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Abstract 

Background: The public health importance of 1nental l1ealth as a key component in child 

development has started to sl1ape global health initiatives in the past few decades. Though past

studies have assessed mental l1ealtl1 issues in different age categories in Nigeria and elsewl1ere, 

understandit1g the psychosocial ·fu11ctioning among adolescents in school in tl1e local settings 

could provide bases for further actions. Tl1is study sougl1t to explore the factors affecting 

psycl1osocial functio11s amo11g adolesce11ts in scl1ools in Ikere Ekiti. 

Metl1ods: Six schools were pt1rposively selected 0L1t of the available fiftee11 seco11dary schools in 

Ike1·e LOA. Questio1u1aire co111prisi11g socio-de1nograpl1ic variables, Rosenberg Self-esteem 

scale, Stre11gth a11d Difficulty QL1estio11na ire (SDQ) and Center for Epidemiological Studies 

Depressio11 for Cl1ildren Scale (CES-DC) was used to obtain the de1nographic data and to screen 

participru1ts for en1ot io11al a11d bcl1avioL1ral problems. FreqL1ency Table and percentages were 

tised fo1· initial data exploratio11 while correlation analysis, independent t-test, ANOVA and 

mt1ltilevel li11ear reg1·ession model were used for inferential analysis. All analysis were 

perfor111ed at 5% level of significance using SPSS version 20. 

Results: A total of 480 adolescents ( l l- l 9yeru·s old) from six secondary schools participated in 

the study. More than 50% of tl1e pa1·ticipants are males while 48.93/o are fen1ale. Overall, 26% of 

tl1e participants were depressed while 8.6% of the participants l1ad abno1mal bel1avioural 

diffict1lties. Also, mean score for depression (17.53±8.92) was significantly higher fo1· male than 

for fen1ale (15.05±8.93). The sttbscales of tl1e SDQ and CES-DC correlated significantl)' with 

one another while higl1er scores on self-esteem correlated significantly with lo\ver scores in the 

subscales of the SDQ and CES-DC, except prosocial behaviour (r=.0.114. p<0.05) and positi\e 

affect (r = 0.183, p<0.001). Additionally, sex, self-esteem, emotional S)'mptoms and conduct 

problem predicted depression among the participants in this stt1dy (p<0.001 ). Also. emotional 

symptoms and hyperactivity s1gnifica11tly predicted peer problems (p<0.001 ). 

Conclusion: Psychosocial problems are n1ore pre\ ale11t amo11g 111ale partic ipant than their 

female counterparts. Also, psychosocial funct1oni 11g of tl1c partic1p,int� ,, a 1110 tl�' ,1flec '-d b) 

psychological state. 

Key words: J>sycl1osocial fu11ctior1i11g, tvloclL�IIi11g \clole"c�11t:t', 1\cl<)l� Ct'11t, i11 cl10\.1I, 
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CHAPTER ONE 

INTRODUCTION 

1.1 BACKGROUND 

Tl1e growi11g avvareness of tl1e pttblic l1ealtl1 in1portance of me11taJ healtl1 as a key compo11ent in 

child developtnent l1as struiecl to sl1a1Je global I1ealth initiatives dt 1ri11g tl1e past f�w decades 

(Prince et al, 2007). It was esti111ated tl1at about 450n1illions people suffered frotn n1ental 11ealth or 

behaviot11·al disorde 1 ·s i11 tl1e year 2010 (Wl IO. 2010) and it has been reported recently that mental 

disorder·s 111ake a sL1bstru1tial co11tribt 1tion to tl1e global bt11·den of disease (Wikipedia, 2013). 

PS)'Cl1ological dit'ficulties have sl1ovv 11 to afJect cl1ildren's abilities to ft1lftll their pote11tials even in 

developed cou 11t1·ies (UNICEF, 2006, 2007). It has been predicted tl1at tl1e burden fron1 depression 

alo11e is likely to i 11c1·ease to a single biggest burde11 of all health conditions by 2030 (WHO� 

2004). Howeve1· 111ental healtl1 is see11 as unin1po1iant a11d isolated isst1e i11 n1ost Af1ican countries 

tl1ough� 14% of tl1e bL11·den of disease in Africa l1as been attributed to me11tal l1ealth (Prince et al, 

2007) 

In sub-Saharan Africa, rates of psychological disorders among adults are partict1larly ele\ ated .. 

and studies have sl1own rates of posttraumatic stress disorder·, anxiety, and depression ranging 

from 20o/o to 60% (Jamison .. 2006) wl1ile the prevalence rate runong children and adole cents are 

yet to be exte 11sively diag11osed(WI-IO-AIMS, 2006). However, according to the United 1'ations .. 

mental illness is 75°/o higher in youtl1 in developing cou11tries \\1l1en con1pnred to de\'eloped 

countries. Furlherrnore, recent 5lL1dy reported 14.3o/o pre\ al encl ot' 111cnt�,1 l1ealth disor(tcrs n111t1ng 

children ancJ adolescents in st1l1 5a11f,ra J\fricn \Vl1ilc I 5.2'J, \\,\" rl ptlrt�ll for ..,C)lllh ,,\:,t 
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con1prises advocacy, promotio11, prevention, treatment and rehabilitation of patients (Wf-10, 

2006)), infon11ation abot1t tl1e level of 1nental l1ealtl1 service in Nigeria still remains l1ard to come 

by because systematic data gatl1eri11g ru1d collection are particulru·ly non-existent. 

Mental l1ealtl1 illness is not only a disease but has also been described as a risk factor to other 

p1·iority public health conditions st1ch as obesity, diabetes, cardiovasct1lar disease etc (Chapman et 

al, 2005, Fergusson et al, 2005). It was esti1nated that about I 8 n1illion (11.2%) Nigerians may be 

suffering fron1 depressio11 (WHO, 2010) while societal cl1allenge l1as been suggested as tl1e most 

likely cause. It l1as equally bee11 reJJOrted tl1at yot1ng children with tl1ese disorders may pretend to 

be sick, be overactive, cling to tl1eir pare11ts and refuse to go to school. Older children ru1d 

adolescents vvitl1 depressio11 111ay be silent, reft1se to participate in family and social activities, get 

into trouble at scl1ool, use alcohol or otl1er drt1gs, or stop paying attention in class and even to 

tl1eir appearances. Tl1ey may also become negative, restless, grouchy, aggressive, or feel that no 

one understands them. Adolesce11ts with major depression are likely to identify themselves as 

depressed before their parents or teachers begin to suspect that they are having the problem 

(CMHS, 1998). 

1.2 PROBLEM STATEMENT 

Across the globe, persons with mental problems are the most vulnerable and belong to the poorest 

group of people comprising about 450million people (WHO-MMWR, 2010). As a result of an 

insufficient data on mental health problem in sub-Sal1aran African cotmtriec;.. a group of 

researchers estimated a weigl1ted average of mental disorder pre, ale11ce in Si'\. countnes .. 1nclt1ding 

igeria, and reported that 14.3% of adolesce11ts in the regio11 nre �t1ffcr111g fron1 n1�ntal dt ord�r 

(Melissa et al, 2012) Ft1rtl1crmorc � WI r () s ettrl icr rcJ)Ort t\lS() .. ll(l\\ "'d tll,\l r1s 111,1ll) 11s 20° o Cll' tht' 
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wo1·ld's cluldren ru1d adolescents experie11ce a n1ental disorder at son1e stage before adulthoocl 

(WH0,2001) while the update of the global burden of disease (GDB) published in 2008 projected 

that by 2030, depression would be runo11g the leading cause of GBD (WHO, 2011 ). Moreover, 

recent 1·eport sl1owed tl1at 1nental diso1·ders accou11ted for 14% of the global burden of disease and 

28% ru11ong non-corrunu11icable diseases (Wl-IO, 2011 ). 

Apart fron1 this distt1rbing statistics, 111e11tal disorders have several economic consequences, not 

only for 11ational healtl1 cost but also for worl<place operations, lost of prodt1ctivity, family budget 

and individual incon1es (WMHD, 2011 ). An1ong cl1ildren and adolesce11ts, it has been found as a 

n1ajor cause of acade111ic poor performance whicl1 migl1t consequently give chance to truancy or 

d1·oping-out. Tl1is ca11 also affect life-long prospect if not checl<ed on time (Hemingway and

Mar111ot, 1999; Cheng and Furnam, 2002). Among people with other illnesses like H1V / AIDS, 

Diabetes, cancer (Scl1olten et al, 2011, Egede, 2007) etc as well as physically handicap people, the 

probletn get worsened the more sufferer is subjected to mental stress like stigmatization and 

marginalization. 

Furtl1ermore, past research has shown tl1at adolescents with depression are more likel) to exhibit 

conduct problems (Ian Col1nan et al .. 2009) while peer problem a11d conduct problem are n1ore 

prevalent among boys tl1an girls (Bakare et al .. 2010) and that self-esteen1 has a negati, e 

correlation with depression (Bettge et al (2008). 
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1.3 JUSTIFICATION 

It is evident tl1at mental l1ealth disorders have enormous effects on adolescents globally. 

Emotional and bel1avioural problems are among the most prevalent chro1uc health conditions of 

childl1ood ru1d often have seriot1s negative consequences for a child's academic achievement and 

social developme11t (PatJ:icia et al, 2012). More also, psycl1osocial factors sucl1 as distressing life 

events or environmental stress (poverty, u11employme11t) and family functioning have been shown 

to partict1larly impact on depression disorders and other serious psycl1ological problems among 

cl1ildren and adolesce11ts (Coln1an et al, 2009). However, it has been suggested that there is a 

dynrunic a11d co111plex interplay between clinical and psychosocial factors that lead to mental 

disorders (E111ler, 2001; Aj idal1u11, 2011 ). 

Ft1rthem1ore, facto1·s lil(e residential locatio11 and parental status disparities can influence children 

bel1aviour. Hence, fan1ilies need to be intact for adolescents to experience the warmth and nurture 

of lovi11g frunily. Significant relationsl1ip between broken homes and adolescent behavioural 

problems as \Veil as peer pressure has been indicated (Aj idahun, 2011 ). In spite of the wide spread 

a\vareness on the detrimental effects of psychosocial problems on public healtl1 particularly 

among adolescents in the developed countries, little has been done in this part of the \Vorld \vhere 

the detrimental consequences are 111ore prevalent. Most African countries do not maintain vital 

statistics and comprehensive data on mental health due to inadequate consideration and resources. 

In Nigeria, definite structure and researcl1 arrangements tl1at could aid gathering of informatio11 on 

mental disorders 1n the population are practically u11available. Also, in all regions (or �tat� ) in 

Nigeria, community members cultt1rally l1eld 11egat1, e pcrccptio11� c.1bot1t r11e11tal di order tht1t 

result in stigma and feeling of sl1amc for fn111ilics t111cl tl1c 111 �11ti1ll) ill pcr,on� (
""
on .. <1ticntl� ..
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inforrr1ation about mental disorders is culturally considered too intimate to share wjtl1 people 

outside of the nuclear fan1ily without attracting stigma and social exclusions. In some 

communities, tl1e culture is that incidence of mental disorders in any family is associated with the 

wicked acts of such family. This mal<es many families to conceal ill11esses in order to avoid 

community gossip and 1·ejection thereby hinderi11g appropriate help-seeking behaviour of many 

fan1ilies (Jack-Ide ru1d Uys, 2013). Tl1ese 1nal<e evaluation of the extent of the problems as well as 

furtl1er investigatio11s i11to tl1e inl1ere11t co111plexities a diffict1lt venture. Therefore, local reports 011 

mental l1ealtl1 issues can mal<e a valt1able co11tribution to tl1e needed information in this area. 

Local studies sucl1 as tl1is can also provide ren1ote strategies to identify the risl< factors, increase 

awa1�e11ess, ren1ove stig1na ru1d i111prove access to n1ental health care services especially among the 

populations tl1at are disproportio11ately affected (WHO, 2001, USDHHS, 1999). 

Apart from tl1at, the dete1mi11ants and the prevalence of psychosocial outcomes vary from one 

co11m1unity to another a11d in Ikere Local Government (LGA), recent local info1·111ation have 

shown that young people, particularly tl1ose in schools (and from broken homes) tend to be 

involved in anti-social activities ranging from gangsterism to substance abuse (Olusola et al. 

2012). These are clear evidences of psychosocial dysfunctions among people of this group. 

Hence� examining the predictors a11d the prevalence of psychosocial functions among adolescents 

in Ikere LGA could serve as a pointer and provide aids for easy counseling. prevention and 

rehabilitation policies both locally and i11 the state at large. 
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1.4 AIM AND SPECIFIC OBJECTIVES OF THE STUDY 

Main aim: To study factors affecting psychosocial functio11s among adolescents in schools in 

Ikere Ekiti. 

Specific objectives: 

To estimate the prevale11ce of psycl1osocial p1·oblems amo11g adolescents in Ikere local 

gover11ment ru·ea 

To exa111i11e tl1e effect of socio-de1nograpl1ic factors 011 psycl1osocial functioning among 

adolesce11ts i11 schools 

To dete1111ine tl1e effect of self-estee1n and positive affect on peer problems among 

adolesce11ts i11 schools 

To detern1ine tl1e effect of en1otion,1l syn1pto1ns on conduct problems among adolescents 

in schools 

To evaluate effect of selected individual-level characteristics and contextual factors on 

psychosocial functioning among adolescents in schools 
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2.1 INTRODUCTION 

CHAPTER TWO 

LITERA'I'Ul{E REVIEW 

Mental l1ealth is the psycl1ological state of ht11nan well being tl1at is characterized by personal 

development, self-acceptance a11d positive relationsl1ip with others otherwise; it is called mental 

illness or disorder wl1icl1 at11011g adolescents in scl1ool coL1ld be as a result of many factors like 

depressio11, lovv self-estee1n, fa1nily proble1n, bullying etc. Public 1ner1tal health focuses on wider 

prevention of 1nental ill11ess a11d promotio11 of mental health across the life course (Detels, 2012). 

Among tl1e notable orga11izations tl1at l1ave tnade tremendous contribution to this facet of mental 

l1ealth are BELLA study group in Ger1nany and Royal College of Psychiatrists in London. The latter 

believes that me11tal health is a central public health issue and that it shoL1ld be a priority across all 

government departme11ts (RCP, 2010). This position statement sets out the necessary contribution that 

public mental health makes to a wide range of health and social outcomes for individuals and society 

(RCP, 2010). 

As a result of increase awareness about the importance of public mental health and ps)chosocial 

functioning in groups and communities, many instruments have been de,1eloped for measuring 

important aspects of mental health especially among children and adolescents. Some of these 

researchers prefer combination of scales in measuring mental health constn1cts An1ong such 

scales are Rosenberg self-esteem scale (Rosenberg, 1965), epidemiolog, studies depres ton cale 

for children (Weissman et al., 1980), while strengtl1 and d1fficl1lt1 quesl1onnair(',. de\ e\op�d b� the 

commonwealth of At1stralia in 2005 l1as al�o bcc11 t1scd alo11c or tor ft1rthcr ,cr�eni11g of gt"'11cr1l 

mental problc111 syn1pto111s a11d tl1c l)t1rclc11 of tl,c clisc ,�c { llcttgc t ,l, _008). 
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2.2 THE DYNAMICS AND CHARACTERISTICS OF ADOLESCENCE 

The peculiarity of adolescence age (10-19yea,rs) is very unique in l1un1an developmental stage. 

