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ABSTRACT 

10 to 20% of children around the world have mental health problems. When left unattended, these 

problems impair the child’s development therefore interfering with their potential to live 

productive lives. Depression is among the top 10 leading causes of illness and disability in 

adolescent while suicide is the third leading cause of death in Children 15 to 19. It is important to 

identify and treat mental health problems early to improve outcomes. It is equally important to 

provide easy access to the right services. 

The aim of the study was to analyse the childhood mental health problems at UTH CH and to 

establish whether introducing a screening tool would improve the referral rate to specialized care. 

134 children were enrolled. They were assessed using the Strengths and Difficulties 

questionnaire.21.6% had emotional stress, 20.6% had peer problems, 14.2% had conduct problems 

and 1.5% had child hyperactivity and concentration difficulties. 87.3% had prosocial behaviour. 

Overall, 9% of children had a high total difficulty score that required referral and further 

assesement.12 patients were referred and only 5 were seen in the Psychiatric department despite 

appointments being given for the next children’s clinic. 

Parental employment status influenced the child’s emotional stress and peer problems. While 

marital status of the parents also had an effect on the child’s emotional stress. 

Keywords: Childhood mental health disorders, childhood mental health screening 
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CHAPTER ONE 

INTRODUCTION 

Mental health problems account for the highest burden of diseases among child and adolescents. 

Depressive disorders, conduct disorder, and anxiety disorders are among the most common causes 

of years lived with disability among children and adolescents and Suicide is the second most 

common cause of injury related deaths among adolescents.(Keiling C, et al) 

 Mental and substance use disorders contribute more than half of all suicide disability adjusted life 

years in the world. As part of suicide prevention strategies it is important that that problems are 

detected early so that effective management is insituited. (Vos Et al 2011)Low- and middle-income 

countries (LMICs) are home to three- quarters of the people with mental health problems  and 

more than the same fraction of the world’s children and adolescents(Hoosen et al 2018) 

(Mendehall 2014). 75–85% of those with severe mental health problems receive inadequate or no 

treatment.  

Generally, emotional disorders in childhood are not followed significant similar disorders in 

adulthood but rather a frequent onset of neurotic disorders. This means that no real emphasis is 

made on emotional childhool disorders which are taken as being exaggerated reactions normal for 

age and when they could be strong indicators for progression to neurotic diseases for which 

interventions can be made. (Mendehall 2018) 

The ICD 10 classifies mental illness of childhood as being either disorders of psychological 

development which includes conditions with impairment in speech and language and encompasses 

Pervasive developmental disorders and Autism. It also classifies behavioural and emotional 

disorders with onset usually occurring in childhood and adolescence and these includes 

hyperkinetic disorders such as Attention Deficit Hyperactivity disorder, Conduct disorder, and 

Oppositional defiant disorder. Disorders of social functioning with onset specific to childhood and 

adolescence and other behavioural and emotional disorders with onset usually occurring in 

childhood and adolescence are classified. The SDQ questionarie identifies specific symptoms that 

can then be used to aid diagnosis. (ICD 10) 
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There is a growing importance of mental health problems in children. The World Health 

Organisation (WHO) predicted that the burden of internalizing problems such as depression will 

exceed those of HIV/AIDS by the year 2030 (Belfer, 2008). Mental health problems are often 

chronic (Biederman et al., 1993). One of the objectives of WHO includes providing 

comprehensive, integrated, and responsive services in the community for early identification and 

treatment of childhood mental disorders (WHO Mental Health Action Plan 2013 - 2020). Left 

untreated, approximately half of preschool children will show a natural reduction in behavioural 

problems. The other half may go on to develop long term consequences that can lead to break 

down in family functionality and disruption to their education. Additionally, they may then abuse 

alcohol and drugs, which can further complicate into depression and subsequent reduction in 

productivity (Bayer et al., 2008). 

The initial onset of mental illness often occurs in childhood or adolescence (Kessler et al., 2007). 

By adolescence, 40% of children would have had at least once met the criteria for a psychiatric 

condition, and the rates increase when children with subthreshold symptoms are included 

(Costello, 2011). Many of the children with subthreshold symptoms are significantly impaired, 

which is often the origin of adult psychiatric disorders. (Roza et al., 2003).  

