 year olds. This intervention took place for an hour per
week In 8weeks duration. The findings from the study showed that there was significant
improvement in child-rated occupational performance and satisfaction. Teachers’ rating on the
children’s’ anxiety was significant improved post-intervention. The COPM satisfaction score was

statistically significant, however, a clinical 2-point score change was not achieved.
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In a community-based study in the US reported by Knis-matthews et al., (2005), an occupational
therapy intervention was incorporated in a residential program for adolescents with any psychiatric
diagnosis to help them reach and maintain their highest level of functioning from a psychological,
social, behavioural, and emotional perspective. This program was implemented on six female
adolescents of ages between 14 and 15 years for an average period of 12weeks. The intervention
involved the use of occupation-based activities to achieve participants’ treatment goals. Group
discussions, one-to-one meetings and trips in the community were also some of the methods used
to address treatment goals. The authors reported improvement in self-image, reintegration into
family relationships, understanding their illness, improved communication and the development
of hobbies, interests and healthy lifestyles. Increase in the wellness measure score was also found
to be statistically significant (p value=0.002), along with reduction in symptoms of depression and
increased wellness and life satisfaction. Similarly, Moksnes et al., (2016) in a cross-sectional study
of 1924 students found that life satisfaction was inversely associated with depressive symptoms
using the Satisfaction with Life Scale. Also, Okwaraji, Aguwa and Shiweobi-eze, (2016) reported

that 30% of adolescents were dissatisfied with their lives.

5.3 Adolescents’ Views on Provision of Occupational Therapy Services in Schools

In this study, all the participants found the intervention to be useful. Overall, there was a high level
of satisfaction with the sessions. Participants reported that the intervention was helpful as they
have observed better participation and functioning in their daily occupations. This finding was
similar to that reported by Knis-matthews et al., (2005) where one of the adolescents in the study

was said to be excited about achieving her treatment goals.

Furthermore, participants expressed that the intervention should be made public and introduced in
other schools. School-based health services should not only address physical conditions but mental

health issues as well. Occupational therapy assessments done in one of the adolescent’s natural
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environment can help provide information about the functional level and give recommendation on
how learning, socialization and independence can be optimized (Mahaffey, 2016). In addition,
occupational therapy services can be incorporated into schools (one of the natural environment) of

children and adolescents) to support their learning and functioning (Christner, 2015).

5.4. Limitation and Strength of the Study
5.4.1 Limitation of the Study

1. A limitation in this study is the use of screening and not diagnostic tools to select participants
with depressive symptoms. The use of a screening tool may have overestimated the prevalence

rate. A diagnostic tool could have been included to confirm the diagnosis of depression.

2. Like many cross-sectional study designs, it is impossible to explain causality effects and identify
which variable comes first: was depression a cause of poor occupational functioning and social

participation? Or was poor occupational functioning a cause to poor wellbeing?

3. Data collection in the other study schools could not be completed due to pandemic lockdown.
The COVID-19 pandemic resulted in an immediate shutdown of schools that in return affected the

completion of the intervention and collection of post-intervention data in some of the schools.

4. Other outcome measure tools could not be taken on the whole cohort. A richer data could have
been available for analysis if the COPM and other tools used in phase 2 were administered in phase
1. Administering COPM in phase 1 to over 300 students would have however required the services

of several occupational therapy experts, which was not feasible.

5. This study depended only on participants’ responses to all screening tools. A better design would

have included feedback from other observers through teachers and or parents rated tools.

6. The sample size used to eventually compute the data was small. A larger-scale research is needed

to confirm the effectiveness of occupational therapy intervention identified in this study.
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7. The pre-post design of the intervention phase means that in addition to the intervention, other

factors such as socially desirable responding can explain the positive findings.

5.4.2 Strength of the Study

1. Findings from this study provides some support for the use of occupational therapy in reducing

symptoms of depression.

2. This study provides some evidence to support advocacy for inclusion of occupational therapy

services in schools.

3. This study raised curiosity of what occupational therapy is about. Participants, teachers and
students wanted to know more about occupational therapy thereby raising the chance for
occupational therapists to take more active roles in providing their services in non-clinical setting

such as schools.

5.5 Conclusion

In this study, the prevalence of depression was high with 1 in 4 in-school adolescents found to
have depressive symptoms. To the best of our knowledge, this is the first study in the country set
out to determine the effect of an occupational therapy intervention on adolescent depression.
Findings in this study suggest that occupational therapy intervention can help to reduce depressive

symptoms and improve occupational functioning and social participation in adolescents.

5.6 Recommendations
5.6.1 Recommendations to the Ministries of Health and Education

1. Periodic screening and intervention in schools should be conducted in order to address the rising

prevalence of depression (and other mental health conditions) in adolescents.
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2. Inclusion of occupational therapy in mental health services provided in schools. This should

include employment of occupational therapists as members of the school health team.
3. Teachers can be trained in the basics of occupational therapy to aid their roles in school.

5.6.2 Recommendation to the Researchers

Larger controlled studies are recommended to further explore the benefits and cost-effectiveness

of Occupational Therapy intervention in managing depression in this region.

WORD COUNT: 2351

TOTAL WORD COUNT: 11436

66

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



REFERENCES
Abbo, C., Kinyanda, E., Kizza, R. B., Levin, J., Ndyanabangi, S., and Stein, D. J. 2013.
Prevalence , Comorbidity and Predictors of Anxiety Disorders in Children and Adolescents
in Rural North-eastern Uganda. Child and Adolescent Psychiatry and Mental Health
7.21:1-11. https://doi.org/10.1186/1753-2000-7-21

Adeniyi, A. F., Okafor, N. C., and Adeniyi, C. Y. 2011. Depression and physical activity in a
sample of Nigerian adolescents: Levels, Relationships and Predictors. Child and Adolescent
Psychiatry and Mental Health 5.16:.

Adewuya, O. A., Ola, B. A., and Aloba, O. O. 2007. Prevalence of major depressive disorders
and a validation of the beck depression inventory among Nigerian adolescents. European
Child Adolescent Psychiatry 16:287—292.

American Occupational Therapy Association. 2014. Occupational Therapy Practice framework:
Domain & Process (3rd ed.). American Journal of Occupational Therapy 68.Suppl. 1:S1-
S48. https://doi.org/doi: 10.5014/ajot.2014.682006

American Occupational Therapy Association (AOTA). 2008. Occupational therapy practice
framework: Domain & process. American Journal of Occupational Therapy, 62, Second
edi:625-683.

American Occupational Therapy Association (AOTA). 2011. Occupational therapy services in
early childhood and school-based settings. American Journal of Occupational Therapy
65(Suppl.):S46-S54.

American Psychiatric Association. 1994. Diagnostic and statistical manual of mental health
disorders (4th editio). Washington, DC.

Ani, C. 2019. Overview of psychological and social interventions in CAMHS. In Psychological
and Social Treatment Methods for CAMH (p. 37). Lecture series delivered to Postgraduate
Students, Child and Adolescent Mental Health, University of Ibadan.

Arbesman, M., Bazyk, S., and Nochajski, S. M. 2013. Systematic Review of Occupational
Therapy and Mental Health Promotion, Prevention, and Intervention for Children and
Youth. The American Journal of Occupational Therapy 67.6:120-130.
https://doi.org/10.5014/ajot.2013.008359

Aseltine, R. J., and DeMartino, R. 2004. An outcome evaluation of the SOS suicide prevention
program. American Journal of Public Health 94.3:446-451.
https://doi.org/doi:10.2105/ajph.94.3.446

Attkinsson, C., and Greenfield, T. 2004. The client satisfaction Questionnaire , in the use of
psychological testing for treatment planning and outcome assessment. In ed M. Maruish
(Ed.), The USCF client satisfaction scales (3rd editio, pp. 799-812). Lawrence Erlbaum
Associates.

Auerbach, R. P. 2015. Depression in Adolescents: Causes, Correlates and Consequences.
Retrieved December 17, 2019, from www.apa.org/science/about/psa/2015/11/depression-
adolescents

Ball, M. A. 2018. Revitalizing the OT role in school-based practice : Promoting success for all
students. Journal of Occupational Therapy, Schools, & Early Intervention.