Being a transitional phase fron1 cl1ildl1ood to adultl1ood, it has been asserted that adolescence is a 

period of e1notional stress, 1·est1lting from tl1e rapid and extensive physiological cl1anges occurring 

at pubesce11ce (Flisl1er, 1999). Also, en1otio11al stress a111ong adolescents has been reported not to 

be inevitable, bt1t culturally deter111ined; it was fot111d tl1at difficulties in the transition from 

childl1ood to adultl1ood va1·ied from one ct1lh1re to a11other (Emler, 2001 ). Erikson (1968) saw 

developme11t as a psychosocial process going on tlu-oughout life. 

All the three insights a1·e valt1able i11 tl1eir ow11 way, but eacl1 adolescent sl1ares a unique feature: 

to develop frorn a dependent to an independent person who relates to others in a humane and 

,veil-socialized fashion (Egede, 2009). Also, Ajidal1un (2011) reported that there is a significant 

relationsl1ip betwee11 peer pressure and adolescents' behavioural problems and later suggested that 

it requires an atmospl1ere of love and ttnderstanding from parents for proper conduct of their 

children. 

Anotl1er very important characteristic of adolescent age is the fact that most times, wrong steps 

are easily taken at this stage wluch may lead to lacl< of concentration. Specifically, they could 

become sexually active (As was estimated by the United Nation on Reproductive Health (2000) 

that Nigerian girls are sexually active at the early age of thirteen years) or become addicted to 

drugs (which may eventually lead to having lower self-esteem). In addition. self-perception can 

arouse depressive symptoms or suicide ideation wl1ich has long been associated ,vtth se\'eral 

psychosocial indicators among adolescents (Micl1ael et al. 2012). 
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2.3 DEMOGRAPHIC FACTORS 

T11e cotruno11est factor tinder consideration in literatt1re is gender. Most studies revealed that 

females are more lil<ely to suffer psycl1osocial disorders tl1an tl1eir male counterparts (Ahangar et 

al, 2012). Studies l1ave found that in ge11e1·al, fen1ale adolescents experience more negative 

affective states coin pared to n1ale adolesce11ts (Al1angar et al, 2012; Demir and Urberg, 2004 ). It 

was perceived that female adolescents te11d to have higher social stress, lower self-esteem, and 

higl1er internalizing sympto111s tl1a11 111ale adolescents (Ahangar et al, 2012; Massip et al, 2010; S. 

Beettge et al, 2008; Ta1nas keller, 201 O; Yaacob et al, 2009). These findings tend to indicate that 

fen1ales are n1ore vt1l11erable to e1notional or psychological problems than males during 

adolesce11ce. Nevertheless, reports fro1n a slttdy co11clt1cted among adolescents across schools in 

Barcelona (Spain Capital) sl1owed tl1at tl1e gender effect could be inconsistent in all age groups 

(Massip et.al, 20 I 0). In the study, Children's Depression Inventory (CDI) was used to examine 

prevalence of depression between two age groups (8-12 years old and 13-18 years old). The 

results were found to be significantly different across ge11der in the older group but almost similar 

in the younger g1:oup. 

Furtherrr1ore, children fro1n single-pare11t have been found to have their emotional developments 

affected as they develop similar features with tl1e pa1·ents that brougl1t them up (Ajidahun. 2011; 

Beck, 1999). Single parenting also inflt1ences on children's intellectual capacity. Hence. in the 

situations where unavoidable single parenting exists, parents sl1ould enl1ance heal th)' emotional 

tactics (Falana, 2012). Article from Child Trend and National Adolescent Health Information 

Center itemized the influences parental relationsl1ip l1as on chi ldre11 · s bel1a, 1ot1rs \'lan)' of the 

parents most especially those tl1at are not living togetl1cr did not k.110,, thL"tr ch1ldr�11 ,, hcr�i1bot1t, 

after school. About 25% of tl1c parents \Vere 11ot too cl0�l! to tl1l·ir cl1iltlr�11 ,,1l1il\., ,0111c adol�scent� 
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reported difficulties discussing with their parents things that bother them (Ajidahun, 2011 ). 

Among the bothering factors is pru·e11ts' level of education. 80% of adolescents whose parents 

have higher education exlubit less ai1tisocial behaviot1rs (NAHIC, 2006). 

2.4 CLINICAL AND PSYCHOSOCIAL VARIABLES: 

2.4.1 Dep1·ession: 

This is a mental illness i11 wl1icl1 a JJerson l1as feelings of sadness, instability, loneliness, 

l1opelessness, wo11:l1less11ess, a11d gt1il t (Al1a11gar et al, 2012). Depression is a common mental 

disorder and ca11 be st1ccessf ully treated (K Sorsdal1l, DJ Stein. C Lund, 2012; K. A. Asmussen, 

2005). Older cl1ildren and adolesce11ts witl1 depression may be silent, refuse to participate in 

family and social activities, get into trouble at school, use alcohol or other drugs, or stop paying 

atte11tio11 to tl1eir appearance. Tl1ey may also become negative, restless, grouchy, aggressive, or 

feel that no one understands tl1em. Tl1ese symptoms of depression are commonly grouped into 

four. Namely: somatic and retarded activity, depressive affect, interpersonal problem and positive 

affect (Bettge et al, 2008). All these are considered as internalizing symptoms since sufferers \Vith 

major depression are likely to identify tl1emselves as depressed before their parents/teachers begin 

to suspect that they are having the problem (CMHS, 1998). Although causes of depression in 

child may be due to genetic or psychosocial factors, there are a variety of reliable treatments for 

depression, including medication and counseling (Aj idahun" 2011, fvlassip .. 20 I 0� Probst et al, 

2006). 
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Apart from gender difference that was mostly considered in literatures, research also showed that 

chronic illnesses can make adolescents to be vulnerable to psycl1osocial problem (Tamas Keller 

2010). For example, previous study showed tl1at tl1e rate of depressiveness is double in those with 

diabetes, hypertension, coronary artery disease and heart failure, and triple in end-stage renal 

failw·e, clu·onic obstructive puln1onary disease and cerebrovascular disease while the prevalence 

o·f depressio11 a1nong tl1ose with two or more chronic pl1ysical conditions is almost 7 times higher

compared \IVith healtl1y controls (Egede, 2007). 

Physical ill11ess can l1ave profoLtnd social and e1notio11al conseque11ces and can result in mental 

healtl1 problems wl1icl1 i111pede recovery from tl1e pl1ysical illness and increase mortality rates. 

Furtl1er111ore, Bettge et al (2008) ainong otl1er researchers revealed that self-esteem has a negative 

correlation witl1 depression. Also, t1nwanted pregnancy a1nong adolescents in school has been 

identified as a risk factor· sin1ply beca11se they are at greater risk of experiencing psychosocial 

problems (mostly depression), birth complication, toxemia, anemia and even death (Egbochukwu 

and Ekanem, 2008; Odu and Ayodele, 2007). Thinking about ft1ture financial and employment 

problen1s, negative self-esteen1, abusive homes poor academic perfo1·1nance are also found to 

contribute to depressive symptoms among adolescents (Odu and Ayodele, 2007). 

2.4.2 Strength and difficulty : 

Emotional and behavioral problems are among the most prevalent clnonic health conditions of 

childhood and often have serious negative consequences for a child's academic achie,ement and 

social development (Patricia et al, 2012). As part of tl1e recent de, elopn1c11t 1n thi� area of 

psychosocial outcomes, the Strengtl1s a11d Difficulties Qt1cst1onna1re t DQ) hn been ti�cd to 
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screen for behavioural, conduct, hyperactivity, peer ai1d emotional problems in children (Astrid 

and Deboutte, 2009; Bakare et al, 2010; Bernstein et al, 2012). 

One of the most critical factors affecting adolescents in scl1ools is conduct disorder (Bakare et al, 

201 O; Bernstein et al, 2012; Raven-Sieberer et al, 2009). Children and adolescents with these 

disorders have great diffict1lties followi11g rules and behaving in a socially acceptable ways. They 

are often viewed by otl1er cl1ildre11, adults and social agencies as ''bad" or delinquent, rather than 

111entally ill. Factors tl1at rnay co11tribL1te to a cl1ild developing conduct disorder include brain 

damage, child abt1se, genetic vul11erability, scl1ool failure, and traun1atic life experiences (FFF 

2012). Previous studies l1ave sl1owi1 tl1at tl1is proble1n is more prevalent amo11g boys than girls 

(Bakai·e et al, 201 O; Barnow et al, 2005; Colman et al, 2009; Detels, 2012). Colman and his 

colleagues reported tl1at adolescent with depression may also exhibit conduct problem (Colman 

et al, 2009). 

Bel1avioural difficulty sy1nptom where sufferers are characterized by preferring to stay alone, 

conscious of being picked or bullied by othe1· children and dissociating self from colleagues of 

same age group (peer relationship problen1s) (Goodman, 2005) also plays an important roles in 

an adolescent s development fron1 child to adult. During adolescence, peering becomes 

increasingly important for emotional well-being, while the parents' role decreases. In the 

company of peers, adolescents start to separate from their parents and start spending more time 

with friends. However, Peer relationships have been suggested to be important for pS)'Chological 

health and adjustment in adolescence (Rice and Dolgin, 2002). Gender d1fterence in peer 

problems varies and has been reported by selected at1tl1ors i11 pre\ ious stt1d1es For instance,

among intellectually disabled childre11, mea11 score on peer problc111 ,, n� 1g.t1i ficantl) higher tor 

male than female cl,ildren (Bakare ct al, 2010). 1\l�o. l)L·111ir nntl Urbcrg( ..,004) ob�cr,,ed r =-t·r 
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conflict to be positively correlated with depressive mood wl1ile adolescents wl10 see tl1emselves 

as unintelligent, w1popular and U11attractive are more lil<ely to succumb to peer's pressure 

because their l1unger for acceptance and app1·oval. 

P1·0-social bel1aviours are tl1ose which l1elp or benefit another person; examples of these include 

l1elping, sharing, or co1nforting others (We1·ner-Bierl1off, 2002). In 1nost studies, this symptom l1as 

been found to be protective for psycl1osocial problems. 

2.4.3 Self-esteem 

Self-esteen1 was logically defi11ed as st1ccess divided by pretensions (james, 1890). That is, self-

esteen1 increases by acl1ieving greater successes and avoicling failure and vice versa. This was a bit 

different fro111 tl1e l)erception tl1at self-esteem is more closely linked with personal quality 

aspirations and self view about how people think or feel about themselves (Rosenberg, 1979). 

Thus, Rosenberg found that not all adolescent cared equally about being likeable and he introduced 

a comn1only used 10 items-scale for measuring self-esteem that was adopted in this research work. 

Low self-esteem in adolescent is likely to rest1lt when key figures reject, ignore, demean, or 

devalue him/her. Subsequent tl1inking by Coopersmith (1967) and Rosenberg (1965, 1979), as \Veil 

as most contemporary self-esteem researchers, are in tune with the basic tenets of symbolic 

interactionism. According to this perspective, it is important to assess ho\,v people perceive 

themselves to be viewed by significant others, such as friends, classmates, famil)' members .. 

teachers etc. During adolescence, biological orientation predicted heightened self-esteem for males 

but not for females, whereas a communal orientation gave u contrast report (Heatherton and 

Wyland, 2003). In anotl1er study conducted among young 1-\111er1cn11 . �elf-e,tec111 ,,a" Jl_o 

reported to be higher for male tl1an fernule (Kristc11 et nl. 1999). l·llt111n11 ��1t·nct· 11 , c c11 Ottrag d 
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tl1e motive that self-esteem is good for individuals who have it as well as societies. However, su1ce 

it is good for collective well-being and see11 as a social vaccine, through instructive reasoning, it 

was advised tl1at it worth spending public money to ensure there is more of it to go around (JRF, 

2001). 

2.5 Multilevel modelling 

Statistical metl1ods sucl1 as classical li11ear regression, logistic regression and many othe1·s assume 

obse1·vations a1·e independent (Rabe-I-Iesl<etl1 and Skrondal, 2012; Gelman and Hill, 2007) and 

wl1en sucl1 is used for nested data str1.1cture, tl1e rest1lt may differ from the actual value which 

n1ight give rise to a too sn1all standard en·or. Hence, confidence interval tl1at are too narrow and p

value that are too small. Thus, insignificant observation may be interpreted as being significant 

(Betty et al, 2003). In multilevel tnodelling, we use random variables to model the variation 

behveen groups. An alternative to this is to use ordinary regression model but to include a set of 

dun1my variables to represent the differences between the groups. The multilevel approach offers 

some advantages like: 

� It has the advantage of taking the hiera1·chical structure of data into account by 

specifying the random effect at each level of analysis. Therefore, inferences made on 

the fixed effects are more conservative (Yusttf et al, 2011 ). 

� We can generalize to a wider populatio11. That is, something can be said about the

variation within a sub-group 

,- Fewer parameters are needed 

1'1 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



� lnfo11nation can be sl1ared betwee11 groups by assuming that the random effects come 

from a common distribution. Tl1is can improve tl1e precision of predictions for groups 

that l1ave relatively little data. 

2.5.1 Features of 1nuJtilevel Models 

Tl1e tnultilevel n1odels have unique features tl1at differentiate tl1em from other modelling 

strategies in statistics. For i1 1stance, tl1e Individual Level Variables (lL V) are variables that are 

specific to individual 01· cl1aracterized individual level construct wl1ile Area/group Level 

Variables are va1·iables tl1at are used to cl1aracterize groups. Group level variables can be derived 

i.e. aggregate of i11dividt1al level variable or integral (global variable). 

Fttrtl1em1ore, tl1e total vru·iance i11 i11dividt1al level outco1nes within (as a res11lt of the variations in 

individt1al deter1ni1 1ants) a1 1d between (variations in clusters' cl1aracteristics) is termed variance 

compone1 1t wl1ile the ratio of between clusters variances to tl1e total variation can be regarded as 

i11tra-class correlation (ICC). 

Fixed effect corresponds either to parameters that do not vary (for example, fitting the same 

regression line for each of the schools) or to pa1·ameters that vary but are not modeled themselves 

while the regression coefficients that are being modeled are considered random effect in the 

sense that they are considered outcomes of a process identified witl1 the model that is predicting 

them. 

2.5.2 Multilevel modelling in SPSS 

Multilevel modelling in SPSS can be done by syntax 111ethod or through mi�ed n1odel menu that 

can be used to estimate the number of diffe1·ent types of models \\ itl1 randon1 intercept (1.e 

means that vary across clusters) and random slope (1.e. \\'ith1n-grot1p regrt's"io11 c.ocflicienl� lht1t 

vary across groups) (JeremyJ.Albright and Dani tvt l\1nrino,,1. -010). It 1, ,ti o u, ful in 
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assessing var1at1ons between and within cl1ange at i11dividuals and grot1ps over repeated

measurements or observations. 