In Norway, the prevalence of mental illness in children aged 3 to 18 years was estimated at 8% 

(Mathiesen 2009). A review of the prevalence of psychiatric disorders noted an increase in children 

and adolescents in community surveys from 10000 in studies published between 1980 and 1993 

to almost 40000 in studies published between 1993 and 2002 (Costello et al., 2004). A study done 

in China showed a prevalence of 9.49% of DSM IV disorders among 6 to 17-year-olds (Yang 

Xialo et al., 2014).  

An easy to administer screening tool introduced as part of the initial assessment in Children has 

been shown to increase the rate of early identification of mental disorders and subsequent early 

referral and management. The Strengths and Difficulties Questionnaire (SDQ) is a commonly used 

tool that screens for children's emotional and behavioural problems. It comprises 25 questions 

grouped into five subscales that assess for problems with emotions, hyperactivity/inattention, 

conduct, peer relationships, and sociability.  It has been used in clinical settings, schools, and in 

research for initial assessments, follow up, assessment of outcome, and screening. A review of 
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several studies done across Africa using the SDQ was carried out to understand the scope of 

applying the SDQ as well as its validation in Africa and concluded that the tool is useful but 

researchers did not follow the guidelines and that the psychometric properties of the SQD are not 

well known in the African setup. (Hoosen et al., 2018). One of the challenges of using the tool was 

the interpretation of the questions into local languages. However, it has the advantage of a high 

sensitivity identifying mental health symptoms. 

The University Teaching Hospital is the largest referral hospital in the country. The hospital 

currently has no guidelines or protocol for screening, assessing and management of mental health 

disorders in children. The hospital has a Psychiatric department in the adult section that attends to 

children referred by the paediatricians. This study will provide data that can then be used to 

formulate a structured approach to screening and management of children and adolescents who 

present with mental health symptoms. It will provides evidence for a fixed linkage and referral 

system between the Department of Psychiatry and Children’s' Hospital. It will inform policy-

makers of the prevalence and factors associated with childhood mental disorders in Lusaka. 

This study aimed to analyse the common childhood mental health symptoms and the effectiveness 

of mental health interventions in children admitted to the UTH children’s Hospital  

1.1 Statement of the Problem 

There is currently limited data on the burden of childhood mental health diseases in Zambia. 

Despite WHO prioritizing policy that promotes child and adolescent mental health, there is no 

policy, or guidelines for the screening and treatment of mental health conditions for Zambian 

Children. Zambian children are not routinely screened for mental health symptoms and as a result, 

many children with disorders or at high risk of developing mental disorders are left unrecognized, 

undiagnosed, and unmanaged. This subsequently increases the chances of the development or 

progression of mental disorders that are difficult to manage. Children referred to the psychiatric 

clinic from the Children’s Hospital at the University Teaching Hospital usually present with 

moderate to severe symptoms, while children with behavioural and emotional problems are not 

often referred. 
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1.2 Study Justification 

Only 10% of all child and adolescent mental health (CAMH) research has been conducted in 

LMICs (keiling C et al) The magnitude of mental health problems among children in Zambia is 

unknown. The study has provided data on the prevalence of mental health problems and associated 

factors at the Children's Hospital. Clinicians currently working in the Children's Hospital have a 

low index of suspicion for mental health disorders. Only children with overt mental health 

disorders are usually identified and referred to the psychiatric department. Referral to the 

psychiatric unit is primarily for children who require assessment for certification and enrolment 

into special education. This study has provided evidence that there is a need for a formal screening 

programme at the Children's Hospital.  The WHO has an objective to provide integrated and 

responsive mental health services in the community for early identification and management of 

childhood mental disorders by 2020. This has provided the necessary information to facilitate that 

mandate. 

1.3 Research Question 

What are childhood mental symptoms and associated factors among children admitted at the 

Children’s Hospital? 

1.4 Objectives 

1.4.1 Main Objective 

To analyse childhood mental health symptoms and the associated factors among children admitted 

at the University Teaching Hospital Children’s Hospital in Lusaka, Zambia. 

1.4.2 Specific Objective 

i. To establish the common childhood mental symptoms in children admitted at the UTH 

ii. To determine factors associated with childhood mental problems 

iii. To determine the effectiveness of mental health interventions  
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CHAPTER TWO 

REVIEW OF LITERATURE 

Studies were reviewed from Psych info, PubMed, Blackwell, and Cochrane. 

