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Introduction

Adolescence is the period of  transition. Depressive disorders 
often start at a young age; they reduce people’s functioning and 
often are recurring. Globally, the reported prevalence rates of  
mental disorders among children and adolescent range from 
1% to 51%. According to the WHO reports, community-based 
studies revealed an overall prevalence rate for mental disorders 
around 20% in several national and cultural contexts.[1] Major 
depression was the fourth most prevalent human disease in 1990 
and is expected to rank second by the year 2020 in adolescent 

age group (Lopez and Murray, 1998).[2] In the USA and Australia, 
one in five teenagers suffers from mental health problems. 
In developing countries, the prevalence of  mental disorders 
among adolescents attending primary health-care facilities 
ranges between 12% and 29%.[3] Several studies indicate that the 
prevalence rates of  the individual disorders: Depression, anxiety, 
and stress (DAS) are growing among adolescents (Institute for 
Health Metrics and Evaluation, 2013).[4]

India contributes 21% of  adolescent’s population in the world. 
One out of  six children affected with mental disorder. Early 
Indian community-based studies reported the prevalence rate 
of  psychiatric disorders among children ranging from 2.6% to 
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35.6%.[5] It has been noted that the majority of  suicides in India 
are by those below the age of  30 years.[6] Depressive disorders 
often start at a young age; they reduce people’s functioning 
and often are recurring.[7,8] Hence, there is need for early and 
effective identification of  DAS that can prevent many psychiatric 
disorders at their nascent stage. With this thought in mind, the 
present study was undertaken to find the magnitude of  DAS 
among adolescents and various factors associated with it. The 
aim of  this study was to find the status of  the mental health of  
school going adolescents (13–18 years of  age) in Chandigarh. 
The objectives were (i) to study the prevalence of  DAS among 
school going adolescents (13–18 years of  age) and (ii) to find 
the correlates of  DAS among them.

Subjects and Methods

Study design
The cross-sectional survey was conducted in government schools 
of  Chandigarh, India, for 4 months (January 1, 2014–April 30, 
2014). The students (aged 13–18 years) of  classes 9th, 10th, 11th, 
and 12th studying in selected schools were included in the study.

Selection of participants
In total, there were 186 recognized schools in Chandigarh, 
with 107 government schools and 79 private schools. For the 
representation of  true population of  these government schools 
in Chandigarh, ten government schools were randomly selected 
through lottery method. In each school out of  four classes 
(9–12th), each section was randomly selected again by the 
lottery method. Further, ten students were selected from each 
section by systematic random sampling [Figure 1]. Sample size 
for the study was 470 students. Based on the varied prevalence 
of  psychiatric morbidity from approximately 1–40%,[5,6] the 
maximum prevalence was taken to be 40% to calculate the 
sample size and relative error 5%. To check DAS, prepiloted 
questionnaire DAS scale (DASS) 21 was used. The DASS 21 
is a 21 item self-report questionnaire designed to measure the 
severity of  a range of  symptoms common to both depression 

and anxiety. In completing the DASS, the individual is required 
to indicate the presence of  a symptom over the previous week. 
Each item is scored from 0 to 3. Accordingly, the DASS allows 
not only a way to measure the severity of  a patient’s symptoms 
but also a means by which a patient’s response to treatment can 
also be measured. In addition, a self-structured questionnaire on 
socioeconomic status was also prepared. Before administering 
the questionnaire to the students, they were briefed about the 
study. They were assured about the privacy and confidentiality 
of  their personal information and opinions. The questionnaire 
was pilot tested on the similar age group students of  one school, 
which was not the part of  the study. This was done to validate 
the questionnaire. Principals, concerned teachers, and students 
were informed before the visit.

Inclusion criteria
• All government schools present in Chandigarh
• Students studying in classes 9th, 10th, 11th, and 12th of  both 

the genders (males and females).

Exclusion criteria
• Those students who did not give consent or refuse to 

participate in the study.

Statistical analysis
The data entry was done in MS Office Excel 2007. The analysis 
was done in the form of  frequency tables, charts cross tabs. For 
statistical significance, Chi-square test and correlation were found 
between various factors.