Tl1ere are three distinct steps in developing the n1ultilevel model. The first step is to develop an 

empty model witl1 110 predictor to partition the variance in tl1e outcome into within and between 

group components. Tl1e null 1nodel provides a 1neasure of de1Jendence within each level of unit by 

tl1e way of tl1e ICC. An important n1easure tl1at describes these dependences in the data is cal ;led 

the intra-class co1·relation coef
f
icient (ICC) i.e. tl1e statistics tl1at measures the extent to which 

i11dividuals i11 different within tl1e same grot1p are more similar to eacl1 otl1er than they are to 

individt1als i11 diffe1·ent grot1ps. For 111ultilevel li11ear regression, tl1e ICC is calct1lated as 

Wl1ere a2 represe11t tl1e i11dividual level variance and 11..2 represent the contextual varia11ce. Also,

ICC is tl1e proportion of betwee11 group variance to the total variance. The higher the value of 

ICC, the more justified the suitability of multilevel model (Gelman and Hill, 2007; Hox, 1995; 

Rabe-Hesketh and Skrondal, 2005). Actually, it has been suggested that the use of multilevel 

model should not be halted if the value of tl1e ICC is 0.05 or more (Kristen Ringdal, 2012). Also, 

if the ICC equals 0, then tl1e groupings by entities is of no use (you can fit simple regression as

well) but if it approaches 1 then there is no variance to explain at the individual level, everybod) 

is the same (Torres-Rey11a, 20 l 0). In linear model, the ICC is based on the clear distinction that 

exists between the individt1al level varia1 1ce and the area level variance (Merlo et al, 2006) 

2.5.3 Multilevel modelling in Public Health Research 

Logistic and linear multilevel models are commonly used in public health research to e�an1ine the

independent and interacting effects of area level J)rcdictors on l1cnltl1 Olttcon1c b .. plciall)t. 

outcomes that deal wi tl1 stLtdcr1ls or l1etcrogc11cot1s g1 c.1t1pc:.. pc rec,, c(i t() h11, · i11di, i luals lhnt c.u 

16 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



more correlated within the sub-groups than across groups. The relevance of multilevel modelling 

teclmique as a statistical tool in ptiblic healtl1 caru1ot be over emphasized. Examples on the area 

involving cluster variations are: growth patte1·ns of students; Outcomes of survival on an 

intervention studies, longitudinal observation of an experin1ental studies and me11tal l1ealtl1. In a 

study co11dt1cted to assess the effect of neighbot1rl1ood a11d individual wealth status on sexual 

bel1aviour an1ong women (where logistic mt1ltilevel analysis was used), individual and 

con11nt1nity wealtl1 status are i11depe11de11t predictors of women's sexual bel1aviour and there was a 

significant neigl1boL1rl1ood variatio11 tl1at could l1ave been aba11doned if the convectional binary 

regression was to be Ltsed (Utl1111a11 et al, 2008). Tl1e effect of l1ierarchical stn1cture data was also 

demonstrated by Yt1st1f et al (2011) wl1en tl1e convectional logistic regression analysis was 

con1pared vvitl1 111ulti level logistic 1·egression using data on violent behaviour among secondary 

scl1ool students in Ibadan, Nigeria. In tl1e study, random effect logistic regression gives a better 

estin1ate than the conventional logistic regression (Yusuf et al, 2011 ). In using multilevel 

statistical procedt1res to investigate tl1e variation in contraceptive use among uneducated women 

across India, socioeconomic variables significantly contributed to the variations observed among 

the illiterate wome11. There are also considerable diffusion effects in progress, many of \\ hich 

operate at levels beyond the uneducated women's own individual circumstances (Mc Na) et al� 

2003). In conclt1sion, multilevel analysis has emerged to be a t1seful analytical technique in public 

health because it has been able to explain ho\.v group a11d individual le\1el vanable interact in 

issues of health and diseases. Nevertheless, tl1e use of multile\'el linear regression is not common 

in I iterature. 
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CHAPTER THREE 

METHODOLOGY 

3.1 STUDY AREA 

Ikere is 011e of tl1e sixtee11 Local Governments Areas (LGAs) in Ekiti-State, Nigeria. Ikere has 

about 150,000 i11habita11ts distribt1ted in ho111oge11eous co111munities in southern Ekiti state. 

lndigenes of Ikere a1·e cl1ru·acterized by high level of cultural heritage and Academic excellence. 

Tl1e LOA l1as fiftee11 ( 15) seco11dary schools (botl1 public and private) at different locations across 

11 Political Wards of vvl1ich tl1i1·tee11 (13) are mixed schools and two single schools (boys-only 

a11d girls-onl)1). Tl1e researcl1 was carried 0L1t in tt1e following scl1ools: A·frican Church 

Comprel1ensive Higl1 Scl1ool (ACCHS, mixed school); St Louis Gramn1ar School (girls only); 

Amoye G1·an1mar Scl1ool (mixed scl1ool); Ekiti Government college (EGC, mixed school); 

Ajolagun High School (AHS, 1nixed school), Victory College (private, mixed school) 

3.2 STUDY DESIGN & SAMPLING TECHNIQUE 

This study is a con1parative c1·oss sectional study. Primary data was collected via a self

administered questionnaire. In addition to demographic information the questionnaires consist of 

tlrree standardized self-reported instruments. Namely: Rosenberg self-esteem scale: Strength and 

Difficulty Questionnaire (SDQ); Center for Epidenuological studies Depression scale for Children 

(CES-DC). 

The questionnaires were administered to a total of 500 c;tt1dc11t 111 all �., political ,,,ar<l ,,ere 

purposively selected fron1 tl1e ava1lc1ble 11 \Vards ba�cd 011 size of' tl1l" cl1oot� 111cl lol 11io11. \\'h 're 

there exists only 011c seco11clt1ry scl1ool i11 ll sclcctccl ,,�11<.I tl1 · �tC()t1clnr)' cl1,.,<>l i ... outo111aticnll) 
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selected for the study. In each selected school, registered stt1dents who gave informed consent

were recruited to participate i11 the study. 

3.3 INCLUSION AND EXCLUSION CRITERIA

Participants i11 tl1is study included students (between tl1e ages 1 O and 19 years) in secondary 

scl1ools witl1in Ikere L.G.A. Stude11t outside tl1e given age ra11ge attending secondary schools 

witl1i11 lkere LGA and students vvitl1in tl1e give11 age rru1ge (who (tl1ougl1 livi11g in Ikere LGA) are 

atte11ding scl1ools ot1tside tl1e LGA were exclL1ded fro111 tl1e study. 

3.4 ETI-IICAL CONSIDERATION 

3.4.1 Etl1ical ap111·oval: 

Etl1ical approval for this study was obtained from the Ethic and Research Committee, Ekiti State 

University Teaching Hospital (UTH), Ado-Ekiti, Nigeria with the protocol number: 

EKSUTH/ A67/2013/07/01. In each selected school, permission was obtained from tl1e principals 

of the schools who also stood provided parental consents for participants without parental 

consents. 

3.4.2 Confidentiality of data: 

To maintain confidentiality, the students' names and registration nun1bers \Vere not requested and 

the data was carefully and independently collected withot1t allO\\it1g interfere11ce of co

participants. School level comparison was made by coding the schooll> numerically '"ithout 

• 
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3.4.3 Beneficence to participants 

Many of the Srudents migl1t not l1ave see11 or filled standardized instru1nent before. I-Jenee, this

wotild serve as an opportunity for tl1em 0 11 how to tl1ink logically and attempt technical qt1estions

such as used in tl1e study. Also, tl1e results of tl1e study would be commLmicated to scl1ool

cou11sellors in tl1e selected scl1ools ·for cou11selling and otl1er rel1abilitation measure(s). It will also

serve as a pointer to policy maki11g co11cerni11g adolescents i11 scl1ool setting.

3.4.4 Non-maleficence to participants: 

Tl1is stt1dy did not pose any l1ar1n becat1se it dicl not involve collection of biological sample like 

blood, t1ri11e etc. Apart fro1n tl1at, effort was made to ensure that q11estionnaire administrations do 

11ot interfe1·e vvi tl1 11or1 11al acade111ic activities of the stt1dents 

3.4.5 Voluntari11ess: 

Before admi11isteri11g tl1e qt1estion11aire, participants were handed the infonned consent for111s 

which they appended after a briefing. Additionally, it was passed across that participation is 

\'Oluntary and that they are at libe1·ty to withdraw without any sort of victimization. 

3.5 DATA COLLECTION AND SAMPLE SIZE ESTIMATION 

Tlie outcome variables under consideration in the study are continuous and the estimates \\'ere to 

be compared with reports from similar studies. This was done to a\1oid loss of inforn1ation that 

could arise from data grouping. We calculate san1ple size thus: 

(Za+Z1 p)2 p(1-p) 
n -= --*----- (C ocl1ran, 1989) 

d2 
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The Za and 21-P are the standardized normal deviates with the probabilities a and 1-�

respectively at 95% significant l l d · · eve an power component ( 1-�) of 80%. Also, d = prec1s1on and

P = prevalence of mental disorders in sub-Saharan Africa = 14.3% (Melissa et al, 2012).

n 
=

(1.96 + 0.84) 20.143(0.857)
0.052

n 
= 384.3 

Tl1erefore with p = 0.143, q = 0.857, Zcx = 1.96, Z1_p = 0.84, d = 0.05: 

Adjusting for a 1 Oo/o non-response rate, tl1e 111inin1urn sample size becomes 

384.3 

1-0.1
� 427 

3.6 INSTRUMENTS 

n N---
- -

1-r

Tl1e instn1ment used for this study comprises four segments. The first part contains socio

demographic variables while tl1e remaining parts have three scales with the following features. 

The first part contains ten items on general feeling about ones-self (self-esteem) with response 

options ranging from strongly agree, agree, disagree and strongly disagree. The second part

contains 25 items Strength and Difficulty Questionnaire for evaluating adolescent emotional 

symptom, conduct problem, hyperactivity, peer problen1 and Pro-social behavioural traits \\1ith 

response options as 'Not true, somewhat true and certainly true'. Lastly. the third part contruns 20 

items for studying depression in children with 4 st1b-scales namel) somatic s�1mpton1s and

retarded activity, depressed affect. positive affect and i11tcrper�o11nl problc111, ·1 h r �po11,\; 

options are: Not at al I; A Ii tlle; So111e· /\ lot 
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3.6.1 P.ilot study 

A scliool at the boundary of tl1e L.G.A but with similar characteristics with others within tl1e

populated area was used as a preliminary study center. A total of l 03 students (61 boys and 42

girls) wei·e captured by consenting to participate after acki1owledging full understanding about the

study. 

3.6.2 Validity and reliability of the instrun1ents 

Tl1e reliability of tl1e i11cluded sta11da1·dized scales was assessed using tl1e Cronbach 's alpha. A 

scale is said to l1ave good reliability esti1nate if tl1e Cronbach alpl1a is 2:: 0.5. Reliability was 

esti111ated for tl1e CES-DC a11d SDQ in botl1 tl1e pretest and t11e main study . 

• 

3.7 DATA MANAGEMENT PLANS 

Completed data was captt1red on a spreadsl1eet using the Word Excel in preparation for analysis. 

The data were recorded fi·om question responses into meaningful prevalence variables. Double 

data entering was done to ensure data quality. Tl1ereafter it was transferred into tl1e IBM SPSS 

version 20 and screened for data entry errors, missing data and outliers. 

3.7.1 Rosenberg self esteem sco1·ing 

The Rosenberg self-esteem scale was scored and anal)zed as follows: SA=3, A='2. D= l. SD=O. 

Items with asterisk were reverse scored, that is. SA=O, A= l, D=2, S0=3. Hence. self-esteen1 \\as 

computed as the total scores for the IO ite1ns. Due to n1issing valt1e tl1at cot1ld truncate the actual 

values of the total scores, the \Veighted value \Vas ttscd b) n1t1ltiplv1ng the 111ean of ,,11 it m p r 

respondent by 1 o. I Io"vcver, tl1e l1igl1er tl1c score , alt1c. tl1c better tl1c s ,}f-t"�t�c 1 an(l the , nlttl" · 

range fr(>m Oto 1() rfl1is \.VOS Cl)ll1()lllC(l t·or l',tll1 l'C. })()llClc11t. 
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3.7.2 Strength and Difficulty Questionnaire (SDQ)

The total difficulty score was con1puted as the sum of all the subscales except pro-social

behaviour. The value rar1ges fi·on1 0-40. More also, tl1e clinical burden of the sy1nptoms were

categoi·ized. A mean score of 0-15, 16-19, 20-40 in behavioural total difficulty signify nom1al,

1noderate a11d abnorrnal grades respectively. Similarly, Emotional symptoms score (0-5, 6, 7-1 O);

Conduct problen1 score (0-3, 4, 5-1 O); Hyperactivity score (0-5, 6.7-1 O); Peer problen1 score (0-3,

4-5, 6-1 O); pro-socia.l bel1avioL1r sco1·e (6-1 O, 5 0-4) were a11alyzed. Meanwl1ile, tl1e strength a11d

diffict1lty scale was calculated based 011 its 5 st1b-divisions witl1 not trLte=O, somewl1at true= l and 

ce1·tai11ly true=2.  See Appe11dix IV for 111ore details. 

3.7.3 Tl1e Cc11ter for Epiue1niological Studies Depression Scale fo1· Children (CES-DC) 

Tl1e Center for Epide111iological Stt1dies Depressio11 Scale for Cl1ildre11 (CES-DC) is a 20-item 

self-1·eport depression inventory with possible scores ranging fro1n O to 60 in 4 sub-scales namely; 

somatic symptoms and 1·etarded activity (items:1,2,5,7,11,13,20), depressed affect (items:3. 6, 9, 

1 O 14, 17, 18), positive affect (items:4,8, 12, 16) and interpersonal problems (items: 15, 19) (please 

see appendix III for more details). Eacl1 response to an item was scored as follows: 

0 = "'Not At All''; 1 = ''A Little''; 2 = '�Some''; 3 = ''A Lot'' 

However, items 4, 8, 12, and 16 are phrased positively, and thus were scored in the opposite 

order: 

i.e. 3 = '"Not At All''; 2 = ''A Little''� 1 = '�Some''; 0 = '�A Lot''

Higher CES-DC score indicates higl1 risk level of depre,sio11. \\ e1��111r111 el i1l. ( 19�0). the

developers of the CES-DC, hdve t1scd tl1e cttloff score or· 15 '-1 b 'i11g st1g .. 1t",t , l' of ,ic1, .. "i' t

symptoms in ctiil,lrcn ;111d aclc>lesce11ts. l11 tl1is '-ilt1<.l)1

• tl1c scor\.· ,, r.; ci1lt'g..,lr ·�I i11t > t,,o grot11 �
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(non depressed and depressed) based on cut off of 22 as used in a similar study (Trangkason1bat� 

2012). In order not to overestimate tl1e prevalence of depression among tl1e group, the SDQ score 

was used as a furtl1er criterion for depression sc1·een.ing. 