The lifetime prevalence of age-of-onset distribution of DSM IV disorders in the National 

comorbidity Survey Replication study shows that about half of Americans will meet the criteria 

for a DSM IV disorder at some time in their lifetime, and the initial episode is usually in childhood 

and adolescence (Kessler et al., 2005). A review of the prevalence of psychiatric disorders 

(Costello et al., 2004) showed an increase in the number of children and adolescents in community 

surveys from 10000 in studies published between 1980 and 1993 to almost 40000 in studies 

published between 1993 and 2002 (Costello E et al., 2005). 

A study done among children and adolescents in China to describe the prevalence of psychiatric 

disorders among 6 to 17-year-old school-going children found that the prevalence of DSM IV 

disorders was 9.49%. This was a two-phase cross-sectional study on 9806 children of which 

mothers and teachers were interviewed using the SDQ questionnaire. Of the 8848 screened, 1129 

tested positive and 804 randomly selected of the ones who tested negative were assessed using 

Development and well-being Assessment (DABWA). Anxiety disorders were the most prevalent 

(6.06%), followed by disruptive disorders (1.63%) depression (1.32%) and attention deficit 

hyperactivity disorder (0.84%). Although it showed that 1 in 10 children had a disorder that 

warranted intervention, it may have been lower than in the general population. Children with 

already existing mental illness or had poor academic performance had left school and were 

therefore not included in the study. Another limitation was that the teachers who did the rating 

may not have had adequate time to thoroughly analyse the children’s responses objectively. (Yang 

Xialo et al., 2014). 

Noriko et al., 2015 reviewed literature on the prevalence of children’s health problems and the 

effectiveness of population-level family Interventions and found a prevalence rate of 10 to 20%. 

Different assessment tools were utilized in several studies, including the SDQ questionnaire that 

showed similar prevalence. However, it was revealed that only 25% of children in the reviewed 

studies found with behavioural problems were referred to medical services implying that most of 
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the children were left untreated. This highlights the importance of a structured referral system in 

addition to correct and timely assessments. 

In 1983, the Child Behaviour Checklist for Children and adolescents 4 to 16 years was used by 

parents as part of a study to report behavioural or emotional problems in the Dutch province of 

Zuid. A random sample of 2600 children and adolescents was drawn, of which 2447 were reached, 

and 2076 consented to participate. The child behaviour checklist scored eight syndromes, which 

included withdrawal, somatic, anxious/depressed, social problems, thought problems, attention 

problems, delinquent behaviour, and aggressive behaviour.  The first three syndromes were 

grouped into internalizing, while the last three are into externalizing scales. The follow up was 

done after 14 years, at which time the DSM IV interview (Composite International Diagnostic 

Interview) was used to obtain a diagnosis for 1580 subjects. The diagnoses were grouped into two 

groups. Generalized Anxiety disorder, obsessive-compulsive disorder, agoraphobia, panic 

disorder, social phobia, specific phobia, post-traumatic stress disorder, or a combination 

represented the first group. In contrast, major depressive episode, bipolar disorder, dysthymia 

represented the mood disorders. This study showed that emotional and behavioural problems 

reported by the parents in childhood predicted the onset of DSM IV mood and anxiety disorders 

across the 14 years. Age and sex at initial assessment were predictive. Anxiety disorders were 

noted to start in childhood and early adolescence, while depressive illness started in adolescence 

and early adulthood. (Roza JS et al. 2003). 

A cross-sectional study on the reliability and validity of the self-report version of the SDQ (SDQ 

Y) was conducted in 2005 among Zambian adolescents aged 11 to 15. (Menon 2014) The study 

aimed to determine whether the SDQ Y was a feasible tool to assess emotional and behavioural 

well-being among Zambian adolescents. Four hundred thirty-eight adolescents were recruited 

from 5 basic schools in Lusaka. The total SDQ scores showed no significant differences between 

males and females. However, the males had a higher prosocial scale score, which meant that they 

had increased positive social behaviour, while the females scored higher on youth conduct problem 

scale. The study showed that the occupation of the parents was unrelated to mental health, but the 

socioeconomic status of the family was related, in that the young people from the homes without 

regular stable income had higher overall SDQ scores, lower prosocial subscale scores, and higher 

hyperactivity and peer problem subscale scores. 97% of the participants lived with a least one 
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parent, while the few children who did not live with a family member scored higher on the 

hyperactivity subscale. Children who reported health problems had a higher SDQ score, reporting 

increased emotional and hyperactivity problems. The study suggested that overall, the SDQ youth 

report is reliable and valid for Zambian adolescents. Internal consistency was satisfactory for total 

difficulties, emotional and prosocial behaviours but was inadequate for hyperactivity and very 

poor for peer and conduct problems. (Menon 2014). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8 

 

CHAPTER THREE 

METHODOLOGY 

3.1 Study Design 

This was a mixed methods cross-sectional study. It was a qualitative and quantitative study that 

aimed at analysing the common childhood mental health symptoms and an interventional study 

that aimed at assessing the effectiveness of introducing a screening tool in paediatrics in improving 

the referral to the psychiatric department. 

