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ABSTRACT

Background: Depression is one of the commonest mental health conditions affecting young
people worldwide and is associated with a large illness burden. In the year 2000, depression
was ranked as the 4™ leading cause of disease burden globally as determined by Disability
Adjusted Life Years (DALYS). It is projected that by the year 2020, it will become the 2"
most burdensome condition after cardiovascular diseases. The reported prevalence of
clinically significant depression is 2% to 20 % among adolescents. There are a number of
factors that are known to be predictors of adolescent depression like large family size,
adolescent drinking, peer problems, poor self esteem, being a female and depression in
parents. The specific objectives were to determine the prevalence of depression among school
adolescents, to determine the predictors of depression among this group and to assess the
relationship between depression and one risk factor (cyberbullying) and one protective factor

(religiosity).

Methodology: A cross- sectional descriptive study of 350 adolescents selected from two
secondary schools in Zaria, Northwest Nigeria, through a multi- stage random sampling was
carried out. First a Local Government Area (L.G.A) was randomly selected out of the four in
the city. Then 2 private schools were selected from a list of 20 in the LGA. The actual
selection of participants was by simple random sampling. Data was analysed using the
Statistical Package for Social Sciences, version 20 (SPSS 20). Differences in
Sociodemographic characteristics between those depressed and those not depressed were
examined using the Chi square test. Multiple regression analysis was performed to determine
the independent predictors of depression. The level of significance was set at 5% for all

statistics.

Xl
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Results: The point prevalence of clinically significant depressions was 18.3%. The factors
that were found to be independent predictors of depressive symptoms among school
adolescents were coming from a polygamous family (p=0.029, AOR=2.38), and high level of
father’s education (p=0.017, AOR=0.32). Cyberbullying via the mobile phone was

significantly associated with depression (p=0.040) but was not an independent predictor.

Conclusion: A high prevalence rate of depression was found among the school adolescents,
to warrant appropriate school- based intervention programmes. The finding that polygamous
family type is an independent predictor of depressive symptoms has particular relevance to

Northern Nigeria where the practice of polygamy is rampant.

Key words: Depression; Adolescents, Predictors; Northwest Nigeria.
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CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND TO THE STUDY

Depression is a major health problem, and has been recognised worldwide as an important
cause of disease burden (Lopez et al., 2006). Depressive disorders are now considered as a
public health priority (Alize et al., 2013). Depression is one of the commonest mental
disorders afflicting youth worldwide (Thaper et al., 2012), as it frequently starts during
adolescence and can run a chronic course into adulthood (Birmaher et al., 1996). It is
associated with poor academic and psychosocial outcomes and predicts an increased risk for
substance abuse and suicide (Birhamer et al., 1996). About one third of young people with
depression attempt suicide (Rey et al., 2012). It is thus an important contributor to both
morbidity and mortality among adolescents. Depression in childhood and adolescence is
often associated with interpersonal and psychosocial difficulties which may well persist

beyond the duration of the depressive episode (Birhamer et al., 1998, Weissman et al., 1999).

The life time prevalence of depression during early and mid- adolescence is about 5% and
rises sharply to 20% during late adolescence (Thaper et al., 2012). There is some evidence
that the prevalence may be higher in developing countries (Thaper et al., 2012). Studies done
in Nigeria have reported prevalence rates of 6.9% among adolescents (Adewuya et al., 2007),
5.7% to 21% among adolescent students (Adewuya et al., 2006, Adeniyi et al., 2011,
Fatiregun et al., 2014) and 12% among youths in rural communities (Omigbodun et al.,

2008). Notably, all the studies cited above were carried out in South west Nigeria.

Some factors have been found to be associated with depression in Nigeria. A study carried

out on a sample of university students found significant association between depression and

-1-
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factors like accommodation problem, very large family size, female gender, heavy cigarette
smoking, and high level of alcohol consumption (Adewuya et al., 2006). However, among
secondary school adolescents in South west Nigeria, the factors that were found to be
significantly associated with depressive symptoms were presence of depressive symptoms in
the parents, poor family functioning (as determined by adolescents), peer problems, low self-
esteem, drinking problems, female gender and large family size (Adewuya et al., 2006). It is
also a known fact that being a victim of bullying is associated with negative consequences,
both in the short- term and long- term (Kochenderfer et al., 1996). This negative
consequences include depression. Bullying can be broadly divided into two types; traditional
bullying (physical or verbal harassment, exclusion, relational aggression) and cyber bullying
which is bullying through technology or electronic means like internet and mobile phone
(Perren et al., 2010). Cyber bullying is a risk factor for depressive symptoms in adolescents.
Being a victim of cyber bullying might be even more strongly linked with depressive

symptoms than traditional bullying (Perren et al., 2010).

Some factors are also thought to be protective against depression. The existing evidence
indicate that engagement in religious activities or religiosity may serve as a protective factor
against depression (Ronneberg et al., 2014), even though a study carried out in Nigeria found
that religiosity did not contribute to the psychological wellbeing of adolescents. The authors

however noted that the finding is inconsistent with previous studies (Adeyemo et al., 2008).

There are a number of neuropsychological screening tools for depression. In Nigeria, the
Beck Depression Inventory (BDI) has been used in several studies as a screening instrument
for depression in adolescents (Adewuya et al., 2006, Bella- Awusah et al., 2015). The BDI
has also been validated in Nigeria (Adewuya et al., 2007). However, the BDI has a question
(item 21) that may not be appropriate in some Nigerian cultures. The Short Mood and

Feelings Questionnaire (SMFQ) is another instrument that has been successfully used as a
-2-
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measure of depressive symptoms among Nigerian adolescents (Bella-Awusah et al., 2015),
and validated in many parts of the world including developing countries like Pakistan (Imran

et al., 2014) but not in Nigeria.

1.2 JUSTIFICATION FOR THE STUDY

Depression is one of the commonest mental health conditions affecting young people.
Nigeria has a significant youthful population, with up to 45% of the population below the age
of 15 years (Nigerian Demographic Profile, 2013). Considering the high prevalence rates of
adolescent depression cited earlier, this suggests a large illness burden. However, almost all
the studies have come from the Southern part of the country. The demographic profile of the
Northern population is different from the South (Mancini; 2009), hence the need to determine
the prevalence rate and correlates of depression in that part of the country. Even though the
common correlates of adolescent depression in Nigeria are known, there is need to explore
other predictors that may be protective such as religiosity, or risk factors like cyber- bullying

which is a more recent development in this technology age.

1.3 AIMS

To identify the prevalence and predictors of depression among secondary school adolescents

in Zaria, Nigeria.

1.4 SPECIFIC OBJECTIVES
1. To identify the prevalence of depression among secondary school adolescents in
Zaria, Nigeria
2. To determine the socio demographic correlates of depression among secondary school

adolescents in Zaria, Nigeria.

-3-
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3. To assess the relationship between depression and one hypothesized protective factor
(religiosity) and one hypothesized newer risk factor (cyber bullying) among

secondary school adolescents in Zaria, Nigeria.

1.5 NULL HYPOTHESIS
1. Religiosity will predict low depressive symptoms

2. Experience of cyber bullying will predict higher depressive symptoms.

1.6 OUTCOME MEASURES

The outcome measure will be depression as measured by BDI and SMFQ.

-4-
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CHAPTER TWO
LITERATURE REVIEW
2.1 WHAT IS DEPRESSION?

“Depression is a common mental disorder, characterised by sadness, loss of interest or
pleasure, feelings of guilt or low self- worth, disturbed sleep or appetite, feelings of tiredness
and poor concentration”(WHO 2015). The Diagnostic and Statistical Manual of Mental
disorders (DSM -5) requires that the symptoms must have lasted for at least 2 weeks duration.
The symptoms must not be better accounted for by another mental disorder or a general
medical condition. In addition, there must be impairment in some aspects of functioning

(DSM-5[2013])).
2.2 DEMOGRAPHIC CORRELATES OF DEPRESSION
Gender

In most countries and cultures of the world, depression is known to occur twice as often in
women (especially those of child bearing age) as in men. There are a number of hypothesis to
explain this observation. These include hormonal influence, effects of child birth, differing
psychosexual stressors for both sexes, and behavioural models of learned helplessness
(Sadock & Sadock, 2007). Furthermore, the burden of depression is 50% higher in females
than males. Thus, while depression is the 4™ leading cause of disease burden in females, it is

only the 7% for males (Usten et al., 2004)
Age
The average age of onset of depressive disorders is about 40 years (Sadock & Sadock; 2007).

It can also have its’ onset in the extreme of ages. Recent evidence suggests that the incidence

-5-
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of major depressive disorders may be on the rise among people younger than 20 years of age
(Sadock & Sadock, 2007). Among children and young people, the prevalence of depression

rises significantly during adolescence (Thaper et al., 2012).
Marital status

There is a higher rate of depression in people without close interpersonal relationships or in
those who are divorced or separated (Sadock & Sadock, 2007). In relation to children,
depression and emotional difficulties are more common in those living in single parent or
reconstituted families (Meltzer et al., 2000) and those in polygamous families (Al-Sharfia et

al., 2015).
2.3 DEPRESSION AS A PUBLIC HEALTH PRIORITY

Depression has deservedly earned its place as a public health issue due to its’ high prevalence
rate (up to 15%), and the enormous burden associated with it (Usten et al., 2004). In the year
2000, depression was ranked as the 4" leading cause of disease burden, accounting for 4.4%
of the total Disability adjusted life years (DALYSs). Depression is also said to be responsible
for about 12% of total years lived with disability worldwide. It is the most important cause of
non- fatal burden (Usten et al., 2004). It is also an indirect cause of mortalities, in form of
suicides. It is projected that by the year 2020, depression will be 2" only to cardiovascular
disease as a leading cause of disability worldwide (Muray and Lopez; 1996). All of these
provide conclusive evidence that depression is a major public health problem that affects

individuals and societies (Usten et al., 2004)

The burden associated with depressive disorders can be divided into categories based on its
effects on functioning, quality of life, loss of productivity and the economic implication of its

treatment (Simon et al., 2003). The severity of functional impairment and reduced well being
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suffered by people with depression is comparable to or even sometimes greater than that of
patients with chronic medical conditions like diabetes, hypertension and cardiovascular
diseases (Hays et al., 1995, Spitzer et al., 1995). The relationship between depression and
loss of productivity at work is also well documented (Simon et al., 2003). The decreased
productivity comes from unemployment, or absenteeism from work due to illness.
Considering health service costs, there is evidence that depression causes up to 50- 75%
increase in overall health service cost (Simon, VanKorff, and Barlow, 1995; Henk et al.,
1996). This observed increase in health service cost results more from an increased demand
on general health services and not psychiatric services. The burden of depression is even
more pronounced in children and adolescents as it is associated with dropping out of school,
poor academic performance, risk of teenage pregnancy and marital problems in adult life. All
these combine to reduce the quality of life and decreased economic productivity (Kessler et

al., 1999).