3.8 STATISTICAL MODELS AND DATA ANALYSIS 

Indepe11de11t t-test was used to compare tl1e differe11ces in psycl1osocial outcomes ( depression 

score, co11duct problen1 score, peer problem score) across the patiicipants' demographic variables 

(i.e. gende1·, location, l1aving frie11d of opposite sex, family type and school type). Similarly, 

ANOVA vvas ca1Tied ot1l for variables (i.e. family statt1s, parents' higl1est education, parents' 

occt1patio11) tl1at l1ave n1ore tl1a11 two optio11s. However, a bivariate correlation analysis was 

condt1cted for all tl1e perceived covariates in order to assess their relationship. Every significant 

baseli11e variable was used as p1·edictors together with the correlates like self-esteem, positive 

affect and en1otional symptoms scores to explain and predict psychosocial disorders among 

adolescents in scl1ools in Ike1·e LGA. Mt1ltilevel linear modeling was adopted as a result of the 

nested structure of the data. 
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Figure 3.1 
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3.9 APPLICATION OF MULTILEVEL LINEAR REGRESSION MODEL IN THIS

STUDY 

Tl1e multi-level analysis vvas done in three steps to regress depressio11, peer problem and conduct

problem 

Step 1 

E1npty n1odel: 110 expla11atory variable was included. 

Yij = boj + elj 

Tl1at is, tl1e outco1ne variable Y for individual i nested in school j is equal to the mean 

ot1tcon1e in u11it j plL1s a11 i11dividL1al error eij because tl1ere n1ay be effect that is common to all 

stt1dents witl1in the same school 

Step 2 

In model two, only individual level factors (self-esteem, family type, family statt1s etc) were 

included to investigate to what extent these factors influence psychosocial functions among 

adolescents in schools in Ikere L.G.A. 

Y = X/3 + Z1-l+E 

For model 2, Z = { } (i.e. an empty cell) 

Here, Y is an nx 1 vector of responses. X is an n x p matrix containing the eftect regressor 

is a px I vector of fixed effect parameters. Z is an nxq matrix of randon1 effect regres ors �l 1 .. 

a qx 1 vector of random effects and E is an n"X 1 vector of error<; or res1dt1nls 
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Step 3 

In n1odel tlrree b th · ct· ·ct , 0 tn 1v1 ual and school level (as illustrated in figure 1 above) predictors

were included. 

Y = Xfl + Zµ+E; Wl1ere Z is ru1 nxq matrix of random effect regressors (school type and

location). 

3.9.1 Intra-class cor1·elation coefficient (ICC) estimation 

Tl1e ICC describes tl1e level of depende11cy in tl1e data i.e. tl1e statistics that m.easures tl1e extent 

to whicl1 individuals witl1in tl1e sa1ne group are 1nore similar or correlated to one another other 

than they a1·e to individuals in different groups. For 1nultilevel linear regression, ICC is 

a2 
calculated as p =

2 
(J +µ 

Where a2 represe11t the individual level variance and µ2 represent the contextual variance. Also, 

ICC is the proportion of betwee11 group variance to the total variance. 

3.10 DEFINITION VARIABLES 

The main dependent variables for this study are depression, conduct problem and peer problem 

among adolescents in schools in Ikere LGA. The regressions were carried out in three stages. 

3.10.1 Outcome variable I (Depression): 

Depression is a mental illness in whicl1 tl1e sufferer l1as a feeling of sntincs� .. ,,,orlhl� .. ,nc� or 

guilt. This was quantjfied by intcrvicwi11g tl1e stt1dc11t5 nbl tit tl1e1r pt1st ,,x 111 1lth� ,,p "ricnce b) 
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using CES-DC. The raw scores derived from CES-DC were used as continuous data ranging

from 0-60. 

The independent variables for depression used in this study were: sex, family type, family status,

father's highest education, fathe1·' s occu1)ation, 1notl1er' s highest education, 1nother' s occupation,

l1aving friend of opposite sex, age, self-esteem, en1otional syn1pto111s, conduct problem, peer

problem, p1·0-social problem, location, and school type. Tl1ese variables were grouped into: 

I11dividt1al level variable a11d 

Scl1ool level variable. 

(a) Individual level variables

Tl1e variables u11der tl1is category are sex, family type, family stah.1s, father's highest education, 

fatl1e1·' s occupation, mother's l1igl1est education, mother's occupation, having friend of opposite 

sex, age, self-esteem, emotional symptoms, conduct problem, peer problem, pro-social problem. 

Sex was grot1ped into male or female 

Family type was grouped into monogamy or polygamy 

Family status was grouped into 4 groups: parents are living together, parents are di\ orced, 

parents are separated and single mother 

Parents' highest level education: this was re-coded to: no forn1al education, p� ec edt1cation

and postsecondary education. 

Parent1,' occupation was regrouped i11to far111i11g/trading. ci\1il �enc.111t nnd e111p1o)et of pri\ate 

company. 
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Having friend of opposite se l · · x was a so grouped into two 1.e. yes or no

Covariates: Age self-estee t· l · l , m, en10 1ona syrnptoms, conduct problem, peer problem, pro-soc1a 

problem vvere used as continuous variables without being categorized. 

(b) Scl1ool level variables

These are tl1e predictors that can have a co11textual effect 011 the l1igl1er level factor (school)

Location was grouped into rt1ral or urba11 

Type of scl1ool was also categorized i11to JJrivate or public school. 

Stage II 

3.10.2 Outcon1e va1·iable II (Pee1· p1·oblen1): 

Peer proble111 is a st1b-scale of SDQ and was t1sed as a continuous va1·iable by quantifying peer 

disorder 5-ite111s symptoms. The raw scores derived from peer problem scale were used as 

continuot1s data ranging from 0-10. 

(a)lndividual level variables 

We have sex, family type, family status, parents' highest education, parents· occt1pation. having 

friend of opposite sex, age, self-esteem, positive affect. 

Positive affect is a 4 item sub-scale of depression that evaluates individual pleasant feelin�'> lt

\\>as quantified and used as a quantitative variable ranging fro1n Q. J _ Other vnrinbl _ "'ere u:ed

as defined in segment 1 above. 
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(b) School level varia hies: Location and school type

3.10.3 Outcome variable III (Conduct problem): 

Conduct problem is a 5 item subscale of SDQ tl1at measures adolescents' disorders in following

rules and regt1lations. It was quantified a11d t1sed as a continuous variable ranging from 0-10.

(a) Indi,1idual level variables

I11dividt1al level predictors are sex, family type, family status, parents' highest level of education, 

parents' occupation, l1avi11g friend of opposite sex, age, self esteem, en1otio11al symptoms. 

Emotional sympton1 is also a 5 items subscale of SDQ to evaluate the adolescents internalizing 

problen1. It ranges from O to l 0. All otl1er variables n1aintain previous defi11itions. 

(b) School level factors: Locatio11 and school type.

]0 
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CHAPTER FOUR 

RESULTS 

This cl1apter is organized into four sectio11s. Sectio11 one sL11nn1arizes reliability of the instrument

as well as tl1e freqt1e11cy distributions fo1· t11e demograpl1ic variables. In section two, tl1e

prevalence of psycl1osocial functioni11g across the baseline a11d demograpl1ic factors were 

st1mmarized. U11der this sectio11, the desc1·iptive statistics for SDQ and CES-DC sub-scales were 

displayed i11 tables a11d cha1is. Also, significa11t mean-score differences were reported as mea11 

sco1·e, standard deviation and IJ-value at 95o/o confidence (mean, SD, p-value). Section three 

st1mmarizes correlation an1011g variot1s covariates. Biva1·iate correlation coefficients (r) and p

value at 953/o confide11ce we1·e reported for tl1ose with significant relationsl1ip. Lastly, section four 

,vas furtl1er classified into three pa1is based on the outcome variables. Each part reported the 

multilevel model rest1lts. Sin1ilarly, eacl1 model comprises two tables: one for the fixed effects 

and the other for randon1 effects. Average scores were reported for the fixed effects in the best 

fitting model (Model with the least AIC value) while the second table display the contextual 

variables scores and the random effects. 
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4.1 RELIABILITY ANALYSIS

Reliabilities of tl1e two instruments used were calculated for botl1 pilot and the main study.

Cronbach's alpha statistics for the 25 ite1n strengtl1 and difficulty questionnaire (SDQ) and 20

item depressio11 scale (CES-DC) were 0.604 aL1d 0.757 respectively while the full dataset for the

n1ai11 st11dy gave 0.601 and 0.772. Tl1ese results a1·e relatively close wlucl1 imply higl1 consistency.

4.2 SOCIO-DEMOGRAPI-IIC CI-IARACTERISTICS OF TI-IE RESPONDENTS 

Tl1e sai11ple co11sisted of 480 observatio11s of whicl1 40.9°/o of the respondents were males while

59. l % were fen1ales. Participa11ts ages ranged from 11 to 19 years with a mean age of 

(15.22± 1.38) years. Respondents were fairly evenly distribL1ted across the selected schools 

(ACCI-IS-143/o, Victo1·y-2 l .7o/o, St Louis-16.7°/o, EGC-17.5%, Amoye-15°/o and AHS-15.2%).

Female participants were yot1nger (15.00±3.25 years) than their male counterpart (15.56±3.4 7 

years). Majority of the participants were Cl1ristians (96.2o/o) while 3.8o/o of them are Muslims. The 

proportion of the students residing in ttrban areas (57 .1 o/o) is a bit l1igher than those from the rural 

areas ( 4 2.9%). However, more than two-tl1ird of the respondents came from monogamous 

families (77.So/o) and in majority of the homes, parents are living together (84.5°/o) "''hile JUSt a 

few (16.2°/0) are from families wl1ose parents are not living togetl1er. The number of students 

whose fathers have a formal edt1cation (75°/o) is three times larger tl1an those \,�1105e father has no

formal education (25°/o). Meanwhile their motl1ers share similar featt1re in ter111s of edt1cation \\'ith

76. 9% having a forr11al edt1cation (ranging fro1n pr1n1a11 to tertiar)' edt1cation) co111p..ll'�d to 23. l 0/o 

without any formal education. In re,:;pcct to ethnic con1po,;it ion. th\: $l\n1ple l cin1pn,e,I 9�. �% of 

Yoruba,,. 6% lgbos, o 6"� l lausas nnd 0.4% ( such a. lgnln. Urhc,bl) ett) fron1 oth r trib :. 
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Table 4.1: Frequency distribution of the respondents by their de1nographic data

variables Frequency 
Sex 

Male 195 
Feanale 282 

Religion 

Cl1ristianity 461 
lsla1n 18 

Area of residence 

Etl111icity 

Rural 179 
Urba11 246 

YorL1ba 447 
Otl1ers 30 

F�1n1ily t)1pe 

Mo11ogan1y 354 
polyga111y 103 

Fa111 ily status 

Pare11ts are togetl1er 402 
Pare11ts are divorced 10 

Parents are separated 3 2 
Single 111other 32 

Father's education 

No formal edL1catio11 
Pry/sec educatior1 
Tertiary educatio11 

Father's occupatio11 

Farm i r1g/Trad i11g 
Civil servant 

Einployee of private org 
Mother's I1ighest edt1cation 

No forcnal education 
Pry/sec education 

Post sec education 

1 1 1 

120 
213 

127 
184 
102 

104 
13 1 
215 

Percentage 

40.9 
59. I

96.2 
3.8 

42.1 
57.9 

93.3 
6.7 

77.5 
22.5 

84.5 
2.1 
6.7 
6.7 

25 
27 
48 

30.8 
44.6 
24.7 

23 l 
29.1 
47 8 

• 

Mother's occupation 
5 l l Farrn1ng/tradi11g 224 
39 5 C1v1I serva11t 173 
9.ll Private company crnpl�oy�e�e:__ _ _':_4:_!I ____________ ..:..:... ___________ _

3 
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4.3 PREVALENCE OF DEPRESSION AMONG ADOLESCENTS IN SCHOOLS IN

IKEREEKITI 

The Table 4.2 below shows tl1e prevalence of depression amo11g the participants. The CES-DC

observed scores were grouped into depressed and non depressed groups based on a cut-off of 22

(Trangkasombat and Ruji1·adarporn, 2012). Depressio11 was n1ore prevalent a1nong boys than girls 

as 29 .2o/o of tl1e boys sco1·ed above tl1e ct1t-off point compared to 23. 8o/o of the girls. In the present 

study, 1nore tl1an a qt1arter (26o/o) of tl1e stttdy population were depressed. In order to get a more

co11se1·vative rest1lt (Bettge et al, 2008) a cut-off SDQ> 15 (Good111a11, 2005) was used as a further 

criterion \Vl1icl1 consequently redt1ced tl1e prevale11ce depressed group in the total population to

17.So/o wl1ile tl1e initial propo1�tio11s were redt1ced to 20.7% a11d 15.5% for boys and girl

respectively. 
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4.3 PREVALENCE OF DEPRESSION AMONG ADOLESCENTS IN SCI-IOOLS IN

IKEREEKITI

The Table 4·2 below shows tl1e prevalence of depressio11 among the participants. The CES-DC

observed scores were g1·ot1ped into depressed ru1d non depressed grot1ps based on a cut-off of 22

(Trru1gl<asombat and Rujirada1-porn, 2012). Depression was more prevalent among boys than girls

as 29 .2o/o of the boys scored above tl1e cut-off point compared to 23 .8% of the girls. In the present

sn1dy, 11101·e tl1an a qt1arter (263/o) of tl1e study popt1latio11 were depressed. In order to get a more

conse1·vative rest1lt (Bettge et al, 2008) a ct1t-off SDQ> 15 (Goodman, 2005) was used as a furtl1er 

criterion wl1icl1 conseqt1ently reduced tl1e prevalence depressed group in the total population to

17.So/o vvl1ile tl1e initial propo11.io11s were redt1ced to 20.7°/o and 15.53/o for boys and girl

respectively. 
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Table 4.2: Prevalence of depression across gender of the participants

Gender 

Male 

female 

TOTAL 

Non Depressed group Depressed group

70.83/o 29.2o/o 

76.2% 23.8% 

74% 26% 

Depressed group with 

SDQ score>lS 

20.7% 

15.So/o 

17.5% 
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4.4 DEPRESSIVE SYMPTOMS
S SCORES BY GENDER 

In Figure4. l below, the depressive symptoms are aggregated to symptom complexes according to

the sub-scale of the CES-DC. The figure shows the mean scores of the resppndents for the

symptom complexes as displayed. In all, male participants, mean scores are: 7.41±3.98 in O to

2l(somatic symptoms), 5.58±4.25 in O to 21 (negative affect) and 1.56±1.35 in O to 6

(interpersonal problem) respectively while their female counterparts similarly scored 6.8±4. I 0

(somatic symptoms), 5.01±4.35 (negative affect) and 1.31±1.21. That is, boys had higher scores 

across symptom complexes except for positive affects where male counterpart had 9.17±3.43

compared with 10.03±2.72 in the female category. This might have served as protective for other 

symptoms intuitively. 

12 

10 

8 

6 

4 

2 

0 

.,.___,__4'."-------------------,
-- 6.8

5.01 

somat,c symptoms depressed affect interpersonal 

problem 

Figure4. l: Depression sul>-scalcs mean score� l>y gender
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4.5 A'l*fRfllON RATE FOR ])EPRESSIVE SYMPTOMS QUESTIONS

In Figure 4 .2, attrition rate for answering questions on depressio� symptoms is displayed (Bettge

• 

et al, 2008). Non response rate was highest for the depressive affect scale (12.1 % ) but the least 

was observed for positive affect (0.8%). Among the items that recorded low responses were "I felt 

kids were not friendly with me,, ''felt things did not work right,, etc. while ''felt am not hungry', 

''felt people did not like me'' ''I felt scared'' attracted more responses .

