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ABSTRACT 9 

Background: Mental health is currently a global public health concern, rapidly causing 10 

impairment to the overall health outcomes of an individual. The mental health status of adolescents 11 

is determined by a variety of influencing factors, ranging from socio-economics to mental health 12 

literacy level. There was an urgent need to the conduct this study due to a rapid increase in the 13 

prevalence of mental health problems of adolescents in Nigeria, ranging from 10% to 37% across 14 

several studies in different regions of the country. The study predicted emerging and re-emerging 15 

factors determining the mental health and well-being status of adolescents in Nigeria.  16 

Methods: The community-based study was cross-sectional, adopted a multi-stage sampling 17 

techniques and used quantitative method for data collection. It was conducted among 160 18 

adolescents (10–19 years) and 160 parents of the recruited adolescents from three communities 19 

drawn from three wards in Ibadan North-West and Ogbomoso North Local Government Areas, 20 

Oyo State. Standardized research instruments were interviewer-administered to participants. The 21 

instruments assessed the socio-demographics and mental health literacy of adolescents and 22 

parents, and the mental health and well-being of adolescents. Data were collected for 3 months, 23 
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from October to December, 2025, and analyzed using SPSS version 27. Descriptive and inferential 24 

statistics were done; predictions were made using ordinal logistic regression. 25 

Results: The results showed that 58% of adolescents flourished, 28% were moderate, while 16% 26 

languished in their mental health and well-being status. The status was influenced by a moderate, 27 

borderline, to high significant positive association between factors such as age AOR = 3.31 (95% 28 

CI = 1.61–6.79, p <0.001), knowledge of mental health AOR = 2.16 (95% CI = 0.99–4.71, p = 29 

0.054), knowledge of first aid and help-seeking behaviours among adolescents AOR = 5.80 (95% 30 

CI = 2.55–13.17, p < 0.001), knowledge of self-help strategies AOR = 2.51 (95% CI= 1.17–5.41, 31 

p <0.019) and the mental health status of adolescents. The mental health literacy level among 32 

parents was poor (47%).  33 

Conclusions: This study showed that the adolescents’ mental health and well-being outcomes are 34 

influenced mostly by combined factors. The findings of this study indicate a need for mental health 35 

interventions that will incorporate both parents and adolescents in community settings. 36 

Keywords: Predictors, mental health and well-being, adolescents, community-based 37 

BACKGROUND 38 

Mental health is a major aspect of health that significantly impacts an individual's overall well-39 

being. Mental health entails resilience and optimal emotional, cognitive, and social adaptability, 40 

attained through a blend of several factors that influence adolescents' mental health and well-being 41 

[1]. Positive mental health is a significant factor necessary for an individual to achieve a required 42 

level of mental well-being, and this was established clearly in research, that concepts of mental 43 

health and mental well-being differ but are closely related [2]. An adolescent can still experience 44 

a positive mental well-being while struggling with mental health problems, and it is determined 45 

by the situations surrounding the adolescent [3]. 46 
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  47 

Mental health problems are a vast, growing disease burden, accounting for up to 15% of the disease 48 

burden in the world. The World Health Organization, in its report, noted that about one to seven 49 

adolescents experience mental disorders, emphasizing the burden of common mental health 50 

problems which include depression, suicide, and anxiety among this age group [4]. 51 

  52 

In Oyo State, mental health problems remain critically high among adolescents [5,6]. In a 53 

systematic review and meta-analysis of 27 studies conducted in Oyo State between 2010 and 2024, 54 

among 47,451 participants [5], the results show that 12% of children and adolescents experienced 55 

major depression, 9.2% of them suffered from generalized anxiety disorder, 15.1% experienced 56 

behavioural disorder, and 29.6% experienced post-traumatic stress disorder. These problems are 57 

linked to low levels of mental health literacy, age, socio-economic status, and educational 58 

background of parents, as well as parental neglect [5]. 59 

  60 

Recently, studies have assessed the predictors of mental health status among adolescents, with 61 

more focus on mental health literacy among parents and adolescents [7,8]. This move will be a 62 

step towards reducing mental health problems of adolescents, using evidence-based interventions. 63 

Theories have explained that a prevailing health problem could be explained by external factors 64 

beyond the individual’s characteristics (9,10). In line with these theories, studies have also 65 

identified an association between the socio-demographic characteristics of parents and adolescents 66 

with adolescents’ mental health and well-being status [7,8]. However, a study from the South-67 

western part of Nigeria among in-school adolescents revealed a weak to moderate influence of 68 

self-esteem, self-efficacy, gender, and the socio-demographics of parents in predicting mental 69 
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health among in-school adolescents [8]. Consequently, the school factor could have a moderating 70 

effect on adolescent mental health and other factors. However, studies among both in-school and 71 

out-of-school adolescents in the community setting, which comprises both in-school and out-of-72 

school adolescents, may reveal different predictors. 73 

  74 

The common settings for mental health studies in Nigeria are health facilities and schools. There 75 

are limited community studies on adolescents’ mental health and well-being in Nigeria. The 76 

community represents adolescents from diverse families, education, and socioeconomic 77 

backgrounds, which could contextualize mental health predictors differently from the school 78 

setting. This study therefore examined the predictors of mental health and well-being among 79 

adolescents, targeting both parents and adolescents in a community setting. 80 

METHODS 81 

Study Aim 82 

The study predicted emerging and re-emerging factors determining the mental health and well-83 

being status of adolescents in Nigeria 84 

Study design 85 

The findings presented in this article is the baseline result of a quasi-experimental study on 86 

adolescent mental health and well-being which was conducted in two Local Government Areas 87 

(LGAs) of Oyo State, Nigeria. The goal of the main study was to improve the mental health and 88 

well-being among adolescents through a collaborative efforts of both parents and adolescents. The 89 

intervention will adopt the parent for lifelong health programme, designed for parents and teen. It 90 

has been adapted in some other low-and-middle-income countries [9,10,11]. 91 

Study settings 92 
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The community-based study was conducted in two cities, one LGA in each city. The LGAs were 93 