2.4 DEPRESSION IN CHILDHOOD AND ADOLESCENCE

2.4.1 The Global picture

The prevalence rate of depression among children and adolescents varies, depending on the
geographical location, period under review, the informants and the diagnostic criteria used.
Depression appears to be uncommon in children younger than 6 years. About 2% of
elementary school- aged children experience depression (Birhamer et al., 1998). Generally, it
has been estimated that about 1% to 2% of pre- pubertal children and about 5% of
adolescents suffer from clinically significant depressive symptoms at some point (Costello et
al., 2003). When the life time prevalence is considered, the rate goes even higher. At about
the age of 16 years, about 7% of boys have experienced at least one episode of depression. A

life time prevalence rate of 12% is found among girls of the same age (Costello et al., 2003).

-7-
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At the end of adolescence, the life time prevalence rate further rises to 25%. An estimated 5%
to 10% of young people are said to have minor depression. Youths with sub syndromal
depression have been found to have impairment in functioning, increased risk of suicide and

of developing major depression (Rey et al., 2012).

2.4.2 Depression in Children and Adolescents in Africa

There are no sufficient epidemiological data on childhood and adolescent depression from
Africa as a whole. There are small studies from different parts of the continent that has been
reported in literatures. In the East African country of Kenya, a school- based study reported a
prevalence rate of 24.6% for adolescent depression (Khasakhala et al., 2012). A similar study
carried out in Cape Town, South Africa reported rates of 13%, 12% and 10% for mild,
moderate and severe levels of depression respectively. A higher rate of depression was found
among Blacks, as compared to Whites and Coloureds (Fernander et al.,2006). A study
conducted among adolescent students in Egypt found that of the males, 16% in Junior high
school and 17.5% in Senior high school had depression. Among the female population, 13%
of those in Junior high school and 15% in Senior high school had depression (Soliman et al.,

2012).

24.3 Depression in Children and Adolescents in Nigeria

A study carried out among 1095 Nigerian adolescents found major depressive disorders in
6.9% of participants (male=5.5% and female=8.9%) (Adewuya et al., 2007). Another study
conducted among in-school adolescents in South West Nigeria found a prevalence rate of

21.2% for depressive symptoms (Fatiregun and Kumapayi; 2014). Among youths residing in

-8-
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rural areas, a prevalence rate of 12% was reported for significant depressive symptoms

(Omigbodun et al., 2008).

244 Aetiology and risk factors for Depression in Adolescents

The aetiology of adolescent depression is believed to arise from a complex interaction
between a number of factors (Thaper et al., 2012). These factors can be biological or
psychosocial. Important biological factors include heredity and prenatal factors. The interplay
between genetic factors, early life adversity and proximal factors like hormonal and
maturational changes is believed to bring about depression (Hariri et al., 2005; Thaper et al
2012). The evidence from research over the years has implicated a number of factors in the
onset, maintenance and recurrence of depression. However, this has to be interpreted with
caution, as it can be confusing or can lead to false expectations. For instance, one may
wrongly assume that the resolution of a triggering factor will automatically result in
resolution of the depressive symptoms (Rey et al., 2012). Parental depression is the most
replicated risk factor for adolescent depression (Rey et al., 2012). However, both genetic and
environmental factors are thought to contribute to the 3 to 4 fold increase in risk of
depression experienced by children of depressed parents (Rice et al., 2002, Tully et al.,

2008).

Psychosocial factors have also been demonstrated to contribute to the aetiology of
depression. Experiencing loss events have been associated with children developing
depression. This is especially the case when children process the loss using negative
attribution styles. Another important factor is lack of care or parental rejection (Rey et al.,
2012). Among Nigerian adolescents, a strong relationship has been found between traumatic

events and onset of depression (Omigbodun et al., 2008). It is more likely that stressful
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events are associated with first episode of depression than for recurrence and this is more

often seen in females (Parker et al, 2010).

Cyber bullying is now emerging as a risk factor for depression, especially in adolescents.
Cyber bullying can in broad terms be regarded as bullying using technology, such as the
internet and mobile phones (Smith et al., 2008, Li Q et al., 2006). It has emerged as a
relatively new form of bullying, with implications for the psychological wellbeing of exposed

children and adolescents.

The relationship between cyber bullying and depression is not the same as traditional forms
of bullying (Wang et al., 2011). It was found among adolescents in the U.S.A that cyber
victims reported higher depression than bullies or bully- victims. Such is not the relationship
observed with other forms of bullying (Wang et al., 2011). A study among Swiss and
Australian adolescents concluded that cyber bullying is an additional risk factor for

depressive symptoms in adolescents (Perren et al., 2010).

In Nigeria, the frequency of traditional bullying in secondary schools have been decreasing,
partly due to punishments meted out to bullies (Oyewusi et al., 2014). However, as increasing
number of adolescents are owning mobile phones and having more access to the internet,
cyber bullying is becoming rampant (Oyewusi et al., 2014). Even though a number of
students might be aware of the term “cyberbullying”, not many of them have that awareness

to recognize it when they are having the experience (Oyewusi et al., 2014).

245 Protective factors

Some factors have been identified as protective in young people against depression. A
number of adolescents are known to have both biological and environmental vulnerabilities to

depression and yet do not develop the disorder (Brennan et al., 2003). Factors that have been

-10 -

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



shown to contribute to resilience in adolescents include emotional regulation skills, high
intelligence, coping mechanisms and thinking styles (Brennan et al., 2003). Also found to be
protective factors were family and peer connections, high self- esteem and problem solving
strategies (Denny et al., 2004, Dumont et al., 1999). For adolescents and young adults with
childhood vulnerabilities to major depression, factors that have been found to be protective
were family cohesion, positive self- appraisal and good interpersonal relations (Carbonell et
al., 2002). The most consistent finding has been the protective role of good interpersonal
relationships. Even when such adolescents have a high genetic loading, they are still more
likely to enjoy better mental health (Silk et al., 2007). It is difficult to find any Nigerian study

specifically examining protective factors against adolescent depression.

Religiosity has been considered as a possible protective factor against depression. There are
broadly two aspects of religiosity. The first is Non- organisational religiosity (consisting of
prayers and religious and spiritual beliefs), while the other is Organisational religiosity,
which basically involves participation in religious services and other activities (Strawbridge
et al., 1998). Non- organisational religiosity has not been found to have association with
depression, while organisational religiosity has a negative relationship with depression (i.e
the more religious individuals have lower rates of depression) (Strawbridge et al., 1998). A
meta- analysis found that two- third of the studies done on relationship between religiosity
and depression reported lower rates of depression and/ or anxiety among those that are more
religious (Hackney et al., 2003). A study conducted among young adults found higher levels
of depression among the moderately religious than among either very religious or non-
religious respondents. Further analysis revealed that the relationship applies only to females
(Eliasen et al., 2005). Among children and adolescents of Islamic background in Saudi-
Arabia, it was found that the more religious persons were happier, healthier and less
depressed (Abdel- Khalek; 2009). In Nigeria, a study done among school adolescents in the
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South- western part of the country reported that the contribution of religiosity to
psychological wellbeing was insignificant (Adeyemo et al., 2008). This finding however is at

variance to most of the other studies.

2.4.6 Comorbidity

Comorbidity refers to the simultaneous occurrence of two or more illnesses in one individual.
It is quite common in child and adolescent mental health practice. This is the case in
childhood and adolescent depression, which has been found to be highly comorbid with other
psychiatric conditions (Rey et al., 2012). Comorbidity is associated with increased functional
impairment. It is also linked with poor outcome in adulthoocd. For instance, adolescent
depression comorbid with conduct disorder or substance use disorder is associated with

violent offending in early adulthood (Copeland et al., 2007).

2.5 SCREENING MEASURES FOR DEPRESSIVE SYMPTOMS IN CHILDREN

AND ADOLESCENTS

Screening tools are not used to diagnose depression but they can give an indication about the
severity of the symptoms (Sharp et al., 2002).There are a number of screening measures for
depressive symptoms for use in children and adolescents. The choice of which tool to use
depends on several considerations like; the characteristics of the population in question, the
psychometric properties of the instrument, time factor, ease of use, and the cost of obtaining
the instrument (Sharp et al., 2002). All the measures have statistically determined cut- off
score at which an individual is regarded as having significant depressive symptoms. Many of
these tools are also capable of categorizing scores into different degrees of severity (Sharp et

al., 2002). However, for a definitive diagnosis to be made, the individuals that have been
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screened as positive will then be interviewed following standard diagnostic criteria like those

set forth in the Diagnostic and Statistical Manual of Mental Disorders, 5" edition (DSM-5).