The study utilized the Strengths and difficulties questionnaires (SDQ) which was administered to 

parents/guardian.  (Appendix 4) The SDQ is a commonly used questionnaire in clinical settings, 

schools, and in research for initial assessments, follow up, assessment of outcome, and screening. 

It comprises 25 questions grouped into five subscales that assess for problems with emotions, 

hyperactivity/inattention, conduct, peer relationships, and sociability. These symptoms represent 

the most common clusters of symptoms for childhood mental disorders. It has been used. 

3.2 Study Setting 

The study was conducted at the UTHs Children’s Hospital.  UTH is the highest tertiary institution 

in Zambia, receiving many referrals from many of the clinics and first level hospitals in the 

country.  

3.3 Study Population  

The study population consisted of children aged 4 to 15 years that were admitted to the UTH 

Children’s Hospital with any ailment and with care giver present. The criteria for patients seen at 

the UTHs Children’s hospital includes all children up to the age of 15 years old, which represent 

the upper age limit for the study.  
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3.3.1 Selection Criteria 

3.3.1.1 Inclusion criteria 

Children 

 Admitted to the UTHs Children Hospital  

 Aged between 4 and 15 years 

 Who had an adult care giver present 

3.3.1.2 Exclusion criteria 

Children or adolescents who  

  Were critically ill, 

 Already being attended to for any psychiatric disorder those with  

 Had an intellectual disability 

 Had any neurological impairment,  

 Had HIV/AIDS  

 Were known to reside on the streets. 

3.4 Ethical Considerations 

Research ethical approval was obtained from ERES. (Appendix 1) Permission to conduct the study 

was then granted by the University Teaching Children Hospital (Appendix 2). Permission was also 

obtained from the Department of Psychiatry at UTH. The study and its objectives were explained, 

and informed consent was requested. (Appendix 5) 

The study did not have any financial or material incentive. The advantage was potentially early 

identification and expedited referral and subsequent review for those participants who required 

further intervention.  

The participants were informed that the study was voluntary and that they are at liberty to 

discontinue participation at any time and that such a decision would not have any consequences. 
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Names and study identification codes were used but kept separately for the purposes of data 

evaluation. Codes were used on the questionnaire. The names were used for referral. 

In the event that psychological distress occurred, which is least expected, special care in the form 

of psychotherapy was planned for both the child and the caregiver. There was minimal or no risk 

to the participant. 

The data was highly confidential and secured in a password encrypted computer by the principal 

investigator. 

3.5 Sampling Procedure  

The patients were sampled from the wards at the UTHs Children’s’ Hospital. The research assistant 

identified the children meeting the inclusion criteria. Serial numbers were allocated to the files and 

every 5th patient was enrolled.  

A list of eligible patients on madeEvery 5th patient selectedParents and Patients 

approachstudy design and goal explained to the Guardian and childinformed consent obtained 

by either signature or thumb printassent in children above 13 obtainedstudy staff administer 

questionnaire for no more than 10 minutesthose with high scores referred to Clinic 6 for an 

earlier than standard appointment. 

The sample size was calculated using the CDC Epi Info statistic calculator. The sample calculation 

was based on the number of admissions to UTHs Children’s hospital in the year 2017. 

3.6 Sample Size  

N =Z2 X P (1-P) 

          E2 

Where N = sample required 

Z = 1.96 (95% C I) 

P= expected prevalence 10 % (WHO Mental Health Action Plan 2013 to 2020) 

E= margin of error 0.01 

Therefore, N= (1.96)2 x (1-0.1)  

                                 (0.05) ² 

                   =138 
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3.7 Data Collection Procedures 

Permission was obtained from the Children’s Hospital to conduct the study. The Staff on the wards 

were informed and introduced to the study. Systematic sampling was used. The files were then be 

collected and assigned serial numbers. As per sampling criteria, the potential participants were 

approached, given the information sheet and told about the study. The consent and assent were 

administered, and an appointment made for the following day. 

