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Abstract 

Mental well being is a fundamental for good quality of life. Around the world depression is one of the most common mental 

illnesses among working age group. Approx 20% of the adolescents experience a mental health problem each years most 

commonly depression and anxiety which was the major cause of sucide in developed and developing country. The objective of 

this study is to explore the risk factors of depression specially focousing on academic stress, perceived social support, and 

stressful life events. An exploratory case control study was carried out to explore the factors responcible for depression among 

adolescents of age 15 to 19 years. Total 42 casees of adolescent's depression were included by using the formulae. While 

calculating the sample size estimated prevalence of academic stress in case group 45% and in comparision group 15% was taken 

with 5% level of significance and power of study was 80%. Total 120 Adolescents were screened by using beck depression 

inventory from community for ensuring that they are free from depression. Finally among them 82 were included in study as a 

control. In case group 28.6% had severe academic whereas 9.5% respondents of control group had severe academic stress. 

Among cases 23.8% respondents had very good social support whereas among control 73.8% had very good social support. 

Stressful life events like a Person who had experienced failure of love had 4.75 times (OR=4.75) more risk of depression 

compare to person who had not experienced failure in love. Similarly, person having habit of smoking, history of chronic illness 

in family and economic crisis in family had 7.84, 3.65 and 1.76 times (OR= 7.84, 3.65 and 1.76) more risk of depression 

respectively as compare to person who didn't faced that. Study concludes that inadequate social support, high academic stress, 

and stressful life events are associated factors for depression.   
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________________________________________________________________________________________________________ 

I. INTRODUCTION 

Health is essential for social and economic development of country. Health is considered as a resource for everyday life and not 

the object of living.1 Health can't be achieved by focusing single factors, it has many dimension, among them mental health is 

one of the important dimensions. Good mental health is the ability to respond to many experiences of life with flexibility and a 

sense of purpose. Mental health is defined as a "state of well-being in which every individual realizes his or her own potential, 

can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to her or his 

community".2  

Mental well-being is fundamental for good quality of life. Emotional health and well-being among young people have 

implications for self-esteem, behavior, attendance at school, educational achievement, social cohesion and future health and life 

chances3. Adolescents are the future of nations and generally they are perceived as a healthy age group and yet 20% of them, in 

any given year experience a mental health problem, most commonly depression and anxiety. In many countries suicide among 

adolescents is the major cause of death and the reason behind that is depression.3  

Adolescent Depression is a disorder that is defined by certain emotional, behavioral and thought patterns. Petersen and 

colleagues defined adolescent depression at three levels: (1) Depressed mood, (2) Depressive syndrome, and (3) Clinical 

depression. Depressed mood is sadness at various times in response to an unhappy situation. Depressive syndrome is 

experiencing anxiety with other symptoms such as feeling sad, lonely, unloved and worthless. Clinical depression is 

manifestation of five or more depressive symptoms lasting continuously for two weeks and impairing current functioning.4 Most 

of the study suggested that low self-esteem, inadequate social support, unsatisfactory family relationships, stressful life events, 

and high academic stress as a risk factor for depression among adolescents. Risk factors for depression have to be identified 

earlier and prompt interventions are needed to prevent future psychiatric illnesses5. 

Children and adolescents are most vulnerable for psychological problems because they completely depend on family for their 

needs. They may not appreciate or may not be able to express their psychological distress which sometime leads to their 

symptoms. Further other   responsible reasons for difficulties to express feelings are lack of knowledge, ignorance, myths, and 

misconception regarding mental illness. Most of them think their care-taker or family member hesitate to seek help from mental 

health professional.6  
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Globally, mental health problems are a serious public health concern accounting for 7.4% of disability adjusted life years 

(DALY), and 22.9% of all years lived with disability (YLD).7 People with mental illness in Low and Middle Income Countries 