Ethical consideration
The permission from the office of  Director Public Instructions, 
Chandigarh, for undertaking the study in selected schools was 
obtained. Written permission was also taken from the office 
of  District Education Officer, Chandigarh, for conducting a 
study in randomly selected ten government schools. Permission 
was also obtained from the principals of  selected schools after 
explaining them the aim and objectives of  the study. In case of  
minor participants, consent was taken from their parents and 
the students. Consent was taken from the students, and their 
confidentiality has been maintained.

Results

Out of  470 students, the maximum number of  students 
participating in study was from 9th class (28.72%), and minimum 
number of  students was from 12th class (22.76%). There were 
257 male (54.68%) and 213 female (45.31%) participants in 
the study. The maximum number of  students were from the 
age group of  16 years, i.e., 180 (38.29%) and minimum from the 
age group of  19 years, i.e., 3 (0.63%) students. Table 1 shows 
gender-wise distribution of  participants having DAS. Table 2 
shows that overall comorbidity between all three disorders, 
i.e., DAS was 36.1%. Distribution of  participants of  9th, 10th, 11th, Figure 1: Sampling technique used to select study sample
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and 12th class having the DAS is shown in Table 3. On comparison 
of  DAS among participants of  9th, 10th, 11th, 12th classes, it can 
be seen that depression was higher in 12th class, anxiety was 
higher in 10th class, and stress was higher in 9th class. While 
comparing DAS among participant of  nonboard (9th + 11th) 
and board classes (10th + 12th), it was found that it was higher 
in board classes than in nonboard classes. It was found that all 
types of  depression (75.59%) and stress (53.52%) were higher 
in board classes than of  nonboard classes (57.2% and 41.63%, 
respectively).

Among students of  classes 11th and 12th, according to their 
stream, it was found that depression and anxiety were maximum 
in medical students (78.57%), and stress was more in commerce 
students (48.89%). It was found that extremely severe depression 
was highest among medical students (03.57%); mild depression 
was also more in them (28.57%). Moderate depression was 
more in arts students (43.42%). Extremely severe (17.10%) and 
moderate anxiety (27.63%) were higher in arts students. Mild 
anxiety was higher in medical students (42.86%). Severe anxiety 
was higher in commerce students (16.67%). Extremely severe 
stress was present only in commerce students (01.11%); severe 
stress was higher in nonmedical students (60.71%). Mild stress 
was higher in arts students (35.53%).

Distribution of  participants having DAS according to the age 
showed that half  of  the student of  13 years of  age felt stressed 
and three-fourth are depressed and anxious. In 14-year-old 
students 78% of  students had anxiety. In 15-year-old students, 
nearly two-third had depression and more than three-fourth had 
anxiety. A similar situation was seen in 16-year-old students. In 
17-year-old students, three-fourth had anxiety. In 18-year-old 
students, all students had anxiety, and 91% were depressed. The 
overall trend shows that the level of  stress increased with age. 
In case of  depression and anxiety, the peak age was 18 years.

Self-satisfaction with academic performances in participants with 
DAS was 67.08%, 86.07%, and 40.5%, respectively whereas the 
parent’s satisfaction with academic performances of  their wards 
with DAS was 66.86%, 80.47%, and 43.19%, respectively. Poor 
socioeconomic conditions and father’s occupation (nonworking) 
were directly related with higher level of  DAS. With increase in 
the education level of  parents, level of  DAS in their children 
decreased. As the parents love decreased, level of  depression 
and stress in the participants increased. DAS was found to be 
more among students whose mothers were not alive. The level 
of  anxiety was found higher in the participants belonging to the 
joint families. Students staying away from home in hostels and 
paying guest accommodations had higher levels of  depression 
and stress. It was found that the prevalence of  depression and 
stress was more in students who were bullied by batch mates. It 
was also found that the prevalence of  DAS was more in students 
who felt overburdened with test schedules. The level of  stress 
was higher among the participants who were not self-satisfied 
with their academic performance and whose parents were not 
satisfied. Participants, who took alcohol and smoked, showed 
higher prevalence of  DAS.