67

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



https://doi.org/10.1080/19411243.2018.1445059

Bazyk, S., and Brandenburger Shasby, S. 2011. Major approaches useful in addressing the
mental health needs of children and youth: Minimizing risks, reducing symptoms, and
building competencies. Mental health promotion, prevention, and intervention with children
and youth: A guiding framework for occupational therapy. Bethesda: MD. Retrieved from
AOTA inc

Beck, J., Beck, A., Jolly, J., and Steer, R. 2005. Beck Youth Inventories for Children and
Adolescents (2nd editio). San Antonio, TX: Harcourt Assessment.

Bekker, M., and Cooper, M. 2014. FRIENDS program.

Bella-Awusah, T., Ani, C., Ajuwon, A., and Omigbodun, O. 2016. Effectiveness of brief school-
based , group cognitive behavioural therapy for depressed adolescents in south west Nigeria
.1:44-50. https://doi.org/10.1111/camh.12104

Benson, J. 2013. School-Based Occupational Therapy Practice: Perceptions and Realities of
Current Practice and the Role of Occupation. Journal of Occupational Therapy , Schools ,
& Early Intervention 6.2:165-178. https://doi.org/10.1080/19411243.2013.811348

Bernal-Morales, B., Rodriguez-landa, J. F., and Pulido-criollo, F. 2015. Impact of Anxiety and
Depression Symptoms on Scholar Performance in High School and University Students. In
A fresh Look at Anxiety (pp. 225-242). InTech. Retrieved from
http://creativecommons.org/licenses/by/3.0

Bhatia, M., and Goyal, A. 2018. Anxiety Disorders in Children and Adolescents: Need for Early
Detection. Journal of Postgraduate Medicine 64.2:75-76.
https://doi.org/10.4103/jpgmJPGM_65 18

Birmaher, B., Bridge, J., and Williamson, D. 2004. Psychosocial functioning in youths at high
risk to develop major depressive disorder. Journal of American Academy of Child and
Adolescent Psychiatry 43:839Y846.

Blakemore, S.-J., Burnett, S., and Dahl, R. E. 2010. The Role of Puberty in the Developing
Adolescent Brain. Hum Brain Mapp 31.6:926-
933file:///C:/Users/Yewande/Desktop/ CCAMHS/My. Retrieved from Wiley-Liss, Inc

Bonder, B. 2015. Psychopathology and function (fifth edit). New Jersey: Thorofare, SLACK
Incorporated.

Bonhauser, M., Fernandez, G., Puschel, K., Yanez, F., Montero, J., Thompson, B., and
Coronado, G. 2005. Improving physical fitness and emotional well-being in adolescents of
low socioeconomic status in Chile: results of a school-based controlled trial. Health
Promotion International, 20.2:113-122. https://doi.org/doi:10.1093/ heapro/dah603

Brooks, R. 2016. Occupational Practice in Children and Young People’s Mental Health.
Retrieved from http://eprints.hud.ac.uk/id/eprint/30195/

Carpenter, L., Baker, G., and Tyldesley, B. 2001. The Use of the Canadian Occupational
Performance Measure as an Outcome of a Pain Management Program. Canadian Journal of
Occupational Therapy 68:16-22.

Centers for Disease Control and Prevention. 2012. QuickStats: Prevalence of Current
Depression Among Persons Aged >12 Years, by Age Group and Sex—United States,

68

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



National Health and Nutrition Examination Survey, 2007-2010. Retrieved from
http://lwww.cdc.gov/mmwr/preview/mmwrhtml/mm6051a7.htm?s_cid=mm6051a7_w

Chakraborty, T., Brahmbhatt, K., Madappady, S., Nelliyanil, M., Jayram, S., Debnath, S., ...
Kurulkar, P. V. 2016. Prevalence of depression amongst adolescents in rural area of South
India — a school based cross sectional study. Public Health Review: International Journal of
Public Health Research 3.2:65-609.

Chan, C., Dennis, D., Kim, S. J., Jankowski, J., Chan, C., Dennis, D., ... Jankowski, J. 2017. An
Integrative Review of School-Based Mental Health Interventions for Elementary Students :
Implications for Occupational Therapy. Occupational Therapy in Mental Health
file://IC:/Users/Y ewande/Desktop/ CCAMHS/My PG Research Work/48585.pdf:1-21.
https://doi.org/10.1080/0164212X.2016.1202804

Chinawa, A., Onukwuli, V., Chinawa, J., Mayike, P., Nduagubam, O., Odinka, P., ... Ukoh, U.
2018. Anxiety disorder among adolescents attending Secondary Schools in Enugu Anxiety
disorders among adolescents attending secondary schools in Enugu. Current Paeditrics
Research 22.3:239-248. Retrieved from
https://www.researchgate.net/publication/328676931%0AAnXxiety

Chinawa, J. M., Manyike, P. C., Obu, H. A, and Aronu, A. E. 2015. Depression among
adolescents attending secondary schools in South East Nigeria 14.1:.
https://doi.org/10.4103/1596-3519.148737

Christner, A. 2015. Promoting the Role of Occupational Therapy in School-based
Collaboration : Outcome Project. Journal of Occupational Therapy, Schools, & Early
Intervention 8.2:136-148. https://doi.org/10.1080/19411243.2015.1038469

Clark, F. G. 2013. Best practice in school occupational therapy interventions to support
participation. (G. F. Clark & B. E. Chandler, Eds.), Best practices for occupational therapy
in schools. Bethesda:MD: AOTA Press.

Clayborne, Z. M., Varin, M., and Colman, I. 2019. Systematic Review and Meta-Analysis:
Adolescent Depression and Long-Term Psychosocial Outcomes. Journal of the American
Academy of Child & Adolescent Psychiatry 58.1:72—79.
https://doi.org/10.1016/j.jaac.2018.07.896

Cohen, R., Greenberg, J., and IsHak, W. 2013. Incorporating Multidimensional Patient-reported
outcomes of symptoms severity, functioning and quality of life in the individual burden of
illness index for Depression to measure treatment impact and recovery in MDD. JAMA
Psychiatry 70:343-350. https://doi.org/10.1001/jamapsychiatry.2013.286

Colman, W. 1988. The Evolution of Occupational Therapy in the Public Schools: The Laws
Mandating Practice. The American Journal of Occupational Therapy 42.November 1:701—
705. https://doi.org/10.5014/ajot.42.11.701

Cook, M. N., Peterson, J., and Sheldon, C. 2009. ADOLESCENT DEPRESSION : An Update
and Guide to Clinical Decision Making. Psychiatry (Edgemont) (Vol. 6).

Costello, J., Mustillo, S., Erkanli, A., Keeler, G., and Angold, A. 2003. Prevalence and
development of psychiatric disorders in childhood and adolescence. Archives of General
Psychiatry 60.8:837—-844.

Council for International Organizations of Medical Sciences (CIOMS). 2016. International

69

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Ethical Guidelines for IHealth-related Research Involving Humans (fourth edi). Geneva.

Cramm, H, Aiken, AB, & Stewart, D. 2012. Perspectives on the international classification of
functioning, disability, and health: child and youth version (ICF-CY) and occupational
therapy practice. Physical and Occupational Therapy in Pediatrics 32.2:388-403.
https://doi.org/doi:10.3109/ 01942638.2012.680009

Desha, L.N., and Ziviani, J. M. 2007. Use of time in childhood and adolescence: A literature
review on the nature of activity participation and depression. Australian Occupational
Therapy Journal 54:4-10. https://doi.org/doi: 10.1111/j.1440-1630.2006.00649.x EImquist,

Desha, Laura N, and Ziviani, J. M. 2007. Time use research methodologies. Australian
Occupational Therapy Journal 54.1:16.

Ekundayo, O. J., Dodson-stallworth, J., Roofe, M., Aban, I. B., Kempf, M. C., Ehiri, J. E., and
Pauline, E. 2007. Prevalence and Correlates of Depressive Symptoms Among High School
Students in Hanover , Jamaica. The Scientific World Journal 7:567-576.
https://doi.org/10.1100/tsw.2007.104

Fatiregun, A. A., and Kumapayi, T. E. 2014. Prevalence and correlates of depressive symptoms
among in-school adolescents in a rural district in southwest Nigeria. Journal of Adolescence
37.2:197-203. https://doi.org/10.1016/j.adolescence.2013.12.003

Fergusson, D. M., and Woodward, L. J. 2002. Mental Health, Educational, and Social Role
Outcomes of Adolescents With Depression. Archives of General Psychiatry 59:225-231.