Screening measures are useful in detecting depression during a research process. They are
also relevant in clinical settings, for example in monitoring patient’s response to treatment
(Feinmann et al., 2000). These measures also have important limitations, and diagnostic tools
are still required. For instance, some conditions share common symptoms with depression.
Also, screening measures do not consider some important diagnostic features like duration of
symptoms, degree of impairment and co- morbid conditions (Sharp et al., 2002).Generally,
depressive screening measures are useful in children that are at least 7 years old with few

exceptions (Sharp et al, 2002)
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Table 2.1: Screening Measures for Depression in Children and Adolescents

Age Number Time to
appropriateness | of items complete(Mins)
Measures
Children’s Depression Inventory(CDI)* | 7 to 17 years 27 10to 15
Centre for Epidemiological Studies- | 12 to 18 years 20 5t0 10
Depression Scale for Children(CES-
DC)**
Centre for Epidemiological Studies- | 14 years & older 5t0 10
Depression Scale  (CES-D)***
Reynolds Child Depression Scale**** | 8 to 12 years 30 10to 15
Reynolds  Adolescent  Depression | 13 to 18 years 30 10to 15
Scale*****
Beck Depression | 14 years & older | 21 5t0 10
Inventory(BDI)******
Mood and Feelings 33 10to 15
Questionnaire(MFQ)*******x
Short Mood and Feelings Questionnaire | 7 to 18 years 13 5 or less

(S M FQ) *khkhhhkk

Keys; Mins=Minutes.

*= (Kovacs; 1992)

**=(Fredrich et al., 1990) Radloff;1977)

****= (Reynolds; 1989)
*****:(Reynolds; 1986)
*xxxxk=(Beck; 1961)
*Rxkxxk=(Angold et al., 1995)
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Beck Depression Inventory (BDI)

The BDI is a 21- item self- rated questionnaire which asks about depressive symptoms in the
past 2 weeks. It is designed for use in individuals that are 13 years and older (Beck et al.,
1996). It is rated on a 4- point likert type scale, from 0-3 depending on the severity of each
item, thus the maximum score obtainable is 63. The BDI was revised in 1996 to be more in
tune with the DSM IV diagnostic criteria for depression. The changes include the new
timeframe of 2 weeks for symptoms instead of the 1 week previously required. The BDI-1I is
in popular use as a screening tool for depression, but not as a diagnostic tool (Beck et al.,
1996). Numerous studies provide evidence for the BDI’s reliability and validity across
different populations and cultural groups. It has also been used in several treatment outcome
studies and studies involving individuals exposed to trauma (Beck et al., 1996). The BDI has
been shown to demonstrate acceptable test- retest reliability and internal consistency (Beck et
al., 1996). This finding has been replicated in numerous studies including adults, and

adolescents with similar findings.

A meta- analysis of the BDI’s internal consistency estimates yielded a mean coefficient alpha
of 0.86 for psychiatric patients and 0.81 for non- psychiatric patients. The concurrent validity
of the BDI with regard to clinical ratings and the Hamilton Rating Scale for Depression
(HAM-D) were also high. The BDI-II scores are correlated with scores on Reynolds
Adolescent Depression Scale, the Beck Hopelessness Scale and Beck Anxiety Inventory. The
BDI scores can discriminate between adolescents who do and do not meet DSM IV
diagnostic criteria for major depressive disorder (Krefetz et al., 2002, Kumar et al., 2002)
Accumulated evidence also shows that the BDI can discriminate between subtypes of
depression and can also differentiate anxiety from depression (Beck et al., 1998). Steer et al
(1998) examined the psychometrics of the BDI-11 among adolescent out- patients and found

good internal consistency. They found no differences between Caucasians and non-
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Caucasians but reported significant correlation between age and BDI scores. The BDI has
also been demonstrated to be valid in detecting significant depressive symptoms in a sample

of Nigerian school adolescents (Adewuya et al., 2007).

The Short Mood and Feelings Questionnaire (SMFQ)

In community settings, screening for depressive symptoms presents a challenge due to
limited access to mental health professionals and the considerable costs and time involved in
administering comprehensive assessments such as a structured or semi- structured diagnostic
interview (Kataoka et al., 2002, Lahey et al., 1996). The SMFQ provides solution to a
number of these concerns. The SMFQ is an abbreviated 13- item version of the Mood and
Feelings Questionnaire (MFQ). It was developed as a brief instrument to evaluate core
depressive symptomatology in epidemiological studies of children between the ages of 8 and
18 years  (Angold et al., 1995). The informant rate each statement as 2(true), 1(sometimes
true) or 0 (not true) over the previous 2 weeks. This will yield a maximum score of 26. Any
score above 10 is suggestive of depressive disorder. The developers of the SMFQ have
reported that the tool has good internal reliability (Angold et al., 1995). The SMFQ takes 5
minutes or less to complete and can be easily scored on the spot. There are parallel versions
for parent and child (Angold et al., 1995).The 13- items of the MFQ that comprise the SMFQ
focus on affective and cognitive symptoms, including one item inquiring about low mood (“I
feel miserable or unhappy”) and one item addressing anhedonia (“I didn’t enjoy anything at

all”) (Angold et al., 1995).

The SMFQ has been used in studies among Nigerian adolescents (Bella- Awusah et al.,
2015, Ola et al; 2015), and shows good psychometric properties though further validation is

required.
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CHAPTER THREE

METHODOLOGY

3.1STUDY LOCATION

The study was carried out in Zaria, a city in the North western geopolitical zone of Nigeria.
The city has an estimated population of 847,000 people (National Population Commission,
2012). "The predominant language spoken is Hausa. Zaria is mainly an agricultural town
dealing in cotton and millet, although is also home to a number of Educational institutions
like the Ahmadu Bello University, School of Aviation Technology, Federal College of
Education and two Polytechnics. In addition, there are numerous primary and secondary
schools, both public and private (National Population Commission, 2012). The city is made

up of four local government areas (L.G.As), namely: Giwa, Sabon Gari. Zaria, and Soba.

One LGA was randomly selected, which was Sabon Gari LGA, which has about 60 schools.
Most of these schools are co- educational, and majority of the attendees are day students. The
student population in each of these schools range between five hundred to two thousand. The
schools consist of three junior and three senior secondary classes. Each school was headed by
a principal that had two Vice principals assisting him. There were a number of teachers
handling various subjects. Two schools were selected for the study (details of sampling

method is provided below)

3.2STUDY DESIGN

The study was a cross-sectional descriptive study on the predictors of depressive symptoms

among secondary school students in Zaria.
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3.3STUDY POPULATION

The study population consist of adolescents attending private secondary schools in Zaria.

3.3.1 Inclusion Criteria

Students between the ages of 14 t018 years who provided assent and whose parents or legal

guardians gave consent.

3.3.2 Exclusion Criteria
1. Students identified by their teachers as having learning difficulties
2. Students who have been treated for a psychiatric disorder in the past. This information

was obtained from the socio- demographic questionnaire.

3.4 SAMPLE SIZE

The sample size was calculated using the formula for estimating single proportion (Kirkwood

and Sterne, 2010):

Z2Pq
n= 12
where;

n=mimnimum sample size

Z= standard normal deviate corresponding to 5% level of significance=1.96

P= prevalence of depression among school adolescents= 21% (Fatiregun & Kumapayi, 2014)
Q= 1-P=79%

d= level of precision= 5%

n= 1.96% X 21 X 79
25

=255
Assuming a 20% non- response rate or incomplete data, this was adjusted thus;
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2 =22 =319

(100-20)% 0.8

This was approximated to 350

3.5 SAMPLING TECHNIQUE

The sampling method used for this study was multi- stage random sampling. At the first
stage, each of the four L.G.As was designated as a cluster, of which one was randomly
selected by balloting. This was done by writing the names on pieces of paper, folding them,
mixing them up and picking one. The L.G.A selected was the largest of the four and hosts a
number of higher institutions. Next, a list of all the 20 private schools in the selected L.G.A
was obtained from the State Ministry of Education. Out of this number, two were randomly
picked. The selected schools were co- educational and comprised of over 1000 students each,
spread across the 6 classes. The third stage consisted of actual selection of study participants.
They were selected using simple random sampling technique. This was done by compiling
the names of all students in SS1 to SS3 from the class register in each school and assigning a
number to each one. The numbered list formed the sampling frame, which was entered into
SPSS. Subsequently, the random sample module in the software was used to select the

desired number of students from each school.
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3.6 STUDY INSTRUMENTS
Two instruments were used for this study. These were (1) Socio- demographic questionnaire

(2) Beck Depression Inventory

3.6.1 Socio- demographic Questionnaire

This consisted of questions relating to the socio- demographic characteristics adapted from a
questionnaire used in previous study on adolescents in rural and urban Ibadan (Omigbodun
et al., 2008). It contained items such as age, gender, religion, family background of
respondents, educational level and occupation of both parents. There were questions on
school- related characteristics, like having failed exams, difficulty with teachers, having a
Guidance counsellor in school and if the participants would be willing to see them with their
difficulties. There were also questions on whether the participant had a physical disability, or
had a best friend.