The next day, the file was reviewed and the SDQ administered to the parent or guardian. The SDQ 

for parents of children 4 to 10 was administered as well as the SDQ for parents aged 10 to 17 years 

will be administered. The interview was carried out by the research assistants who were either a 

trained psychologist or mental health nurse. The screening was done in approximately less than 20 

minutes. The questionnaire was scored using the Youthinmind SDQ scoring which is a web-based 

scoring system. Upon completion of inputting the questionnaire, the Youthinmind SDQ scoring 

system generated a report, which was then entered into a data collection sheet on excel. The 

participants who scored high for the likelihood of a mental disorder were then given a referral to 

the psychiatric department at UTH.  

3.8 Statistical Analysis  

Data were entered into Microsoft Excel 2010. This data was then transferred and analysed using 

SSPS version 25 for data analysis. Descriptive, analytical statistics were used to provide simple 

summaries about the common childhood mental disorders in children and descriptions thereof. The 

summaries formed the basis of the description of the data. Continuous and categorical variables 

were expressed as percentages and actual numbers. Descriptive statistics were shown by graphical 

representation. To establish, the common childhood mental disorders we planned to use 

percentages and means and to determine the factors associated and effectiveness of mental health 

interventions standard deviation, paired T test, chi squared test will be used depending on the 

normality of the data. Odds ratios will be used to indicate the strengths of associations and 

correlating factors with disorders. 
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3.8.1 Study Variables 

The variables used in conducting this study are summarized in Table 3.1 

VARIABLE CHARACTERISTIC SCALE OF 

MEASUREMENT 

Age Independent Mean 

Sex Independent Percentage 

Performance in class Dependent Scale 

Presence of bullying Dependent Percentage 

Parents level of Education Dependent Scale 

Parents Marital status Dependent Scale 

History of psychiatric illness 

in family 

Dependent Percentage 
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CHAPTER FOUR 

RESULTS 

4.1 Demographic Profile of Children and Parents 

4.1.1 Children’s Characteristics  

A total of 134 participants were enrolled in the study. The characteristics of children in this study 

are presented in Table 1. Males and females were equally distributed, with 59% of them being 10 

years and above.  The majority of the children (76.1%) had not repeated grades, and more than 

half (59.7%) placed in the top 10 for academic performance.  

Table 1: Frequency distribution of child characteristics 

Characteristic Frequency (n = 134) Percent 

Age Categories   

 10 years and above 79 59.0 

Below 10 years 55 41.0 

Repeated Grades   

 No 102 76.1 

Yes 32 23.9 

Performance   

 Bottom 10 11 8.2 

Average 32 23.9 

Top 10 83 61.9 

 Never Been to School 8 6.0 

Sex   

 Male 67 50.0 

Female 67 50.0 
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Figure 1: Participant gender 

Males and females were equally distributed 

 

Figure 2: Participant age categories 

The majority of the participants were 10year old and above 

50%50%

Participant gender

Sex Male

Sex Female

59%

41%

Age categories

Age Categories 10 years and
above

Age Categories Below 10 years
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Figure 3: Proportion of participants who repeated grades 

More than three quarters of participants had not repeated a grade 

 

Figure 4: Participant school performance 

62% of parents reported that their children were top performers in class 
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4.1.2 Parental characteristics 

Table 2 Parental/guardian characteristics. 

A total of 134 guardians took part in this study. Most of the guardians (73.9%) were married. Fifty-

three percent (53%) had children four or more children. Approximately, thirty-seven percent 

(37.3%) were in formal employment, while 23.9% had attained tertiary education. About 32% 

earned less than 1000 kwacha. Only 12.7% of guardians consumed alcohol. 

Details are further depicted in Table 2 below. 

Table 2: Frequency distribution of Parental Characteristics 

 

Characteristic Frequency (n = 134) Percent 

Number of children   

 4 children and above 71 53.0 

Below 4 children 63 47.0 

Parental Alcohol/Smoke Intake   

 No 117 87.31 

Yes 17 12.69 

Parental Employment Status   

 Unemployed 32 23.9 

Self-employed 52 38.8 
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Employed 50 37.3 

Parental Level of Education   

 None 6 4.5 

Primary 45 33.6 

Secondary 51 38.1 

Tertiary 32 23.9 

Household Income   

 <1000 43 32.0 

1000 - 3000 44 33.0 

>3000 47 35.0 

Parents’ Marital Status   

 Single 8 6.0 

Married 99 73.9 

Other 27 20.1 
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4.2 Common Mental Symptoms among Children  

Figure 5 shows an overview of the mental health symptoms as reported by their parents. Over 

twenty-one percent (21%) were reported to have emotional stress and 14.2% had behavioural 

difficulties.  The majority of parents reported that their children had kind and helpful behaviour 

(87.3%) and 79.1% had no problems getting along with other people. Only 1.5% of child had 

hyperactivity and concentration difficulty 

 

Figure 5: Frequency distribution of common Childhood Mental Disorders 

4.3 Factors associated with Common Mental Disorders among Children 

To identify factors that are associated with the observed mental disorders among children we 

performed both bivariate and multivariate analyses. 

