18
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Introduction

Resilience is the process of negotiating, managing, and
adapting to significant sources of stress or trauma (1).
Resilience (or resiliency) has alternatively been investi-
gated as an individual’s character trait or as an epipheno-
menon of adaptive temperament, as the use of emotional
resources for adapting to adversity, or as a process that
drives a person to grow through adversity and disruption
(2). In recent times, researchers have argued that resilience
can be assessed and studied at any time in a person’s
life, rather than only during periods of extreme stress,
since resilience is not a state but an enduring personality
trait throughout the individual’s life span (3).

Adolescence corresponds to the period between the ages
of 10 and 19 years, and is a critical phase of biological,
social, and psychological transitions; it is a period of
change and challenges, with susceptibility to deve-
lopment of psychological distress (4-5). Prevalence
studies of psychological distress and it’s impact among
adolescents in Nigeria is limited, with varying rates of
distress reported, ranging between 15% and 50%
(6-8, Fatoye, 1998 and Ikegwuonu, 2009, unpublished
report). Resilience to distress in adolescents has been
conflictingly reported to be associated with high rates
of depression and anxiety on one hand (9-10), and also
with lower rates of anxiety, depressive symptoms, and
suicidal ideas (11-13). Family factors, such as polygamy
(Fatoye, 1998, unpublished report), lower socio-economic
class, divorce and separation, have also been reported
as risk factors for the development of psychological
problems in adolescents (14-17).

The aims of this study were to describe the rates of
psychological distress among school-going adolescents
in Nigeria, and to explore associations (if any) between
variables such as socio-demographic characteristics,
family factors, psychological resilience on one hand, and
the presence of psychological distress.

Methods

Study participants

Adolescent students aged 16-19 yrs in the final year of
the Senior Secondary School in Oredo Local Government
Area (LGA) were selected by a multi-stage random

sampling. The first stage was the selection of Oredo LGA
by simple random sampling (balloting) from the 3 LGAS
spread across the city; then the selection of 18 mixed-
gender participating schools (since all the private schools
in Oredo LGA are mixed-gender schools) from the LGA
by stratifying the schools into public and private schools
to ensure appropriate school representation; stage three
used proportional representation method to calculate
the number of students to be selected from each of the
participating schools; finally, using the class register,
simple random sampling technique was used to select
the students from each arm of the final year classes. A
detailed description of how participants were recruited
has been reported previously (18).

The sample size was calculated to be 346 using the
Fisher’s formula (19), based on a prevalence rate of 34.2%
for adolescent psychological distress (Ikegwuonu, 2009,
unpublished report), with a 5% degree of accuracy.
However, the final sample size was increased in order to
improve the power of the study.

Students below 18 years who consented to participate,
together with signed written consent from their parents/
guardians, and students aged 18yrs-19 yrs who gave
written informed consent were recruited for the study.
Students with a medical history of chronic physical
illnesses such as epilepsy, sickle cell disease, and
physical handicaps that are known to increase
psychosocial morbidity, were excluded (20).

Outcomes of interest and tools

A specifically designed data collection sheet was used
to obtain socio-demographics and family-related
variables. The General Health Questionnaire (GHQ-28)
developed by Goldberg (1972), was used to screen for
mental health morbidity (21). The GHQ-28 is a self- rated,
factor-derived 28-item screening instrument, where each
question has four possible responses, of which the
respondent is asked to choose the single best response
that most closely fits how he/she has been feeling
recently. The conventional Likert scoring was used in
which the first two responses are scored zero while the
last two are scored “1”. A total score of 5 or more is
indicative of ‘GHQ-caseness’ or probable psychological
distress. It has been validated for use in Nigeria, among
older adolescents (22-25).