Flaherty, L. T., and Osher, D. 2002. History of School-Based Mental Health Services in the
United States. In Handbook of School-mental Health Services in the Untited States.
https://doi.org/10.1007/978-0-387-73313-5

Flanigan, A. 2001. Occupational therapy with Adolescents. Occupational Therapy for Child and
Adolescent Mental Health. Edinburgh: Churchill Livingstone: In L. Lougher (Ed.).
https://doi.org/10.1016/B978-0-443-06134-9.50016-4

Fleitlich-Bilyk, B., and Goodman, R. 2004. Prevalence of child and adolescent psychiatric
disorders in southeast Brazil. Journal of American Academy of Child and Adolescent
Psychiatry 43:727-34.

Fouché, L., and Wegner, L. 2016. Specific Occupational Therapy Intervention with
Adolescents. Retrieved November 12, 2020, from neuosykey.com/specific-occupational-
therapy-intervention-with-adolescents/

Friedli, L. 2004. The Case for Mental Health Promotion. In Childhood and Adolescent Mental
Health: Understanding the Lifetime Impacts. Office of Health Economics and Mental
Health Foundation.

Glied, S., and Pine, D. S. 2002. Consequences and Correlates of Adolescent Depression.
Archives of Pediatrics and Adolescents Medicine. 156:1009-1014. Retrieved from
www.archpaediatrics.com

Haberstick, B. C., Boardman, J. D., Wagner, B., Smolen, A., Hewitt, J. k, Killeya-Jones, L. A.,
... Harris, K. M. 2016. Depression, Stressful Life Events, and the Impact of Variation in
the Serotonin Transporter: Findings from the National Longitudu=inal Study of Adolescent
to Adult Health (Add Health). PloS ONE 11.3:0148373.
https://doi.org/doi:10.1371/journal.pone.0148373

70

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Handojo, N., Hsu-nazzal, C., and Kabbani, N. 2016. Anxiety in Children : Intervention
Strategies. School of Occupational Master’s Capstone Projects 45.

Hardaker, L., Halcomb, E. J., Griffiths, R., Bolzan, N., and Arblaster, K. 2007. The role of the
occupational therapist in adolescent mental health : A critical review of the literature The
role of the occupational therapist in adolescent mental health : A critical review of the
literature. Australian E-Journal for the Advancement of Mental Health 6.3:.
https://doi.org/10.5172/jamh.6.3.194

Hariri, A., Mattay, V., Tessitore, A., and Al., E. 2002. Serotonin transporter genetic variation
and the response of the human amygdala. Science 297:400-403.

Hetrick, S., Merry, S., McKenzie, J., Sindahl, P., and Proctor, M. 2007. Selective Seotonin
Reuptake Inhibitors (SSRIs) for Depressive Disorders in Children and Adolescents.
Cochrane Database Systematic Reviews - Intervention.
https://doi.org/https://doi.org/10.1002/14651858.CD004851.pub2

Hoiberg, and Dale H. 2010. Abeokuta. (. I:A-ak Bayes Chicago, Ed.) (15th editi).
Encyclopaedia Britannica Inc.

Horowitz, J., Garber, J., Ciesla, J., Young, J., and Mufson, L. 2007. Prevention of depressive
symptoms in adolescents: A randomized trial of cognitive-behavioral and interpersonal
prevention programs. Journal of Consulting and Clinical Psychology 75.5:693-706.

Ikiugu, M. N., and Anderson, L. 2007. Cost Effectiveness of the Instrumentalism in
Occupational Therapy ( 10T ) Conceptual Model as a Guide for Intervention with
Adolescents with Emotional and Behavioral Disorders (EBD). International Journal of
Behavioral and Consultation Therapy 3.53-76:. https://doi.org/10.1037/nh0100175

Institute of Medicine (US), and National Research Council (US) Committee on the Science of
Adolescence. 2011. The Psychology of Adolescence: The Science of Adolescent Risk-
Taking. National Academic Press. Retrieved from
www.ncbi.nlm.nih.gov/books/NBK53420/

Jackson, J., Carlson, M., Mandel, D., Zemke, R., and Clark, F. 1998. Occupation in lifestyle
redesign: the well elderly study occupational therapy program. American Journal of
Occupational Therapy, 52.5:326-336. https://doi.org/doi:10.5014/ ajot.52.5.326

Jackson, L., and Arbesman, M. 2005. Occupational therapy practice for children with behavioral
and psychosocial needs.

Jaycox, L. H., Stein, B. D., Paddock, S., Miles, J. N. V., Chandra, A., Meredith, L. S., ...
Burnam, M. A. 2009. Impact of Teen Depression on Academic , Social , and Physical
Functioning. Pediatrics 124.e596:€599. https://doi.org/10.1542/peds.2008-3348

Jong-Seo-Lee, Dae-Hyuk-Kang, and So-Yeon-Park. 2015. Effects of a Small Group
Occupational Therapy Program on Adolescents at Risk of Suicide: A Primilinary Study.
Journal of Korean Society of Occupational Therapy 24.1:39-52.
https://doi.org/https://doi.org/10.14519/jksot.2016.24.1.04

Khasakhala, L. I., Ndetei, D. M., and Mutiso, V. 2012. The Prevalence of Depressive Symptoms
among Adolescents in Nairobi Public Secondary Schools; Association with Perceived
Maladaptive Parental Behaviour. African Journal of Psychiatry 15:106-113.
https://doi.org/https://doi.org/10.4314/ajpsy.v15i2.14

71

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Khasakhala, L., Ndetei, D., Mutiso, V., Mbwayo, A., 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 15:106-113.
https://doi.org/http://dx.doi.org/10.4314/ajpsy.v15i2.14

Kleinman, B. 1992. The challenge of providing occupational therapy in mental health. The
American Journal of Occupational Therapy 46.6:555-557.

Knis-matthews, L., Richard, L., Marquez, L., and Mevawala, N. 2005. Implementation of
Occupational Therapy Services for an Adolescent Residence Program Implementation of
Occupational Therapy Services for an Adolescent Residence Program. Occupational
Therapy in Mental Health 21.1:57-72. https://doi.org/10.1300/J004v21n01

Krupa, T., McLean, H., Eastabrook, S., Bonham, A., and Baksh, L. 2003. Daily time use as a
measure of community adjustment for persons served by assertive community treatment
teams. American Journal of Occupational Therapy 57.5:558-565.
https://doi.org/doi:10.5014/ajot.57.5.558

Law, M., Baptiste, S., Carswell, A., McColl, M., Polatajko, H., and Pollock, N. 2000. Canadian
occupational performance measure manual. Canadian Association of Occupational
Therapists .CAOT Publications ACE, Canada:

Law, M., Baptiste, S., Carswell, A., McColl, M., Polatajko, H., and Pollock, N. 2004. COPM
Questions and Answers. Retrieved December 17, 2019, from
http:www.caot.ca/copm/questions.html

Lawrence, D., Johnson, S., Hafekost, J., Haan, K. B. de, Sawyer, M., Ainley, J., and Zubric, S.
R. 2015. The Mental Health of Children and Adolescents. Report on the second Australian
Child and Adolescent Survey of Mental Health and Wellbeing. Communication Branch,
Department of Health.

Li, J.-Y., Li, J., Liang, J.-H., Qian, S., Jia, R.-X., Wang, Y.-Q., and Xu, Y. 2019. Depressive
Symptoms Among Children and Adolescents in China : A Systematic Review and META -
ANALYSIS. Medical Science Monitor 25:7459-7470.
https://doi.org/10.12659/MSM.916774

Lloyd, C., King, R., and Bassett, H. 2005. Occupational therapy and clinical research in mental
health rehabilitation. British Journal of Occupational Therapy 68.4:172-176.

Lougher, L. 2001. Occupational Therapy for Children and Adolescents. London, England:
Harcourt Publishers Limited.