Ibadan North West and Ogbomoso North. Both LGAs share similar characteristics, including 94 

population size. Ibadan North West Local Government Area is the smallest LGA in Ibadan, Oyo 95 

State. The local government is an urban settlement, known for its rich cultural and economic 96 

activity, as well as plant resources primarily used in traditional medicine. The LGA covers 97 

approximately 26 km², or about 2,673 hectares. Ogbomoso North LGA is the largest LGA in 98 

Ogbomoso city of Oyo State. The economy of the LGA primarily relies on agriculture. The region 99 

has fertile land, and farming serves as the primary livelihood for its residents. The area covers 100 

approximately 104 square kilometres and experiences an average temperature of 28 degrees 101 

Celsius. Ibadan North West and Ogbomoso North LGAs were both established in 1991. They both 102 

have an estimated population size of about 260,000 as of 2026. There is presently no current figures 103 

for the adolescents’ population at the two LGAs, but based on the demographic data from the 104 

National Bureau of Statistics (NBS) in 2006, Ogbomoso North accounted for 46,811 adolescents 105 

aged 10-19 years, while Ibadan North West accounted for 31,451 adolescents aged 10-19 years 106 

[11]. The Yoruba language is the dominant language in the two LGAs, and the residents are mainly 107 

Christians and Muslims. 108 

Study population and selection of study participants 109 

The study population consisted of adolescents aged 10-19 years together with one of their parents 110 

aged 30 years and above. Religion and gender were considered from the onset of the recruitment 111 

process for a non-biased selection. The study employed a multi-stage sampling technique. Six 112 

wards were randomly selected from the two LGAs, three from each. From the six wards, one 113 

community was selected per ward, making a total of six communities. Household mapping was 114 

conducted through the help of two representatives of the Landlord Association in all the 115 



6 

 

communities, accompanied by the Ward Development Committee officer and the principal 116 

investigator. In the conduct of household mapping, all households were listed within each selected 117 

community to compare with the household data obtained from the Oyo State 2025 Insecticide 118 

Treated Net (ITN) Campaign and Distribution. Study participants were then selected using a 119 

proportionate sampling technique of 30, 25, and 25 paired participants of parents and adolescents 120 

from the two LGAs, using household data from the Oyo State 2025 Insecticide Treated Net (ITN) 121 

Campaign and Distribution. A total of 80 parents and 80 adolescents were recruited in each LGA, 122 

making a total of 320 study participants, consisting of 160 parents and adolescents from Ibadan 123 

North West and 160 from Ogbomoso North. 124 

Study participants were selected per household. In each household with more than one household, 125 

one household was selected by ballot, and an eligible parent or primary caregiver (either father or 126 

mother) of at least one adolescent was identified. In any household with more than one eligible 127 

parent or caregiver, one was randomly selected by ballot. If the selected household had no eligible 128 

respondent, the next household in sequence was visited. In one household, a parent and an 129 

adolescent were selected. 130 

Sample size determination 131 

The sample size for the study was calculated using the Leslie Kish formula for estimating sample 132 

size for a single proportion (n = Z2 P(1-P)/d2). P = 25%, based on the proportion of mental health 133 

knowledge among adolescents in Nigeria [1], at 95% confidence level, 5% margin of error, a 134 

degree of precision of 0.05, and a 10% attrition rate. To the best of the researchers’ knowledge, 135 

there is no current dyad cross-sectional mental study in Nigeria in which parents and adolescents 136 

were assessed together without any interventions. 137 

n = Z2 p(1-p) 138 
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d2 
139 

n = 1.962 x 0.25(1-0.25) 140 

0.052 
141 

n = 0.72 142 

      0.0025 143 

n = 288+28 (attrition rate) 144 

n = 316 adolescents and parents 145 

For this study, the sample size was rounded up to 320. A total of 320 adolescents and parents were 146 

recruited into this study. 147 

Instruments 148 

The socio-demographic variables, such as age, gender, class, religion, parents marital status, 149 

educational level, average monthly income, and parents' occupation, were obtained from 150 

adolescents, while age, gender, religion, educational level, income, occupation, and marital status 151 

were obtained from parents. The variables were measured using descriptive and inferential 152 

statistics. Besides the socio-demographics assessment, all other instruments used in this study were 153 

standardized research instruments adopted from previous studies on mental health among 154 

adolescents and parents: Mental Health Continuum Short Form [12], The Mental Health Literacy 155 

for Young People Questionnaire [17], and The Parental Mental Health Literacy Questionnaire 156 

[19]. 157 

  158 

Mental Health Continuum Short Form (MHC-SF) is a fourteen-item self-administered 159 

questionnaire that measures three dimensions of mental well-being. The MHC-SF was developed 160 

by Keyes in 2007 [12], demonstrating that mental health operates in a continuum from emotional 161 
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well-being, psychological well-being and social well-being [12]. The continuum recognizes how 162 

individuals migrate along the continuum as a result of internal and external factors. The form also 163 

shows the possibility of realizing positive mental health and well-being, even in the presence of 164 

mental illness [13]. The MHC-SF has been culturally validated in other research; it shows a strong 165 

internal consistency of 0.70 and above [14-16]. 166 

  167 

The Mental Health Literacy for Young People Questionnaire is a 29-item research instrument 168 

developed by Campos and some other researchers [17]. It assesses four key factors in mental health 169 

literacy, including knowledge of mental health problems, erroneous beliefs and stereotypes, help-170 

seeking, and first-aid skills. The instrument helps researchers identify gaps in mental health 171 

knowledge and informs the planning of appropriate interventions for adolescents. It is not yet 172 

widely adopted in Nigeria. However, the newer version adapted for young adults has been 173 

validated in a cross-national study conducted in Nigeria. Confirmatory factor analysis of the 174 

questionnaire, based on validity and reliability, has demonstrated that the four-factor structure is 175 

relevant across countries, including Nigeria [18]. 176 

  177 

Mental Health Literacy Questionnaire for Parents 178 

The Parental Mental Health Literacy Questionnaire used in this study to assess parents' Mental 179 