In addition, appropriately framed questions were included to obtain information on other
characteristics of interest, such as experience of cyber bullying and religiosity, which were
the hypothesized predictor variables. The items assessing religiosity were five in number.
Each of the items had four possible responses, scored on a likert scale of 0 to 3. Cyber
bullying was assessed on two items, each with five options. The first item addressed bullying
via the social media, while the second item dealt with bullying through the mobile phone.
The items were scored on a likert scale of 0 to 4. A score of 0 means no exposure to cyber
bullying in the past two months and a score of 4 represents several exposure to cyber bullying
in a week. Scores of 1 to 3 represent intermediate degrees of exposure to cyber bullying. The
socio- demographic questionnaire thus had a total of 39 items. The questionnaire takes about

10 minutes or less to complete (Appendix 3).
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3.6.2 Beck Depression Inventory (BDI)

The BDI is a 21- item self- rated questionnaire that asks about depressive symptoms in the
previous two weeks. It is designed for use among individuals aged 13 years and older (Beck
et al., 1996). Each item is rated 0-3 giving a maximum score of 63. Scores of 0-13 indicate
minimal depression, 14-19 is mild depression, 20-28 is moderate depression and 29-63 is
indicative of severe depression (Beck et al., 1996). The questionnaire has been validated
among school adolescents in South west Nigeria (Adewuya et al., 2007). A cut- off score of
18 and above suggests clinically significant depressive symptoms (Adewuya et al., 2007).
The questionnaire takes about 10 minutes to complete (Appendix 4). A Cronbach’s alpha of

0.92 was calculated for BDI in this study.
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3.7 ETHICAL CONSIDERATION

Ethical approval was obtained from the Ethical Review Committee of the Kaduna State
Ministry of Health. An official permission was also obtained from the Kaduna State Ministry
of Education. A Letter of introduction addressed to the respective schools was collected from
the Kaduna State Board for private schools. Permission was also obtained from the
Proprietors Principals of the participating schools. One consent and one assent form were
provided for each participant, one to be filled by the student and the other by the parent or
legal guardian. Only those giving assent and consent were included in the study.

All data obtained from participants during the study were treated with utmost confidentiality.
Only the Researcher and assistant had access to the record containing the names of the

participants and the identification numbers assigned to them.

3.8 STUDY PROCEDURE

The authorities of the two selected schools were approached for permission to carry out the
study in their respective schools. The Socio demographic questionnaire, BDI and SMFQ were
administered to selected students in the schools. The school teachers provided assistance in
identifying the selected students. All questionnaires were self- administered but the
researcher and another trained assistant were on hand to give the participants any needed help

in completing the questionnaires. The duration of data collection was about a week.

3.9 DATA ANALYSIS

The collected data were cleaned, coded and entered into a computer. Data analysis was
carried out using the Statistical Package for the Social Sciences version 20 (SPSS 20). Data
were presented using charts, graphs and frequency tables. Differences in sociodemographic

characteristics between those depressed and those not depressed were examined using the Chi
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square test. Logistic regression analysis was performed on all statistically significant
variables to determine the independent predictors of depression. The level of significance was

set at 5% for all statistics.

-23-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER FOUR
RESULTS

4.1 Socio-demographic characteristics of the participants

A total of 350 students participated in the study. They were drawn from two private
secondary schools in Zaria. About 40% of the participants were from GHIS, while the other
60% were from DLGS. There was a slight male preponderance (51.7%) in the sample. The
mean age of the respondents was 16.1 years. Half of the participants were SSS1 students
(50.9%), while the remaining number were almost evenly distributed between SSS2 (21.4%)
and SSS3 (25.7%) classes. Majority (63.6%) of the participants were from monogamous
homes while 36.4% were from polygamous families. Most (78.6%) of the participants were
Muslims, while Christians made up 19.4% of the sample. The remaining 2% either belong to
traditional religious groups or did not have any religious affiliation. A sizeable proportion of

the students (35.1%) engaged in some form of employment before or after school. (Table 4.1)
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Table 4.1: Socio-demographic characteristics of the participants. N= 350

Variable Frequency Percentage (%)
Gender

Male 181 51.7
Female 169 48.3
Class

SSS1 178 50.9
SSS 2 75 21.4
SSS 3 90 25.7
Religion

Islam 268 78.6
Christianity 66 19.4
Others 7 2.0

Current living status

Both parents 263 76.0
Single parent 56 16.2
Grandparents, Uncles, Aunts 27 7.8

and other relatives

Family type
Monogamy 210 63.6
Polygamy 120 36.4

Working to earn money?
Yes 119 35.1
No 220 64.9
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4.2 Socio-demographic characteristics of the participants’ parents

Majority of the student’s parents were reported to be married (87.2%), while 2.4% were
either divorced or separated and another 10.4% had lost one or both parents in death.
Majority of the students’ fathers had tertiary level of education (68.6%), while just over half
of their mothers (55%) had tertiary level of education (Table 4.2). The average number of
children born to participants’ mothers was 6.6, while participant’s fathers had an average of 7

children.
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Table 4.2: Socio-demographic characteristics of participants’ parents. N= 350

Variable Frequency Percentage (%)

Parents’ marital status

Married 293 87.2
Separated/ Divorced 8 2.4
One or both parents dead 35 10.4

Highest Educational level

of fathers

No formal education 13 3.8
Koranic education 21 6.2
Primary education 5 1.5
Secondary education 35 10.4
Tertiary education 232 68.6
Don’t know 32 9.5

Highest Educational level

of mother

No formal education 10 3.0
Koranic education 35 10.3
Primary education 4 1.2
Secondary education 75 22.2
Tertiary education 186 55.0
Don’t know 28 8.3
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4.3 School- related characteristics of participants

About a quarter (26.7%) of the students reported that they had failed at least one examination
in school. A minority of the students (15.9%) also reported that they were having difficulties
with their teachers. The difficulty mostly cited by the students was that the teachers did not
understand them well enough. Some others question the academic competence of the
teachers. However, almost a quarter of the students (24.5%) said they would not go to a
school Guidance counsellor if they were having difficulties. Up to 79.3% of the students

reported having a close friend in school (Table 4.3)
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Table 4.3: School- related characteristics of the participants. N= 350

Characteristics Frequency Percentage (%0)

Ever failed an exam

Yes 92 26.7

No 253 73.3

Having difficulties with teachers

Yes 54 15.9

No 286 84.1

Having a best friend in school

Yes 268 79.3

No 70 20.7

Going to school counsellor

Yes 247 75.5
No 80 245
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4.4 Prevalence of depression

A point prevalence rate of 18.3% was found for significant depressive symptoms, using a

BDI score of 18 and above as cut- off.

4.5 Associations between depression and sociodemographic variables

Chi square analysis of association was performed on the socio demographic characteristics
using presence/absence of depression (defined as BDI score >18). Results showed that
depression was significantly higher among children from polygamous families, children who
had ever failed their exams, and children who had difficulty with their teachers (p < 0.05).
Although depressive symptoms was higher among male children and those who work to earn

money, the association was not statistically significant (Table 4.4).

Further analysis with other socio-demographic variables also showed that depression was
significantly associated with parents’ marital status (higher among those whose parents are
divorced, separated or deceased than those whose parents are currently married) and who
children currently lived with (highest among those presently living with people other than
their parents). There was a significant association between depression and parents’ level of
education as those whose fathers had tertiary level of education were least likely to be
depressed (Table 4.4). Furthermore, a significant association was found between an
individual’s place of worship and depression. Those claiming to be Muslims or Christians
were less likely to be depressed as compared to those of other religious affiliations like

traditional religion or Hinduism (Table 4.4)
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Table 4.4: Association between depression and Sociodemographic variables

Variable Depression

Yes No Total Chi square P value
Gender
Male 35(19.4) 145(80.6) 180 0.30 0.581
Female 29(17.2) 140(82.8) 169
Family type
Monogamous 31(14.8) 179(85.2) 210 454 0.033*
Polygamous 29(24.2) 91(75.8) 120
Work to earn money
Yes 23(19.6) 96(80.7) 119
No 36(16.4) 184(83.6) 220 0.47 0.492
Have a best friend
Yes 45(16.8) 223(83.2) 268
No 14(20.0) 56(80.0) 70 0.40 0.529
Ever failed exam
Yes 24(26.1) 68(73.9) 92 6.09 0.014*
No 37(14.6) 216(85.4) 253
Have difficulty  with
teachers
Yes

16(29.6) 38(70.4) 54 5.96 0.015*
N 45(15.7) 241(84.3) 286

*Significant at 5%
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Table 4.4(cont): Association between depression and Sociodemographic variables

Variable Depression

Yes No Total Chi square P value
Parents marital status
Married 45(15.4) 248(84.6) | 293 9.75 0.002*
Others 15(34.9) 28(65.1) |43
Who presently lives with
Both parents 35(13.3) 228(86.7) | 263 18.74 <0.001*
Single parent 21(37.5) 35(62.5) | 56
Others 6(22.2) 21(77.8) | 27
Level of father’s education
Primary and below
Secondary 13(33.3) 26(66.7) | 39 9.63 0.022*
Tertiary 11(23.4) 36(76.6) | 47
Don’t know 31(14.1) 189(85.9) | 220

5(15.6) 27(84.4) | 32
Level of mother’s education
Primary and below
Secondary 10(21.3) 37(78.7) | 47 0.39 0.943
Tertiary 18(17.1) 87(82.9) | 105
Don’t know 28(17.9) 128(82.1) | 156

5(17.9) 23(82.1) | 28
Place of worship
Islam 53(19.8) 215(80.2) | 268 10.18 0.006*
Christianity 5(7.6) 61(92.4) | 66
None 6(40.0) 6(60.0) 15

*Significant at 5%
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4.6: Associations between depression and hypothesized predictor variables

The result shows that those attending religious services most frequently were less likely to be
depressed, even though the association was not found to be significant. None of the other
variables assessing different aspects of religiosity had any significant association with
depression (Table 4.5). Frequent bullying on mobile phone was also significantly associated
with depression among the participants. Frequency of bullying via the social media had no

significant association with depression (Table 4.5).
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Table 4.5: Association between depression and hypothesized predictor variables

Variable Depression

Yes No Total Chi square | P value

How often do you say prayers
Not at all/occasionally/often 18(14.5) 106(85.5) | 124 1.08 0.300
Very often 40(19.0) 171(81.0) | 211

How often do you attend religious service
Less than once/1-2 times weekly

3 or more times weekly 25(22.7) 85(77.3) 110 1.90 0.168
38(16.5) 192(83.5) | 230

How important do you consider religion
Just a little/much

Very much 4(18.2) 18(81.8) 22 0.001 0.989
58(18.1) 263(18.1) | 311

Do you attend special youth activities
Less than once/1-2 times weekly 30(18.1) 136(81.9) | 166 0.006 0.939
3 or more times weekly 32(18.4) 142(81.6) |74