(LMIC) receive no effective treatment and mental health is often one of the lowest health priorities in those settings.8 Studies 

have documented several adverse consequences of untreated mental illness, including poverty9, and premature death. One of the 

major barriers to scaling up mental health services in LMIC is the scarcity and unequal distribution of specialist mental health 

professionals10. The median number of psychiatrists per 100,000 populations in LMIC is 0.05, whereas this number is 8.59 in 

high-income countries. There is estimated to be a shortage of 1.18 million mental Health workers in LMICs alone.11 

Depression is the most common type of mental illness, if it is diagnosed earlier, effective treatment is available. More than 

80% patients can be cured after therapies like psychological counselling, psychotherapy, pharmacological therapy. Adolescent 

depression prevalence ranges from 8% to 20% including both moderate and severe cases. Mental health itself is a low prioritized 

health problem in developing country like Nepal. The overall situation analysis demonstrates the scarcity of Population-wide 

mental health services in Nepal. Services are restricted to a few specialists operating mainly in private and/or urban settings. 

Policies regarding the integration of mental health to primary health care services are available; however, these have not been 

operationalized or implemented. Health illiteracy, in particular misconceptions about psycho-social and mental health services 

are included as stigma and discrimination are found to be one of the major barriers for seeking mental health care in the 

community12 

This exploratory case-control study was conducted to identify the major factors responsible for adolescent's depression in the 

Eastern part of Nepal. This study will be helpful to develop programs tho reduce burden of menta health problems by providing 

the scientific information regarding the major factors responsible for depression in study area and will also represent the scenario 

of the country.  It may also be helpful for developing guidelines to overcome those problems by initiating different intervention 

program such as integration of mental health services as part of primary health care to sort out accessibility of mental health 

services, to include content regarding mental health in curriculum of high school level; promoting private as well as 

governmental organization for establishment of psychological counselling centers. 

II. METHODS 

An exploratory case control study was carried out in the Eastern Development Region of Nepal, which is composed of both 

urban and rural area. Study population was Adolescents   of age 15 to 19 years. Cases were taken from three different hospitals 

of Eastern Region of Nepal viz Nobel Medical College, Koshi Zonal Hospital and Morang co-operative hospital. Cases included 

the clinically diagnosed depression cases taken from psychiatric OPD of those hospitals who were included in the inclusion 

criteris of the study. A total of total 42 cases were taken by using the formulae. While calculating the sample size estimated 

prevalence of academic stress in case group 45% and in comparision group 15% was taken with 5% level of significance and 

power of study was 80%.  

n = [(p1q1 + p2q2) (Zα + Zᵝ ) 2] / (p1 - p2)2
 

= [(45*55) + (15*85) (1.96 + 1.24)2/ (45-15)2 

= [(2475+1275) (10.24)/ 900 

= 42.66 

Total 42 cases were selected from psychiatric OPD of Above mention hospital. Controls were selected from adolescents of 

ages 15 to 19 years randomly  from community  and who has not been  diagnosed as depression in his/her  life time as well as 

who got lower score in Beck depression inventory  during screening. While selecting the controls, a total of 120 adolescents were 

taken from different localities of eastern development region to cover Hilly, Terai, urban and rural areas. Among 120 screened 

adolescents 40 controls were screened from Biratnagar-1 pokhariya block, 40 were screnned from Bajanathpur VDC of Morang 

district and remaning 40 were screened from Akhisalla VDC of Dhankuta District by conviniently from community. Finally 82 

were included in study on a ratio of 1:2 by exact matching of age and sex to the cases group. Data were collected by using 

structured questionnaire by interviewing the case and control. Questionnaire was prepared by using different standard scale viz 

perceived social support scale, Academic stress scale and wealth index.  

Newly diagnosed depressed adolescent of age 15 to 19 years by registered psychiatrist of mentioned Hospitals during the 

study period was taken as inclusion criteria for cases of study and another hand adolescent of age 15 to 19 years who got scores 

of beck depression below 12 as well as free from history of diagnosis and treatment of depression in his/her life time and have 

same age and sex with respect to case group are consider as inclusion criteria for control. Analysis of data was carried out by 

using Frequency distribution table, cross tabulation between different independent variables and calculating odds ratio/adjusted 

odds ratio. Chi-square test and t- test was applied for testing statistical significance. Statistical package SPSS 17 was used for 

statistical analysis. Written Permission for data collection was approved before data collection from the administration of 

selected Hospitals.  Verbal and written consents were taken from respondents and their rights to reject in participating in the 

study were respected and confidentiality was maintained.  