Health Literacy was adapted from a group-based study for parents in Kenya [19]. The scale was 180 

designed to assess parents' knowledge and attitudes towards adolescents' mental health and well-181 

being, as well as their perceptions of their ability to help others [19]. 182 

Data collection 183 
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Data were collected over 3 months, from October to December 2025, using a quantitative research 184 

design. A set of standardized research instruments was adapted for use; these included the Mental 185 

Health Continuum Short Form (MHC-SF) to assess adolescents’ mental health status in the two 186 

LGAs, the Mental Health Literacy for Young People Questionnaire, and the newly developed 187 

Mental Health Literacy Questionnaire for Parents used in a study conducted in Ethiopia [19]. A 188 

total of six research assistants were trained virtually and in person for 2 days, but only five, 189 

including the Principal Investigator, eventually went to the field. The research instruments were 190 

pretested in Ibadan South West LGA in Oyo State, which has similar characteristics to the study 191 

areas. 192 

Data analysis 193 

A unique identification code was assigned to each respondent’s questionnaire for correct data entry 194 

and analysis. The processing of the data included sorting, editing, collection, categorization, and 195 

scoring of the questionnaires. A coding dictionary was designed using Statistical Package for the 196 

Social Sciences (SPSS version 27) for effective data entry. The quantitative data were analyzed 197 

using descriptive and inferential statistics (Chi-square/Fisher exact and ordinal regression). 198 

  199 

The mental health status was measured across three dimensions. For an adolescent to experience 200 

a flourishing mental health state, such an individual must score 5 (every day) or 4 (almost every 201 

day) in at least one of the three items of emotional well-being dimension and have at least 5 or 4 202 

in at least 6 of the 11 items in the social and psychological well-being dimensions. The languishing 203 

mental health status was determined by a score of 0 (Never) or 1 (Once or twice) in at least one of 204 

the 3 items in the emotional well-being dimension and at least 6 of the 11 items in the social and 205 

psychological dimensions of the mental health continuum short form questionnaire. Any 206 
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adolescent who did not meet the flourishing or languishing status requirements was grouped into 207 

the moderate mental health status. 208 

Adolescents’ mental health literacy was measured using a four-factor mental health literacy 209 

questionnaire for young people. Items across the four factors were scored from 0 to 4; Strongly 210 

Disagree = 0, Disagree = 1, Neither Disagree nor Agree = 2, Agree = 3, and Strongly Agree = 4. 211 

The score range was 0–116. The total score of 116 for the four factors was categorized as good or 212 

poor knowledge, using the 50th percentile. A higher score indicates good knowledge, positive 213 

attitudes towards mental health, and prompt help-seeking behaviours; a lower score indicates poor 214 

mental health knowledge, attitudes, and help-seeking behaviours. Regarding the third factor, six 215 

out of the eight items on knowledge of erroneous beliefs and misconceptions were scored in 216 

reverse, with a total score of 32; a higher score indicates greater mental health literacy among 217 

adolescents. 218 

  219 

Parents’ mental health literacy was measured on a scale from 0 (Never) to 4 (Always), with a 220 

maximum score of 48 and a minimum of 0. A higher score indicates good mental health literacy, 221 

and a lower score indicates poor mental health literacy, using the 50th percentile. 222 

Ethical considerations 223 

Ethical approval was obtained from the Oyo State Research Ethical Review Committee (reference 224 

number NHREC/OYOSHRIEC/10/11/22) in accordance with the Declaration of Helsinki and 225 

relevant ethical guidelines and regulations. Written consent was obtained from the heads of 226 

selected communities and all study participants before the study commenced. Assent was obtained 227 

from adolescents under the age of 18 years and oral consent was taken from parents of the 228 
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adolescents. Respondents were informed of their right to withdraw at any time and were assured 229 

of confidentiality, as no identifiers were included in the questionnaire. 230 

RESULTS 231 

Socio-Demographics of Adolescents 232 

More than two-thirds of respondents, 112 (70.0%), were aged 14–17 years, with a mean age of 233 

14±5 and a standard deviation of 0.4938. A little above average, 82 (51.2%), practiced Islam, and 234 

the majority, 137 (85.6%), were secondary school students. A high proportion of respondents’ 235 

parents, 135 (84.4%), were married. Almost all adolescents’ parents, 151 (94.4%), were business 236 

owners, artisans, or farmers, and nearly three-quarters, 115 (71.9%), of adolescents’ parents 237 

completed secondary school education. See Table 1a for details. 238 

Table 1a: Socio-Demographics of Adolescents                                        N = 160 239 

Demographic Characteristics Frequency (N) Percent 

Age (in years) Age Mean = 14±5 

10-13 21 13.1% 

14-16 112 70.0% 

17-19 27 16.9% 

Sex     

Male 66 41.3% 

Female 94 58.8% 

Religion     

Christianity 77 48.1% 

Islam 82 51.2% 

Traditional 1 0.6% 
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Class     

Primary 19 11.9% 

Secondary 137 85.6% 

Tertiary 4 2.5% 

Parent’s Marital Status     

Married 135 84.4% 

Divorced/Separated 16 10.0% 

Widowed 9 5.6% 

Parent’s Occupation     

Civil Servant/Private Organization 1 0.6% 

Business Owner/Artisan/Farmer 151 94.4% 

Retiree 8 5.0% 

Parent’s Educational Level     

Primary 31 19.4% 

Secondary 115 71.9% 

Tertiary 12 7.5% 

None 2 1.2% 

  240 

Socio-Demographics of Parents 241 

Less than half of the respondents, 69 (43.1%), were aged 40–49 years. The mean age was 54±5 242 