Discussion

In our study, we found that the prevalence of  DAS was more 
in students who feel overburdened with test schedules. The 
level of  stress was higher among the participants who were 
not self-satisfied with their academic performance and whose 
parents not satisfied. Similar results have been reported by other 
studies, namely, Kaur and Sharma, Moreira and Furegato, Liu 

Table 1: Gender‑wise distribution of participants having 
depression, anxiety, and stress (n=470)

Gender Number of  students Prevalence of  DAS (%)
Males 257 85 (33.07)
Females 213 85 (39.9)
DAS: Depression, anxiety and stress

Table 2: Comorbidity between different 
disorders (n=470)

Comorbidity n (%)
Overall 170 (36.17)
Depression and anxiety 271 (57.65)
Depression and stress 144 (40)
Stress and anxiety 200 (50)

Table 3: Distribution of participants of 9th, 10th, 11th and 12th class having the depression, anxiety, and stress (n=470)
Students of  class DAS Normal (%) Mild (%) Moderate (%) Severe (%) Extremely severe (%)
Class 9th (n=135) Depression 55 (40.74) 21 (15.56) 40 (29.63) 14 (10.37) 5 (3.7)

Anxiety 37 (27.41) 31 (22.96) 52 (38.52) 14 (10.37) 1 (0.74)
Stress 32 (23.7) 37 (27.41) 51 (37.78) 9 (06.67) 6 (4.44)

Class 10th (n=106) Depression 28 (26.42) 27 (25.47) 32 (30.19) 14 (13.21) 5 (4.72)
Anxiety 18 (16.96) 21 (19.81) 39 (36.79) 15 (14.15) 13 (12.26)
Stress 50 (47.17) 30 (28.30) 10 (09.43) 15 (14.15) 1 (0.94)

Class 11th (n=122) Depression 55 (45.08) 20 (16.39) 34 (27.87) 12 (09.84) 1 (0.82)
Anxiety 27 (22.13) 36 (29.51) 26 (21.31) 21 (17.21) 12 (09.84)
Stress 72 (59.02) 29 (23.77) 11 (09.02) 9 (07.38) 1 (0.82)

Class 12th (n=107) Depression 25 (23.30) 23 (21.36) 43 (40.78) 12 (11.65) 4 (02.91)
Anxiety 21 (19.42) 29 (27.18) 25 (23.30) 12 (11.65) 20 (18.45)
Stress 49 (45.63) 40 (37.86) 6 (05.83) 12 (10.68) 0

DAS: Depression, anxiety and stress
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and Lu and Gray-Stanley et al.[9-12] A study done by Deb et al. 
revealed that 63.5% of  the higher secondary students in Kolkata 
experience academic stress, and the parental pressure for better 
academic performance was found to be mostly responsible 
for academic stress as reported by 66.0% of  the students.[13] It 
was found that the prevalence of  DAS was higher in females 
than in males. The study by Kaur and Sharma in Chandigarh 
also found that girls were more academically frustrated than 
the boys.[9] The study conducted in Bengaluru by Sharma and 
Kirmani found that girls had higher scores on beck depression 
inventory than boys.[14] A comprehensive review of  almost all 
general population studies conducted to date in the United 
States of  America, Puerto Rico, Canada, France, Iceland, 
Taiwan, Korea, Germany, and Hong Kong reported that young 
women predominated over men in lifetime prevalence rates of  
major depression.[15] In India, similar findings were obtained 
by Verma et al.[16]

Academic stress is a type of  stress that arises due to academic 
factors such as heavy school schedule, unrealistic expectation and 
demands of  parents and teachers, low academic performance, 
poor study habits, and not having enough time to deal with 
school’s multiple priorities.[17] Academic stress is recognized 
as a risk factor for depression and suicidal behavior.[18,19] The 
experience of  school-related stress such as poor academic 
performance, negative feedback from parents and teachers about 
school work; daily hassles in the school environment, stressful 
life events, and negative affect states during school work were 
all leads to increase in depression.[11,12] Poor academic grades 
generally predict high educational stress; the discrepancy between 
expected and actual grades may play a more important role in 
the development of  psychological distress and other mental 
health problems.[20]

In our study, DAS increases as the intake of  alcohol increases. 
Higher DAS was found among those who drink alcohol and 
those who were occasional smokers. Severe depression and 
extremely severe stress were more in males as compared to 
females. A study done in Chennai in 1986 revealed that 23.25% 
had contemplated suicide earlier and that 91.9% of  them were 
aged 30 years or less. A strong association of  suicidal tendency 
with alcohol was reported in 10.42% of  the sample.[20] The 
suicide rate was more in males as compared to females. It might 
be due to the reason that males are not emotionally very strong 
as compared to females and shared less of  their problems as 
compared to female.