III. RESULT 

Table - 1  

Distribution of Academic Stress among respondent 
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Groups 
Academic Stress 

Total 
Minimal Mild Moderate Severe 

Case 
N 1 8 21 12 42 

% 2.4% 19.0% 50.0% 28.6% 100.0% 

Control 
N 8 37 31 8 84 

% 9.5% 44.0% 36.9% 9.5% 100.0% 

Total 
N 9 45 52 20 126 

% 7.1% 35.7% 41.3% 15.9% 100.0% 

In cases group 50% of the respondents have moderate level of academic stress followed by 28.6% and 19% had severe and mild 

level of academic stress. Only 2.4% cases perceived minimal level of stress. In other hand 44% respondents of controls group 

had mild level of academic stress followed by 36.9% and 9.5% respondent perceived moderate and severe level of academic 

stress respectively. Only 9.5% controls perceived minimal level of academic stress. Among the both cases and controls 

distribution of academic stress was minimal 7.1% to maximum 15.9%. (ᵡ2=14.92 and P=0.002). This showed there was 

difference in distribution of academic stress between two groups.  
Table – 2 

Distribution of domain wise level of stress of academic stress scale 

Domain Groups 
Level of academic stress N=42 case and N= 84 controls 

Total Test statistics 
Minimal Mild Moderate Severe 

Study pressure 
Case % 7.1 19 59.5 14.3 100 

ᵡ2= 13.34  P = 0.004 
Control % 21.4 38.1 31 9.5 100 

Self-expectation 
Case % 4.8 33.3 54.8 7.1 100 

ᵡ2= 17.83  P = 0.000 
Control % 31 36.9 25 7.1 100 

Despondency 
Case % 4.8 33.3 54.8 7.1 100 

ᵡ2= 17.83  P = 0.000 
Control % 31 36.9 25 7.1 100 

Majority respondents of cases group perceived moderate level of academic stress whereas in controls group majority of 

respondents perceived mild stress. Distribution of each domain wise academic pressure was significantly different between case 

and control groups. Severe study pressure in cases group was 14.3% and that in controls group was 9.5%.   
Table – 3 

Distribution of domain wise score of academic stress 

Domain of Academic stress Group Mean Median SD Variance Q1 Q3 t value P value 

Pressure from study 
Case 12.1 13 3.7 13.7 9.75 14 

3.487 0.00 
Control 9.48 9 4.42 19.5 6 13 

Self-expectation 
Case 11.9 12 3.13 9.81 10 15 

3.97 0.00 
Control 9.5 10 3.23 10.5 7.25 12 

Dispondency 
Case 9.5 10 2.85 8.15 8 12 

4.2 0.00 
Control 7 7 3.4 11.4 4 10 

Composite score 
Case 33.45 35 8.32 69.37 23 29.25 

4.32 0.00 
Control 26.05 25.5 9.34 87.39 21 31 

Mean difference of composite score between case and control was 7.4; higher mean score represents the higher academic 

stress. Distribution of score in each domain between case and control groups was highly statistical significant. Hence academic 

stress of respondent was associated with adolescent depression. 
Table – 4 

Distribution of perceived Social Support of the respondent 

Groups 
Perceived Social Support 

Total 
Very Good Good Poor 

Case 
N 10 22 10 42 

% 23.8% 52.4% 23.8% 100.0% 

Control 
N 62 22 0 84 

% 73.8% 26.2% .0% 100.0% 

Total 
N 72 44 10 126 

% 57.1% 34.9% 7.9% 100.0% 

More than 50% of respondents of case group had good perceived social support followed by 23.8% in each category i.e. very 

good and poor. Whereas 73.8% of the respondents of control groups had very good perceived social support and 26.2% were 

belongs to good social support class (ᵡ2=41.38 and P = 0.001). This shows there was difference in distribution of perceive social 

support between two groups. Hence, perceive social support of the respondents is associated to adolescent's depression. 
Table – 5 