years, with a standard deviation of 0.8817. More than two thirds of the respondents, 118 (73.8%), 243 

were female. The majority, 100 (62.5%), were Muslims. A reasonable proportion of the 244 

respondents, 137 (85.6%), were secondary school holders, and more than two thirds, 124 (77.5%), 245 
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were married. The larger proportion of the parents, 151 (94.4%), were business owners, artisans 246 

and farmers. The majority of the respondents, 56 (70.0%) and 59 (73.8%), were secondary school 247 

holders, and more than half, 52 (56.3%), earned between #5000 and #50000. See Table 1b for 248 

details. 249 

Table 1b: Socio-Demographics of Parents 250 

Variables Frequency (N) Percent 

Age (in years) Mean age = 54±5 

30 - 39 55 34.4% 

40 - 49 69 43.1% 

50 -59 25 15.6% 

70 and above 11 6.9% 

Sex   

Male 42 26.3% 

Female 118 73.8% 

Religion   

Christianity 55 34.4% 

Islam 100 62.5% 

Traditional 5 3.1% 

Class   

Primary 19 11.9% 

Secondary 137 85.6% 

Tertiary 4 2.5% 



14 

 

Marital Status   

Married 124 77.5% 

Divorced 7 4.4% 

Separated 11 6.9% 

Widowed 18 11.3% 

Occupation   

Civil Servant 4 1.2% 

Private Organization 

Worker 

1 0.6% 

Business 

Owner/Artisans/Farmers 

151 94.4% 

Retiree 4 2.5% 

Monthly Income   

#5000 – #50000 90 56.3% 

#51000 - #100000 44 27.5% 

#100000 and above 26 16.3% 

  251 

Mental Health Literacy among Adolescents 252 

Less than half 77 (48.1%) of the respondents strongly agreed that a person with depression feels 253 

very miserable, more than average 89 (55.6%) strongly agreed to the statement “People with 254 

schizophrenia usually have delusions”, less than two quarters 65 (40.6%) agreed that a person with 255 

anxiety disorder may panic in situations that she/he fears, and less than one third 34 (21.3%) 256 

disagreed that one of the symptoms of depression is the loss of interest or pleasure in most things.  257 
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 258 

More than one thirds 64 (40.0%) of the respondents disagreed the statement “Mental disorders 259 

don't affect people's behaviours”, and a quarter 40 (25.0%) strongly agreed to the statement “If 260 

someone close to me had a mental disorder, I would listen to her/him without judging or 261 

criticizing”. The majority of the respondents 115 (71.9%) agreed to seek a psychologist’s help if 262 

they experienced a mental disorder, and less than one thirds 47 (29.4%) strongly agreed to the 263 

statement “If someone close to me had a mental disorder, I would encourage her/him to look for a 264 

psychologist”. The majority 112 (70.0%) and 110 (68.8%) strongly agreed that physical exercise 265 

and sleeping well contributes to contributes to good mental health respectively. 266 

 267 

The factors of adolescents’ mental health literacy scale showed that a little above average (51.0%) 268 

of the respondents had a good knowledge of mental health, 44.0% had erroneous beliefs about 269 

mental health, indicating less stigmatization, 57.0% had good first aid skills and seeking 270 

behaviours, while 58.0%, had good self-help strategies. See Table 2, Figure 1. 271 

Table 2: Mental Health Literacy among Adolescents                                 N = 160 272 

Statement Strongly 

Disagree 

N (%) 

Disagree 

N (%) 

Neither 

Agree 

nor 

Disagre

e 

N (%) 

Agree 

N (%) 

Strongly 

Agree 

N (%) 

Knowledge of Mental 

Health Problems 
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2.A person with depression 

feels very miserable 

0 (0.0%) 9 (5.6%) 12 

(7.5%) 

62 (38.8%) 77 (48.1%) 

3.People with schizophrenia 

usually have delusions (e.g., 

they may believe they are 

constantly being followed 

and observed) 

4 (2.5%) 5 (3.1%) 9 (5.6%) 53 (33.1%) 89 (55.6%) 

9.A person with anxiety 

disorder may panic in 

situations that she/he fears 

0 (0.0%) 0 (0.0%) 10 

(6.3%) 

65 (40.6%) 85 (53.1%) 

12.Alcohol use may cause 

mental disorders 

0 (0.0%) 8 (5.0%) 3 (1.9%) 35 (21.9%) 114 

(71.3%) 

16. Changes in brain 

function may lead to the 

onset of mental disorders 

0 (0.0%) 3 (1.9%) 9 (5.6%) 59 (36.9%) 89 (55.6%) 

20.One of the symptoms of 

depression is the loss of 

interest or pleasure in most 

things. 

4 (2.5%) 34 (21.3%) 11 

(6.9%) 

57 (35.6%) 54 (33.8%) 

22.The symptom's length is 

one of the important criteria 

for the diagnosis of a mental 

disorder 

4 (2.5%) 3 (1.9%) 16 

(10.0%) 

62 (38.8%) 75 (46.9%) 



17 

 

24.Drug addiction may 

cause mental disorders. 

1(0.6%) 12 (7.5%) 5 (3.1%) 41 (25.6%) 101 

(63.1%) 

25.Mental disorders affect 

people's thoughts. 

0 (0.0%) 12 (7.5%) 2 (1.3%) 47 (29.4%) 99 (61.9%) 

27.A person with 

schizophrenia may see and 

hear things that nobody else 

sees and hears. 