The prevalence of  DAS increases as the parents love decreases, 
lack of  parental affection takes toil on mental peace of  
children. In a review done by Zgambo, et al. in 2012, it was 
seen that children and adolescents who live without parents 
exhibit higher levels of  depressive symptoms than those who 
live with parents around them.[21] Depression is decreased 
by higher levels of  parental care and lower levels of  parental 
indifference.[22,23] Greenberger et al. stipulate that strong positive 
family relationships lessen the symptoms of  depression.[24] Many 

other factors, such as loss of  loved ones, conflicts with parents, 
teachers, and peers, and significant physical diseases may have 
important effects on adolescent suicidality.[25] In our study, as 
the level of  parent’s education increases, the level of  prevalence 
DAS among adolescents decreases. There is a direct relation 
between the parents’ mental health and their children’s health. 
A cross-sectional study by Olfson et al. in 2003, on parental 
depression and child mental health reported that children of  
parents with depression were approximately twice as likely as 
children of  parents without depression to have a variety of  
mental health problem.[26] The prevalence of  depression and 
stress was more among the participants who were bullied by 
their batch mates or seniors. According to the study conducted 
by Khawaja et al. in 2015 in Pakistan showed that physical 
abuse (P = 0.05), verbal abuse (P = 0.003), injury (P = 0.02), 
and bullying (P < 0.001) were significantly associated with 
psychological stress.[27]

As the age increases, the prevalence of  DAS was also found to 
be increasing. The peak of  the prevalence of  depression was in 
the 18th year of  age. Tepper et al. argue that depressive symptoms 
do not differ between boys and girls but intensify with age.[28] 
This trend of  increasing DAS may be due to different social and 
developmental challenges faced by teens.

In our study, depression and stress were prevalent in participants 
who belong to poor families. Direct and indirect effects 
of  relative poverty had bad effect on the development of  
emotional, behavior, and psychiatric problems. Poverty has 
multidimensional phenomenon, encompassing inability to satisfy 
basic needs, lack of  control over resources, lack of  education 
and poor health.

Since DAS was very high, hence, provision should be made 
for a natural mentoring program for the children as well as 
adolescents. Psychological health should be the prime concern of  
school authorities, and it should be integrated with school health 
programs. Child-centered activities including individual mental 
health consultation and specific problem-focused interventions 
as well as more general classroom programs to improve coping 
skills, social support, and self-esteem. For relieving stress, yogic 
exercises, meditation, laughter therapy, and other recreational 
activities suitable for that group of  students should be made 
part of  school curriculum. Although school health program is 
running in various schools mental, psychological, and emotional 
dimensions are not given adequate attention, it is recommended 
that school health program should be strengthened by including 
above-mentioned aspects. Child psychologists should be 
recruited on permanent basis in government schools. There 
should be counseling sessions for students and their parents. 
Students must be made aware about ill effects of  substance abuse 
through lectures so that do not indulge in such things. Since DAS 
level was found more among the girls than the boys, the need 
of  hour is that more attention should be paid to girl child under 
school health program.
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The limitations of  the study are that, as the data were 
self-reported, under or over reporting of  data may have taken 
place due to the stigma related to mental disorders. Data were 
not collected from private school, as it was not permitted.

Conclusions

According to study, the overall prevalence of  DAS among 
school going adolescents in Chandigarh was high. DAS in this 
population have been shown to be associated with increase risk 
of  suicidal behavior, homicidal ideation, tobacco use, and other 
substance use. The burden of  mental disorder is great as they 
are prevalent in all societies. They create a substantial burden for 
affected individuals and their families and produce significant 
economic and social hardships that affect society as a whole.
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