Does your religion guide your behaviour
Not at all/little/much

Very much 5(18.5) 22(81.5) 27 0.002 0.962
57(18.2) 257(81.8) | 314

Bullied on social media

No 29(14.5) 171(85.5) | 200 2.79 0.248
1-3 times monthly 10(23.8) 32(76.2) 42
Once/several times weekly 14(20.3) 55(79.7) 69

Bullied on mobile phone

No 30(13.5) 192(86.5) | 222 6.46 0.040*
1-3 times monthly 11(26.2) 31(73.8) 42
Once/several times weekly 11(25.0) 33(75.0) 44

*Significant at 5%
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4.7 Predictors of depression

Table 4.6 shows the odds ratios and confidence intervals form multiple logistic regression of
depression on variables. Adolescents from polygamous homes were 2.38 times more likely
than those from monogamous homes to have depression (95% CI = 1.09 — 5.16).
Respondents who had fathers with tertiary education were about three times less likely to
have depression compared to those with primary education and below (OR= 0.32, 95% CI =
0.12 — 0.82). Other variables were not significant at 5%, though the higher odds among those
bullied most frequently compared to those not bullied achieved borderiine significance.
Similarly those that live with other people apart from their parents were more likely to be

depressed, at a p value of 0.053
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Table 4.6: Multiple logistic regression of depression on variables

Variable Odds ratio (OR) | 95% CI OR P value
Family type

Monogamous(ref) 1

Polygamous 2.38 1.09-5.16 0.029

Ever failed exam
Yes 1.16 0.50 - 2.67 0.733

No (ref) 1

Have difficulty with teachers
Yes 2.29 0.92-5.73 0.076
No(ref) 1

Parents marital status
Married(ref) 1

Others 1.12 0.31-3.99 0.864

Who presently lives with

Both parents (ref) 1
Single parent 2.26 0.67 —7.65 0.191
Others 3.27 0.99 - 10.83 0.053

Level of father’s education

Primary and below(ref) 1

Secondary 0.73 0.22-2.44 0.612
Tertiary 0.32 0.12-0.82 0.017*
Don’t know 0.58 0.15-2.28 0.442

Place of worship

Islam(ref) 1
Christianity 0.32 0.08-1.26 0.103
Others 3.38 0.75-15.23 0.114

Bullied on maobile phone

No(ref) 1
1-3 times monthly 171 0.65-451 0.276
Once/several times weekly 2.59 1.00-6.70 0.050

*Significant at 5%
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CHAPTER FIVE

DISCUSSION

5.1 Socio -demographic characteristics

The mean age of participants in this study was 16.1 (SD=2.17) years. This is similar to the
mean age obtained in an earlier study carried out among secondary school students in Zaria
(Akpobi- Madu, 2014). Other studies from different parts of the country have reported mean
ages from 15.3 years to 16.9 years for secondary school adolescents (Omigbodun et al., 2008,
Abdulmalik, 2009, Oshodi et al., 2010, Audu, 2013). More males (51.7%) were represented
in the study than females in the sample and this reflects the gender ratio in the schools. This
is similar to the earlier finding in Zaria showing a slight male preponderance (51.9%)
(Akpobi- Madu, 2014). Studies conducted in the South western part of Nigeria also reflected
a similar pattern (Abiodun, 1993, Gureje et al., 1994). One explanation for this is the fact that
school enrolment rate for girls is generally lower than for boys in Nigeria (Nmadu et al.,
2010). Majority of the study participants (63.6%) came from monogamous families, even
though the prevalence of polygamous family type (36.4%) is still considerable. This may be
due to the predominant Islamic background of the students (78.6% were from Muslims). This
finding was similar to that from an earlier study in Zaria showing that 70.1% of the students
were Muslims (Akpobi- Madu; 2014). A contrasting picture is seen in southern part of
Nigeria where a predominantly Christian population had been reported (Omigbodun et al.,
2008, Bella- Awusah et al., 2015). Most of the participants’ parents were married (87.2%)
and is similar to earlier finding of 89.7% in a comparable population in Zaria (Akpobi- Madu;
2014) and other parts of Nigeria (Bella- Awusah et al., 2015). A high proportion of students

had parents with post- secondary level of education (i.e 68.6% of fathers and 55% of the
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mothers). This is higher than other studies in Zaria reporting between 32.5% to 45.4% for
fathers and 17.5% to 47.9% for mothers (Audu, 2013, Akpobi- Madu, 2014). The finding of a
high proportion of participants’ parents with tertiary level of education could be explained by
the fact that the study was carried out in Sabon gari LGA in Zaria, which is home to a number
of tertiary educational institutions like Ahmadu Bello University, School of Aviation
Technology, Nigerian Institute of Transport Technology and a Federal College of Education.
This provides adequate opportunity for higher education. Furthermore, the sample was drawn
from private fee- paying schools which might exclude children of the less educated and
economically disadvantaged parents. The average number of children born to participants’
mothers was 6.61, which was almost the same with the general fertility rate in North- western
Nigeria as a whole (6.7 births/ Woman). This zone has the highest fertility rate in Nigeria

(NDHS, 2013).

5.2 Prevalence of depression

The point prevalence of clinically significant depression in this study was 18.3%. This falls
within the range of 5% to 50% prevalence that has been reported from various developed and
developing countries of the world for significant depression using rating scales (Fleming et
al., 1989, Abou- Nazel et al., 1991). More conservative estimates of 5% to 20% have been
reported in more recent literature (Rey et al., 2012). Though the prevalence found in the
current study was higher than most of the earlier estimates in Nigeria, it is comparable to the
one used in estimating the sample size for this study (Fatiregun & Kumapayi, 2014). A
prevalence of 12.9% was reported in a study carried out in the North east (Abdulmalik,
2009), between 6 to 12% in the South west (Adewuya et al., 2007, Omigbodun et al., 2008,
Adeniyi et al., 2011, Bella- Awusah et al., 2015), and 5.2% in the Northwest (Akpobi- Madu,
2014). The study in the Northwest used a diagnostic assessment rather than the screening

tool (Beck Depression Inventory) deployed in this study. It is also known that the estimated
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prevalence of depression vary widely depending on the age of participants, methodology
utilised, and the type of prevalence estimated, whether point prevalence or life- time
prevalence. The high prevalence in this study may be in part related to the fact that a
questionnaire was used for identification rather than a structured clinical interview. The
former is well known to generate higher estimates than the latter. Future studies may help to

identify other reasons for the relatively high rate of depression found in this study.

5.3.1 Socio-demographic correlates of depression

The following socio demographic variables were found to have a significant relationship with
depression as determined by BDI score of 18 and above: being from a polygamous family,
having parents who are separated, divorced or bereaved, living with people other than one’s
biological parents, father’s level of education and place of worship. Of the aforementioned
factors, two emerged as independent predictors of depression using BDI score. These were

being from a polygamous family and father’s level of education.

In the study conducted by Adewuya et al (2006), the factors that were found to be predictors
of adolescent depression were parental depression, gender, adolescent drinking, problem with
peers, adolescent- rated family functioning, adolescent self esteem and number of children in

family. Most of these factors were not assessed for in this study.

Most of the studies on factors associated with depression in adolescents have come from
western countries (Adewuya et al., 2006), where the identified predictor factor in this study
(monogamous/ polygamous family type) would be a rare occurrence. There is a general
paucity of literature on factors predicting adolescent depression in Africa (Adewuya et al.,
2006), where20% to 50% of all marriages are polygamous (Caldwell & Caldwell, 1993). A
systematic review found more mental health problems in children and adolescents from
polygamous than monogamous families (Al- sharfi et al., 2015). It is possible that this
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association is due to other factors associated with depression that are more likely to be seen in

polygamous families, like large family size (Reinherz et al., 2000)

This study found that adolescents not living with their parents were more likely to be
depressed than those living with both parents. In a study carried out among adolescents in
South west Nigeria, ‘not living with parents’ was a significant predictor of depression

(Fatiregun et al., 2014).

This study found that adolescents belonging to minority religious groups like traditional
religion and Hinduism were significantly more likely to be depressed than those professing
either the Christian or Muslim faith. The Nigerian Demographic Health Survey of 2008 found
that 98% of Nigerian population are either Christians or Muslims. The stigma and feelings of
isolation associated with membership of a minority religious group may be associated with

depression.

Adolescents whose fathers had tertiary level of education were found in this study to be less
likely to be depressed. This also emerged as an independent predictor after controlling for
other significant variables. This is not surprising because higher levels of education usually
corresponds with better jobs and higher income. Depression is known to be associated with
poverty (Goodman et al; 2003). Some studies in the southern part of Nigeria have found
association between depression and mother’s level of education. However, in a polygamous
setting and where mothers are less likely to work, income comes solely from the father and

his level of education may determine income and thus association with depression.

Surprisingly, this study did not find a significant association between gender and depression.
It is a well known fact that females are twice as likely to have depression as their male
counterparts, although this is more seen in women of child bearing age (Sadock & Sadock,
2007). The female preponderance seen with depression has been reported in earlier studies
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done among Nigerian secondary school adolescents (Adewuya et al., 2006), even though
there are studies on adolescent depression from other parts of the world where gender

differences were not seen (Leadbeater et al, 1995).

5.3.2 School- related correlates of depression

Adolescents’ having difficulties with teacher’ had a significant relationship with depression.
A bidirectional relationship is a possible, in which adolescents’ having difficulties with
teachers may predispose to depression and depressed youths may be more likely to report
difficulties with teachers (may be due to declining performance in school or difficulty with
concentration). The exact nature of the relationship requires further evaluation. The study by
Adewuya et al (2006), found an association between adolescents’ having ‘school problems’
and depression but was not a significant independent predictor. The current study also found
that adolescents who had ever failed an examination in school were more likely to be
depressed than those who have never failed. This finding may be related to the fact that
academically poor students are more likely to suffer from low self esteem and may not be as
popular among friends as their more brilliant counterparts. Some of them may in fact be

repeating classes, with its attendant feelings of shame and humiliation.