Mabhaffey, L. M. 2016. Fact Sheet Mental Health in Children and Youth :The Benefit and Role
of Occupational Therapy. The American Occupational Therapy Association Inc. Retrieved
from www.aota.org

Malik, M., Khanna, P., Rohilla, R., Mehta, B., and Goyal, A. 2015. Prevalence of depression
among school going adolescents in an urban area of Haryana , India. International Journal
of Community Medicine and Public Health 2.4:624-626.
https://doi.org/http://dx.doi.org/10.18203/2394-6040.ijcmph20151059

Mandel, D., Jackson, J., Zemke, R., Nelson, L., and Clark, F. 1999. Lifestyle redesign:
implementing the well-elderly program. American Occupational Therapy Association.

Marvel, A. L., and Zimmerman, S. 2015. Social Participation : An Occupational Therapy Guide
72

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



to Intervention for Youth with Depressive Disorders. Occupational therapy Capstones,133.
University of North Dakota. Retrieved from https://commons.und.edu/ot-grad/133

Mason, M. J., Schmidt, C., Abraham, A., and Walker, L. 2009. Adolescents’ Social
Environment and depression: Social Networks, Extracurriculum Activity, and Family
Relationship Influences. Journal of Clinical Psychology in Medical Sciences 16.4:346—354.
Retrieved from https://doi.ord/10.1007/s10880-009-9169-4

Mazzone, L., Ducci, F., Scoto, M. C., Passaniti, E., Arrigo, V. G. D., and Vitiello, B. 2007. The
role of anxiety symptoms in school performance in a community sample of children and
adolescents. BMC Public Health 7.347:1-6. https://doi.org/10.1186/1471-2458-7-347

Michaud, P., and Fombonne, E. 2005. Common mental health problems. British Medical
Journal 330 (7495).April 9:835-838. https://doi.org/10.1136/bmj.330.7495.835

Mojtabai, R., Olfson, M., and Han, B. 2016. National Trends in the Prevalence and Treatment of
Depression in Adolescents and Young Adults. Paediatrics 138.6:.
https://doi.org/10.1542/peds.2016-1878

Moksnes, U. K., Lghre, A., Lillefjell, M., Byrne, D. G., and Haugan, G. 2016. The Association
Between School Stress , Life Satisfaction and Depressive Symptoms in Adolescents : Life
Satisfaction as a Potential Mediator. Social Indicators Research 125:339-357.
https://doi.org/10.1007/s11205-014-0842-0

Nagendra, K., Sanjay, D., Gouli, C., Kalappanavar, N., and Kumar, V. 2012. Prevalence and
association of depression and suicidal tendency among adolescent students. International
Journal of Biomedical and Advance Research 3.9:714-7109.

National Health Service. 2017. Many Teenagers Reporting Symptoms of Depression. Retrieved
December 20, 2019, from https://www.nhs.uk/news/mental-health/many-teenagers-
reporting-symptoms-depression/

National Institute of Mental Health. 2017. Major Depression. Retrieved December 20, 2019,
from https://www.nimh.nih.gov/health/statistics/major-depression.shtml

National Population Commission Nigeria. 2010. Population Distribution by sex, state, local
government area and senetorial districts.

National Population Comimission Nigeria. 2012. Federal Republic of Nigeria 2006 Population
Census. Retrieved from web.archive.org

New Economics Foundation. 2008. Five Ways to Wellbeing: The Evidence. London.

New Economics Foundation. 2011. Five ways to wellbeing: New applications, new ways of
thinking.

Oderinde, K. O., Dada, M. U., Ogun, O. C., Awunor, N. S., Kundi, B. M., Ahmed, H. K., ...
Yusuff, A. A. 2018. Prevalence and Predictors of Depression among Adolescents in ldo
Ekiti. International Journal of Clinical Medicine 9:187-202.
https://doi.org/10.4236/ijcm.2018.93017

Okwaraji, F. E., Aguwa, E. N., and Shiweobi-eze, C. 2016. Life Satisfaction , Self Esteem and
Depression in a Sample of Nigerian Adolescents. International Neuropsychiatric Disease
Journal 5.3:1-8. https://doi.org/10.9734/INDJ/2016/20805

Ola, B., and Ani, C. 2013. Emotional difficulties among children of parents with severe mental
73

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



illness: Association with threat — related illness perception. Univedrsity of Ibadan.
https://doi.org/(Unpublished thesis)

Olson, L. 2011. Mental health promotion, prevention, and intervention with children and youth:
A guiding framework for occupational therapy. In M. In S. Bazyk (Ed.) Bethesda (Ed.),
Development and implementation of groups to foster social participation and mental health
(pp. 95-115). AOTA Press.

Omigbodun, O. ., and Omigbodun, A. 2004. School Health Questionnaire-English & Yoruba
Socio Dem Brief.

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 54.1:34-46. https://doi.org/10.1177/0020764007078360

Omigbodun, O. O., and Olatawura, M. O. 2008. Child rearing practices in Nigeria: Implications
for mental health. Nigerian Journal of Psychiatry 6.1:10-15.

Parker, G., and Brotchie, H. 2010. Gender differences in depression. International Review of
Psychiatry 22:429-436.

Pearson, R. M., Evans, J., Kounali, D., Lewis, G., Heron, J., Ramchandani, P. G., ... Stein, A.
2013. Maternal Depression During Pregnancy and the Postnatal Period Risks and Possible
Mechanisms for Offspring Depression at Age 18 Years. JAMA Psychiatry 70.12:1312—
1319. https://doi.org/10.1001/jamapsychiatry.2013.2163

Pine, D., Cohen, P., Johnson, J., and Brook, J. 2002. Adolescent life events as predictors of adult
depression. Journal of Affective Disorders 68:49-57.

Qin, B., Zhou, X., Michael, K., Liu, Y., Whittington, C., Cohen, D., ... Xie, P. 2015. Psycho-
therapy for depression in children and adolescents: study protocol for a systematic review
and network meta-analysis. BMJ Open 5.2:¢005918. https://doi.org/doi: 10.1136/bmjop- en-
2014-005918.

Ramano, E. M. 2015. A comparison of two occupational therapy group programmes on the
task- oriented functioning of mental health care users with major depressive disorders
Author : Pretoria, South Africa.

Rapee, R. M. 2012. ANXIETY DISORDERS. In IACAPAP e-Textbook of Child and Adolescent
Mental Health (pp. 1-20). Geneva: International Association for Child and Adolescent
Psychiatry and Allied Professions.

Rescorla, L., Achenbach, T., and Ivanova, M. 2007. Behavioral and emotional problems
reported by parents of children ages 6 to 16 in 31 societies. Journal of Emotional
Behavioural Disorders. 15.3:130-142.

Restifo, K., and Bogels, S. 2009. Family processes in the development of youth depression:
translating the evidence to treatment. Clinical Psychology Review 29:294-316.

Rey, J. M., Bella-Awusah, T. T., and Liu, J. 2015. DEPRESSION IN CHILDREN AND 2015
Edition. In IACAPAP e-Textbook of Child and Adolescent Mental Health. (pp. 1-36).
Geneva: International Association for Child and Adolescent Psychiatry and Allied
Professions.

Salle, E., Rocha, N. S., Rocha, T. S., Nunes, C., and Chaves, M. L. F. 2012. Depression rating

74

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



scales as screening tools for depression in high school students Escalas psicométricas como
instrumentos de rastreamento para depressao em estudantes do ensino médio. Revista de
Psiquiatria Clinica 39.1:24-27.

Scott, AH, Butin, D., Tewfik, D., Burkhardt, A., Mandel, D., and Nelson, L. 2001. Occupational
therapy as a means to wellness with elderly. Physical & Occupational Therapy in
Geriatrics, 18.4:3-22.

Silverman, W., and Treffers, P. 2001. Anxiety disorders in children and adolescents: research,
assessment and intervention. Cambridge, UK: Cambridge University Press.

Sullivan, A. 2013. Occupational therapy interventions in adult mental health across settings: A
literature review. American Occupatonal Therapy Association 36.1:1-4.