77 (48.1%) 73 (45.6%) 2 (1.3%) 6 (3.8%) 2 (1.3%) 

28.Highly stressful 

situations may cause mental 

disorders 

7 (4.4%) 4 (2.5%) 2 (1.3%) 40 (25.0%) 107 

(66.9%) 

Erroneous 

beliefs/Stereotypes 

          

6.Mental disorders don't 

affect people's behaviours 

34 (21.3%) 64 (40.0%) 5 (3.1%) 27 (16.9%) 30 (18.8%) 

10.People with mental 

disorders belong to low-

income families. 

40 (25.0%) 71 (44.4%) 12 

(7.5%) 

21 (13.1%) 16 (10.0%) 

11.If someone close to me 

had a mental disorder, I 

would listen to her/him 

without judging or 

criticizing 

2 (1.3%) 8 (5.0%) 4 (2.5%) 106 (66.3%) 40 (25.0%) 
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13.Mental disorders don't 

affect people's feelings. 

11 (6.9%) 17 (10.6%) 9 (5.6%) 96 (60.0%) 27 (16.9%) 

14.The sooner the mental 

disorders are identified and 

treated, the better 

1 (0.6%) 2 (1.2%) 4 (2.5%) 85 (53.1%) 68 (42.5%) 

15.Only adults have mental 

disorders 

70 (43.8%) 70 (43.8%) 1 (0.6%) 11 (6.9%) 8 (5.0%) 

21.If someone close to me 

had a mental disorder, I 

could not be of any 

assistance 

42 (26.3%) 86 (53.8%) 16 

(10.0%) 

14 (8.8%) 2 (1.3%) 

23.Depression is not a true 

mental disorder 

15 (9.4%) 70 (43.8%) 27 

(16.9%) 

36 (22.5%) 12 (7.5%) 

First Aid Skills & Help-

Seeking Behaviour 

          

4.If I had a mental disorder I 

would seek my relative's 

help 

4 (2.5%) 5 (3.1%) 3 (1.9%) 68 (42.5%) 80 (50.0%) 

5.If someone close to me had 

a mental disorder, I would 

encourage her/him to look 

for a psychologist 

6 (3.8%) 4 (2.5%) 1 (0.6%) 102 (63.7%) 47 (29.4%) 
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8.If I had a mental disorder, 

I would seek a psychologist's 

help 

4 (2.5%) 5 (3.1%) 1 (0.6%) 115 (71.9%) 35 (21.9%) 

17.If someone close to me 

had a mental disorder, I 

would encourage her/him to 

see a psychiatrist 

6 (3.8%) 5 (3.1%) 3 (1.9%) 80 (50.0%) 66 (41.3%) 

18.If I had a mental disorder 

I would seek my friends' 

help 

1 (0.6%) 9 (5.6%) 3 (1.9%) 75 (46.9%) 72 (45.0%) 

29. If I had a mental disorder 

I would seek a psychiatrist's 

help 

30 (18.8%) 26 (16.3%) 8 (5.0%) 63 (39.4%) 33 (20.6%) 

Self-Help Strategies           

1.Physical exercise 

contributes to good mental 

health 

0 (0.0%) 11 (6.9%) 6 (3.8%) 31 (19.4%) 112 

(70.0%) 

7.Sleeping well contributes 

to good mental health 

0 (0.0%) 5 (3.1%) 9 (5.6%) 36 (22.5%) 110 

(68.8%) 

19.A balanced diet 

contributes to good mental 

health 

3 (1.9%) 9 (5.6%) 5 (3.1%) 28 (17.5%) 115 

(71.9%) 
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26.Doing something 

enjoyable contributes to 

good mental health 

0 (0.0%) 0 (0.0%) 2 (1.3%) 33 (20.6%) 125 

(78.1%) 

  273 

 274 

 275 

Figure 1: Mental Health Literacy Level among Adolescents 276 

 277 

Mental Health Literacy among Parents 278 

The majority, 120 (75.0%) of parents knew that when adolescents always feel emotionally 279 

supported by their parents, they are likely to have better mental health, and 125 (78.1%) knew that 280 

parents should always support adolescents to manage their mental health problems. Less than a 281 

quarter, 30 (18.8%) and a quarter, 41 (25.6%) of the respondents never understood what is meant 282 

by mental health and mental health problems. A minimal proportion, 67 (41.9%) of respondents 283 

always knew the difference between common adolescent behaviours and signs of mental health 284 

problems. One-fourth, 40 (25.0%) always believed that they have to be a professional to help 285 
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someone experiencing a mental health emergency. A very low percentage, 51 (31.9%), always 286 

knew how to help if their children told them they were experiencing mental health problems. 287 

More than half of the respondents (53%) had poor mental health literacy, while a good mental 288 

health literacy level among parents was low (47%). See Table 3, Figure 2. 289 

 290 

Table 3: Mental Health Literacy among Parents                                N = 160 291 

Statement Never 

N (%) 

Rarely 

N (%) 

Sometimes 

N (%) 

Often 

N (%) 

Always 

N (%) 

When adolescents feel emotionally 

supported by their parents, they 

are likely to have better mental 

health 

0 (0.0%) 3 (1.9%) 10 (6.3%) 27 (16.9%) 120 (75.0%) 

Parents should support adolescents 

to manage their mental health 

problems 

1 (0.6%) 2 (1.3%) 8 (5.0%) 24 (15.0%) 125 (78.1%) 

I understand what is meant by 

mental health and mental health 

problems 

30 (18.8%) 41 (25.6%) 26 (16.3%) 18 (11.3%) 45 (28.1%) 

A mental illness is a sign of 

personal weakness* 

73 (45.6%) 16 (10.0%) 33 (20.6%) 13 (8.1%) 25 (15.6%) 

I know the difference between 

common adolescent behaviors and 

signs of mental health problems 

11 (6.9%) 33 (20.6%) 26 (16.3%) 23 (14.4%) 67 (41.9%) 



22 

 

If my adolescents had a mental 

illness, I would not tell anyone 

87 (54.4%) 7 (4.4%) 14 (8.8%) 15 (9.4%) 37 (23.1%) 