4.3.1 Bivariate analyses using Fisher’s Exact Test 

To determine factors associated with 3 most prevailing mental disorders among children namely 

behavioural difficulty, emotional stress and difficulty in getting along with others we performed 

fisher’s exact test with several other variables associated with the children. We now present results 

obtained on each mental illness and associated factors. 
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4.3.1.1 Factors associated with Child Overall Stress 

It is important to note here that only one factor, that is parent’s employment status was significantly 

associated with the child’s overall stress (p value=0.013) whilst the other variables were not 

significantly associated with it (p value>0.05). 

Table 3: Fisher’s exact output Results for Selected Variables and Child’s Overall Stress. 

 Child’s Overall Stress  

 Factor Absent Present P value 

Parental Alcohol/Smoke 

Intake 

No 104 10 0.690 

91.2% 8.8%  

Yes 15 2  

88.2% 11.8%  

Sex Male 57 8 0.210 

87.7% 12.3%  

Female 63 4  

94.0% 6.0%  

Parental Level of Education None 6 0 0.082 

100.0% 0.0%  

Primary 37 7  

84.1% 15.9%  

Secondary 50 1  
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98.0% 2.0%  

Tertiary 28 4  

87.5% 12.5%  

Parental Employment Status Unemployed 32 0 0.013 

100.0% 0.0%  

Self-employed 48 3  

94.1% 5.9%  

Employed 41 9  

82.0% 18.0%  

Bullying No 80 8 0.796 

 90.91% 9.09%  

Yes 36 3  

 92.31% 7.69%  

 

4.3.1.2 Factors associated with Child behavioural difficulty 

It is important to note here that none of the socio-demographic factors had a significant association 

with the outcome child behavioural difficulty (p value > 0.05). 
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Table 4: Fisher’s exact output Results for Selected Variables and Child’s Behavioural 

Difficulty 

 

 Child Behavioural 

Difficulty 

 

 Factor Absent Present P value 

Parental Alcohol/Smoke 

Intake 

No 101 16 0.661 

86.3% 13.7%  

Yes 14 3  

82.4% 17.6%  

Sex Male 58 9 0.804 

86.6% 13.4%  

Female 57 10  

85.1% 14.9%  

Parental Level of Education None 6 0 0.902 

100.0% 0.0%  

Primary 38 7  

84.4% 15.6%  

Secondary 43 8  

84.3% 15.6%  



22 

 

Tertiary 28 4  

87.5% 12.5%  

Parental Employment Status Unemployed 29 3 0.569 

90.6% 9.4%  

Self-employed 45 7  

86.5% 13.5%  

Employed 41 9  

82.0% 18.0%  

Bullying No 81 14 0.773 

 85.3% 14.7%  

Yes 34 5  

 87.8% 14.2%  

 

4.3.1.3 Factors Associated with Child’s Emotional Stress 

Two factors namely parent’s marital status and employment status had a significant association 

with the child’s emotional stress. The other variables had no such association. Details in Table 5 

below. 
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Table 5: Fisher’s exact output Results for Selected Variables and Child’s Emotional Stress 

 

  Child’s Emotional Stress  

 Factor Absent Present P value 

Repeated Grades No 78 24 0.343 

76.5% 23.5%  

Yes/Never Been to 

School 

27 5  

84.4% 15.6%  

Parental Marital Status Single 6 2 0.040 

75.0% 25.0%  

Married 73 26  

73.7% 26.3%  

Other 26 1  

96.3% 3.7%  

Parental Employment 

Status 

Unemployed 27 5 0.027 

84.4% 15.6%  

Self-employed 45 7  

86.5% 13.5%  

Employed 33 17  

66.0% 34.0%  
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Bullying at School No 71 24 0.110 

74.7% 25.3%  

Yes 34 5  

87.18% 12.82%  

Sex Male 52 15 0.834 

77.6% 22.4%  

Female 53 14  

79.1% 20.90%  

 

4.3.1.4 Factors Associated with Child’s Difficulty Getting along with others 

The study revealed that only one variable had a significant association with child’s difficulty 

getting along with others (p value = 0.05). 

