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Background: Adolescents are prone to develop various psychosocial 

problems with a long-standing impact. We aimed to investigate the mental 

health status among adolescents from high schools in Dharan sub-metropolitan 

city. 

Methods: In this descriptive cross-sectional study, we enrolled 150 

adolescents from two different schools of Dharan, using a stratified random 

sampling technique. The Pediatric Symptoms Checklist for Youth was used to 

assess their mental health status. A score of 30 or more was considered as 

a mental health problem. Poverty, family dispute, punishment, and personal 

and family history of a psychiatric condition were considered as potential 

predictors of mental health problem. The chi-square test was applied to 

identify the predictors of mental health problem.

Results: The final analysis included 141 samples. More than 60% of the 

students belonged to the age group 13-15 years, and 52.5% were females. 

About 59.6% were Janajatis, and 61% were Hindus. The majority (63.8%) were 

living below the poverty line. The majority (83.7%) had no dispute in the family. 

All the students had received punishment, and 51.1% had received it at home. 

One-third of the students had mental health problem. The presence of mental 

health problem was significantly associated with nuclear family status (p = 

0.04), and history of a family dispute (p = 0.04).

Conclusion: Mental health problem was common among adolescents, and 

it was associated with the nuclear family structure and the presence of family 

dispute.
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Adolescence, age between 10 and 19 years, is a tran-
sition phase from a “child” into an “adult” [1]. It is 
a formative and crucial period demanding signifi-

cant adjustment to the physical, psychological, and social 
changes [1]. Adolescents are vulnerable to psychosocial 
problems such as behavioral, emotional, and education-
al problems [2]. Mental health problems affect 10-20% of 
children and adolescents worldwide, accounting for 15-
30% of disability-adjusted life years during the first three 
decades of life [3]. Failure to recognize and address men-
tal health problem among adolescents is a serious public 
health concern. Screening mental health status in ado-
lescents is a very important step for early detection and 
timely intervention. This study aimed to find out the men-
tal health status in adolescents of high schools of Dharan 
sub-metropolitan city and identify its predictors.

METHODS

After obtaining approval from the Departmental Re-
search Unit, College of Nursing, B. P. Koirala In-

stitute of Health Sciences for this cross-sectional study, 
we enrolled students from classes 9 and 10 in Dharan 
sub-metropolitan city, located in the Province 1 of eastern 
Nepal. All the 22 high schools located in different wards/ 
subunits of the city were stratified into private (n = 12) 
and government (n = 10) schools. One school from each 
stratum was selected randomly by lottery method. The 
total number of students from class 9 and 10 in each se-
lected private and government schools were 114 and 184, 
respectively. After obtaining consent from parents, 58 
students from the selected private school and 92 students 
from the selected government school were enrolled ran-
domly. The sample size of 150 was estimated considering 
the prevalence of 41.4% [4], 95% confidence interval and 
80% power with the non-response rate of 10%. 

For socio-demographic data, a semi-structured 
questionnaire was used. The Pediatric Symptom Check-
list for Youth (PSC-Y) tool, a self-response question-
naire, was used to assess the mental health status 
[5]. The tool was translated into the Nepali language. 
Translation and back-translation were performed by 
consulting language experts.

The PSC-Y is a psychosocial screening tool de-
signed to facilitate the recognition of cognitive, emo-
tional, and behavioral problems in adolescents aged 
11 and above. It consists of 35 items that are rated as 
“never”, “sometimes” or “often” present and scored as 
0, 1 and 2, respectively. The total score is calculated by 

adding together the scores for each of the 35 items. The 
items left blank are scored as 0. If four or more items 
are blank, the questionnaire is considered invalid. A 
score of 30 or higher indicates significant psychologi-
cal impairment indicating the presence of psychosocial 
problem, and thus mental health problem.

Poverty was categorized with the help of the ab-
solute poverty line defined by the World Bank in 2015; 
less than 1.90 USD per capita per day [6]. Any dispute 
between parents or dispute among family members 
were considered as having a family dispute. Corporal 
punishment was considered as punishment. Students 
undergoing treatment or consultation for mental health 
issues were considered as having history of psychiatric 
problem. Presence of any psychiatric condition in the 
first or second-degree relatives was considered as fami-
ly history of psychiatric problem.

The data was entered in Microsoft Excel spread 
sheet and transferred into Statistical Package for So-
cial Sciences version 16.5 (SPSS Inc; Chicago, IL, USA) 
for statistical analysis. The data was summarized using 
frequency distribution tables. The chi-square test was 
used to identify the predictors of the mental health 
problem. The probability of significance was set at 5% 
and confidence interval at 95%.

RESULTS

Of the 150 questionnaires distributed, 5 were not re-
turned and 4 were incomplete. So, a total of 141 re-

sponses were included for the final analysis. The age of the 
participants (mean ± SD) was 15.2 ± 1.1 years. Psychoso-
cial problem was present in 33% of adolescent students 
(Fig. 1). 

Mental Health Status of Adolescents

Figure 1: Psychosocial Problems among respondents. 
(n=141)
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Most of the adolescents lived in a nuclear family 
(56%) and below the poverty line (63.8%), with the per 
capita income (mean ± SD) of 1.29 ± 0.95 USD. More 
than half of the adolescents received punishment at 
home. Respondents from nuclear family and those who 
witnessed any family dispute had significantly high lev-
els of mental health problem (Table 1).

DISCUSSION

In this descriptive cross-sectional study, we found that 
one-third of the adolescents from high schools of Dha-

ran sub-metropolitan city had mental health problems. 

More students from nuclear families and those with fami-

ly disputes had mental health problems.