Sund, A. M., Larsson, B., and Wichstrem, L. 2011. Prevalence and characteristics of depressive
disorders in early adolescents in central Norway. Child and Adolescent Psychiatry and
Mental Health 5.28:1-13. Retrieved from
http://www.capmh.com/content/5/1/28%0ARESEARCH

Thapar, A., Collishaw, S., Pine, D., and Thapar, A. 2012. Depression in Adolescence. Lancet
Series 17.379(9820):1056 — 1067. https://doi.org/doi:10.1016/S0140-6736(11)60871-4

Thapar Anita, Collishaw Stephan, Pine S Daniel, T. K. A. 2012. Depression in adolescence.
National Institute of Health Lancet Author Manuscript 379.9820:1056-1067.
https://doi.org/10.1016/S0140-6736(11)60871-4.Depression

Thapar, Anita, and Rice, F. 2006. Twin Studies in Paediatric Depression. Child and Adolescent
Psychaitric Clinics of North America 15.4:869-881.
https://doi.org/10.1016j.chc.2006.05.007

The American Occupational Therapy Association School Mental Health Work Group. 2012.
Occupational Therapy’s Role in Mental Health Promotion, Prevention, & Intervention With
Children & Youth. Retrieved October 20, 2019, from www.aota.org/Practice/Children-
Youth/Mental Health/School-Mental-Health.aspx

Thompson, S., and Aked, J. 2009. 4 guide to measuring children ’ s Wellbeing. Retrieved from
www.neweconomics.org and www.actionforchildren.org.uk

Tija, R. 2016. Links of Adolescents Identity Development and Relationship with Peers_ A
Systematic Literature Review. Journal of Canadian Academy of Child and Adolescent
Psychiatry 25.2:97-105.

Tokolahi, E., Em-Chhour, Laura, B., and Stanley, S. 2013. An Occupation-Based Group for
Children with Anxiety. British Journal of Occupational Therapy 76.1:31-36.
https://doi.org/10.4276/030802213X13576469254694

Tokolahi, E., Hocking, C., and Kersten, P. 2016. Development and Content of a School-Based
Occupational Therapy Intervention for Promoting Emotional Well-Being in Children.
Occupational Therapy in Mental Health 32.3:245-258.
https://doi.org/10.1080/0164212X.2015.1129522

Tokolahi, E., Hocking, C., Kersten, P., and Vandal, A. C. 2014. Cluster-randomised controlled
trial of an occupational therapy group intervention for children designed to promote
emotional wellbeing : study protocol 2.1:1-11. https://doi.org/10.1186/2050-7283-2-16

75

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Tokolahi, E., Vandal, A. C., Kersten, P., Pearson, J., and Hocking, C. 2018. Cluster-randomised
controlled trial of an occupational therapy intervention for children aged 11 — 13 years ,
designed to increase participation to prevent symptoms of mental illness. The Associatrion
for Child and Adolescent Mental Health 1-14. https://doi.org/10.1111/camh.12270

Turpin, M., and lwama, M. K. 2011. Person-environment-occupation models. In Using
occupational therapy models in practice: A field guide (pp. 89-116). Scotland: Churchill
Livingstone/Edinburgh: Elsevier.

United Nations Children Emergency Fund (UNICEF). 2019a. Adolescent Demographics.
Retrieved November 27, 2019, from https://data.unicef.org/topic/adolescents/demographics/

United Nations Children Emergency Fund (UNICEF). 2019b. Adolescents Overview. Retrieved
November 27, 2019, from https://data.unicef.org/topic/adolescents/overview

Vitiello, B., Rohde, P., Silva, S., Wells, K., Casat, C., Waslick, B., and Team, T. 2006.
Functioning and quality of life in the treatment for adolescents with depression study
(TADS). Journal of the American Academy of Child and Adolescent Psychiatry
45.12:1419-1426. https://doi.org/doi:10.1097/01. chi.0000242229.52646.6e

Wagner, A., Gonzalez, C., Sanchez, S., Garcia, C., and J., G. 2012. Enfocando la depresion
como un problema de salud publica en México. Salud Mental 35:3-11.

Willoughby, C., Polatajko, H., Currado, C., Harris, K., and King, G. 2000. Measuring the self-
esteem of adolescents with mental health problems: theory meets practice. The Canadian
Journal of Occupational Therapy 67.4:230-238.

World Federation of Occupational Therapists. 2016. Occupational Therapy Services in School-
Based Practice for Children and Youth.

World Health Organisation. 2007. International classification of functioning, disability and
health: Children and youth version.

World Health Organisation. 2019a. Adolescent Development. Retrieved November 27, 2019,
from https://www.who.int/maternal_chils_adolescent/topics/adolescence/development/en/

World Health Organisation. 2019b. Adolescent Mental Health. Geneva, Switzerland. Retrieved
from https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health

Zahn-Waxler, C., Klimes-Dougan, B., and Slattery, M. 2000. Internalizing problems of
childhood and adolescent: prospects, pitfalls, and progress in understanding the
development of anxiety and depression. Development and Psychopathology 12.3:443-466.

76

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX 1la

Information Sheet for Parents/Guardians

(Date:

Title of project: Effects of a School-Based Group Occupational Therapy Intervention for
Adolescents with Depressive Symptoms in Senior Secondary Schools in Abeokuta North Nigeria

What is this about?

Your child is being invited to take part in a research project. Before you decide it is important for

you to understand why the research is being done and what it will involve.

Please take time to read the following information carefully and ask us if there is anything that is

not clear.

Thank you for reading this information.

What is the purpose of the project?

There is need for this research to better understand and explore the effects of an occupational

therapy intervention in the management of depression in adolescents.

The purpose of this research is to determine the effects of an occupational therapy intervention on
depressive symptoms and occupational functioning and social participation among school
adolescents and to explore their views about occupation and well-being and school-based

occupational therapy services.

Why has my child been chosen?

All young people in Abeokuta North who attend public and private secondary schools are being
invited to participate. We hope that a total of 400 young people will take part.

Does my child have to take part?

Taking part in the research is voluntary, so it is up to you and your child to decide whether or not
to take part. Also you are both free to decide to withdraw from the research at any time and without

giving a reason.

What will happen if | agree for my child to take part?
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If you are happy for your child to take part, you will be asked to sign a consent form. Your child
will be given a questionnaire to complete. The questionnaire will take about 30 minutes to
complete. We appreciate the time involved in completing the questionnaire and we will offer your
child a pen as a gift.

What are the possible disadvantages and risks of taking part?

Apart from the minor inconvenience of taking a few minutes to complete the questionnaire, we do
not envisage any risks or disadvantages to your child. All information collected will be kept strictly
confidential.

What are the possible benefits of taking part?
The information we get might help improve our understanding of occupational therapy based
management for depression in adolescents.

Who is organizing the research?

The research is organised by , @ M.Sc. student of the Centre for Child and

Adolescent Mental Health, University of Ibadan, Nigeria.

Who has reviewed the study?

The protocol for this research will be reviewed by the Research Ethics Committee in Ogun State.
Contact for Further Information

If you would like any further information about the research, please

Thank you for agreeing for your child to take part in this study. You will be given a copy of this

information sheet and a signed consent form to keep for your records.
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APPENDIX 1b

Informed Consent Form (Parent/Guardian)

Title of Research: Effects of a School-Based Group Occupational Therapy Intervention for

Adolescents with Depressive Symptoms in Senior Secondary Schools in Abeokuta North Nigeria

This study is being conducted by , @ M.Sc. student of the Centre for

Child and Adolescent Mental Health, University of Ibadan, Nigeria. The purpose of the research
is to determine the effects of an occupational therapy intervention on depressive symptoms and
occupational functioning and social participation among school adolescents and to explore their

views about occupation and well-being and school-based occupational therapy services.

This study will be carried out in two stages. In the first stage, your child will be asked to fill two
questionnaires. The first will ask questions about age, gender, family etc. The second will ask
about some symptoms of stress and depression which young people experience. If your child is
selected for the second stage he/she will be asked to fill another questionnaire which asks about
their school, house and social activities and about your child identifying areas of problems in daily
activities and rating them on a scale of importance, performance and satisfaction. They will then
be asked to participate in the programme which will be done with other students with similar
experiences where issues like stress, depression and how to cope will be discussed. This
programme will take place once weekly for 6 weeks after which they will be asked to fill the

questionnaires they had filled earlier again.