. 8 

7.5 

11.3 
• somatic symptoms

• depressed affect

• interpersonal problem

• positive affect

12.1 

Figure 4.2: Attrition rate for depression symptoms questions 
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;s 

4.6 GENDER AND BEHAVIOURAL PROBLEMS (SDQ)

Considering the seve1·ity of total difficulty (SDQ), the scores were categorized as No1·1nal,

Bo1·derline and Abnorrnal (Bal<are et al, 201 O) as shown in Figure 4.3 below. In all, 8.6% reported

ab11ormality in general mental l1ealtl1. Also, 17.5% of the participants l1ad abnormal conduct

proble1n which was tl1e most prevale11t sympto1ns a1nong tl1e stt1dents followed by peer problem

(10.1 %) while tl1ose that belong to borderli11e category was also highest for peer problem (29%). 

However, 92.25% of tl1e participants were screened without clinical challenge for hyperactivity. 
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• Nor anal • Bordert·,ne Ab �aJ norm 

8.60% 
10.10% 

17.50% 

78.50% 

69.60% 

60.9QOA, 

Total Difficulty conduct problem Peer problem 

Score 

Figure3: Frequency distribution of SDQ scores 

9 

6.50% 

84.90% 

Emotional 

problem 

.. 

• 

7.50% 

92.200/4 
88.100/4 

Hyperactivity Prosocial Problem 
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4.7 DIFFERENCE IN THE MEAN CORES OF PSYCI-IOSOCIAL FUNCTIONS USING

INDEPENDENT SAMPLE T-TEST

4.7.1 Self-esteem 

Out of tl1e 4 77 respoi1dents that completed Lhe 1 O item questionnaire on self-esteen1, 59. I% were 

females. Self-esteem inean score for male (18.75±3.48) was not significantly different from that 

of fen1ale participai1ts ( 18.53±3.25) (J) = 0.42). Also, participants res'iding in rural areas l1ad 

significru1t lower 111ean sco1·e 011 self-estee111 ( 17. 76±3 .0 I) con1pared to those residing in urban 

areas (19.27±3.49) (p < 0.001). Sirnilarly, the restilt was also significant among those who did 

19.19±3.40) and did not (18.06±3.19) l1ave frie11ds of opposite sex (p<0.001). However, the 

rest1lt \Vas not significa11t for tl1e fan1ily type. 

4. 7.2. Depression

In table 3, depression mean score was significantly (p=0.028) higl1er among male (17.53±8.92) 

than fen1ale (15.05±8.93) counterpa11s as well as among those living in tl1e rural areas 

(17.78±9.60) than those from urban (15.92±8.48). Moreover, it was also higher for those in 

private schools ( 18.23±8. 71) tl1an tl1eir cou11terparts in public schools ( I 6.20±8. 98) (p=0.041 ). 

Whereas, having a friend of opposite sex seemed not to pose any effect on depression le, el as 

they had almost the same mean scores. The result for fan1ily type figured out difference 1n the 

two groups as the score was higher an1ong tl1ose from a polygamous f an1ilies and the diflere11ct' 

\vas almost significant (p=0.097) . 

• 
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4.1.3. Conduct problem: 

Conduct problem seems to be individualistic as n1any of the ·factors gave indifferent results.

Althougl1, male participants (2.89±2.13) had higher mean scores in the externalizing behavioural

problem tl1an tl1ei1· female cot111terparts (2.36± 1.89) and tlie difference was significant (p=0.005). 

Moreover, the differences we1·e 11ot sig1tlficant for otl1er categories like place of residence, 

having f1·ie11ds of opposite sex a11d family type 

4.7.4. Peer proble1n 

It vvas evide11t (in Table 3) tl1at tl1ere was a wide gap betwee11 adolescents wl10 reside urban and 

rural areas when it comes to 111utt1al relationship with otl1ers colleagues. The urban dwellers 

a1nong tl1e stl1dents l1ad a lower 1nean score (2. 76± 1.80) compared to tl1eir counterpart residing in 

t11e 11.1ral areas (3.33± 2.07) (p=0.002). However, the mean differences were not significant 

across other den1ographic variables. 
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Table 4.3 Differences in psychosocial functions by demographic variables using t-test

variables Self-

esteem 

Mean 

sex 

Male 18.75 

Female 18.53 

Location 

Rural 17.76 

Urban 19.27 

Having friends 

of opp. sex 

Yes 19.12 

No 18.07 

Family type 

Monogamy 18.77 

Polygamy 18.24 

School type 

Private 19.27 

Public 18.49 

*p < 0.05, **p<0.001

t-value 

1.906 

-

4.487**

3.315** 

1.369 

2.106* 

Depression 

Mean 

17.53 

15.65 

17.78 

15.92 

16.56 

16.31 

16.06 

17.77 

18.23 

16.20 

Conduct 

problem 

t- Mean

value

2.236* 2.89 

2.36 

2.087* 2.87 

2.58 

0.294 2.71 

2.40 

-1.665 2.60 

2.63 

2.05* 2.61 

2.57 

l2 

Peer 

problem 

t- Mean

value

2.s1 •• 2.92 

3.05 

1.458 3.33 

2.76 

1.609 2.87 

3.11 

-0.129 2.90 

3.32 

0.145 2.81 

3.05 

t-

value 

-0.699

3.044 • 

-1.308

-1.959

-1.13
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4.8 DIFFERENCE IN THE MEAN SCORES OF PSYCHOSOCIAL FUNCTIONS USING

ANALYSIS OF VARIANCE (ANOVA)

4.8.1 Self-esteem 

In Table 4.4, tl1e difference in tl1e self-estee111 scores was significa.11.t (p=0.04) between those

whose fatl1ers l1ad post secondary education ( 19 .17±3 .41) and tliose witl1 no formal ed·ucation

(18.25±3.33). Also, sin1ilar result en1erged for 111otl1er's edt1cation. Parents' occupations were

pai·titio11ed into tlu·ee gro11ps nan1ely, farn1ing/trading, civil serva11t and private con1pany

worl<ers. The differe11ce was sig11ificant (p=0.003) a111011g father's occupatio11 categories with the

civil servants' cl1ildre11 scoring the l1igl1est ( 19 .14±3 .08) and farming/trading the least

( 17 .86±3 .45). I-Iovvever, tl1e difference was not sig11ificant between farming/trading and private

vvorke1·s, cl1ild1·e11. T l1e result for 111otl1er 's occt1patio11s revealed an insignificant difference as

vvell. He11ce, it cot1ld be st1ggested that cl1ildren are likely to be more prot1d of their fathers" 

occupation tl1an their mothers'. 

4.8.2 Depression 

The mean difference in depression score was significant (p = 0.006) across family status: in 

particular, between those whose parents are together (16.20±8.98) and those separated 

(20.69±9.35). Mean depression score was l1ighest (20.69) among the separated group but lo\vest 

( 15. 72± 7. 7 7) in the di vo reed group. Parents' education as well as occupation sho-., ed no 

significant difference on depressiveness. 

4.8.3 Conduct problems 

Th h d l t C'. 001 divorced parents had tl1e l1igl1est n1ean score (3.39± 1.20) in conductoug , a o escen s 1r 

bl h.1 h who5e parents are l i vi 11g togctl1cr �core cl t l1c ll'll"t l' 7± 1.11) bt1t tl1epro em w I e t ose 

. 
· , fi l Also tl1�r� \\'tlS tl(l .. ig11i fi n11t c\i t)

"' 
·r�11 t" i,1 tl1 · 11 lta t pt 1ble111

difference was 11ot s1g111 1cnr1 .

13 
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mean scores across parents' highest education attained and occupations. Despite the statistical

insufficient evidence, worth mentioning is the variation within the groups. It could be inferred

from Table 4 that adolescent from rural areas migl1t l1ave l1igher tendency of misconducts than

t11ose from urban areas. 

4.8.4 Peer problem 

The differe11ces in tl1e peer proble1n mear1 scores within all tl1e factors considered under t11is

section were non significant 
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Table 4.4 Differences in psych · I f · osoc1a unctions by demographic variables using Analysis of
Variance (ANOVA) 

Variables 

Fan1ily status 

Pare11ts are 
together 

Pare11ts are 
divorced 

Pare11ts are 
separated 

S i11gle 111otl1er 

Fi1tl1e1·'s 
eclucatio11 

No forn1al 
edtication 
Up to sec. 
education 
Post sec. 

educatio11 
Fatl1er's 
occupation 

F ar111 i11g/trad i ng 

Self
esteem 

Mea11 

18.67 

18.20 

18.73 

18.79 

18.25 

18.65 

19 .17 

17.86 

Civil servant 19.14 

Private worker 18.89 

Mother's 
education 

No formal 18.66 
education 
Up to sec. 18. 18
edt1cation 
Post sec. 19 .14 

education 
Mother's 
occupation 

Far1ning/trading 18.37 

Civi I servant t 9 0663 

Private company 18 94 

�vorker 

"p < ().05, **p .... 0.() 1 

F 

0.081 

2.370* 

2.663* 

2.107 

l. l SO

depa·ession 

mea11 

16.20 

15.72 

20.69 

17.59 

17 .51 

15 .91 

16.77 

16.40 

16.44 

18.14 

17.3 7 

15.94 

17.03 

16.46 

16.79 

17 63 

F 

2.243* 

0.815 

0.706 

1.088 

0.205 

Conduct 
pr·oblem 

Mean 

2.51 

3.00 

3.39 

2.45 

2.63 

2.62 

2.50 

2.52 

2.62 

2.63 

2.82 

2.60 

2.43 

2 49 

2.74 

") .,., ... -

F 

1.984 

0.609 

0.126 

1. 714

0 807 

Peer 
problem 

Mean 

2.95 

3.10 

3.25 

3.29 

2.92 

3.34 

2.81 

3.08 

2.96 

3.07 

3.04 

3.13 

2 89 

J 04 

:! 8) 

"'I ...
.) _, 

F 

0.513 

1.782 

0.128 

0 559 

l .150
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4.9 INTERRELATIONSHIP BETWEEN AGE AND PSYCHOSOCIAL SYMPTOMS

AMONG ADOLESCENTS IN SCHOOLS

In Table 4.5, higl1er scores on self-esteem correlated significantly with lower scores on most of

tl1e sub-scales of strength. and difficulty (SDQ) and tJ1e CES-DC except the positive affect (r =

0.183, p<0.001) and p1·osocial behaviour (r=.0.114, p<0.05). Suggesting high self esteem was

protective fo1· so1ne psychosocial syn1pto111s. Similarly, higl1er scores on conduct and peer

problen1 also sig11ificantly correlate witl1 prosocial bel1aviour and positive affect. As expected,

strengtl1 and diffict1lty (SDQ) total scores and depressio11 score were moderately correlated (r =

0.509, p<0.001 ). Tl1e strongest relationship was fot111d between emotional symptoms and 

difficulty scores (r = 0.760, p<0.001). However, age was not sig111ficantly related with some of 

tl1e sub-scales of tl1e SDQ and CES-DC except with lower scores on hyperactivity (-0. I 35, 

p<0.001) pro-social bel1aviour (-0.124, p<0.001) and positive affect (-0.124, p<0.001 ). 
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Table4.5 Correlates o.f psychosocial functions

Aoe C 

Self-esteem 

Conduct 

problen1 

Age 

I 

0.031 

0.047 

Self- Conduct 
esteem problem 

l 

-0 182•• l 

Peer problem 0.005 

En,ot1onnl 

syn1pton1s 

-0.028 -0.135•• 0.428•• 

hyperactivity -0.135** -0 1 s2•• 0.420•• 

Prosoc1al 

bchnv,our 

Total 

difficulty 

-0.124** 0114* 

0.019 -0 235** 0.727** 

Peer Emot1onal 
problen1 syr11pton1s 

I 

I 

0 404** 0 336** 

0 684** 

Pos1t1ve 

affect 

-0. 124** 0 183** -0 266** -0.249** -0 185**

Depression 

score 

0 030 

*p < 0.05, **p<0.001

-0 285*"' 0 373•• 0.324** 0 486* 

Hyper Prosoc,al 

behaviour 
nct1v1ty 

I 

-0 319** I 

0 736** -0 308**

-0.351** 0 434** 

-0 2 I 6**

Total Pos1t1vc Depress, 

difficulty affect on score 

I 

-0 340** l 

0 509** -0 340•• I 
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4.lO MULTILEVEL LINEAR REGRESSION FOR PREDICTORS OF DEPRESSION

AMONG ADOLESCENTS IN SCHOOLS IN ll(ERE-EKITI

In Table 4·6 below, the intercept is 17.20, that is, the unadjusted overall school average

depression score for tl1e populat · · 17 ion LS .20. Moreover, results from the tl1ree models were

con1pru·ed using Al<ail<e Infor1nation Criterion (AIC) as a test for goodness of fit. Model 3 was

tl1erefore repoi1ed as it l1as the least AIC value. Also, between-stt1dents variation (residual) is

aln1ost 9 ti1 11es tl1e between-scl1ools varia11ce (8.3 7) indicati11g that a substantial amount of

variation is due to witl1i1 1 scl1ool differe11ces.

Tl1e ICC for depressio1 1 111odel: p = a
2 

= 8'37 
= 0.1017. Suggesting, 10.173/o of the 

a2 +µ2 8.37+73.97 

variatio11 was due to tl1e variations betwee11 scl1ools. 

Ge11der fixed effect estin1ate is 2.52 a11d significant (p = 0.013) wl1ich implies that the expected 

depression sco1·e is 2.52 n1ore for boys tl1an for girls. Cl1ildren from monogamous family were 

0.40 (not significant) less in the average depression scores than those from polygamous families. 

Similarly, family statt1s did not st1bstantially predict depressive symptoms. Though, the mean 

depression sco1·e was 1.27 less for among those whose parents are living together against those 

whose parents are single mothers. However, parents' occupation, parents' level of education and 

having friends of opposite sex cot1ld not significantly predict depression score among 

adolescents in schools. 

Moreover, for the male adolescents residing in the san1e envirorune11ts. a u11it rise in self-e�teen1

reduced the n1ean depression level by 0.40units (p=0.006). Like,, ise, a t1nit nse in adole cent

conduct disorders score increased tl1e mean depressio11 score b) 0. 76 t1n1t� lP 0.004) ,, hile t1 t1nit

· · h 
· · I y 111ptoms score I r1c1 cased tl1c tlcprL'SSil)ll le, ·l h\ 1.4"' t111 l ( p<0.00 l ).

rise an t car emot1ona s 
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• 

Meanwlille, pro-social behaviour was protective (though, not insignificant) against depression as

expected.

Table 4. 7 showed that tl1e average depressio11 score a1no11g adolescents in the rural areas was

2.17 (p=0.032) lugl,er thai1 that of tl1eir cot111terpa11s i11 t1rban areas. However, tl,e predicted

depression 1neans score was 11ot sig11ificant between private and pt1blic schools.
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Ta�I� 4.6: l�dividua� level pred
_ictors of depression among adolescents in schools in lkereEkltt: described b linear multilevel re ression anal sis, 2013

predictors Empty variable Model ,vitl1 individual level
variables 

pnran1eter 

Intercept 

Sex 
Male 

Female 

Fnn1ily type 

Monogamy 

Polygamy 

Fan1ily status 

Parents are togetl1er 

Pare11ts are separated 

Divorced 

Single n1otl1er 

Fntl1e1·'s ed ucatio11 

No for111al educatio11 

Pry/sec. education 

Post secondary 
educatio11 

Fntl1er's occupation 

Farming/trading 

Civil servant 

En1ployee of private org. 