Mental Health Status of Adolescents

Table 1: Association of mental health status with the variables (n = 141)

Characteristics Category Mental Health Problem p-value

No Yes

Age (years) 13-15 (n = 85) 61 24
0.11

16-18 (n = 56) 33 23

Gender Male (n = 67) 50 17
0.06

Female (n = 74) 44 30

Ethnicity Janajati (n = 84) 57 27
0.72

Others (n = 57) 37 20

Religion Hindu (n = 86) 55 31
0.39

Others (n = 55) 39 16

Type of school Government (n = 89) 62 27
0.32

Private (n = 52) 32 20

Class Nine (n = 57) 33 24
0.07

Ten (n = 84) 61 22

Type of family Nuclear (n = 79) 47 32
0.04

Joint (n = 62) 47 15

Education of father High school and above (n = 69) 49 20
0.28

Others (n = 72) 45 27

Education of mother High school and above (n = 46) 32 14
0.61

Others (n = 95) 62 33

Occupation of father Business/Service (n = 29) 17 12

0.46
Unskilled work (n = 68) 44 24

Foreign employee (n = 23) 18 5

Others (n = 21) 15 6

Poverty Below poverty line (n = 90) 59 31
0.14

Above Poverty line (n = 51) 35 16

Occupation of mother Homemaker (n = 94) 61 33
0.53

Others (n = 47) 33 14

Family dispute Yes (n = 21) 10 11
0.04

No (n = 120) 84 36

Received punishment Home (n = 72) 52 20

0.17School (n = 29) 20 9

Home and school (n = 40) 22 18

History of psychiatric problem Yes (n = 8) 4 4
0.44

No (n = 133) 90 43

Family history of psychiatric problem Yes (n = 21) 12 9
0.32

No (n = 120) 82 38
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More than half of our adolescent students (52.5%) 
were females. Similar studies with more females in the 
study population have been performed in central Nepal 
and eastern Finland [7, 8]. More than 60% of our stu-
dents were Hindus. A similar study from central Nepal 
had 88.5% of Hindu students [7]. According to the 2011 
census, Hindu is the major religion (81.3%) in Nepal 
[9]. As per government data of Nepal, a higher pro-
portion of Janajatis inhabit in the central and eastern 
parts. About 60% of our study population belonged to 
the Janajati ethnic group [10]. A study in Kathmandu 
also reported a similar finding [11]. The majority of the 
adolescents’ parents were literate, which is comparable 
to the finding of a study done in Kathmandu [11]. Near-
ly 45% of our adolescents’ mothers had education till 
primary level. Half (48.2%) of the adolescents’ fathers 
were unskilled workers and the majority of the mothers 
were homemakers. A study done in Kathmandu showed 
that the majority (71.3%) of the adolescents’ fathers 
were farmers and nearly half of the adolescents’ moth-
ers (48.8%) were homemakers [11].

In this present study, the majority of the ado-
lescents (63.8%) were below the poverty line. About 
one-quarter of Nepalese population live below the pov-
erty line [10]. This study assessed poverty in terms of 
cash. However, other related areas of income (agricul-
ture and fixed assets) were not assessed. Therefore, the 
estimation could have been overinflated. In addition, 
nearly half of the adolescents’ fathers were unskilled 
workers and mothers were homemakers. This may have 
affected the consistency of monthly income showing a 
higher proportion of poor families.

We have found that 33.3% of adolescents had psy-
chosocial problems. Several studies from Nepal and 
India found psychosocial problems among 15-41% of 
adolescents [4, 7, 12-15]. Such findings suggest a vul-
nerability of this population to mental health problem 
and a need for robust school-based mental health pro-
grams. 

In our study, the mental health problem among 
students living in a joint family were lesser than those 
living in a nuclear family. A similar finding was report-
ed in central Nepal [7]. The pertinent explanation could 
be parents from nuclear families are mostly working 
and may not be able to spend quality time with their 
children, resulting in deprivation of proper parenting 
and counseling [7]. Moreover, the unconditional love 
that the grandparents show upon their grandchildren 
in joint families uplifts their self-esteem, which con-

tributes to proper psychosocial development [12]. This 

highlights the importance of a family support for pre-

vention of mental health problems in children.

This study revealed more mental health problems 

among adolescents who witnessed disputes in their 

family. A study done in Kathmandu reported similar 

findings [11]. Family dispute increases negligence of 

parents towards their children resulting in lesser pos-

itive interaction, which ultimately impacts negatively 

on adolescent development [7]. Hence, harmonious 

relationship among family members is one of the key 

factors for maintaining sound mental health in adoles-

cents.

In the present study, all of the adolescents got 

punished either at home, school, or at both places. A 

study conducted in the western Nepal showed a signifi-

cant association of mental health problems with abuse/ 

punishment at home [16]. Punishment is reported as a 

major contributor to psychosocial problems [17]. A his-

tory of punishment in our adolescents means that all 

are more vulnerable to mental health problems.

Socio-demographic characteristics like gender 

or ethnicity did not show any association with mental 

health status of the adolescents, similar to other stud-

ies from India [18, 19]. A significant association of the 

mental health status of adolescents with their fathers’ 

literacy has also been reported [7]. However, education 

was not found to be a predictor in the present study. 

We did not find any association between age group and 

mental health status. In contrast to this finding, few 

other studies in Nepal, India, and the US have shown 

a significant association of mental health problem with 

the age of school-going adolescents [7, 15, 19, 20].

The limitation of our study was we did not do the 

psychometric analysis of the translated version of the 

PSC-Y tool to confirm its validity and reliability.

CONCLUSION

Mental health problem was found to be common 
among adolescents of high schools in Dharan. Men-

tal health status was significantly associated with nuclear 

family and history of a family dispute.

Mental Health Status of Adolescents
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