We expect your child to be involved in this research for a period of 6 weeks in total. The
programme will take 45 minutes to one hour once a week in the school. Your child does not have
to answer any guestion or take part in the discussions during the programme if he/she feels the
questions are too personal or if talking about them makes them uncomfortable. The goal of this
study is to find an effective way to reduce stress and depression for young people. We hope this

intervention programme will be able to achieve that but we are not certain about this.

All information collected in this study will be given code numbers and no name will be recorded.
This cannot be linked to your child in any way and his/her name or any identifier will not be used
in any publication or reports from this study. We will ask your child and others in the programme
not to talk to people outside the programme about what was discussed. Y ou should know, however,
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that we cannot stop or prevent participants who were in the group from sharing things that should
be confidential. We will not record your child’s name and make sure that none of the information

given can be linked to him/her by others.

Your child’s participation in this research is entirely voluntary. It is their choice whether to
participate or not. If they choose not to participate, this will have no effect on them, family
members or their education. Your child will not be provided any money or gifts for taking part in
the research. However, we will give light refreshments (sweets) and pens to fill the questionnaires.
Your child does not have to take part in this research if they do not wish to do so. They may stop

participating at any time that they wish.

Statement of person giving consent
I confirm that | have read and understand the information about this project.

[understand that my child’s participation is voluntary and that we are free to withdraw at any time,
without giving any reason,

| agree that my child may take part in the study.

Name of Parent/ guardian Date Signature/ Thumbprint
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APPENDIX 2a

Information Sheet for Young People

(Date:

Title of research project: Effects of a School-Based Group Occupational Therapy Intervention
for Adolescents with Depressive Symptoms in Senior Secondary Schools in Abeokuta North

Nigeria.
What is this about?

You are being invited to take part in a research project to explore the effects of an occupational

therapy intervention in the management of depression in adolescents.

Before you decide if you want to join in, it is important to understand why the research is being
done and what it will involve for you. So please read this leaflet carefully. Talk about it to your

family if you want to.

Thank you for reading this.

Why are we doing this research?

It is important to understand the role of occupational therapy in the management for depression in

adolescents.

The purpose of this research is to determine the effects of an occupational therapy intervention on
depressive symptoms and occupational functioning and social participation among school
adolescents and to explore your views about occupation and well-being and school-based

occupational therapy services
Why have | been asked to take part?

All children and young in Abeokuta North who attend public and private secondary schools are

being invited to participate. We hope that about 400 young people will take part.
Do I have to take part?

Taking part is voluntary. If you do, you will be asked to sign a form to show you agree. You are

free to stop taking part at any time if you change your mind without any problem.

What will happen to me if | take part?
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You will be given a questionnaire to complete. The questionnaire will take about 30 minutes to
complete. The information will be kept strictly confidential. We appreciate the time involved in

completing the questionnaire and we will offer you a pen as a gift.

Is there anything else to be worried about if | take part?
Apart from the minor inconvenience of taking a few minutes to complete the questionnaire, there

is nothing else to be worried about.

What are the possible benefits of taking part?
The information we get might help improve our understanding of occupational therapy based

management for depression in adolescents.
Who is organising the research?

The research is organised by , @ M.Sc. student of the Centre for Child

and Adolescent Mental Health, University of Ibadan, Nigeria

Who has reviewed the study?

Before any research goes ahead it has to be checked by an Ethics Committee. They make sure that
the research is OK to do. This project will be checked by Research Ethics Committee in Ogun
State.

Contact for Further Information

If you would like any further information about the research, please contact

Thank you for taking part in this study.
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APPENDIX 2b

Informed Consent Form (Adolescent)

Title of Research: Effects of a School-Based Group Occupational Therapy Intervention for

Adolescents with Depressive Symptoms in Senior Secondary Schools in Abeokuta North Nigeria

This study is being conducted by , @ M.Sc. student of the Centre for

Child and Adolescent Mental Health, University of Ibadan, Nigeria. The purpose of the research
is to determine the effects of an occupational therapy intervention on depressive symptoms and
occupational functioning and social participation among school adolescents and to explore their

views about occupation and well-being and school-based occupational therapy services.

This study will be carried out in two stages. In the first stage, you will be asked to fill two
questionnaires. The first will ask questions about age, gender, family etc. The second will ask
about some symptoms of stress and depression which young people like you may be experiencing
within the last one month. If you are selected for the second stage, you will be asked to fill another
questionnaire which asks about your school, house and social activities and about you identifying
areas of problems in daily activities and rating them on a scale of importance, performance and
satisfaction. You will then be asked to participate in the programme which will be done with other
students with similar experiences where issues like stress, depression and how to cope will be
addressed. This programme will take place once weekly for 6 weeks after which you will be asked

to fill the questionnaires they had filled earlier again.

We expect you to be involved in this research for a period of 6 weeks in total. The programme will
take 45 minutes to one hour once a week in the school. You do not have to answer any question or
take part in the discussions during the programme if you feel the questions are too personal or if
talking about them makes you uncomfortable. The goal of this study is to find an effective way to
reduce stress and depression for young people. We hope this intervention programme will be able
to achieve that but we are not certain about this.

All information collected in this study will be given code numbers and no name will be recorded.
This cannot be linked to you in any way and your name or any identifier will not be used in any
publication or reports from this study. We will ask you and others in the programme not to talk to
people outside the programme about what was discussed. You should know, however, that we
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cannot stop or prevent participants who were in the group from sharing things that should be
confidential. We will not record your name and make sure that none of the information given can

be linked to you by others.

Your participation in this research is entirely voluntary. It is your choice whether to participate or
not. If you choose not to participate, this will have no effect on you, family members or your
education. You will not be provided any money or gifts for taking part in the research. However,
we will give you light refreshments (Sweets) and pens to fill the questionnaires. You do not have
to take part in this research if you do not wish to do so. You may stop participating at any time

that you wish.

Statement of person giving consent:

Please write “yes” if you agree, or “no” if you do not agree with the following statements:
| have read the Information about this project

| understand what this project is about

| know that | can stop taking part at any time without giving reason

| am happy to take part in the study

Your name

Sign

Date

Thank you for your help.
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APPENDIX 3

Socio-demographic Questionnaire
School Health Questionnaire in English & Yoruba

Serial Number:

Today’s Date: / /

Please write the answers to the questions or draw a circle where it applies to you. This is not an
examination it is only to find out about you and your health.

Jowo ko idahun si awon ibeere ti 0 je mo o, tabi Ki o fa igi si abe eyi to 0 je mo o. Eleyii kii se
idanwo; a kan fe mo nipa re ati ilera re ni.

SECTION |

Personal Information

1. Name of School (1. Oruko ile-iwe):

2. Class (2. Kilaasi):

3. Where do you live? (Address of Present Abode):
3. Nibo ni o n gbe? (Ibugbe):

4. What is your date of birth? Date of Birth:

4. Kini 9jo ibi re? Qjo ibi: Day Month Year

0jo osu  odun

5. How old are you? 5. Omo odun melo ni ¢?

6. Are you a boy or a girl? (@) boy (b) girl
6. Se okunrin tabi obinrin? (@) Okunrin (b) Obinrin

7. Do you practise any religion? No Yes
7. Nje ¢ manse ¢sin kankan? Beeko  Beeni

8. Please write down the exact place you attend for worship
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8. Ko ibi ti o ti maa njosin

(@) Islam (b) Orthodox Christian (c) Pentecostal Christian (d) Traditional
religion (e) Other

9. How much does the teaching of your religion guide your behaviour?

9. Bawo ni igbhagbo re se nto ihuwasi re?
(a) Very much (b) much (c) Just a little (d) Not at all
(@ Ontooganan (b) Onto o (c) O nto o dig (d) Ko to o rara

10. How much does the teaching of your religion guide your family life?

10. Bawo ni ¢sin naa se se pataki to ni ebi ¢?

(a) Very much (b) much (c) Just a little (d) Not
at all

(a) O se pataki gan-an (b) O se pataki (c) O se pataki die (d) Ko se
pataki

Family Information
11. Family Type:
11. lru ebi:
(@) Monogamous  (b) Polygamous

(@) Oniyawo kan (b) Oniyawo meji tabi ju beelo

12. Number of Mother’s Children:

12. Omo melo ni lya re ni?:

13. Number of Father’s Children:

13. Omo melo ni Baba re ni?:

14. What is your position among your father’s children?

14. Ipo wo lo wa ninu awon omo baba re?
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15. What is your position among your mother’s children?