5.4 Depression and hypothesized risk factor: Cyber bullying

Frequent bullying on the mobile phone was found to be significantly associated with
depression in this study. This is in keeping with the research hypothesis that cyber bullying is
a risk factor for depressive symptoms. This finding is collaborated by earlier studies (Perren

et al., 2010).
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This study however did not find cyber bullying as an independent predictor on multiple
regression analysis. A plausible reason for this is the likelihood of under reporting of cyber
bullying by the adolescents. While Nigerian school adolescents may be aware of the term
“cyber -bullying”, they may not readily recognise it when they are experiencing it (Oyewusi
et al., 2014). It is not surprising for a relatively new risk factor like cyber bullying. The
general consciousness of it may still be low especially in a developing country like Nigeria.
The lack of significant association between depression bullying via the social media in this
study may also be due to the fact that relatively few youths have access to social media in this
part of the world. Indeed, up to 64% of respondents reported no exposure to online bullying

in the past two months.

5.5 Depression and hypothesized protective factor: Religiosity

Adolescents who reported frequent attendance at religious services were less likely to be
depressed, but the association was not significant. Various studies have also established the
fact that religiosity was protective against depression.. For example, a meta- analysis found
that religious people have lower rates of depression (Hackney et al., 2003). Another study
among children and adolescents in Saudi Arabia found that the more religious individuals
were less depressed (Abdel- Khalek, 2009). This is of note because the studied population is
predominantly Muslim, like the case in Saudi Arabia. Organizational religiosity (eg
attendance at services and other activities) has been reported to have a negative relationship
with depression (Strawbridge et al., 1998). The same association has not been found with
non- organizational religiosity (eg prayers and spiritual beliefs) (Strawbridge et al., 1998). It
is also possible that adolescents that are depressed have lost interest in such activities or

simply lack the energy to participate as actively as those that are not depressed. Findings may
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also be due to the fact that religiosity is hard to measure and attendance at religious services
may not truly reflect religiosity as these are young people still under their parents so if

parents attend a service , it is mandatory for them to do so as well.

5.6 Limitations

This study has some limitations. These include the fact that the sample was drawn from
private fee- paying schools that may have more of children from privileged background. It
may thus be difficult to generalize the findings to all secondary school students in Zaria.
Furthermore, all data collected in the study were through self-report and no diagnostic
assessments were done. The cross- sectional design means that no causal association can be

assumed.

The study had its’ strengths however, which includes exploring an emerging risk factor for
adolescent depression (cyber bullying), and a possible protective factor. The study also has
particular relevance to the northern part of Nigeria where polygamy is widely practiced, by
identifying being from a polygamous family as an independent predictor of depression in

adolescents.

5.7 Conclusions

In conclusion, this study showed that almost one in five adolescents attending secondary
schools in Zaria suffer from clinically significant depression. Being from a polygamous

family and having fathers with lower level of education were the independent predictors of
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depression in school adolescents. Cyber bullying had a significant association with

depression in adolescents.

5.8 Recommendations

Based on the result of this study, the following recommendations are made;

1. There is a need for mental health literacy programmes targeting the teachers, and
students to promote healthy schools. This should include training and re- training of
teachers to enable them to have better relationship with the students, and being more
skilled in identifying and addressing problems of adolescents.

2. Mental health programmes should be instituted in schools, targeting bullying in all its
forms.

3. While there is a lot of emphasis on female education, attention should be given to the
education of the boy child, especially in a region where the ‘almajiri’ practice is
common. This appears to have long term effect on depression in prospective children.

4. Government should be encouraged to provide welfare packages to families with less
educated fathers and support them in other ways to enhance their education and / or

income.

-44 -

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



REFERENCES

Abdel- khalek, A.M. (2009). Religiosity, subjective wellbeing and depression in Saudi
children and adolescents. Mental Health, Religion and Culture 12(8)

Abdulmalik, J.O. (2009). Prevalence of depression and validation of Beck Depression
Inventory among secondary school students in Maiduguri., Unpblished thesis university of
Maiduguri

Abiodun, A.O. (1993). ‘Emotional illness in a paediatric population in Nigeria.” Journal of
Tropical Paediatrics 399(1):49-51.

Abou- Nazel, M.W; Fahmy S.1I; Youris, I.A. (1991). A study of depression among Alexandria
preparatory school adolescents. Journal of Egypt Public Health Association 166: 649

Adeniyi A.F; Okafor, N.C; 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; Alcba, O.0. (2007). Prevalence of major depressive disorders and
a validation of the Beck depression inventory among Nigerian adolescents. European Child
Adolescent Psychiatry 16:287-292

Adewuya O.A & Ologun, Y.A. (2006). Factors associated with depressive symptoms in
Nigerian adolescents. Journal of Adolescent Health 39(1): 105-110

Adeyemo, D.A & Adeleye, A.T. (2008). Emotional intelligence, religiosity and self- efficacy
as predictors of psychological wellbeing among secondary school adolescents in Ogbomoso,
Nigeria.

Akpobi- Madu, M. (2014). Prevalence and correlates of post- traumatic stress symptoms
among secondary school students in Zaria, Northwest Nigeria.,Unpublished thesis Ahmadu
Bello University

-45 -

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Al- Sharfia, M; Pfeffera, K; Millera, K. (2015). The effects of polygamy on children and
adolescents: a systematic review. Journal of Family Studies.

Angold, A; Costello, E.J; Messer, S.C; Pickles, A; Winder, F; Silver, D.(1995). The
development of a short questionnaire for use in epidemiological studies of depression in
children and adolescents. International Journal of Methods in Psychiatry Research 5:237-249

Araoye, O.M; ed. (2003). Data collection. Research methodology with statistics for health
sciences; llorin: Nathadex publishers.

Audu, I.A. (2013). Prevalence and socio demographic correlates of conduct disorder among
adolescents in secondary schools in Kaduna, Northwest Nigeria., Unpublished thesis Ahmadu
Bello University.

Bella- Awusah, T; Ani, C; Ajuwon, A; Omigbodun, O.(2015) Effectiveness of brief school-
based group cognitive behavioural therapy for depressed adolescents in South West Nigeria.
Child and Adolescent Mental Health 21(1):44-50.

Beck, A.T.(1961). Beck Depression Inventory. Philadelphia pa: Centre for Cognitive therapy.

Beck, A.T; Steer, R.A; Brown G.K. (1996). Manual for the Beck Depression Inventory-II.
San Antonio, TX: Psychological Cooperation.

Birhamer, B; Brent D.A; Benson, R.S. (1998). Summary of the practice parameters for the
assessment and treatment of children and adolescents with depressive disorders. J Am Acad
Child Adolesc Psyhchiatry 37:1234-1238

Birhamer, B; Ryan, N.D; Williamson, D.E; Brent, D.A; Kaufman, J; Dahl, R.E; Perel, J;
Nelson, B. (1996). Childhood and adolescent depression: a review of the past 10 years. Part
1. Journal of American Academy of Child and Adolescent Psychiatry 35:1427-1439.

Brennan, P.A; Le Brocque, R; Hammen, C.(2003). Maternal depression, parent- child
relationships, and resilient outcomes in adolescence. Journal of American Academy of Child
and Adolescent Psychiatry. 123: 234-236.

-46 -

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Carbonell, D; Reinherz, H; Giaconia, R; Stashwick, C; Paradis, A; Beardslee, W. (2002).
Adolescent protective factors promoting resilience in young adults at risk of depression.
Child and Adolescent Social Work Journal 19(5): 393-395.

Copeland, W.E; Miller- Johnson, S; Keeler,G. (2007). Childhood psychiatric disorders and
young adult crime: a prospective, population- based study. American Journal of Psychiatry
164:1668-1675.

Costello, E.J; Mustillo, S; Erkanli, A. (2003). Prevalence and development of psychiatric
disorders in childhood and adolescence. Archives of General Psychiatry 60:837-844

Denny, S; Fleming, T; Clark, T.C; Wall, M. (2004). Emotional resilience: risk and protective
factors for depression among alternative education students in New Zealand. American
Journal of Orthopsychiatry 74(2): 137-149.

DSM- IV TR, Quick reference to the diagnostic criteria(2000). American Psychiatric
Association. Arlington” VA.

Dumont, M; Provost, M.A. (1999). Resilience in adolescents: protective role of social
support, coping strategies and social activities on experience of stress and depression. Journal
of Youth and Adolescence 28(3):343-344.

Eliasen, A; Taylor, J; Lyod, D. (2005). Subjective religiosity and depression in the transition
to adulthood. Journal for the Scientific Study of Religion 44(2):187-199.

Fatiregun, A.A; Kumapayi, T.E. (2014). Prevalence and correlates of depressive symptoms
among In- school adolescents in rural district in South West, Nigeria. J Adolesc 37(2): 197-
203.

Feinmann, J.A; Cardillo, D; Palmer, J; Mitchel, M. (2000). Development of a model for the
detection and treatment of depression in primary care. Psychiatr Q 71: 59-78

Ferdrich, M; Weissman, M.M; Warner, V. (1990). Screening for depressive disorder in
children and adolescents: validating the Centre for Epidemiological Studies Depression Scale
for Children. Am J Epidemiol 131:538-551.

-47 -

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Fernander, A.F; Flisher, A.J; King, G; Noubary, F; Lombard, C; Price, M; Charlton, D.
(2006). Gender differences in depression and smoking among youths in Cape Town., South
Africa. Ethnicity and Disease 16:41-48.