Distribution of Domain wise score of perceived social support scale 

Domain Group Mean Median SD Variance Q1 Q3 t value P value 

PSS society 
Case 7.14 7.5 3.28 10.8 5 10 

4.99 0.00 
Control 4.23 4 2.65 7 2 6 

PSS family 
Case 5.26 5 3.26 10.6 3 8 

5.51 0.00 
Control 2.29 2 1.76 3 1 4 
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PSSf riends 
Case 5 5 2.61 6.8 3 7 

5.92 0.00 
Control 2.64 3 1.8 3.2 6 12 

PSS Composit 
Case 17.4 18.5 7.6 57.6 11.7 22.2 

6.48 0.00 
Control 9.15 9 4.53 20.6 6 12 

Distribution of score of perceived social support in each domain was following similar pattern. Lower score represents good 

social support, distribution of score between two groups in each domain was highly statistical significant. Total mean difference 

between two groups in composite score was 8.25 and variance is also very high in cases group compare to controls. 
Table - 6 

Odds ratio for adolescent's depression 

S.no. Variables Odds Ratio Rate of change (b) P value 

1 History of psychological problem in family 7.84 2.06 0.00 

2 Smoking habit 6.35 1.84 0.009 

3 Experience of failure of love affair 4.75 1.55 0.002 

4 Chronic illness in family 3.65 1.29 0.001 

5 Feeling about physical fitness 3.23 1.174 0.00 

6 Economic crisis in family 1.76 0.566 0.005 

Odds ratio of depression due to different life stresses was shown in table. History of psychological problems was highly risk 

factor for depression; it may be due to either genotypic or phenotypic pathway. Smoking habit of respondent is also high risk 

factor for depression but actual temporal sequence of depression and smoking was ambiguous. Experience of failure of love 

affair had 4.75 times more risk for occurrence of depression compare to once who had not experienced of that. Similarly, illness 

in family member, financial crisis in family were also associated with adolescent depression. 
Table - 1 

Adjusted odds ratio by adjusting single variables 

s.no Variables Adjusted Variables Odds Ratio Rate of change(b) P value 

1. Experience of breakup  of love affair Feeling of physical fitness 6.95 1.93 0.002 

2. History of psychological problem in family Smoking habit 6.77 1.91 0.000 

3. History of psychological problem in family Feeling of physical fitness 4.43 1.49 0.006 

4. Experience of break- off of love affair History of psychological problem in family 4.26 1.4 0.007 

5. Smoking habit History of psychological problem in family 4.18 1.4 0.063 

6. Chronic illness in family History of psychological problem in family 2.19 0.785 0.078 

Odds ratio of depression by adjusting single life stresses was shown in table. When adjusting the effect of feeling of physical 

fitness odds ratio of experience of break of love was 6.95 whereas without adjusting Odds ratio was 4.75. History of 

psychological problems in family has 7.84 times more risk of depression (OR=7.84).  After adjusting the effect of smoking 

habits Odds ratio becomes 6.77 which shows that smoking habit with history of psycological problems increases the risk of 

depression. The risk of depression due to chronic illness in family was 3.65 times more (OR = 3.65) but after adjusting the effect 

of history of psychological problems in family it reduced to 2.19 times (OR=2.19). Hence, chronic illness related to 

psychological problems in family increases the risk of adolescent depression.    

IV. DISCUSSION 

On the global burden of disease depression ranks as the fourth disorder and is projected to be the leading cause of premature 

mortality and disability in high income countries by 2030.13 While discussing about distribution of depression adolescent is a 

significant age for the onset of depression14 which leads to high DALY. The aim of this study was to identify and explore the 

factors which are responsible for causing adolescents depression, especially focusing on perceived social support, academic 

stress and stressful life events. 