I have to be a professional to help 

someone experiencing a mental 

health emergency* 

43 (26.9%) 12 (7.5%) 36 (22.5%) 29 (18.1%) 40 (25.0%) 

If someone confides in me about 

their mental health problems, I 

would share this information with 

friends and family* 

120(75.0%) 5 (3.1%) 15 (9.4%) 7 (4.4%) 13 (8.1%) 

If my child told me she/he is 

experiencing mental health 

problems, I would know how to 

help 

10 (6.3%) 12 (7.5%) 27 (16.9%) 60 (37.5%) 51 (31.9%) 

People are born with a set of 

characteristics that do not change* 

50 (31.3%) 10 (6.3%) 20 (12.5%) 20 (12.5%) 60 (37.5%) 

Practicing gratitude can improve 

one’s mental health 

32 (20.0%) 14 (8.8%) 23 (14.4%) 30 (18.8%) 61 (38.1%) 

Punishing bad behaviors is more 

effective than encouraging and 

rewarding good behavior* 

25 (15.6%) 12 (7.5%) 38 (23.8%) 33 (20.6%) 52 (32.5%) 

  292 
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 293 

Figure 2: Mental Health Literacy Level among Parents 294 

Mental Health State of Adolescents  295 

Based on respondents’ experiences over the past month, the majority, 102 (63.7%), were happy 296 

every day; more than average, 97 (60.6%), were interested in life every day; and less than one 297 

third, 51 (31.9%), confirmed that they had never felt they had something important to contribute 298 

to society. A small proportion of respondents felt that they belonged to a community every day; 299 

half, 81 (50.6%), felt that our society is becoming a better place for all people every day; and less 300 

than half, 61 (31.1%), felt that people are basically good every day. More than half, 95 (59.4%), 301 

felt that the way our society works makes sense to them, and the majority, 99 (61.9%), felt that 302 

their lives have a sense of direction. 303 

More than half of the respondents (56.0%) were flourishing in their mental health state, 28.0% 304 

were moderate, and 16.0% were languishing. See Table 4, Figure 3. 305 

 306 

 307 
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Table 4: Mental Health and Well-Being State of Adolescents                                N = 160 309 

Mental Health and 

Well-Being Statements 

In the past one, how 

often did you feel…… 

Never Once or 

twice  

About 

once a 

week 

About 2 or 

3 times a 

week 

Almost 

every day 

Every day 

happy 0 (0.0%) 2 (1.3%) 20 (12.5%) 13 (8.1%) 23 (14.4%) 102(63.7%) 

interested in life 1 (0.6%) 10 (6.3%) 9 (5.6%) 13 (8.1%) 30 (18.8%) 97(60.6%) 

satisfied with life 2 (1.3%) 6 (3.8%) 13 (8.1%) 9 (5.6%) 33 (20.6%) 97(60.6%) 

that you had something 

important to contribute to 

society 

51 (31.9%) 7 (4.4%) 6 (3.8%) 9 (5.6%) 35 (21.9%) 52 (32.5%) 

That you belonged to a 

community (like a social 

group, your 

neighbourhood, your city) 

55 (34.4%) 6 (3.8%) 7 (4.4%) 9 (5.6%) 34 (21.3%) 49 (30.6%) 

that our society is 

becoming a better place 

for all people 

20 (12.5%) 9(5.6%) 7 (4.4%) 12 (7.5%) 31 (19.4%) 81(50.6%) 

that people are basically 

good 

19 (11.9%) 10(6.3%) 9 (5.6%) 29 (18.1%) 32 (20.0%) 61 (38.1%) 
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that the way our society 

works makes sense to you 

12 (7.5%) 5 (3.1%) 9 (5.6%) 12 (7.5%) 27 (16.9%) 95 (59.4%) 

that you liked most parts 

of your personality 

3 (1.9%) 1 (0.6%) 5 (3.1%) 16 (10.0%) 28 (17.5%) 107(66.9%) 

good at managing the 

responsibilities of your 

daily life 

4 (2.5%) 4 (2.5%) 10 (6.3%) 12 (7.5%) 33 (20.6%) 97 (60.6%) 

that you had warm and 

trusting relationships with 

others 

6 (3.8%) 2 (1.3%) 12 (7.5%) 10 (6.3%) 45 (28.1%) 85 (53.1%) 

that you had experiences 

that challenged you to 

grow and become a better 

person 

0 (0.0%) 3(1.9%) 8 (5.0%) 7 (4.4%) 26 (16.3%) 116(72.5%) 

confident to think or 

express your own ideas 

and opinions 

2 (1.3%) 5 (3.1%) 11 (6.9%) 22 (13.8%) 32 (20.0%) 88 (55.0%) 

that your life has a sense 

of direction or meaning to 

it 

3 (1.9%) 4 (2.5%) 4 (2.5%) 15 (9.4%) 35 (21.9%) 99 (61.9%) 

 310 

 311 
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 312 

 313 

Figure 3: Mental Health and Well-Being Status among Adolescents 314 

 315 

Predictors of Mental Health and Well-Being Status of Adolescents 316 

The table below shows a moderate, borderline, to high significant positive association between 317 

factors such as age AOR = 3.31 (95% CI = 1.61–6.79, p <0.001), Knowledge of mental health 318 

AOR = 2.16 (95% CI = 0.99–4.71, p = 0.054), knowledge of first aid and help-seeking behaviours 319 

among adolescents AOR = 5.80 (95% CI = 2.55–13.17, p < 0.001), knowledge of self-help 320 

strategies AOR = 2.51 (95% CI= 1.17–5.41, p <0.019) and the mental health status of adolescents. 321 

The mental health literacy among parents and erroneous beliefs among adolescents were 322 

insignificant (p >0.05).  See Table 5a and 5b for details 323 

 324 

Table 5a: Multivariate Ordinal Logistic Regression Analysis of Predictors of Mental 325 