Fleming, J.E; Offord D.R; Bogle, M.H. (1989). Prevalence of childhood and adolescent
depression in the community: Ontario child health survey. British Journal of Psychiatry
155:647-65

Goodman, E; Slap, GB; Huang, B. (2003). The public health impact of socioeconomic status
on adolescent depression and obesity. American Journal of Public Health 93(11):1844-1850

Gureje, O., Omigbodun, O.0; Gater, R.A; Ikuesan, B.A; Morris, J. (1994). ‘Psychiatric
disorder in a paediatric primary care clinic’. British Journal of Psychiatry 165(4): 527-530.

Hackney, C.H & Sanders, G.S (2003). Religiosity and mental health: a meta- analysis of
recent studies. Journal for the Scientific Study of Religion 42(1)

Hariri, A. R; Drabant, E.M; Munoz, K.E; Kolochanan, B.S; Mattay, V.S; Egan M.F;
Weinberger, D.R. (2005). A susceptibility gene for affective disorders and response of the
human amygdale. Archivesof General Psychiatry 62: 146-152.

Hays, R; Wells, K; Sherbourne, C; Rogers, W; Spritzer, K. (1995). Functioning and well-
being outcomes of patients with depression compared with chronic medical illness. Archives
of General Psychiatry 52:11-19.

Henk, H; Katzelnick, D.J; Koback, K.A, Greist, J.H; Jefferson, J.W. (1996). Medical costs
attributed to depression among patients with a history of high medical expenses in a health
maintenance organization. Archives of General Psychiatry 53:899-904.

Imran, N; Ani, C; Mahmood, Z; Hassan, K: Bhati, M. (2014). Anxiety and depression
predicted by medically unexplained symptoms in Pakistani Children: a case control study.
Journal of Psychosomatic Research 76(2): 105-112.

Kataoka, S.H; Zhang, L; Wells, K.B. (2002). Unmet need for mental health care among US
children: variation by ethnicity and insurance status. Am J Psychiatry 159(9):1548-1555.

-48 -

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Kessler, R; Barber, C; Birnbaum, H; Frank, R; Greenberg, P; Rose, R; Simon, G.E; Wang, P.
(1999). Depression in the work place: effects on short- term disability. Health Affairs 18:163-
171.

Kirkwood, B.R. and Sterne, J.A; eds. (2010). Essential Medical Statistics, Second edition,
Oxford, UK. Blackwell Publishing.

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

Kochenderfer, B.J; Ladd, G.W. (1996). Peer victimisation: cause or conseguence of school
maladjustment? Child development 67:1305-1317.

Kovacs, M. (1992). Children’s Depression Inventory. North Tonawanda, N.Y: Multi- Health
System.

Krefetz, O.G; Steer, R.A; Gulab, N.A; Beck, A.T. (2002). Convergent validity of the Beck
Depression Inventory- 1l with the Reynoids Adolescent Depression Scale in psychiatric in-
patients. Journal of Personality Assessment 78:451-460.

Kumar, G; Steer, R.A: Teitelman, K.B; Villacis, L. (2002). Effectiveness of Beck Depression
Inventory- 11 subscales in screening for major depressive disorders in adolescent psychiatric
in- patients. Assessment 9:164-170.

Kuo; Elena, S; Vander Stoep, A; Stewart, D. (2005). Using the Short Mood and Feelings
Questionnaire to detect depression in. Assessment 12(4):374-383.

Lahey, B.B; Flagg, E.W; Bird, H.R; Schwab- Stone, M.E; Canino, G et al. (1996). The
NIMH methods for the epidemiology of child and adolescent mental disorders(MECA) study:
backround and methodology. J Am Acad Child Adolesc Psychiatry 35:855-864.

Leadbeater, B; Blatt; S, Quilan, D. (1995). Gender- linked vulnerabilities to depressive
symptoms, stress and problem behaviours in adolescence. Journal of Research in Adolescents
5:1-29.

Lewinsohn, P.M; Clarke, G.N; Suley, J.R; Rhode, P. (1990). Major depression in community
adolescents: age at onset, episode duration, and time to recurrence. Journal of American
Academy of Child and Adolescent Psychiatry 29: 571-580.

-49-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Li Q. (2006). Cyber bullying in schools: a research of gender differences. School Psychology
International 27:157-170.z

Lopez, A; Mathers, C; Ezzati, M; Jamison, D; Muray, C. (2006). Global burden of disease
and risk factors. Washington: Oxford University Press and the World Bank.

Mancini, L. (2009). Comparative trends in ethno- regional inequalities in Ghana and Nigeria:
Evidence from demographic and health surveys. CRISE working paper 72

Murray, C.J & Lopez, A.D.(1996). Evidence- based health policy. Lessons from the Global
Burden of Disease Study. Science 274: 740-743.

Meltzer,H; Gatward, R; Goodman, R; Ford, T. (2000). Mental health of children and
adolescents in Great Britain, London. The stationery office.

National population Commission, 2012.

Nigeria Demographic Health Survey, 2008.

Nigeria Demographic and Health Survey, 2013.

Nmadu, G; avidime, S; Oguntunde, O; Dashe, V; Abdulkarim, B; Mandara, M. (2010). Girl
child education: rising to the challenge. African Journal of Reproductive Health 14(3): 107-
112.

Ola, B; Suren, R; Ani, C. (2015). Depressive symptoms among children whose parents have
serious mental illness: Association with children’s threat- related beliefs about mental illness.
South African Journal of Psychiatry 21(3): 74-78

Omigbodun, O; Dogra, N; Esan, O; Adedokun, B. (2008). Prevalence and correlates of
suicidal behaviour among adolescents in South West Nigeria. International Journal of Social
Psychiatry 54:34-39.

Oshodi, O.Y; Aina, O.F; Onajole, A.T. (2010). Substance use among secondary school
students in an urban setting in Nigeria: prevalence and associated factors. African Journal of
Psychiatry 13: 52-57.

-50-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Oyeweusi, L.M; Orolade, K.,S. (2014). “Cyberbullying”: a disruptive behaviour in modern
day secondary school classrooms. Journal of Educational and Social Research 4(6)

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

Perren, S; Dooley, J; Shaw, T; Cross, D. (2010). Bullying in school and cyberspace:
association with depressive symptoms in Swiss and Australian adolescents. Child and
Adolescent Psychiatry and Mental Health 4:28.

Radloff, L.S. 1977). The CES-D Scale: a self- report depression scale for research in the
general population. Applied Psychological measurement 1: 385-401.

Reinherzn, H.Z; Giaconia, R.M; Harf, A.M. (2000). General and specific childhood risk
factors for depression and drug disorders by early childhood. Journal of American Academy
of Child and Adolescent Psychiatry 39: 223-231

Rey, J.M; Bella- Awusah, T.T; Jing, L. (2012). Depression in children and adolescents. In
Rey, J.M(ed). IACAPAP e-Textbook of Child and Adolescent Mental Health. Geneva:
International Association for Child and Adolescent Psychiatry and Allied Professionals.
Chapter E1: 1-8.

Reynolds, W.M.(1986).Reynolds Child Depression Scale. Odessa Fla: Psychological
Assessment Resources.

Reynolds, W.M. (1989). Reynolds Child Depression Scale. Odesa Fla: Psychological
Assessment Resources.

Rice, F; Harold, G; Thaper, A. (2002). The genetic aetiology of childhood depression: a
review . Journal of Child Psychology and Psychiatry 43:65-79

Ronneberg, C.R; Miller, E.A; Dugan, E; Porell, F. (2014). The protective effects of
religiosity on depression: a 2- year prospective study. The Gerontologist

-51-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Sadock, B. J & Sadock, V.A.(2007). Mood disorders and suicide in children and adolescents.
In Kaplan & Sadock’s Synopsis of Psychiatry. Behavioural sciences/ Clinical psychiatry.
Chapter 49: 1258-1266

Sharp, L; & Lipsky, M. (2002). Screening for depression across the lifespan: a review of
measures for use in primary care settings. American Family Physician 66(6): 1001- 1008.

Silk, J.S; Vanderbilt- Adriance, E; Shaw, D.S; Forbes, E.E; Whalen, D.J; Ryan, N.D; Dahl,
R.E. (2007). Resilience among children and adolescents at risk for depression: mediation and
moderation across social and neurobiological contexts. Developmental psychopathology 19;
841-865.

Simon, G; VonKorff, M; Barlow, W. (1995). Health care costs of primary care patients with
recognized depression. Archives of General Psychiatry 52: 850-856.

Simon, G.E. (2003). Social and economic burden of mood disorders. Biological Psychiatry
54:208-215.

Soliman, A.T; Elawwa A; Sabt, A. (2012). The adolescent in Arabic culture. Rivista Italiana
di medicina dell’ Adolescenza 10(1)

Spitzer, R; Kroenke, K; Linzer, M; Hahn, S.R Williams, J.B.W; deGruy, F.V; Brody, D;
Davies, M. (1995). Health- related quality of life in primary care patients with mental
disorders. JAMA 274: 1511-1517.

Steer,R.A; Kumar, G; Raineri, W.F; Beck, A.T. (1998). Use of the Beck depression
Inventory- 1l with adolescent psychiatric out- patients. Journal of Psychopathology and
Behavioural Assessment 20: 127-137.

Strawbridge, W; Shema, S; Cohen, R; Roberts, R. (1998). Religiosity buffers effects of some
stessors in depression but exercabates others. The Journal of Gerontology 53(3): 118-126.

-52-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Thabet, A; Abed, Y; & Vostanis, P. (2004). Comorbidity of PTSD and depression among
refugee children during war conflict. Journal of Child Psychology and Psychiatry 45(3): 533-
542.

Thaper, A; Collishaw, S; Pine, D. (2012). Depression in adolescence. Lancet 17. 379: 1056-
1067.

Tully, E.C; lacono, W.G; McGue, M. (2008). An adoption study of parental depression as an
environmental liability for adolescent depression and childhood disruptive disorders.
American Journal of Psychiatry 165:1148-1154.