Mother's education 

No formal education 

Up to secor1dary 
education 

Post sec. education 

Mother's occupation 

Farming/trading 

Cilvil servant 

Employee of private org. 

Having friends of opp. 
Sex 

Yes 

No 

Age 

elf-esteem 

Emotional symptoms 

Conduct problem 

Peer problem 

Pro-social behn vi,,u r 

�1yperact1v,ty 

Model I 

Esti1nate (95°/o Cl)
17.20(13.95,20.43)*•

Model 2 

Estirnnte (95°/o C l) 

25.79(12.22, 3938)** 

2.83(0.98, 4.67)* 
Ref 

-0.32(-2.42, 1.78)

Ref

- I . 2 8 ( -4. 7 5, 2. I 9)

-0.3 l (-7 .02, 6.41)

1.24(-3 .56,6.02)

Ref

-0.28(-3.76, 3.21)

-0.81(-4.17, 2.56)

Ref

-1.86(-4.36, 0.64)

-1.81 (-4.06, 0.45)

Ref

-l.60(-5.18, 1.98)

-0.71 (-4.04, 2.62)

Ref 

-0.43(-3 .59, 2. 73)
-0.83(-4.01. 2.34)

Ref

-0.37(-2.23, 1.47)

Ref

-0.04(-0.69, 0 62)

-0.50(-0 77, -0.23)**

1.45(0.99, 1.91)•*

0. 76(0 26, I 2 5)*

O 14(-0.19. 0 88)

-0.37(-0.83, 0.08)

.. o.05(-0.55, o ,1 l)

5() 

Model ,vith individual 
area level variables 

Model 3 

Estimate (95°/o Cl) 

23.62(9.25, 37.99)** 

2.52(0.54, 4.50)* 

Ref 

-0.404(-2.67, 1.86)

Ref

- I . 2 7 ( -4. 8 9, 2 3 5)

- I .05(-8.34, 6.24)

1.55(-3.43, 6.53)

Ref

-0.12(-3.74, 3 49)

-0.88(-4 .38, 0.63)

Ref

-2.14(-4.79, 0.52)

-1.16(0.34, -3.56)

Ref

-1.93(-5.62, l .75)

-0 12(-3.63, 3 38)

ref 

-0.53(-3 97,2 91)

-l 18(-4.59, 2 23)

Ref

0.13(-1.87 2.13) 

Ref 

-0 0.,(-0. 77, 0 62)

-0 40(-0.69,-0 2)·

1.43(0.94, 1 92)••

0. 76(0.�4. I :! ,

0.1,(-0 21. 0 9-)

-0 44(-0.Q4. 0 05)

-0 09(-0 62. 0 ")
a , a

a11d 
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Table 4. 7: Contextual school level factors of dep1·ession among adolescents in schools in
Jkere-ekiti: described by linear multilevel regression analysis, 2013.

Pn1·ameter 

• 

Location 

Rural 

Urba11 

Scl1ool type 

Intercept 

Ran(lon1 
• 

var1a11ce 

Model fit 
• • 

stat1st1cs 

AIC 

private 

public 

Empty 

,1ariable 

Model I 

Estimate (95% 

Cl) 

8.37 

73.97 

3399.28 

*p<0.05, **p<0.001

Model ,vitl1 i11dividual Model ,vitl1 individual and area level

level variables 
variables 

Model 2 Model 3 

Estir11ate (95% CI) Estir11ate (95% Cl) 

2.17(0.18, 4.17)* 

ref 

1.69(-0.74, 4.14) 

ref 

0.30 0.65 

58.26 59.39 

2194.74 I 999.37 

5 1 

' 
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4.ll PREDICTORS OF PEER PROBLEMS AMONG ADOLESCENTS IN SCHOOLS IN

IKERE BY MULTILEVEL LINE � AR REGRESSION ANALYSIS

As sl1own in Table 4.8, model I · t . · . . in ercept ts 3 .12, 1nd1cating tl1at the overall expected mean peer

proble1n score is 3 .12 in tl1e absence of all th d · t r e pre 1c ors o peer problem. 

The ICC for peer problem model: 
p == a

z 

== 1.0
2 = 0.2464 suggesting 24.64% of the a2 +µ2 1.02+3.12 

total va·riation could be attribt1ted to betwee11 scl1ool differe11ces. Model 3 has the best fit and thus

reported below: 

Tl1e analysis result i11 tl1is stt1dy (model 3, tl1ird colt1111n) indicated that den1ographic variables 

could not st1bstantially predict peer problern. Tl1ough, there was a ma1·ginal alteration in the 

rest1lt witl1 the addition of scl1ool level predictors. Peer proble1n mean score for boys was 0.12 

lesser thai1 for girls. Also, those from monogamous families with sin1ilar features are expected to 

be 0.05ttnits lowe1· in peer problem mean score than their counterparts from polygamous 

families. 

Moreover, respondents wl1ose pa1·ents are living together are least affected by peer problem \\hile 

those from single mother, the most. This might have resulted from isolation as a result of lack of

connectedness between the parents. In addition, parents' education levels are not s1gnificantl)'

related to peer problem but it worth me11tioning that participants ,vith parents of lo\,er

edticational attainment peer better tl1an others. However. those \\ l1ose parents are ci\'il ser'- ant

scored least on peer problem scale followed by tl1eir col leagt1es \,•l1o�e parent

"- 1 d d to t11ose belonging to ,vorkers of pn\'nte con1p,1111e, • c1tegon
1anners tra ers as compare ... -

a.re 

f)t 

I · I I d tt1at adolescc11ts ,,,110 l1tld n fr1c11cl of oppo .. itc , e:x nre 0.15 le· ..
on y this, table 4 9 a so revea e , ' .. 

in the expected peer prol1lc1ns sy111pto111s' scores.
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purther1nore, among the individual 1 1 eve vanables assessed in the study, only emotional

ymptoms and hyperactivity were · ·fi · 5 sigru icant m the presence of other factors. Although, pro-

social problem was almost significant (p=0.06). Peer problem mean score reduced by 0.03(not

significant) witl1 a year increase in ag Add' · 1 . . . · · e. 1t1ona ly, a unit increase 1n p1·0-soc1al behaviour also 

resulted to 0.07 dec1·ease in peer probl ·H 1 . d eiu. ere, t 1ere was a marg1r1al effect as tl1e value reduce 

fron1 0.1 (p<O.OS) to 0.07(not sig11ifica11t) before a11d after the addition of school level factors.

Also, a unit increase in self-esteem 1nean score, reduced the peer problem mea11 score by 0.02

(p=0.44, not significai1t): suggesti11g tl1at self-satisfaction a11d thinking positive towards oneself

and otl1ers may l1elp students getti11g alo11g with otl1er colleagues a11d people of their ages. 

Moreove1·, a u11it rise in tl1e adolescents' etnotional sympto1ns score raised the average peer 

proble1n sco1·e by about 0.28 (p<0.001) wl1ile it was increased by 0.24 (p<0.00 I) for a unit rise in 

hype1·activity mean score. Suggesting that being nervous or worried and unable to pay attention 

might deter students from getting along well with colleagues. 

Inclusion of contextual factors has a marginal effect on the significance of father highest level of

education and prosocial bel1aviour indicati11g that the choice of school or location may not be

completely independent of fatl1ers' higl1est level of education. Also, it improved the fitness of the

model as it reduced AIC from 1265 to 1157. However, the expected peer problem symptom

average score for adolescents in the urban area is 2.63 but 2.44 for those from the rural areas

while private school students have an average of 0.39 lesser in the mea11 peer problem symptoms

scores than the aggregate mean score of public schools.
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T ble 4.8: Individual and explan t . a 
. Ik Ekit· N. : 3 ory variables for peer problems among adolescents 1n

schools 1n ere- 1, 1ger1a 

parameter

Intercept 

Sex 

Fan1ily type 

Male 
Female 

Monogamy 
Polygamy 

Fnmily status 
Parents are togetl1er 

Parents are separated 
divorced 

Single motl1er 

Fntl1cr's l1igl1cst 
education 

No forn1al education 
Up to secor1dary 

education 
Post secondary 

education 
Fatl1er's occupation 

Fam1ing/trading 
Civil servant 

Employee of private 
org. 

Motl1er's highest ed u. 
No formal education 

Up to secondary 
education 

Post sec. education 

Mother's occupation 
Farming/trading 

Ci]vil servant 
Employee of private 

org. 
Having friends of opp. 
Sex 

Age 
Self-esteem 

Yes 
No 

Emotional sy1n ptoms 
Conduct problem 
Depressive affect 
Prosoc1al bct1aviot1r 

., Hyperactivity 
4<P'0 05, **pr-O 001 

'Empty model 

Model 1 
Estimate (95°/

0

CI) 
3.20(2.11, 
4.29)** 

Model ,vith individual level
variables 
Model 2 
Estimate (95% CI)

4.39(1.61, 7.19)** 

-0.31 (-0.70,0.08)
Ref 

-0.09(-0.53, 0.35)
Ref 

-0.24(-0.96, 0.47)
-0.18(-1.59, 1.24)
-0.55(-1.55, 0.44)
Ref 

0. 18(-0.56, 0.91) 
0. 79(0.08, 1.49)*

Ref 

-0.03(-0.56, 0.49)
-0.09(-0.56, 0.39)
Ref 

-0.30(-1.05, 0,46)
-0.43(-1.13, 0.27)

Ref 

-0.42(-1.08,0.23)
-0.38(-1.05, 0.28)
Ref 

-0.23(-0.62, 0.16)
Ref 
-0.02(-0.16, 0.12)
-0.04(-0.10, 0.02)
0.26(0 16, 0.36)* *
0.01(-0 09, 0 02)
0.02(-0.03 0 06)
-0 10( O 19, -0.0t)•
O 20(0 I 0, 0.30)* • 

Stl 

Model witl1 individual and area 
level variables 
Model 3 
Estimate (95% Cl)

3.78(0.79, 6.79)"'

-0.12(-0.54, 0.30)
Ref 

-0.05(-0.53, 0.43)
Ref 

-0.37(-1.14, 0.39)
-0.06(-1.59, 1.48)
-0.56(-1.61, 0.48)
Ref 

0.14(-0.62, 0.90) 
0.66(-0.07, 1.40) 

Ref 

-0. l 0(-0.66, 0.46)
-0.12(-0.62, 0.38)
Ref

-0.25(-1.03, 0.53)
-1.05(-1 05, 0.42)

Ref 

-0.37(-1. l 0, 0.35)
-0.27(-0.99, 0.45)
Ref 

-0.16(-0 58 0.�6)
Ref
-0 03(-0 17.0.12)
-0 02(-0 08 0.04)

0 28(0 18 0.39)· •
-0.02( -0.13, 0.09)
0.02(-0.03. 0.07) 

-0.07(-0.17. 0.04)

o.�4(0 13, o 35)• •
I 
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Table 4.9: Contextual school level factors of peer problem among adolescents in schools in
Jkere-ekiti: described by multilevel linear regression analysis, 2013.

-

-

parameter 

Location 
Rural 

Urban 

Scl1ool type 
Private 
Public 

Intercept 

Randon1 variance

Model fit

statistics 

AIC 

Einpty variable Model ,vith individt1nl Model ,vitl1 individual aod area level

le,1 el 

variables 
Model l 
Estimate (95o/o 
Cl) 

1.02 

3. 13

1930.64 

Model 2 

Estimate (95% CI)

0.03 
2.59 

1265.38 

varin bles 

Model 3 

Estimate (95% CI) 

0.25(-0.17, 0.67) 
Ref 

-0,39(-0.90,0.12)
Ref 

0.03 
2.63 

1157.42 

*p< 0.05, **p < 0.001

55 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.12 CONDUCT DISORDERS AMONG ADOLESCENTS IN SCHOOLS IN IKERE
L.G.AAS DESCRIBED BY MULTILEVEL LINE i 

i AR REGRESSION 

Table 4.10 shows that the grand me £ ai1 or an expected condt1ct problem symptom scores is 2. l 7.
Implying, when othe1· p1·edictors eq l ua zero, tl1e average conduct problem score is expected to be

2.17. Also, ICC for conduct problem model: p = a2
= 1.06 = 0_2314 i.e. 23_ 14% of thea2 +µ 2 1.06+3.52 

variations in the conduct n1eans score was due tl b t 1 1 • · 1e e ween sc 100 var1at1ons. 

Co11duct disorde1· 's 111ean score was o 25 ( - o 2 · · · · · · P - . 76, 11ot s1g111ficant) h1gl1er fo·r male part1c1pant
tl1a11 tl1eir female countei·paiis. This is actt1ally observable in tl1e daily happe11ings. Family type
l1ad a11 insigi1ificant relatio1 1sl1ip witl1 conduct problem. Also, family status could not
sigrtificantly predict condt1ct proble111 a111011g adolesce11ts

Furthermo1·e, tl1ose l1avi11g f1·ie11ds of opposite scored 0.62 (p< 0.05) higl1er in exhibiting conduct 
disorders' sympto1ns tl1an their counterpa1�t that did not l1ave. In table 4.1 O, among the tested 
covariates, it was 11ot evident that age could predict conduct disorders. Tl1ough, a year increase in 
age increased tl1e expected value of condt1ct problem score by 0.065. Also, relationship between 

self-esteem and conduct disorders was not significant but it worth noting that it seemed to be 

protective for conduct problem as a unit rise in the students' self-esteem led to 0.044 reductions 

in conduct diso1·ders score among the participants. 

Actually, a unit inc1·ease in emotional problem means score raised conduct disorders among 

adolescents in scl1ool n1ean value by 0.23(p<O.OO 1 ). That is, students tl1at have emotional 

disorders are more likely to l1ave a general behavioural conduct disorders. This implies conduct 

disorders are being influenced by an internalizing factors ratl1er tl1an external attributes Posit1, e 

affect has also shown to be protective against conducts disorders. It is evident from the Table 10 

that a unit rise in positive affect symptoms, predicted condt1ct disorders n1eans score 

students to be 8.5% (p = 0.022) less. 

for the

I -r bl dd. · f h. her level factors increased tl1e fitting11ess of tl1e 111otle O, r .. 111. th�
n 1a e 4.11, a 1t1on o 1g 

bl verage score for pri, nte c;cl1ool ,, ,1 L).206(11ot ig11ifi i111t)

expected va1 ues for conduct pro em a ' 
. . . . 0 148 le<;c; for tl1c t1rl1a11 nggr�g,1te c,.,11til1 ·t 111 'lt11 .. c )f .. 11:111

h1gher than the public's wl11le 1t '-'vas

rural areas. 