Health and Well-Being Status of Adolescents 326 
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Age 1.197 0.366 3.31 1.61 – 6.79 <0.001* 

Monthly income -0.407 0.369 0.67 0.32 – 1.37 0.270 

Knowledge of Mental Health 0.769 0.399 2.16 0.99 – 4.771 0.054* 

Erroneous beliefs/ 

Misconceptions 

0.049 0.369 1.05 0.51 – 2.17 0.893 

Knowledge of First-Aid and 

Help-seeking Behaviours 

1.758 0.418 5.80 2.55 – 13.17 <0.001* 

Knowledge of Self-Help 

Strategies 

0.921 0.391 2.51 1.17 – 5.41 0.019* 

Parent’s mental health literacy 

level 

0.337 0.365 1.40 0.69 – 2.87 0.35 

 327 

Table 5b: Model Summary of the Multivariate Ordinal Logistics Regression Analysis 328 

  329 

 330 

 331 

 332 

 333 

 334 

 335 

 336 

DISCUSSION AND IMPLICATIONS 337 

Statistical Analysis Values 

Likelihood Ratio 70.895 

P-value <0.001 

Goodness-of-fit Pearson P-value 0.332 

Goodness-of-fit Deviance 0.750 

Nagelkerke R2 0.418 

P-value for Test of Parallel Lines 0.432 
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This study examined several predictors of adolescents’ mental health status. It revealed that a range 338 

of factors, from socio-demographic characteristics to mental health literacy, influenced 339 

adolescents’ mental health. Findings from this study highlighted age and class as significant 340 

predictors of adolescents’ mental health status, with linear relationships observed across all age 341 

and class categories. The likelihood of contributions to adolescents’ mental health status was 342 

constant across all age ranges and classes. These findings are not consistent with other studies, 343 

which found an association between age and mental health outcomes among adolescents to be non-344 

linear, with adolescents aged 15-17 years, or those in secondary school alone, having a higher odds 345 

ratio [15,8,20-21]. Our findings imply that adolescents, regardless of their age, encounter 346 

challenges that impair their mental health outcomes. However, despite the significant effect of age 347 

on mental health outcomes, it should be noted that age still interacts with other factors, such as 348 

mental health literacy. 349 

Of the four dimensions of mental health literacy among adolescents, only three showed a 350 

significant association with adolescents' mental health outcomes. The knowledge of mental health 351 

is twice as likely, knowledge of first aid and help-seeking behaviours among adolescents is six 352 

times more likely, and knowledge of self-help strategies is twice as likely to contribute to 353 

adolescents’ mental health outcomes. These findings align with those from a few studies in which 354 

adolescents’ mental health outcomes were associated with their mental health literacy level [22-355 

24]. Misconceptions among adolescents and the mental health literacy among parents were 356 

insignificant. 357 

Furthermore, this study revealed that most respondents were experiencing flourishing mental 358 

health and well-being. Less than half were moderate and languishing in their mental health and 359 

well-being. These findings contradict a study conducted in Osun State among adolescents, where 360 
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less than half of the respondents were flourishing, more than half were in moderate mental health, 361 

and a very small proportion were languishing in their mental health and well-being [14]. A study 362 

reported findings nearly like ours among late adolescents, where most respondents were 363 

flourishing, a quarter were languishing, and were in moderate mental health and well-being [25]. 364 

 365 

The mental health status of adolescents in this study could be linked to their socio-demographics, 366 

mental health first aid skills, and help-seeking behaviour. Findings indicate a significant 367 

association between the mental health state of adolescents and their mental health literacy level, 368 

which is not peculiar to this study. Evidence from previous studies has pinpointed mental health 369 

literacy as a significant determinant of mental health outcomes among adolescents [26-27]. This 370 

evidence suggests that the level of mental health literacy of adolescents is directly proportional to 371 

mental health and well-being outcomes. 372 

  373 

This study revealed the significance of mental health literacy among adolescents, considering its 374 

influence on their mental health outcomes. The mental health literacy of adolescents in this study 375 

was assessed across four dimensions/factors. The four dimensions measured knowledge of mental 376 

health, erroneous beliefs/misconceptions, knowledge of first aid and help-seeking strategies, and 377 

knowledge of self-help strategies. 378 

  379 

Findings on mental health literacy among adolescents revealed that more than half had good 380 

knowledge of what mental health and mental health problems are. This contradicts findings from 381 

another study among adolescents in Nigeria, where knowledge of a mental health problem was 382 

abysmally low [24]. Although the study focused only on mental health literacy of depression, 383 
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depression is a common mental health problem that is generally assessed in mental health literacy 384 

globally, and the symptoms were also assessed in this study. Only a few studies have focused on 385 

mental health literacy assessment in Nigeria, and these studies present limited data. 386 

  387 

Misconceptions and erroneous beliefs regarding mental health among adolescents is a strong factor 388 

that birthed stigmatization, delay or hinder seeking help, and negatively influence general mental 389 

health and well-being outcomes. The misconception/erroneous belief factor in this study was 390 

below average, suggesting limited misconceptions about mental health among adolescents. This is 391 

dissimilar to the findings from another study in Ondo State, Nigeria, where most adolescents 392 

displayed a high stigmatization towards people experiencing mental health problems [28]. 393 

The significant influence of stigmatization on adolescents’ mental health and well-being is 394 

reflected in their attitudes and help-seeking behaviours towards the situation, either about 395 

themselves or in the people around them. Our findings agree with another study conducted in 396 