The rest of the variable had no significant association (p value>0.05) with the variable child’s 

difficulty getting along with others. Details are depicted in Table 6. 
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Table 6: Fisher’s exact output Results for Selected Variables and Child’s Difficulty Getting 

along with others 

 

 Child’s Difficulty Getting 

along with others 

 

 Factor Absent Present P value 

Bullying at School No 72 23 0.141 

75.8% 24.2%  

Yes 34 5  

87.2% 12.8%  

Parental Employment Status Unemployed 28 4 0.049 

87.5% 12.5%  

Self-employed 44 8  

84.6% 15.4%  

Employed 34 16  

68.0% 32.0%  

Family Psychiatric History No 94 27 0.218 

77.7% 22.3%  

Yes 12 1  

92.3% 7.7%  

Sex Male  52 15 0.671 

77.6% 22.4%  

Female 54 13  

80.6% 19.4%  
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CHAPTER FIVE 

DISCUSSION 

5.1 Overview 

The study sought to identify the common mental health problems among children admitted at the 

UTH children’s hospital and whether the introduction of a screening tool would improve 

identification and referral to mental health services. 

5.2 Demographic Characteristics 

5.2.1 Demographic Characteristics of Children 

134 children were enrolled in the study, with an equal distribution between males and females. 

The age range was between 4 and 15 years, with the median age being 10.12years and the mode 

10years. 53% of the children came from homes with more than 4 children in the household. 

5.2.2 Parental Demographic Characteristics  

73.9% were married of the Parents were married. 23.9% were not employed. 87.3% of parents did 

not report any alcohol or smoke intake. 62% of the parents had attained secondary or tertiary 

education. 32% of parents earned less than 1000 kwacha per month. Mental health problems are 

not equally distributed among all social economic groups. In this study, the employment status, 

level of education and monthly income were used to gauge the social economic status of the family. 

A review 52 of 56 studies done on mental health in children and adolescents showed that SES was 

inversely related with children with mental health problems. (Reiss et al 2013). A Norwegian study 

also showed an inverse relationship for all SES indicators that were used with all mental health 

symptoms (Boe et al 2012) 

5.3 Overall prevalence 

The prevalence of mental disorders in this study was 9%. This was determined using the overall 

difficulty score which is represented as the overall stress score. The strengths and difficulty 

questionnaire asks 25 questions divided into 5 scales that score for prosocial behaviour, peer 
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behaviour, behavioural difficulty, emotional problems and hyperactivity/concentration problems. 

The overall stress is calculated by the sum of all subscales, except the pro social scale. A review 

study done reviewing the databases of prevalence of mental disorders showed an average global 

prevalence of 6.7% mental disorders in children aged 5 -17 years. However, the study also 

highlighted that there was very limited representation from low- and middle-income countries. 

(Erskine 2017) Lower social economic status has been associated with mental health disorders this 

could explain why the prevalence was seen to be higher in this study. However, the study was done 

in a hospital setting and involved inpatients and it is known that chronic illness does have an impact 

on a child’s social development and can lead to an increase in the rate of mental illness.(Brady et 

al 2020) We could however argue that the prevalence in the hospital should have been much higher 

as studies have shown prevalence of up to 21%  the general population.(Georgiades 2014) 

5.4 Prosocial Behaviour 

Prosocial behaviour is determined by the child kindness and helpful behavior score was present in 

87.3% of the children. Prosocial behaviour is a marker of social competence children and 

represents an important developmental milestone in children. It was seen from early childhood  

that externalizing symptoms are associated with deficits in prosocial behaviour and internalizing 

symptoms may be associated with either low or very high prosocial behaviour.(Huber et al 2019) 

5.5 Child Peer Difficulty 

20.9% of the children sampled had difficulty getting along with other people and 21.6% of the 

children had emotional stress. These subscales represent internalizing problems and it is logical 

that both symptoms were high in study sample.  

5.6 Behavioural difficulty  

Behavioural difficulty was seen in 14.2% of the children while a study done in Iran reported 2.4% 

when using DSM criteria, but 32.9% by the SDQ. 
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5.7 Child Emotional Stress 

A study done in Kenya reported that 27% of 1022 children sampled reported emotional symptoms 

while 17% reporting behavioural symptoms. Girls scored higher for emotional problems than boys. 