The Resilience Scale (RS-14) developed by Wagnild and
Young (1993) was adapted and used to measure the
degree of each participant's resilience (26). The RS-14
has been widely used across different age groups and
settings (1, 30). The RS-14 was adapted for local use by
administering it to 106 respondents, during a pilot study
conducted 2 months prior to the main study. Analysis
was conducted to determine the internal consistency of
the RS-14; the Cronbach alpha was 0.55, which was
considered low. Certain items on the scale were noted to
have low item-total correlation, and therefore only. Eight
items in the scale that had a correlation of below 0.30
were omitted (28), and the remaining 6 (items 8-10, 12-14)
yielded an improved Cronbach alpha of 0.65. Factor
analysis using principal component analysis followed
by Varimax rotation procedure was computed for the 6-
items, yielding 2 factors. The concurrent validity of the
6-item Resilience Scale (RS-Ad) was established by
correlating scores of the RS-14 with the RS-Ad. The
RS-Ad showed a significant correlation with the RS-14,
with a modestly strong degree of association (r = 0.74,
p = 0.00), thus making it acceptable for the study. This
version of the scale (RS-Ad) with 6-items was used for
the main study. Responses were made on a 7-point scale,
with higher scores indicating greater resilience.

Procedure

Ethical approved for the study was obtained from the
University of Benin Teaching Hospital’s ethics com-
mittee, and necessary permission to conduct the study
was obtained from all relevant authorities prior to com-
mencement of the study.

During the main study, questionnaires were ad-
ministered to students in their classrooms during their
break time, with the help of two trained research
assistants. The present study was conducted as part of
a larger investigation concerning the inter-relationship
between students’ personality traits, religiousness/
spirituality, psychoactive substance use and psycho-
logical distress.

Statistical analyses

The data were coded and analyzed using the Statistical
Package for Social Sciences version 16. The occupation
of participants’ parents/ guardians was classified using
the International Standard Classification of Occupations
(2008) by the International Labour Organization and
was regrouped into 3 categories, namely; (1) more
professional: comprising occupational groups 1to 5, (2)
less professional: composed of groups 0, 6 to 9, and (3)
unemployed/deceased. Descriptive statistics were used
to summarize data, and the *“t” test was used to test for
the relationship between psychological distress and
resilience, while other variables were tested using the
chisquare. All statistical evaluations were 2-tailed tests,
with p values equal or less than 0.05 considered as
significant.

Psychological distress and resilience

Results

Actotal of 412 questionnaires were administered, of which
376 questionnaires were completed to allow for analysis,
giving aresponse rate of 91.3%. The female to male ratio
was 1:1.2 and the mean age of the respondents was 16.9
years (SD = 0.9), with an age range of 16-19 years.

One hundred and sixteen of the respondents scored 5
and above, referred to as ‘GHQ cases’, giving a
prevalence rate of psychological distress of 30.9% among
the study group. There was a marginal significant
difference (t=1.96, p=0.05) in the resilience mean scores
of the GHQ cases (33.87) and the non-cases (35.17) of
the 300 participants who filled the adapted resilience
scale.

Associations between socio-demographic
and family related factors and psychological
distress

There was no significant association between the
presence of psychological distress and any of the socio-
demographic/family-related characteristics (Tables 1,2).

Discussion
Prevalence of psychological distress

The prevalence rate of psychological distress in this
study was 30.9%, implying that three out of every ten
school-going adolescents has a probability of being in
psychological distress. This figure lies within the range
of 15-50% prevalence of psychiatric morbidity reported
in previous studies among Nigerian adolescents (6-8,
Fatoye, 1998 & lkegwuonu, 2009, unpublished report).
Previous Nigerian work by Taiwo (2011) reported a lower
rate of 15%, but this study differed in that it included
school-going adolescents and used different measures,
such as the Paediatric Symptom Checklist (PSC) (8).
In contrast, our results are very similar to the rate of
psychological distress 34.2% reported by lkegwuonu
(2009, unpublished report), which, although conducted
in a different part of Nigeria, used a similar methodology
to our study.