56 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.10: Explanatory variables for conduct disorders among adolescents in schools inIkere-Ekiti by multilevel linear modeling 

-

-variable 

Intercept

Sex 
Male 

Female 
Fn n1 ily type

Monogamy 
Polygan1y 

Fan1ily status 
Parents are togetl1er 

Parents are separated 

divorced 
Single mother

Fntliers l1igl1est 
edl1cation 

No forn1al education 
Up to seco11dary

education 
Post secondary 

education 
• 

Fathers occt1pat1on 
Farming/trading 

Civil servant 
Employee of private 

org. 
Motl1er's highest 
education 

No forrnal education 
Up to secondary

education 
Post sec. education 

Mother's occupation 
Farming/trading 

Cilvil servant 
Employee of private 

org. 
Having friends of 

opp.Sex 

Age 
Self esteem 

Yes 
No 

Emotional symptoms 
Peer problem 
Positive a ffcct 

tp"O 05, **p�o 001 

Empty model 

Model 1 
Estimate(95%CL) 
2.80(1.69, 
3.91)** 

Model ,vitl, individun I level
variables 
Model2 
Estimate(95%CL)
1.72(-1.23, 4.67) 

0.19(-0.24, 0.62) 
Ref 

0.13(-0.35, 0.60)
Ref 

0.15(-0.62, 0.93)
-0.38(-1.92, 1.16)
0.86(-0.23, 1.94)
Ref

-0.14(-0.94, 0.66)
0.02(-0.76, 0.79)

Ref 

-0.08(-0.65, 0.50)
0.010(-0.61, 0.41)
Ref

0.58(-0.24, 1.40) 
0.08(-0.68, 0.85) 

Ref 

-0.22(-0.93, 0.49)
0.04(-0.68, 0. 76)
Ref 

0.57(0.15, 0.99)* 
Ref 
0.09(-0.06, 0.24) 

-0.05(-0. l l, 0.0 I

0.22(0.12, 0.32)·*

0.04(-0.08, 0.16)

-0.09(-0 16, -0 03)

57 

Model \vith individual and nrca 
level vn rio ble 

MocJeJ3 
Estimate(95%CL) 
2.18(-1 .03, 5.38) 

0.26(-0.21, 0.72) 
Ref 

0.0 I (-0.51, 0.53) 
Ref 

0.02(-0.81, 0.86) 
-0.59(-2.27, 1.10)
0.83(-0.32, I. 97)
Ref

-0. J 5(-0.98, 0.68)

-0.02(-0.83, 0. 79)

Ref 

0.02(-0.60, 0.63) 
0.01 (-0.54, 0.56) 
Ref 

0.59(-0.25, 1.44) 
0.13(-0.68, 0 94) 

Ref 

-0.36(-1. I 5, 0.42)
-0.06(-0 84, 0 72)
Ref

O 63(0.17. 1 OS)• 
Ref 
O 06(-0 09. 0 22) 
-004(-0.11. 0.03)
O 21(0.12. 0.,1)••
0.01(-0.09, 0 \ l
-0 OS 0,16. -0.01)·
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Table 4.10: Explanatory variables for conduct disorders among adolescents in schools in

Ikere-Ekiti by multilevel linear modeling

-

-variable 

Intercept 

Sex 
Male 

Female 

Family type 
Monogamy 

Polygamy 
Fnn1ily status 

Parents are togetl1er 
Parents are separated 

divorced 
Single n1otl1er 

Fntliers l1igl1cst 
edt1cntion 

No forn1al education 
Up to secondary 

education 
Post secondary 

education 
Fathers occt1pation 

Fa1·1ning/trading 
Civil servant 

Employee of private 
org. 

Mother's highest 
education 

No formal education 
Up to secondary 

education 
Post sec. education 

Mother's occupation 
Farrr1ing/trading 

Cilvil servant 
Employee of private 

org. 
Having friends of 

opp.Sex 

Age 
Self esteem 

Yes 
No 

Emotional symptoms
Peer problem 
Positive affect 
p .... O 05, t*p-'0 00 I 

Empty model 

Model 1 
Estimate(9 5%CL)
2.80(1 .69, 
3.91)** 

Model \Vitl1 individuol lcvelvariables 
Model 2 

Estimate(95%CL) 
1.72(-1.23, 4.67) 

0.19(-0.24, 0.62) 
Ref 

0.13(-0.35, 0.60) 
Ref 

0.15(-0.62, 0.93) 
-0.38(-1.92, 1.16)
0.86(-0.23, 1.94)
Ref 

-0.14(-0.94, 0.66)
0.02(-0.76, 0.79)

Ref 

-0.08(-0.65, 0.50)
0.010(-0.61, 0.41)
Ref

0.58(-0.24, 1.40) 
0.08(-0.68, 0.85) 

Ref 

-0.22(-0.93, 0.49)
0.04(-0.68, 0.76)
Ref 

0.57(0.15, 0.99)* 
Ref 
0.09(-0.06, 0.24) 
-0.05(-0.11, 0.0 I
0.22(0 12, 0.32)* • 
0 04(-0.08, 0 16) 
-0.09 -0 16. -0.03)

57 

Model \Vith individual and area 
level variable 
Model3 
Estirnate(95%CL) 
2.18(-1.03, 5.38) 

0.26(-0.21, 0.72) 
Ref 

0.0 I (-0.51, 0.53) 
Ref 

0.02(-0.81, 0.86) 
-0.59(-2.27, 1.10)
0.83(-0.32, 1.97)
Ref

-0.15(-0.98, 0.68)
-0.02(-0.83, 0.79)

Ref 

0.02(-0.60, 0.63) 
0.01 (-0.54, 0.56) 
Ref 

0.59(-0.25, 1.44) 
0.13(-0.68, 0.94) 

Ref 

-0.36(-1.15, 0.42)
-0.06(-0.84. 0 72)

Ref

O 63(0 17, I 08)• 
Ref 
0.06(-0.09, 0 21) 
-0.0-4(-0 11.0.03)
0.23(0 1 "'. 0.11)••
0.01( 0.09, 0 l �) 
-0 O,S 0.16, -\} i> • ) •
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Table 4.11: Contextual school level factors of conduct disorders among adolescents in
schools in lkere-ekiti: described by multilevel linear regression analysis, 2013.

- Empty Model ,vitl1 individual Model ,vitl1 individual and area
variable level level va1·iablcs 

-

Locatio11 
Rural 

Urban 

Scl1ool type

Intercept 

private 
public 

• 

Randon1 variance

Model fit statistics

AIC 

variables 
Model l Model2 

Estimate (95% Estimate (95% CI)
Cl) 

1.06 
3.52 
l 987.66

0.43 
3.04 
1315.19 

*p< 0.05, * *p < 0.001

58 

Model 3 

Estimate (95% CI) 

0.15(-0.3 l, 0.60) 

Re·f 

-0.21(-0.77, 0.35)

Ref
0.4
3. 13

1205.26
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CHAPTER FIVE

5.1 GENERAL DISCUSSION

The results presented here provide in · h · stg t into psycl1osocial problems tl1at n1ight be ravaging

adolescents i11 schools in Ikere LGA. I d . . . n or er to provide a conservative prevalence estimate, only

adolescents with sevei·e behavioural problem's (SDQ) scores were considered to have mental

health problems. The procedure adopted in this study is in line with the method applied by

Raven-Siebere1· et al (2009). 

More tl1ru1 a quarter of tl1e participant scored above cut-o·ff 011 tl1e depression scale (CES-DC).

'(\ 
Actually, tl1e pi·evale11ce of dep1·ession fot111d our study was very high compared to what was

A 

fow1d in some previous studies (Ahangar et al, 2012, Raven-Sieberer et al (2009). We found that 

dep1·ession was shovvn to be more prevalent among boys than girls. This result is similar to what 

\Vas reported for Thai adolescents in a research conducted in Thailand where boys had 19% and 

girls had l 7o/o (Trangl<asombat and Rujiradarpom, 2012) in contrast to the common reports that 

girls took a lead (Ahangar et al, 2012; Massip et al, 20 l 0; Bettge et al, 2008; Keller, 20 I 0). 

Reasons for this dispa1·ity might not be far from socio-cultural differences as expectations might 

be too high for boys than girls. Some parents believe that boys are more important and are 

expected to perform better in all, even acade1nically. Failure to meet up with this demand ma)' 

result in depression. 

Al b d hi h · th depressive symptoms sub-scales except in the posit1, e affect st1b-
so, oys score g er 1n e 

I 
· · . h t B Ila study group (2008) found i11 a researcl1 co11dt1cted an1ong

sea e. This 1s 1n contrast to w a e 

. . rt d by anotl1cr study \Vl1cre bo) � .. cor�d t1ighcr than girl
Ciennan adolescents but it 1s suppo e 

{l rangkasombat and
. . 2o 12) Morco, er, clcr>1 c��io11 sco1 � ,, .. , 11,,)rc prt·\ 1lc11t

RLIJ 1radarpor11,
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among adolescents from families wh ose parents ar e separated but tl1e least among those whose
Parents are togetl1er. It could be su ggested tl1at par t 1 h 

. . en a care as a role to play 1n preventing 

depression because the burden dtie to arent , P s separation could clamp down on children whicl1

may lead to psycl1ological stress.

In addition, those tl1at belo11g to depressed group also exl1ibited sigi1i tica11tly higher conduct

disorde1·s symptoms in confor1nity witl c I 1 o inan et al (2009) stt1dy report. This implies, general

exter11alizi11g bad behaviours coL1ld b l e a resLt t of depression which n1igl1t be too clinical to be

observed. All the protective factors had · · . . 11egat1ve correlat1011 w1tl1 depress1011. TI1erefore, more 

en1pl1ases sl1ould be laid 011 l1ow tl1ese f: t b 
· · · · · 

ac ors can e enl1anced 1n orde1· to m1n1m1ze depress1on 

in adolescents. Hovvever, all the sy111pto1ns of difficulties togetl1er with the total difficulty have

positi,,e association with depressio11. Self-esteem l1ad a 11egative correlation with depression and 

sl1owed a sigi1ifica11t predictivity. Similarly, previous studies revealed that a boost in self-esteem 

eqt1ally increases ones happiness perl1aps, reduces depression (Bettge et al, 2008; Manning, 

2007; Yaacob et al, 2009). 

The difficulty (SDQ) sympto1n scale revealed va1·ious levels of mental health problem severit)'

\Vhilst conduct and peer problems were found to be more prevalent among the clinical problem

cadres. This outcome is in agreement with many of the past stl1dies (Bernstein et al. 2012).

However, this has jtistified the choice of study variable and target population in the current

study. It has been observed that there is a digression in the choice of career pursuit among the

youths in lkere LGA as truancy among adolescents in schools, cultism. promiscuit). robbery and

I
. · 1 h h b the order of the da1 co11trar) to tl1e scholarsl1ip the 111habita11t ..

po 1t1ca t uggery ave econ1e

(A
. · t l 2010 Ovvt1n111ana111 a11cl Bn11kolc, _Qt 1) �. 1ilar to tll\;!

used to be known for Jay1 e a , , 

. 1 (2009) c f otttld tl1nt co11tlt1c t prol)l\.:111 l1n n �tro11g t11d I t1" iti, e
previous work of C'oln1an ct a � \v 
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strong and positive relationship with the tot . . . al difficulty as well as depression. It was also, found

tl1at self esteem has a negative relation hi ' s P with the psychosocial difficulty symptoms. Those

with high self-esteem might find it rid' 1 . tcu ous indulging in viole11ce or disobeying rules and

regulations since tl1ey are more con · b 
· scious a out the way people feel about then1 ru1d self

satisfaction.

In addition, socio-demographic variables do not l1ave SL1bstantial difference in the n1ean scores of

conduct and peei· problems except gender and area of residence. Boys exhibited more

exter11alizir1g problen1 than tl1eir cot111terpart just like otl1er previous studies (Bakare et al, 201 O;

coln1an et al, 2009; Detels, 2012). Also, tl1ose from tl1e rural areas showed higher symptoms of

peer problem. The cause of tl1is 1nigl1t not be far from low self-esteem and the fear of being 

influenced wrongly coupled witl1 dep1·ession which has been identified to be l1ighly prevalent 

among tl1e grot1p under study. Moreover, lack of basic needs and social exposure with inability 

to n1eet up witl1 demands from peers may trigger the solitary attitttde and sadness. Consequently, 

they might be discouraged from coping with colleagt1es but staying alone or rather get closer to 

older ones for dependency. 

At individual level, sex, self-esteem, emotional sy1nptoms and conduct problem are significant

predictors of depression. Also, self-esteem was predicted to be protective for depression \\'hile

· 
I d nduct problen1s are the risk symptoms. This is in consonant \\ith

emot1ona symptoms an co 

many findings in the literatui·e (Ahangar et al, 2012. Bamo\v et al, 2005) Among the school

I l c-. 1 
. .cound to be a significant predictor for depression Ho,, e,,er. thi, report

eve 1actors, ocat1on was 11 

· 1 mination of pre,-ale11ce of depre�s1on condt1ctec\ in
supports the finding in a cross-sectiona exa 

the U5 (Probst et al, 2006).
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predictive capacity. These variables are . more of 111ternalizi11g and clinical rather than being

behavioural. It could be suggested th t h . a ' av111g difficulty in getting along with peers has little to

do witl1 stude11ts' backgrou11d. I-Iowev . . er, being 111 a n1oody condition and inattentive to friends

and colleagues n1ay weaken peer connect d e ness, hence, rest1lting to t1atred and bullying.

In assessing adolesce11ts' f1·iendslup patte. tns, e1not1onal symptoms and positive affects can

Predict bel1avio11ra1 proble1ns in adol 0 escents. n tl1e co11trary, tl1e mean conduct problen1 score

was l1i 0her for adolescents i11 scl10 1 tl l · t:, 0 s 1at 1ave fr1e11ds of opposite sex tl1an those that do not 

have. Tl1is result observed migl1t be d · 
. Lte to possession of l11gl1er self-esteem which has been 

identified to be positively coi·related witl1 externalizing behaviour as reported in anotl1er study

(Barno,;v et al, 2005). En1otional sympto111s have a positive predictio11 for conduct problems as its 

expected 111ean sco1·e is said to i11crease witl1 a unit rise in the former. This is in accord witl1 past 

st11dy (Barnow et al, 2005). 

Moreover, tl1e statistical metl1od adopted in this research work was judiciously used and very 

appropriate since tl1e effect of clusters uniqueness in the three regressional analyses were 

observed and all the variance component partition estimates are positive and greater than 0.05

suggested by Kristen Ringdal (l1ttp://essedt111et.nsd.11ib.no). However'\ it \Vas observed that school 

connectedness can influence stt1dents' behaviot1r and their psychological well being as a result of 

within school interactions. Nevertl1eless, multilevel regression analysis is more lik.el) to present a 

d t·ve i·esults than classical regression in tl11s k1nd of school bac:;ed
more accurate an conserva 1 

research where there are nested group structttres.
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.... 