Enugu State, where erroneous beliefs and attitudes towards mental health problems among young 397 

adults were less than half [29]. These findings indicate that mental health awareness has progressed 398 

in the country, leading to reduced stigmatization rates of mental health problems among 399 

adolescents. 400 

  401 

The level of knowledge of first aid skills and help-seeking behaviours among many adolescents 402 

was quite impressive, indicating willingness and intention to seek help when problems are 403 

looming. Contrary to the findings from a study in Nsukka among in-school adolescents, the 404 

adolescents were indifferent in their attitudes towards seeking help for depression and anxiety. The 405 

study further revealed moderate to severe symptoms of depression and anxiety among the 406 
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adolescents [30]. The implication of this finding is reflected in the possibility of a high prevalence 407 

of mental health problems, as shown in the study the same study in Nsukka [30]. In other words, 408 

there is a tendency for aggravation of mental health conditions if help is not sought early to detect 409 

and tackle the problems. 410 

  411 

Many of our respondents knew self-help strategies. This finding highlights the ability of 412 

adolescents in the regions to utilize coping strategies that enhance the prevention of mental health 413 

problems. Studies and reviews in Africa, particularly Nigeria, have shown that self-help strategies 414 

promote positive mental health practices, reduce stress, reduce emotional distress, and ultimately 415 

promote the mental health and well-being outcomes among adolescents [15,31-32]. One of these 416 

studies revealed a high prevalence of anxiety and depression among adolescents who lack self-417 

help strategies or coping skills [31]. 418 

  419 

Assessing the mental health literacy among adolescents from the four dimensions provides an in-420 

depth and all-encompassing evaluation that allows researchers to view the knowledge of mental 421 

health from different perspectives, with a total understanding of where necessary prompt attentions 422 

are needed for each adolescent. 423 

  424 

Research across different regions in Africa indicates a low mental health literacy level among 425 

parents of adolescents, which is in agreement with the findings from this study [33-35]. The 426 

findings here also show a low level of mental health literacy among parents, which could be as a 427 

result of cultural beliefs, information gaps, access to mental health help services, societal values, 428 

and spiritual opinions. The low mental health literacy level among parents could impair the mental 429 
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health and well-being of their adolescents through diverse ways, such as delayed screening, 430 

diagnosis and treatment, negative attitudes and help-seeking behaviours, and mental health 431 

practices [36]. 432 

  433 

The study explored baseline data from an intervention study to assess mental health literacy among 434 

parents and adolescents and to determine the mental health and well-being of adolescents in two 435 

LGAs. The mean age in this study was 14.5 years. The study found that adolescents aged 15-17 436 

years were more than other age groups, which aligns with age disparities observed in another study, 437 

where adolescents in the same age group outnumbered others [37]. Previous studies have 438 

established a correlation between the onset of mental health problems and adolescents’ age. This 439 

finding buttresses the vulnerability to the onset of mental health problems in adolescence [38-40]. 440 

There were more female adolescent respondents than male respondents in this study, and the 441 

majority were in secondary school. These findings align with gender and class differences 442 

observed in another study among students in Sub-Saharan Africa, where female adolescents 443 

reported more mental health problems [39]. 444 

  445 

Several studies across regions have reported varying results on the influence of the socio-economic 446 

status of parents on adolescents’ mental health and well-being, emphasizing that low parental 447 

average monthly income and educational level, including marital status, impair adolescents’ 448 

mental health [41-43]. This is closely related to the findings from this study, although the only 449 

statistically significant association was between adolescents’ mental health status and the marital 450 

status of parents. Taking a cue from the previous studies cited above, marital status is an important 451 



33 

 

variable in family structure that influences the mental health outcomes (anxiety, depression, and 452 

social risk behaviours) of adolescents, with the accompaniment of other mediating factors. 453 

  454 

Generally, this study revealed that adolescents’ mental health outcomes are influenced mostly by 455 

combined internal (their socio-demographics) and external factors (their mental health literacy). 456 

The predictions showed a weak to high statistically significant association, indicating that a single 457 

factor is not enough to influence adolescents’ mental health and well-being status, but rather a 458 

combination of factors. 459 

Limitations 460 

Although the study explored the predictors of mental health and well-being status among 461 

adolescents, causal relationships were not established, subject to the study design. Further research 462 

in this area is needed to identify and establish causal relationships. Although the study explored 463 

the predictors of mental health and well-being status among adolescents, causal relationships were 464 

not established, subject to the study design. Further research in this area is needed to identify and 465 

establish causal relationships. Additionally, some predictors were found to have wide confidence 466 

intervals even after the mental health and well-being scale was dichotomized into poor mental 467 

health and well-being status and good mental health and well-being status, though significantly 468 

associated with the mental health status of adolescents; any further re-categorization can 469 

jeopardize the result outcome. This could be as a result of the main study design (quasi-470 

experimental) leading to a sparse data in some areas. Such predictor therefore shows a higher 471 

uncertainty level of the exact effect size of the predictors on the mental health status of adolescents. 472 

Conclusion 473 
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This study showed that the adolescents’ mental health and well-being status is influenced by 474 

several factors ranging from their socio-demographics to the mental health literacy level of their 475 

parents. The predictions showed a weak to moderate statistically significant association, indicating 476 

that a single factor is not sufficient to influence adolescents’ mental health and well-being. 477 

Adolescents’ mental health outcomes are influenced mostly by combined internal and external 478 

factors. 479 

Recommendations 480 

The mental health and well-being status of adolescents in Ibadan North West and Ogbomoso North 481 

Local Government Area in Oyo State indicates a need for mental health interventions that will 482 

incorporate both parents and adolescents in the community. Up to 16% of adolescents were still 483 

languishing in their mental health and well-being status. Government and non-governmental 484 

agencies should shift their focus to a more culture-based environment, where factors influencing 485 

mental health status would be tackled. More interventions on mental health literacy should be 486 

conducted at the community level, involving parents and adolescents. Furthermore, mental health 487 

education, screening, and services should be incorporated into the school-based programmes, and 488 

also adapted into the community environments so that out-of-school adolescents and parents can 489 

benefit from the programmes. 490 
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