The study finding revealed that the overall mean score of academic stress was 33.5 in cases group and 26.5 in controls groups 

which was highly statistically different (t= 4.32 and P= 0.000). Domain wise mean score of academic stress scale was also 

significantly different (Table 27).  In cases group 28.6% and 19% respondents experience severe and mild level of academic 

stress whereas only 9.5% respondents of controls experienced severe academic stress, which was highly statistically significantly 

different (ᵡ2= 14.92 and P=0.002). This result was consistent with study conducted by P. Jayanth et.al, Academic stress and 

depression among adolescents. 

Academic burden is one of the most important sources of stress among adolescents worldwide27. The finding of this study 

shows that high academic pressure, low satisfaction regarding academic performance and high expectation are responsible for 

creating high academic stress on adolescent; this result was consistent with study conducted by Ang & Huan, 2006 b; Bjorkam, 

2007. 

Adolescents with good social support are less likely to suffer from depression. The study finding revealed that 23.8% of 

respondent of cases group has poor social support and whereas in control group none of them has poor social support. The 

overall composite mean score of cases group was 17.4 with standard deviation 7.6, whereas 9.15 mean score and standard 

deviation 7.6 in control groups. Each domain wise distribution of score obtained by case and control are consistent to overall 

composite score. The distribution of score between case and control was highly statistical significant (t=6.48 and P=0.00) in both 

domain wise and composite score shown in table 23. This finding was consistent with the study conducted by Jain F Young 
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Kathy Berson, 200515 and Anita Chandra, Ameena Batada 2006. The result revealed that satisfactory social relationship (family, 

friends and society) serve as protective factors against depression. 

This study finding revealed that stressful life events are highly associated with depression. Study shows that chronic illness in 

family member was associated with depression in adolescents. In case group 64.3% families has positive history of chronic 

illness, whereas 34.5% families of controls had positive history of chronic illness (ᵡ2= 10.04, P = 0.002). The risk of depression 

was 3.65 times more (odds ratio 3.65 at 95% CI) than those who did not have family history of chronic illness. 

Failure of love was also one of the most important stressful life events, study revealed that those adolescent who has history of 

failure of love within 6 month had risk of depression (odds ratio 4.75 at 95% CI). In cases group 33.3% experience failure of 

love, whereas in control 9.5% respondent experienced failure of love (ᵡ2= 11, P = 0.001). Hence it shows failure of love was a 

highly associated stress full life event for causing depression in adolescents. 

The finding of this study was consistent with study conducted by Olsson G e.t al. on Adolescents depression and stressful life 

events.16 This study revealed that, adolescents with depressive disorders had experienced more stressful events and condition in 

life than healthy controls; most of them are related to family and friends. 

Finding of this study revealed that conflicts between and with parents associated with adolescent depression. In cases group 

35.7% respondent experienced any kind of conflicts within family frequently, whereas in control group only 3.6% respondent 

experienced (ᵡ2= 31.03, P = 0.000). Hence it shows that distribution of conflicts between/with parents highly statistical 

significant different in case and control groups. The finding of this study was consistent with study conducted by Mechanic S 

and Hansell, 1989. This study revealed that a higher level of family conflicts increases depression and anxiety among adolescents 
17. The finding of earlier study shown that when children experience conflicts between their parents or just their homes, they are 

always likely to experience some kind of stress, anxiety or something that affects their well being’s18 

V. CONCLUSION 

The study concludes that High academic pressure, low satisfaction regarding academic performance as well as high expectations 

is responsible factors for creating high academic stress. High academic stress is found to be a risk factor for depression. Good 

relations or supports from society, family and friends were found to be protective against depression. Majority of adolescents 

with depression had low perceived social support. Stressful life events like experience in failure of love, conflicts between or 

with parents, economic crisis in family and chronic illness in family member was associated risk factor for adolescent's 

depression. 
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