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Objective: To report on the mental health status of adolescents and youth in relation to the COVID-19 pandemic in Nairobi County, Kenya.

Methodology: This was a mixed-methods study with cross-sectional quantitative and qualitative components conducted in Nairobi County, Kenya from August to September 2020. The quantitative survey involved phone interviews of n = 1,217 adolescents and youth. Qualitative components included virtual focus group discussions (FGDs) with adolescents and youth (n = 64 unmarried youths aged 16–25 years, across 8 FGDs) and youth-serving stakeholders (n = 34, across 4 FGDs), key informant interviews (n = 12 higher-level stakeholders from Ministries of Health, Gender, and Education), and in-depth interviews with youth (n = 20) so as to examine the COVID-19 impact on mental health.

Results: Among the participants, 26.6% of young men and 30.0% of young women reported probable depressive symptoms, of whom 37.7% of young men and 38.9% of young women reported little interest or pleasure in doing various activities. Hopelessness and feeling down nearly every day was additionally reported by 10.7% of young women and 6.3% of young men. Further, about 8.8% of young men and 7.6% of young women reported they could not get the emotional help and support they may need from people in their life. Multivariable regression results showed an association between depressive symptoms and reduced working hours due to COVID-19 and increased intimate partner violence. Additionally, the results show that respondents with higher emotional help and support were less likely to report depressive symptoms. Qualitative results confirm the quantitative findings and exemplify the negative behavior arising from the impact of adherence to COVID-19 prevention measures.

Conclusion: Mental health issues were common among adolescents and youth and may have been augmented by isolation and economic hardships brought about by COVID-19 restrictions. There is a need for concerted efforts to support adolescents and young people to meet their mental health needs, while considering the unique variations by gender. There is need to urgently strengthen the mental health system in Kenya, including via integrating psychosocial support services in communities, schools, and healthcare services, to ensure adolescents and young persons are not left behind.

Keywords
 adolescents; COVID-19; depression; Kenya; mental health; mixed method; PHQ-2; youth


Introduction

Mental health is defined as “a state of well-being in which every individual realizes his or her own potential, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to her or his community” (1). In 2018, it was estimated that about 10.7% of the global population, or 792 million people worldwide, were living with a mental or behavioral disorder; 264 million, or 3.4% (2–6%), suffered from depression (2). Mental health disorders are the leading cause of years lived with disability (YLDs) (3, 4), accounting for one in every six YLDs globally (3, 4). Mental health disorders present in both sexes, all age groups, and across all regions of the world (4).

Adolescents are a high priority group for assessing and treating mental health disorders given age at onset and impact on health trajectories. It is estimated that about half of all mental health disorders in adulthood start by age 14 (5). Approximately 14% of the world’s adolescents aged 10–19 years live with a mental health disorder (4), and such disorders are a leading cause of disability in young people globally (4, 6, 7). In 2021, it was estimated that one in seven (14%) 10–19-year-olds experienced a mental health condition, most of which are unrecognized and untreated. Adolescents with mental health conditions are particularly vulnerable to social exclusion, discrimination, stigma, educational difficulties, risk-taking behaviors, physical ill-health, and human rights violations (4).

Following a life course framework, adolescents’ mental health impacts their subsequent mental health and general health as adults. Mental health conditions can have a substantial effect on all areas of life, including school or work performance, relationships with family and friends, and ability to participate in the community (4). Mental health conditions among adolescents can have long lasting negative impacts not only at the personal level, but at the national level in terms of treatment and lost productivity (8). Two of the most common mental health conditions, depression and anxiety, cost the global economy US$ 1 trillion each year (4). Despite these figures, the global median of government health expenditure that goes to mental health is less than 2% (4).