(magai et al 2018). In this study 21.6% of children reported emotional stress 

5.8 Child hyperactivity and concentration difficulties  

Child hyperactivity and concentration difficulties were only present in 1.5% of the children. 

Children with a known diagnosis of attention deficit hyperactivity disorder were excluded from 

the study, as were children below the age of 4 years. A Ugandan study showed a prevalence of 

11% of ADHD in children who attended neurology and psychiatric clinics. The associated factors 

included male gender, age less than 10 and presence of maternal vaginal discharge at birth. 

(wamulungwa 2017) This study was done among inpatients not specific to neurology or psychiatry 

and very young children were excluded. This could explain why only 1.5% of the study population 

had symptoms associated with ADHD. A review and met analysis of the prevalence of ADHD in 

Africa showed a prevalence of 7.47% and affected males more than females. (Ayano 2020) 

5.9 Factors Associated with mental health problems among Children 

Having a chronic condition is a risk factor to developing a mental health disorder. Children who 

suffer from chronic physical diseases are more likely to have mental conditions such as depression, 

anxiety, PTSD and are also more likely have sleep problems and feel isolated. (Hoster 2019)  

Though 14.2% of the children had Behavioural difficulties, there was no significant association 

seen with any of the socio-demographic factors analysed. 

Parental marital status and employment status had a significant association with the child’s 

emotional stress. Parental employment status had a significant association with the child’s 

difficulty getting along with others. This is comparable to other studies that found that lower SES 

was associated with higher mental health problems, but that parental income or education was a 

stronger determinant than parental occupation. (Reiss 2013). In the Norwegian study, it was found 

that parental education predicted more of externalizing problems than for internalizing problems 
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(Boe 2012) A study done in Japan showed that low family income and low maternal education 

were predictive of mental health disorders after enrolling in elemental school. (hosokawa 2018) 

5.10 Effectiveness of Intervention 

The number of children referred to the psychiatric Clinic was 12, which represented 9% of the 

total participants. These children would require further assessment by a psychiatrist. UTH 

department of Psychiatry received an average of three patient consultations per month, and the 

number of referrals more than doubled after the screening tool was introduced. This showed that 

the introduction of a screening tool would increase the number of referrals and subsequent 

detection of mental health disorders in children. However only 5 of those referred followed up 

with the appointment that was made.  It is more than likely that only children with obviously 

disturbing symptoms would be refereed while those with more subtle symptoms like the 

internalizing symptoms that were seen commonly in this study would be missed. Given the 

available data that most mental health disorders start in childhood, the paediatric department 

provides an opportunity for early identification and subsequent referral and intervention.  

In conclusion, the study proves that implementation of a simple, low cost mental health screening 

tool has the ability to detect possible mental health problems that can be referred for specialist 

evaluation and linked to the right  services. The study found that 9% of children had a high 

difficulty score, meaning 12 of the 134 children required further screening and evaluation. The 

department of paediatrics refers three patient a month on average to psychiatric department and by 

comparison the introduction of a screening tool led to more referrals. 20.9% of the children had 

peer problems, 21.6% had emotional symptoms, 14.7% had conduct problems, 1.5% had 

hyperactivity/inattention problems and 12.7% had limited social behaviour. The employment 

status was the only variable seen to be associated with overall stress and was seen to affect 

prosocial behaviour and emotional symptoms. Parent’s marital status was also seen to be 

associated with emotional symptoms in the children.  

Limitations identified during the conduct of the study included challenges with appropriate 

language interpretation. The use of the website to analyse the results was expensive and would 

create a challenge in resource limited area as manual interpretation is tedious and has a bigger 

margin of error. A bigger study that includes younger children and also analyses for self-report 
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questionnaire for the children older than eleven years responses would be helpful to understand 

the true gravity of the burden. 

The following recommendations are made 

Association between chronic conditions and risk of developing a mental health disorder should be 

studied 

A brief screening tool not dependent on mental health should be introduced in the department of 

paediatrics 

A screening tool for mental health related symptoms should be introduced in schools 

The children’s hospital may benefit from the services of a child and adolescent psychologist 

Children should be able to complete questionnaire to study for discrepancies and similarities in 

which they perceive their symptoms in comparison to how parents interpret them. 
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Appendix 3: Demographic Data Collection Sheet 
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Appendix 4: Strengths and Difficulty Questionnaire 
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