15. Ipo wo lo wa ninu awon omo iya re?

16. Marital Status of Parents:
16. Ibagbepo awon obi re:

(@) Married (b)Separated/Divorced (c) Father is dead (d) Mother is dead () Mother & Father are
dead

(a) Se won gbe po? (b) Se won ti ko ra won sile? (c) Babati ku (d) lya ti ku (e) lya ati
Baba ti ku

17. How many husbands has your mother had?

17. Oko melo ni lyare ti ni ri?

18. Who do you live with presently?
18. Tani o n gbe pelu lowolowo?
(a) Parents  (b) Mother  (c) Father (d) Grandparents (e) Grandmother
(@) Awon obi (b) lya nikan (c) Baba nikan (d) lya ati Baba Agba (e) lya Agba nikan
(f) Grandfather (g) Other [please specify]

(f) Baba Agba nikan (g) Awon lyoku [Jowo so nipato]

19. Who brought you up from your childhood?
19. Talo to ¢ dagba lati kekere?

(a) Parents (b) Mother  (c) Father (d) Grandparents (e) Grandmother
(@) Awon obi (b) lya nikan (c) Baba nikan (d) lya ati Baba Agba (e) lya Agba nikan
(F) Grandfather (9) Other [please specify]

(f) Baba Agba nikan (g) Awon lyoku [Jowo so nipato]

20. How many different people have you left your parents to live with from your childhood?

20. Awon eniyan otooto melo ni o fi awon obi re sile lati lo gbe pelu won?
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21. If more than one person, list the people, time spent and whether experience was good or bad?
21. Ti o ba ju enikan lo, ka won, akoko ti 0 lo lodo enikookan ati bi o ba dara tabi ko dara?
Person lived with From which age to which age Experience (good or bad)

Eni ti 0 ba gbe Omo odun melo ni o nigba naa  Iriri re nibe (O dara tabi ko dara)

22. Do you do any kind of work to earn money before or after school? Yes No

22. Nje o maa nsise lati ri owo lehin tabi saaju ki o to lo si ile iwe?  (Beeni tabi beeko)

23. If yes, please describe what you do

23. Ti 0 ba je beeni, se alaaye ohun ti o se

24. Level of Father’s Education
24. Iwe melo ni baba re ka?
(@) No Formal Education  (b) Koranic School  (c) Primary School  (d) Secondary School

(a) Ko kawe rara (b) lle-keu (c) lle-lwe Alakobere (d) lle iwe
girama

(e) Post Secondary (Non-University) (f) University Degree and above (e) | do not know

(e) le-iwe agba (Yato fun yunifasiti) (f) Yunifasiti ati ju bee lo (e) Nko mo

25. Occupation of Father: [Write the exact occupation] / 1do not
know

25. Ise wo ni Baba re n se: [Ko ise ti won nse pato lekunrere] /NKko
mo

26. Level of Mother’s Education
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(@) No Formal Education  (b) Koranic School  (c) Primary School  (d) Secondary School

(@) Ko kawe rara (b) lle-keu (c) lle-lwe Alakobere (d) lle iwe
girama

(e) Post Secondary (Non-University) (f) University Degree and above (e) | do not know

(e) lle-iwe agba (Yato fun yunifasiti) (f) Yunifasiti ati ju bee lo (e) Nko mo

27. Occupation of Mother: [Write in the exact occupation] [ 1do not
know

27. Ise wo ni iya re nse: [Ko ise ti won nse pato lekunrere]

28. Do you like your family? Yes No

28. Se o feran ¢bi re? Beeni/Beeko

29a. If Yes, Why?

29a. Beeni, Se alaye?

29b. If No, Why?

29b. Beeko, Se alaye?

School-Related Questions
30. Do you like your school? Yes/ No

30. Se o feran ile-iwe re? Beeni / Beeko

31. How many children are there in your class?

31. Akekoo melo ni o wa ni kilaasi re?

32. Do you do well academically? Yes No

32. Nj¢ o nse daada ninu ¢ko re? Beeni/ Beeko

33a. If Yes, explain

33a. Beeni, Se alaye
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33b. If No, explain

33b. Begko, Se alaye

34. Are you having difficulties with your teachers? Yes No

34. Nje o ni isoro kankan pelu awon oluko re? Beeni Beeko

35. If yes, what sort of difficulties?

35. Ti 0 ba je beeni, iru isoro wo ni?

36. Do you have guidance counsellors in your school? Yes No

36. Nje ¢ ni awon Oludamoran Atonisona ni ile-Eko re? Beeni Beeko

37. Have you ever gone to see them? Yes No

37. Nje o ti lo sodo won ri? Beeni Beeko

38. If yes, what did you go to see them for?

38. Ti 0 ba je beeni, ki ni o lo ri won
fun?

39. If you have a problem at school would you go to the guidance counsellor for help? Yes
No

39. Ti o ba ni idaamu ni lle-Eko, nj¢ iwo o lo ri Oludamoran Atonisona? Beeni Beeko

40a. If yes, why would you go?
40a. Beeni, Se alaye

40b. If no, why not?
40Db. Begko, Se alaye
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41. If occupational therapy services were to be given in school, how often should it
be

42. Where should It be given?

43. When should it be given ?
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APPENDIX 4

Beck's Depression Inventory

Please tick or circle the statement that applies to you in the past 2 weeks (please choose only one

answer per question)

WN PO wWwnN - O wWN - O WN - O wWN - O WN - O WN PO

WwWN - O

I do not feel sad.

| feel sad

| am sad all the time and | can't get out of it.

| am so sad and unhappy that I can't take it anymore

| am not particularly discouraged about the future.

| feel discouraged about the future.

| feel I have nothing to look forward to.

| feel the future is hopeless and that things cannot improve.

| do not feel like a failure.

| feel | have failed more than the average person.

As | look back on my life, all I can see is a lot of failures.
| feel 1 am a complete failure as a person.

| get as much satisfaction out of things as | used to.
| don't enjoy things the way | used to.

| don't get real satisfaction out of anything anymore.
| am dissatisfied or bored with everything.

| don't feel particularly guilty

| feel guilty a good part of the time.
| feel quite guilty most of the time.
| feel guilty all of the time.

| don't feel I am being punished.
| feel I may be punished.

| expect to be punished.

| feel I am being punished.

| don't feel disappointed in myself.
| am disappointed in myself.

| am disgusted with myself.

| hate myself.

| don't feel 1 am any worse than anybody else.

| am critical of myself for my weaknesses or mistakes.
| blame myself all the time for my faults.

| blame myself for everything bad that happens.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

WN - O wWN - O WN k- O WN PO WwWN k- O

= O

W N - O WN - O

WN PO

o

| don't have any thoughts of killing myself.

I have thoughts of killing myself, but I would not carry them out.
I would like to kill myself.

| would kill myself if I had the chance.

| don't cry any more than usual.

| cry more now than | used to.

| cry all the time now.

| used to be able to cry, but now I can't cry even though I want to.

| am no more irritated annoyed by things than | used to be.
I am slightly more annoyed by things now than before.

| am quite annoyed or irritated a good part of the time.

| feel annoyed all the time

I have not lost interest in other people.

| am less interested in other people than | used to be.
I have lost most of my interest in other people.

| have lost all of my interest in other people.

I make decisions about as well as | ever could.

| put off making decisions more than | used to.

| have greater difficulty in making decisions more than | used to.
| can't make decisions at all anymore.

| don't feel that | look any worse than | used to.

| am worried that | am looking old or ugly.

| feel there are permanent changes in my appearance that make me look
ugly

| believe that | look ugly

| can do my work about as well as before.

It takes an extra effort to get started at doing something.
| have to push myself very hard to do anything.

| can't do any work at all.

I can sleep as well as usual.
| don't sleep as well as | used to.

| wake up 1-2 hours earlier than usual and find it hard to get back to sleep.
| wake up several hours earlier than | used to and cannot get back to sleep.

| don't get more tired than usual.

| get tired more easily than | used to.

| get tired from doing almost anything.
| am too tired to do anything.

My appetite is the same as usual.
My appetite is not as good as it used to be.
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19.

20.