A key finding is that the prevalence rate of psychological
distress in this study is higher than the range of 8-25%
reported from many Western and Eastern countries
(16, 29-34). The Nigerian adolescent population is
growing up in a society which is in transition from tra-
ditional communal living-orientation to the individualistic
Western technologically-oriented lifestyles; the asso-
ciated psychosocial stressors are likely to contribute to
the higher rate of psychological distress among Nigerian
adolescents, compared to their counterparts in the
developed world.

Psychological distress and associated socio-
demographics and family-related factors

There was no significant gender difference in the

Sri Lanka Journal of Psychiatry Vol 7(1) June 2016

19



20

Akanniand Otakpor

Variables

Age years
16
17
18
19

Total

Gender
Male
Female

Total

Religion
Christianity
Muslim
Traditional
Others

Total

School
Public
Private

Total

Variables

Family
Monogamous
Polygamous

Total

Parents’/ guardians’ religiosity
Very religious
Just religious
Not religious

Total

Living with
Single parent
Both parents
Guardian

Total

Satisfactory relationship

with parent/guardian
No
Yes

Total

Fathers’ occupation
More professional
Less professional
Unemployed/dead

Total

Mothers’ occupation
More professional
Less professional
Unemployed/dead

Total

GHQ non-cases (%)

118 (70.2)
87 (71.9)
36 (62.1)
19 (65.5)

260 (69.1)

141 (68.4)
119 (70.0)

260 (69.1)

252 (69.8)
6 (50.0)

0 (0.0)

2 (100.0)

260 (69.1)

96 (70.6)
164 (68.3)
260 (69.1)

GHQ non-cases (%)

199 (69.3)
61 (68.5)

260 (69.1)

207 (68.3)
45 (75.0)
8 (61.5)

260 (69.1)

42 (75.0)
167 (69.3)
51 (64.6)

260 (69.1)

29 (60.4)
231 (70.4)

214 (71.3)

205 (69.7)
31 (60.8)
24 (77.4)

260 (69.1)

217 (68.2)
23 (74.2)
20 (74.1)

260 (69.1)

GHQ cases (%)

50 (29.8)
34 (28.1)
22 (37.9)
10 (34.5)

116 (30.9)

65 (31.6)
51 (30.0)

116 (30.9)

109 (30.2)
6 (50.0)

1 (100.0)
0 (0.0)

116 (30.9)

40 (29.4)
76 (31.7)
116 (30.9)

GHQ cases (%)

88 (30.7)
28 (31.5)

116 (30.9)

96 (31.7)
15 (25.0)
5 (38.5)

116 (30.9)

14 (25.0)
74 (30.7)
28 (35.4)

116 (30.9)

19 (39.6)
97 (29.6)

86 (28.7)

89 (30.3)
20 (39.2)
7 (22.6)

116 (30.9)

101 (31.8)
8 (25.8)
7 (25.9)

116 (30.9)

Total (%)

168 (100.0)
121 (100.0)
58 (100.0)
29 (100.0)

376 (100.0)

206 (100.0)
170 (100.0)

376 (100.0)

361 (100.0)
12 (100.0)
1 (100.0)

2 (100.0)

376 (100.0)

136 (100.0)
240 (100.0)
376 (100.0)

Total (%)

287 (100.0)
89 (100.0)

376 (100.0)

303 (100.0)
60 (100.0)
13 (100.0)

376 (100.0)

56 (100.0)
241 (100.0)
79 (100.0)

376 (100.0)

48 (100.0)
328 (100.0)

300 (100.0)

294 (100.0)
51 (100.0)
31 (100.0)

376 (100.0)

318 (100.0)
31 (100.0)
27 (100.0)

376 (100.0)

p value

X2 =2.07
df =3
p =0.56

x2=0.11
df =1
p=0.75

x?=5.27
df =3
p=0.15

x*=0.21
df =1
p =0.65

p value

x?=0.20
df =1
p =0.89

x2=1.41
df =2
p=0.49

x?=1.68
df =2
p=043

x?=1.97
df =1
p=0.16

x2=271
df =2
p=0.26

x*=0.80
df =2
p =0.67



prevalence of psychological morbidity in this study.
Previous data on this area have been inconsistent, with
some studies reporting no association between gender
and psychopathology (29,34), while others have reported
anassociation (17, 30, 31; Ikegwuonu, 2009, unpublished
report).