5_2 CONCLUSION AND SUMMARY

This study identified fot1r predictors of d . . epression. Gender has been identified to be a qualified
dictor of depression but age did t · ·ri . pre no sigru 1cantly predict depression. However, there was a

i.:gher score of depression an1ong mal d l . 1" e a o escents. Overall, More of the psychosocial problen1s

are more pi·evalent among male participants tl1ru1 tl1eir fe1nale counterparts contrary to the

gene1·al perceptiotl. Suggesting mental l1ealtl1 among male adolescents should also be taken

seriously. These fmdings i·ecognize self-esteem, en1otional symptoms and condt1ct problems as

covariates for depi·essioi1. Moreover, l1yperactivity and e1notional sympto1ns were identified as

predictors for peer problem wl1ile there was no evidence of predictivity among socio

den1ogi·aphic va1·iables. Sin1ilarly, l1aving a friend of opposite sex, e1notional symptoms and

positive affect explained co11duct disorders among adolescents. Moreover, school level variables 

\Vere explo1·ed and fot111d wortl1y of inclusion while efficacy of multilevel modelling in public 

health resea1·ch was mo1·e buttressed. 

5.3 RECOMMENDATION 

Nigerian regular and special educational institutio11s for children and adolescents lack school-

based mental healtll progi·ams. Prograins that cru1 boost prosocial bel1aviour and self-esteem

Should be encotiraged for their bt1ffering effect on ps) chosoc1al
among adolescents 

l of bel1avioral problems found among thi� group 1s a
dysfunctionings. The high preva ence

and establisl1 scl1ool-based me11tal health progrtlffi")
wakeup call for policy makers to encourage

• "> ded tl1at a 1nultid1sc111l111n1y a11(1 1ol1,t c ,pprt)<lch i
in Nigerian schools. lt ts I1ereby recornnicrl 

l 11t Jsychosocial disorder"'
required i11 tl1e treatn1e11t of aclo esce 1 
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parents are advised to pay more attention to their wards and try as much as possible to sta)'
together for them not to get exposed lo peer and social-econo1nic pressure. Similar studies can

indulge adolescents on the street. More co1nprehensive research into the risk ractors of
psychosocial disorders a1nong adolescents in Ekiti state and Nigeria at large 1nust be intensified

an1ong mental health researchers. Finally, application of multilevel regression analyses should be

1110re explo1·ed by pub I ic l1ealtl1 reseai·cl1ers wl1ere group data are almost L111avoidable.
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APPENDIX I

l\f ODELLING PREDICTORS OF

GOVERNME 
LS IN IKERE-EKITI LOCAL

NT AREA, NIGERIA

SECTION A: BACKGROUND INFORMATION (Ttck the code as appropriate) 

1• What is your sex

2_ Whal is your current Age

J, What Is your Height

4, What is your weight

a) Male b) Female

fill the exact age ( 
fill the exact height (
fill the exact weight (

5_ What ,s the name of your school

••.•..........••....••....• , ........ , .......••.....• 

) 

) 

) 

t It t I t I t 
I I I I t I I I t f I I I t t I I t f 

tt••
······· ···························· I I I t I I I I t I I I I I I t I I I I I I I I t I t t I I Ill 111111•••••••11•,••••••••••••••••••••••••••••••••••••• 

6. What class are you

1, What is your religion

8. Area of residence

9. Ethnicity

10. Family type

( 

a) Christianity 

a) Rural area

a) Yoruba

a) Monogamy

b) Islam

b) Urban area

b) Hausa/Fulani

b) Polygamy

c) Others, ......................................... . 

c) lgbo d) Others ............................... .. 

11. Family status

Mother 

a} Parents are together b) Parents are Divorced c) Parents are separated

12. Father's highest level of education a) No formal education b) Primary d) Tertiary

d} Single

e) No idea

13 Father's occupation a} Farming b) Trading

c) Secondary

c) Civil servant d) Employee of Private organisation

e} Others . . ...................... .. 

14. Mother's highest level of education a) No formal education b) Primary c) Secondary d) Tertiary e) No idea

15. Mother's occupation a) Farming b) Trading c} Civil servant d) Employee of Private organisation

e) Others .......................... .. 

16. Do you have friends of the opposite sex a) Yes b) No

17 Have you felt disappointed/ jilted by a friend who is an opposite sex a) Yes b) No 

18 Which of the following have you ever done with an opposite sex (You can tick more than one) 

• Kissing/Caressing

• Sex

• Petting
. f th ame sex (You can tick more than one)

18b Which of the following have you ever done with a person o e s 

• Kissing/Caressing

• Sex

• Petting
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SECTION B: PSYCHOSOCIAL OUTCOMES 

A. ROSENBERG SELF ESTEEM SCALE (RSES)

Below is a list of statements deal! 'th . with each statement. 
ng w, your general feelings about yourself Please indicate how strongly you agree or disagree

SIN 
Strongly Agree Disagree 
A 1ree 

1 On the whole, I am satisfied with mvself 
2 At times I think I am no oood at all 

I feel that I have a number of aood auahties 
I am able to do thinas as well as most other oeoole 

5 I feel I do not have much to be oroud of 
I certainly feel useless at times 

7 I feel that I'm a person of worth, at least on an equal plane with
others 

8 I wish I could have more resoect for myself 
9 All in all, I am inclined to feel that I am a failure 
10 I take a oosillve attitude toward myself 
Note: Tile filltng of this questionnaire Is voluntary 

B. STRENGTH AND DIFFICULTY QUESTIONNAIRE (SELF RATED) (cycle the code as appropriate)

• For each item, please mark the box for Not True, Somewhat True or  Certainly True.

Strongly Disagree 

• It would help us 1f you answered all items as best you can even 1f you are not absolutely certain or the item seems daft' Please give
your answers on th b f h th h b f th I t I th e as1s o ow 1nas ave een or you over e as s x mon s

Code Questions Not True Somewhat True Certainly True 

Se1 I try to be nice to other people. I care about their feel1nas 
Sc1 I am restless, I cannot stay still for Iona 
Sa1 I aet a lot of headaches, stomach-aches or sickness 
Se2 I usually share with others food, aames, oens etc 
Sb1 I aet very ana,i and often lose mv temoer 
Sd1 I am usually on my own I generally play alone or keep to 

myself 
Sb2 I usually do as I am told* 
Sa2 I worry a lot 
Se3 I am hel ,ful 1f someone 1s hurt, upset or feelina ill 

Sc2 I am constantly fidoetinq or squ1rm1na 
Sd2 I have one aood friend or more• 
Sb3 I fiqht a lot I can make other oeoole do what I want 
Sa3 I am often unhac,c,f, down-hearted or tearful 
Sd3 Other oeoole of my aae aenerallv like me* 
Sc3 I am easily distracted, I find it difficult to concentrate 

Sa4 I am nervous in new situations I easily lose confidence 

Se4 I am ktnd to younaer children 
Sb4 I am often accused of ly1n· or cheahn 

Sd4 Other children or you no peoole 01ck on me or bully me

Se5 I often volunteer to help others 'oarents teachers, children

Sc4 I think before I do thinas· 
Sb5 I take things that are not mine from home, school or

else,,here 
Sd5 I aet on better .vilh adults than with ,eeoele mY. own age

Sa5 I ha ,e man•, f ears1 I am easily scared

I finish the 11,ork I'm cJo(no_:.MY. auentlon ls good 
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C. CENTER FOR EPIDEMIOLOGICAL STUDIES DEPRESSION SCALE FOR CHILDREN (CES-DC)

Below is a list of the ways you might have felt or acted Please check how much you have fell this way during the past week 

Code Questions Not At AJI A Little Some A Lot I I, 
I, 

1 I was bothered by thlnas that usually don't bother me 

2 I did not feel like eatina, I wasn't verv hunQrv 

3 I wasn't able to feel happy, even when my family or 
friends tried to helo me feel better 

4 I felt like I was iust as aood as other kids 

5 I felt like I couldn't oay attention to what I was dolna 

6 I felt down and unhappy 
7 I felt like I was too tired to do thlnas 
8 I felt like somethino aood was aoina to happen 
9 I felt like thine s I did before didn't work out riqht 

10 I felt scared 
11 I didn't sleeo as well as I usually sleeo 
12 I was happy 
13 I was more aulet than usual 
14 I felt lonely, like I didn't have anv friends 
15 I felt like kids I know were not friendly or that they didn't 

want to be with me 

16 I had a aood time 
17 I felt like crvina 
18 I felt sad 
19 I fell oeoole didn't hke me 
20 It was hard to aet started doina thinas 
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APPENDIX II 

INFORMED CONSENT FORM 

Title of the study: MODELLlN G PREDICTORS OF PSYCHOSOCIAL DISORDERS AMONG ADOLESCENTS 

Investigator: 

Supervisor: 

IN SCHOOLS IN IKERE-EKITI LOCAL GOVERNMENT AREA, NIGERIA
• 

OGUNBOYO 0. Femi 
Depa1·tr11enl of Epiden1iology, Medical Statistics. 
Faci,lty of P11blic Health, College of Medicine, 

University of Ibadan 

D1·. Onoja Mattl1ew AKPA 

Depa1·t111ent of Epidemiology, Medical Statistics. 
Faculty of Pi,bi1c Health, C'ollege of Medicine, 
Uni,Jer .. �ity of Ibadczn 

Purpose of research: The purpose of this research is to estimate the prevalence and examine the

deterrr1inants of psychosocial disorders amor1g adolescent in schools in lkere-Ekiti local Go\1ernm 

ent area. 

Statement of person giving informed consent: I have read the description of the research and m 

ade to understand that participation is voluntary and whoever that refuses to part1c1pate ,,ould not 

be subjected to any forrn of victimization. 

Name of participant ....................................................................... Sign Date .............................. .

Name of Teacher(If applicable): ................................................................... . 1gn1D 11 ·················
-

Name Of ·1ntcrv·1ewer . ........................ ······· ........... Sig11 D,,tc ......................... '&·········· 
. . . . . .. . . . . . . . . . . . . . . . . . . . . . 

. 
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APPENDIX III 

Center for Epidemiological Studies 

Depression Scale for Children (CES-DC) 

The Center for Epide111iological Studies Depression Scale for Children (CES-DC) is a 20-item 

self-report depression inve11tory witl1 possible scores ranging from O to 60. Each response to an 

iten1 is scored as follows: 

0 = ''Not At All'' 

1 = ''A Little'' 

2 = ''Son1e'' 

3 = ''A Lot'' 

However, iten1s 4, 8, 12, and 16 are pl1rased positively, a11d tl1us are scored in the opposite order: 

3 = ''Not At All'' 

2 = ''A Little'' 

1 = ''Son1e'' 

0 = "
4A Lot ' 

Higher CES-DC scores indicate increasing levels of depression. Weissman et a]. (1980), the 

developers of the CES-DC, have used the cutoff score of 15 as being suggestive of depressive 

symptoms in children and adolesce11ts. 
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Center for Epidemiological Studies 

Depression Scale for Children (CES-DC) 

INSTRUCTIONS 

Below is a list of tl1e ways you 1night l1ave felt or acted. Please checl< how n1i1cl1 you l1ave felt 

this \Vay during tl1e past weel<.

DURING THE PAST WEEK Not At All A Little Some A Lot 

1. I was botl1e1·ed by tltlngs that usually don't bother me. __ __ ___ _

2. I did not feel lil<e eating, I was11't very l1ungry. __ __ ___ _

3. I wasn't able to feel happy, even wl1en my family or __ __ ___ _

·friends tried to l1elp me feel better.

4. I felt lil<e I was just as good as otl1er l ids. __ __ ___ _

5. I felt like I could11't pay attention to \Vl1at I was doing. _______ _

DURING THE PAST WEEJ( Not At All A Little Some A Lot 

6. I felt dovV11 a11d t1nl1appy. __ _____ _

7. I felt like I vvas too tired to do tl1ings. __ _____ _

8. I felt like son1ething good \Vas going to happen. _______ _

9. I felt like things I did befo1·e didn't work out right. __ __ ___ _

10. I felt scared. __ __ ___ _

DURING THE PAST WEEK Not At All A Little Some A Lot 

11. I didn't sleep as well as I tisually sleep. ____ ___ _

12. I was happy. __ __ ___ _

13. I was more quiet than tisual. ____ ___ _

14. I felt lonely like I didn t have any friends. __ __ ___ _

15. I felt like kids 1 know were not friendly or that ____ ___ _

they didn't want to be vvith me. 

DURING THE PAST WEEK Not At All A Little Some A Lot 

16. I had a good time. __ __ __ _ _

17.1 felt like crying. __ __ __ _ _ 

18 I felt sad. __ __ __ --

19 J felt people dicln't like me. __ __ ___ _

20. It was hard to get started doi11g tl1i11gs. ____ -- --
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riose to average Shghtly raised High c;11h$tiint1ill 
LJnlikely to be cl,n1cally ,n 1y reflect clln,cally ,, k r ,·lln ,. illy

s,gn,t,cant s1gn1f1cant problems s1gn1f 1canc problems 

otal difficulties score (Total 4 O) 0-13 1ti..,76 17-40

�motional symptQrns score ( t O) 0-3 4 5-10 
-

;onduct problems score (10) 0-2 3 4-10

yperact1v1ty score (10) 0-5 6 7-10

eer problem score (10) 0-2 3 ' 
4-10

Close to average Slightly low Low substantial 

not clrn,cally s1g111f1cant may be clln,cally s1gn1f ,cant nsk of clrn1cally 
s1gn1f ,cant problem:; 

rosoc,al behaviour score (Total t O) 6-10 5 0-4

mpact score (Total 10) 0 1 2-10 

I 

Thie; scor P rs high 
Average unlikely to be

chr11cally �1g1')1f •cant

Slightly raised may reflect

I 
rhn1cally sign f ,c.an, problcn1s substant,a, nsr. of cl 3fly 

Total d1fficult1es score (Total 40) 

Emotional symptoms score (10)

Conduct problems score ( 10)

Hyperactivity score (10)

Peer problem score (10} 

Prosoc,al behaviour score (Total 10)

Impact score (Total I 0)

0-15

0-5

0-3

0-5

0-3

Close to average clinically 
s1gn1ficant problems Jnhkely 

6-10

0 

, 

� ' 

16-19

6 

4 

6 

4-5

Score 1s slightly low may 
reflect clrn1cally 

s1gn1f1cant problems 

5 

1 • 

s1gn1f1cclnt problems 

-

17-40

�,o 

4�10 

T-10 

4-10

Score ,s IO\V there ,s a
substantial nsk of ch"llcally 

s1gn1f,cant p obtems

0-4 

2- 0

� te lhal th S00 ha .. been amended for use ,n t,ustralta and that V c1orian c1ir11c1.1ns hould not d01.vnlood lhc SOO ,� ns Ir m Cood,,. , h ...... �Xl'.'!'.l""
.o v,ms tt • corr1nzh1 tor the S00 has also developad translated S00 These translations ore ,nconsistent w th lh ,-ers10n m nd c-d b) t.O C t, pa tctV�1t 

'��wn Ul:at" 1 s an o-,e,an op nton, anrl the percept on of other 1nrormonts (1cocners ond or JlOr nts) op1n10ns on the) n.g per� ..... -.. �h!-i".OU' • thf-

et PC, �tJOO., J(J, 37 and 38 Th11 ,, ffercnccs ore rgnltrcnnt with the Parent S00 covcrint, 4·16,rs \'!h r� tJOCC r rn1,·pr I \ l t t 

:SJ� 11'0'! ba ea rno,mnr on t,om wv,v, �,,q r to com R Ooo<Jmnn, 
All. 1>Ct ,ft nim, nd Dill culr •o Ouo uonno ,o Trn1n nr, Mnnuol April 200�

, c � 1 no o I c l lion
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