Turner, R.J; Noh, S. (1988). Physical disability and depression: a longitudinal analysis.
Journal of Health and social Behaviour 29:23-37.

Ustun, T.B; Ayuso-Mateos, J.L; Chatterji, S; Mathers, C; Murray, C.J.L. (2004). Global
burden of depressive disorders in the year 2000. British Journal of Psychiatry 184(5);386-
392.

Walker, S; Chang, S; Powell, C; Simonoff, E; Grantham-McGregor, S. (2007). Early
childhood stunting is associated with poor psychological functioning in late adolescence and
effects are reduced by psychosocial stimulation. The Journal of Nutrition 147:2464-2469.

Wang, J; Nansel, T.R; lannotti, R.J (2011). Cyber and traditional bullying; differential
association with depression. Journal of Adolescent Health 48(4):415-417.

Weissman, M.M; Wolk, S; Goldstein, R.B; Moreau, D; Adams, P; Greenwald, S et al.
(1999). Depressed adolescents grown up. JAMA 281:1701-1713

-53-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX 1
INFORMED CONSENT FORM (PARENT/ GUARDIAN)

Title of Research: Predictors of depressive symptoms among secondary school students in
Zaria and Validation of the Short Mood and Feelings Questionnaire (SMFQ).

This study is being conducted by Dr. Amos Are, an Msc student of The Centre for child and
Adolescent Mental health, University of Ibadan. The purpose of this research is to find out
the factors that are associated with depression among school adolescents and to validate a
brief questionnaire used for screening young people for depression.

The research essentially involves filling of 3 questionnaires. The first ask about your child’s
socio demographic information like age, gender, religion, tribe etc. The other 2 inguires about
symptoms of depression in your child over the past 2 weeks. Completing the 3 questionnaires
will take not more than 25 minutes. The researcher will return after a week to administer the
same questionnaires to 50 students who had earlier completed the questionnaires. This will
exclude the questionnaire asking about socio demographic information and so will taken even
less time to complete.

Your child’s name or identity will not be disclosed in any reports from this study. His/ Her
participation is entirely voluntary. There will be no form of punishment for those that choose
not to participate in the study. You child will not be paid for His/ Her involvement in this
study. Participants will be given pencils to fill the questionnaire. Your child will be free to
stop participating at any time during the study.

Statement of person giving consent:

The information given me about the study is well understood. I will be willing for my child/
ward to take part in the study.
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APPENDIX 2
INFORMED CONSENT FORM (ADOLESCENT)

Title of Research: Predictors of depressive symptoms among secondary school students in
Zaria and Validation of the Short Mood and Feelings Questionnaire (SMFQ).

This study is being conducted by Dr. Amos Are, an Msc student of The Centre for child and
Adolescent Mental health, University of Ibadan. The purpose of this research is to find out
the factors that are associated with depression among school adolescents and to validate a
brief questionnaire used for screening young people for depression.

The research essentially involves filling of 3 questionnaires. The first ask about your personal
information like age, gender, religion, tribe etc. The other 2 inquires about symptoms of
depression in over the past 2 weeks. Completing the 3 questionnaires will take not more than
25 minutes. The researcher will return after a week to administer the same questionnaires to
50 students who had earlier completed the questionnaires. This will exclude the questionnaire
asking about personal information and so will taken even less time to complete.

Your name or identity will not be disclosed in any reports from this study. Your participation
is entirely voluntary. There will be no form of punishment for those that choose not to
participate in the study. You will not be paid for your involvement in this study. Participants
will be given pencils to fill the questionnaire. You will be free to stop participating at any
time during the study.

Statement of person giving assent:

This study has been well explained to me and | understand the nature and purpose of the
research. | will be willing to take part in the study.

Signature/ Thumbprint of participant..............o.oieiiiiiiii i,
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APPENDIX 3

SOCIODEMOGRAPHIC QUESTIONNAIRE

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.

SECTION |

Personal Information

1. Name of School:

2. Class:

3. How old are you?

4. Areyou a boy oragirl?  (a) boy (b) girl

5. Do you practice any religion? (a) Yes (b) No

6. Please write down the exact place you attend for worship

(@) Islam (b) Orthodox Christian (c) Pentecostal Christian (d) Traditional

religion (e) Other

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

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

8. How often do you say prayers alone/ by yourself?

(a) Very often (b) often (c) occasionally (d) Not at all
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9. How often do you attend religious services in your mosque or church?

(a) 3 or more times a week (b) 2 times a week (c) once a week (d) less than once a week

10. Overall, how important do you consider religion to be in your life?

(a) Very much (b) much (c) justa little  (d) not at all

11. How often do you attend special youth services in your mosque or church?

(@) 3 or more times a week (b) 2 times aweek (c) once aweek (d) less than once a week

Family Information

12. Family Type:

(@) My father has one wife (b) My father has 2 wives (c) my father has 3 or more wives

13. Number of Mother’s Children:

14. Number of Father’s Children:

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

16. What is your position among your mother’s children?

17. Marital Status of Parents:

(a) Married (b)Separated/Divorced (c) Father is dead (d) Mother is dead (e) Mother & Father

are dead

18. How many husbands has your mother had?

19. Who do you live with presently?
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(a) Both Parents (b) Mother  (c) Father (d) Grandparents () Uncle or

Aunty/Grandmother (f )Grandfather (g) Other [please specify]

20. Who did you live with when you were growing up?

(a) Both Parents (b) Mother  (c) Father (d) Grandparents () Uncle or

Aunty/Grandmother (f) Another relative/Grandfather (g) Other [please specify]

21. Do you do any kind of work to earn money before or after school? (a)Yes  (b) No

22. If yes, please describe what you do

23. Level of Father’s Education

(a) No Formal Education (b) Koranic School (c) Primary School  (d) Secondary
School (e) Post Secondary (Non-University) (f) University Degree and above (e) | do not

know

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

know

25. Level of Mother’s Education

(@) No Formal Education  (b) Koranic School  (c) Primary School  (d) Secondary
School (e) Post Secondary (Non-University) (f) University Degree and above (e) | do not

know

26. Occupation of Mother: [Write in the exact occupation] /' 1do

not know

27.How many nights in the week do you go to bed still feeling hungry due to lack of food in

the house?
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(@ None (b)One (c) Two (d) Three (e) More than three

28. Which of the following items does your family own?

(a) Flat screen TV (b) Fridge (c) Satellite dish [e.g DSTV] (d) Motor cycle (e) car

29. Do you have a physical disability? (a) Yes (b) No

If yes, please tell us what type of disability

30. Do you have a best friend? (a) Yes (b) No

School-Related Questions

31. Have you ever failed an exam in your school? (a) Yes (b) No

32. Are you having difficulties with your teachers? (a) Yes (b) No

33. If Yes, what sort of difficulties?

34. Do you have guidance counsellors in your school? (a) Yes  (b) No

35. Have you ever gone to see them? (a)Yes (b) No

36. If you have a problem at school would you go to the guidance counsellor for help?

(@) Yes (b)No

37. Have you received treatment for a mental disorder in the past? (a) Yes (b) No

If yes, specify

38. Have you been bullied on the internet (e.g Facebook, email, twitter etc) in the past 2
months?

(a) No, I have not been bullied on the internet in the past 2 months

(b) I have been bullied on the internet once or twice in the past 2 months
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(c) I have been bullied on the internet 2 or 3 times a month
(d) I have been bullied on the internet once a week

(e) I have been bullied on the internet several times a week

39. Have you been bullied through a mobile phone (e.g bad text messages) in the past 2
months?

(@) No, I have not been bullied through a mobile phone in the past 2 months

(b) I have been bullied through a mobile phone once or twice in the past 2 months

(c) I have been bullied through a mobile phone 2 or 3 times a month

(d) I have been bullied through a mobile phone once a week

(e) I have been bullied through a mobile phone several times a week
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APPENDIX 4
BECK DEPRESSION INVENTORY
This depression inventory can be self-scored. The scoring scale is at the end of the
questionnaire.

1. 0 | do not feel sad.

1 | feel sad

2 | am sad all the time and | can't snap out of it.
3

| am so sad and unhappy that | can't stand it.

I am not particularly discouraged about the future.
| feel discouraged about the future.
| feel I have nothing to look forward to.

w NN - O

| 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.

w N = O

| 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.

w N - O

| 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.

w N - O

| feel guilty all of the time.
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10.

11.

12.

w N kO w N -k O w N - O w N = O w NN - O w NN B O

w NN B O

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

| expect to be punished.

| feel 1 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.
I blame myself all the time for my faults.

| blame myself for everything bad that happens.

| 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.

I would kill myself if | 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 by things than | ever was.
I am slightly more irritated now than usual.
| am quite annoyed or irritated a good deal of the time.

| feel irritated all the time.

I have not lost interest in other people.
| am less interested in other people than I used to be.
| have lost most of my interest in other people.
| have lost all of my interest in other people.
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13.

14.

15.

16.

17.

18.

19.

w NN - O

w N = O w N = O w N - O

w NN -, O

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 unattractive.

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

| believe that I look ugly.

| can 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.

I can't do any work at all.

| can sleep as well as usual.
I 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 no worse than usual.
My appetite is not as good as it used to be.
My appetite is much worse now.

| have no appetite at all anymore.

| haven't lost much weight, if any, lately.

I have lost more than 2kg or a little weight
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20.

21.

w N = O

I have lost more than 4kg or some weight

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

| am no more worried about my health than usual.

I am worried about physical problems like aches, pains, upset stomach, or
constipation.

| am very worried about physical problems and it's hard to think of much else.
I am so worried about my physical problems that I cannot think of anything

else.

| have not noticed any recent change in my interest in sex.
I am less interested in sex than | used to be.
| have almost no interest in sex.

| have lost interest in sex completely.
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