Age was not significantly associated with GHQ cases in
this study. Previous study findings regarding age have
been inconsistent, with some researchers reporting no
association (34, Ikegwuonu, 2009, unpublished report),
and other reporting an association between age and
psychological distress (16, 17, 31-32). Morita et al. (1993)
reported a significantly higher prevalence of psycho-
logical distress in the younger age adolescent group
(31) whereas Myklestad et al. (2011) found psychological
distress to increase with increasing age of their subjects
7.

In our study, the type of school (public versus private)
was not associated with the presence of psychological
distress, which may have been influenced by the
presence of numerous affordable private schools in the
study location; as a result, pupils who attended private
schools in our study were of both low and high socio-
economic status. Previous work by Ikegwuonu (2009)
conducted in two Local Government Areas (LGAS) in
South-East region of Nigeria, reported that while the type
of school was not associated with psychological distress
in the more rural LGA (similar to the results of this study),
psychological distress was found to be significantly
commoner in pupils attending public schools in the more
urban LGA. Pupils who attend public schools are more
likely to come from low socio-economic classes, which
have been reported to be associated with more
psychological distress (15,16).

An attempt was made to derive the socio-economic
status of the respondents by re-grouping the parents’
occupational group to reflect this, but there was no
association with psychological distress. Previous
evidence regarding socioeconomic status and psy-
chological distress has been conflicting; while some
studies reported a relationship (15,16) others have not
(33,34).

Religious affiliations (i.e., being a Christian or Muslim)
were not significantly associated with psychological
distress, once again implying that the respondents’
mental health state is not influenced by their religious
beliefs.

There was no significant association between family-
related variables and the presence of psychological
distress, although respondents from polygamous family
background, those who stayed with guardians, those
who were not satisfied with the relationship with their
parents/guardians, and whose parents/guardians’
religiosity were described as ‘not religious’, had a higher
prevalence of psychological distress.

This study revealed a marginal association between

Psychological distress and resilience

psychological resilience with psychological distress,
similar to previous findings (12). This highlights the
importance of psychological resilience in mental health,
and this is an area worth exploring further. However
resilience is a complex construct that involves interaction
between risk factors (adversities) and protective factors,
which are both internal (personal assets) and external
(environmental or ecological resources). Caution should
therefore be exercised when interpreting resilience study
findings. The core of resilience does not lie only within
the individual’s personal assets as focused on in this
study (i.e. personal competence as resilience), but are
also influenced by presence of environmental resources
when in the presence of a risk factor.

Study limitations

This study was restricted to older adolescents who were
in school, and findings therefore cannot generalized
beyond this sample of adolescents. Secondly, factors
such as environmental resources and risk factors were
not considered during the assessment of psychological
resilience in this study. Further, the categorization of the
occupational groups may be unrepresentative of socio-
economic status. Lastly, the method of excluding chronic
medical conditions was highly subjective. Future studies
may need to adopt a more objective diagnostic measure
to identify and exclude chronic physical illnesses.

Conclusions

A key finding of this study was that 30.9% of the
surveyed adolescents had significant psychological
distress. This was higher than the rates of psychological
distress reported from the developed world. In this study,
there was no significant association between socio-
demographic/family characteristics and psychological
distress; but the limitations of this study underscore the
need to be cautious when interpreting these results, and
it is inadvisable to conclude that these factors are
unimportant in our understanding of the mental health
state of adolescents. There is an important need for
further resilience research as it is likely to have arole in
development and implementation of mental health
promotion programs.
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