21.

w

WN - O

w

wWwNEF-— O

My appetite is much worse now.
I have no appetite at all anymore.

| haven't lost much weight, lately.

I have lost more than 2 kg or a little weight
| have lost more than 4kg or some weight

I have lost more than 6kg or a lot of weight

I am no more worried about my health than usual.

I am worried about physical problems like aches, pains, upset stomach, or constipation.
I am very worried about physical problems and it's hard to think of much else.

I am so worried about my physical problems that | cannot think of anything else.

I have not noticed any recent change in my interest in the opposite sex.
I am less interested in the opposite sex than | used to be.

I have almost no interest in the opposite sex.

I have lost interest in the opposite sex completely.
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APPENDIX 5

Moods and Feelings Questionnaire (7-18)

This form is about how you might have been feeling or acted recently.
Please tick how much you have felt or acted this way in the past two weeks

0 1
Not true | Some
Times
true

True

| felt miserable or unhappy.

I didn’t enjoy anything at all.

| felt so tired | just sat around and did nothing.

| was very restless.

| felt 1 was no good anymore.

| cried a lot.

| found it hard to think properly or concentrate.

| hated myself.

© X N o g e N

| felt I was a bad person.

[EEN
o

. | felt lonely.

[EEY
[EEN

. | thought nobody really loved me.

[EEN
N

. | thought I would never be as good as other children.

[EN
w

. 1 did everything wrong.

Score:
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APPENDIX 6a

Canadian Occupational Performance Measure (COPM)

STEP 1: IDENTIFICATION OF OCCUAPTIONAL PERFORMANCE AREAS
1A: Self-care 2: Importance (1-10)

Personal care (e.g. dressing, bathing, feeding,etc.) ...

Functional Mobility (e.g. transfers indoor, outdoor) ..

Community Management (e.g. shopping) ..

1B: Productivity 2: Importance (1-10)

Play and School (e.g. homework, extra lessons, classesetc.) ...

Household management (e.g. sweeping, laundry,etc.) ...

Paid and unpaid work (e.g. after schoolwork) ...

1C: Leisure 2: Importance (1-10)

Socialization (e.g. going out with friends, attend party,etc.) ...

Quiet Recreation (e.g. reading, crafts, hobbies,etc.) ...
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Active recreation (e.g. sports, travel, etc.)

3&4: SCORING AND REASSESSEMENT
Five most important problems from those identified above
OCCUPATIONAL PERFORMANCE PROBLEMS

INITIAL ASSESSMENT
PERFORMANCE & SATISFACTION

o > w0 e

5:SCORING: L

CHANGE IN PERFORMANCE:
CHANGE IN SATISFACTION:

97

REASSESSMENT
PERFORMANCE & SATISFACTION

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



1
Not
Important

At all

1

Not
Able
Todo it

1

Not
Satisfied
At all

APPENDIX 6b

Canadian Occupational Performance Measure (COPM) score

IMPORTANCE
4 5 6 7 8 9 10
Extremely
Important
PERFORMANCE
4 5 6 7 8 9 10
Able to do it
extremely
well
SATISFACTION
4 5 6 7 8 9 10
Extremely
Satisfied
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APPENDIX 7

Knowledge Survey
Depression can be caused by stress

a. True[] Not sure [ ]. False [ ]

Depression can affect young people too.
a. True[] Not sure [ ]. False [ ]

No treatment can make depression better. So the affected person has to just cope with it.
a. True[] Not sure [ ]. False [ ]

Identifying the major things that cause stress and how to cope with them can help us
improve our mood.
a. True[] Not sure [ ]. False [ |

Doing enjoyable activities cannot affect how we feel in our mood.
a. True[] Not sure [ ]. False [ ]

. When a person becomes depressed they may stop doing enjoyable activities.
a. True[] Not sure []. False [ ]

How we feel in our mood cannot affect how we take care of ourselves and relate with our
friends and family.
a. True[] Not sure [ ]. False [ ]

Understanding how my mood can affect the way | take care of myself is important. It can
help me improve how I function and participate daily.
a. True[] Not sure [ ]. False [ ]
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APPENDIX 8

Client Satisfaction Questionnaire (short)

1) How would you rate the intervention?

Excellent Good Fair Poor

(2 If a friend had a similar problem, would you recommend the intervention to him/her?

Yes definitely, Yes Probably, Probably not, Definitely not

(3)  Owverall, how satisfied are you with the intervention?

Very satisfied Mostly satisfied ~ Not very satisfied Very dissatisfied

4) What | liked best about the intervention is

(5) What I didn’t like about the intervention is

(6) My suggestions to improve the intervention are:
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APPENDIX 9

Wellbeing and Life Satisfaction Questions

1. How much of the time during the past week were you happy?
Never  On One Day On a few days Most days Everyday

2. How much of the time during the past week have you felt sad?
Never  On One Day On a few days Most days Everyday

3. How satisfied are you with how your life has turned out so far?
Not satisfied Fully Satisfied
1 2 3 4 5 6 7 8 9 10

4. How much of the time during the past week have you had a lot of energy?
1 2 3 4 5 6 7 8 9 10

5. I’m always optimistic about my future (agree — disagree)

Agree Disagree
1 2 3 4 5 6 7 8 9 10
6. When things go wrong in my life, it generally takes me a long time to get back to normal
(agree — disagree)
Agree Disagree
1 2 3 4 5 6 7 8 9 10

7. | feel I am free to decide how to live my life (agree — disagree)
Agree Disagree
1 2 3 4 5 6 7 8 9 10

8. I generally feel that what I do in my life is valuable and worthwhile (agree — disagree)
Agree Disagree
1 2 3 4 5 6 7 8 9 10

9. There are people in my life who really care about me (agree — disagree)
Agree Disagree
1 2 3 4 5 6 7 8 9 10
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APPENDIX 10
Ethical Approval

[

- —

MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCH & STATISTICS
ABEOKUTA, OGUN STATE, NIGERIA

Rofl N APRSLIBALII0. e Fate... NRORIR029...............

RE: “EFFECTS OF A SCHOOL-BASED OCCUPATIONAL
THERAPY INTERVENTION ON  ADOLESCENTS WITH
DEPRESSIVE SYMPTOMS IN SENIOR SECONDARY SCHOOLS

IN ABEOKUTA NORTH.”

Notice of Research Exemption.

This is to inform you that the activities described in the submitted
protocol/documents have been reviewed by the State Health
Research Ethics Committee, the activities described there-in meet
the criteria for exemption ond is therefore approved as exempt

from SHREC oversight.

The State code for Health Research Ethics requires you to comply
with all institutional guidelines, rules and regulations and with the
tenets of the Code. The HREC reserves the right to conduct
compliance visit to your research site without previous notification.

Please note that, you are expected to share with us the findings
of your research work via oqundprs@yahoo.com and
olukayodekusimo@yahoo.com

Director, Planning, Research and Statistics
Secretary, State Research Ethics Committe
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MINISTRY OF EDUCATION,
SCIENCE AND TECHNOLOGY

DEPARTMENT OF PLANNING, RESEARCH AND STATISTICS,
OKE-MOSAN, ABEOKUTA, OGUN STATE, NIGERIA

pr (’
Our Rel: PLSASNVOLINNEGS Onto:l_,_thm.u_L 2020

Miss Yewande Christiana Adenyi
Center for Child and Adolescent Mental Health

University of Ibadan

Ibadan

RE: LETTER OF REQUEST TO CONDUCT POST-GRADUATE RESEARCH AMONG
SENIOR SECONDARY SCHOOL STUDENTS IN ABEOKUTA NORTH LOCAL
GOVERNMENT

I am dwected to refer 1o your letter dated 27" of January, 2020 on the atove subject
and 1o convey the approval of the Ministry 1o you You are to conduct the rasearch on Sanicr
Secondary School Students in Abeokuta North Local Government

2 You are requested to furnish the Ministry, through the depaniment of Planning
Research and Statistics, the report of the research work

3 The Principals will have 1o inform the Parents of the affected students o be carmed

along in the process

4 Many thanks, please.

0. B Majjodunmi

Dicector of Education
Planning, Research and Statistics
For: Permanent Secretary

cc: The Zonal Education Officer
Zonal Education Office, Abeokuta North
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