On top of the existing burden of mental health conditions globally, mental health status is likely to be impacted negatively by COVID-19 pandemic, as has been shown in previous pandemics and epidemics (9, 10). The advent of the COVID-19 pandemic brought untold disruptions in health and education, confinement to homes, social isolation, and economic meltdown at the individual, community and national levels (10). Epidemics accentuate or create new stressors, including fear and worry for self or loved ones, constraints on physical movement and social activities due to quarantine, and sudden and radical lifestyle changes (3). Recent reviews of outbreaks and pandemics have found that stressors, such as infection fears, frustration, boredom, inadequate supplies, inadequate information, financial loss, and stigma led to some form of mental health challenges (9, 10).

There are studies showing the impact of COVID-19 on children’s, adolescents’, and youths’ mental health status. These studies have shown that compliance with COVID-19 restrictions and social isolation were significant challenges for children and adolescents, in turn causing stress that can lead to mental health problems (14–17). The 2021 study among children and adolescents in Canada reported that stress from social isolation, from both the cancellation of important events, such as graduation ceremonies, school trips, vacations, and the loss of in-person social interactions, was strongly associated with deterioration in mental health across all domains (14). Another study during the onset of COVID-19 in Shaanxi Province, China among children and adolescents found that 32% had irritability and 28% showed worry (18). A study measuring the immediate psychological effects of the COVID-19 quarantine among children and adolescents 3–18 years in Spain and Italy reported the most frequent symptoms were difficulty concentrating, boredom, irritability, nervousness and worry (19). Further, the study by Son et al. among college students in USA found 71% of students reported increased stress and anxiety due to the COVID-19 outbreak (20) and Novotny et al. showed that the prevalence of moderate to high stress and depressive symptoms increased 1.4- and 5.5-fold, respectively, during the COVID-19 lockdown (21).

Prior to the onset of the COVID-19 pandemic mental health services were sparse in low- and middle-income countries (LMICs), such as Kenya. Moreover, the burden of mental health for adolescents was unclear given the lack of national data on this topic. COVID-19’s potential to accentuate or trigger mental health challenges in countries where mental health services are not optimal, like in sub-Saharan Africa, has raised concern. Most studies examining mental health stressors related to COVID-19 are from developed countries or the earliest hotspots in China (22). While there is widespread acknowledgment of the possible impacts of COVID-19 on mental health, there is lack of appropriate data among adolescents and youth in Kenya or similar contexts. In Kenya, between 13th March and 31st July 2020, new guidance was created to address mental health during the pandemic, including The National Readiness and Early Response Plan to Mental Health Education and the National Disaster Response Plan (23). While the mental health of adolescents are addressed in some of these national priorities, not all aspects of mental health were covered, and implementation was a challenge due to the poorly resourced mental health system (23). In this paper, we report mental health status of adolescents and youth in relation to COVID-19 pandemic in Nairobi County, Kenya.



Materials and methods


Study design and population

This was a cross-sectional secondary analysis of mixed-methods (quantitative and qualitative) data collected in Nairobi County, Kenya from August to September 2020. The parent study, the Nairobi Youth Respondent Driven Sampling Survey (YRDSS), is an ongoing cohort study of adolescents and young adults in Nairobi, Kenya. The parent study aimed to examine youth contraceptive behaviors; at the onset of the COVID-19 pandemic, additional aims were added to understand gendered impacts of the pandemic on youth health and safety. The YRDSS uses respondent-driven sampling (RDS), a sampling method designed to recruit harder-to-reach populations, such as urban youth. RDS is a chain-based recruitment method that begins with purposefully selected seeds, followed by monitored peer-to-peer coupon distribution (24). At baseline (conducted June–August 2019), youth were eligible for cohort participation if aged 15–24, unmarried, and residing in Nairobi County for at least 1 year prior to the baseline survey. During the baseline survey, participants consented to be re-contacted and provided a contact phone number. Further methodological details can be found elsewhere (25, 26).

The 2020 quantitative component was a phone-based follow-up interview of adolescents and youth who participated in the baseline YRDSS. The follow-up (2020) quantitative survey was conducted by trained resident enumerators (REs) in two interview sessions to minimize the time burden on participants. The mental health and social support questions come from the second interview session; there was minimal attrition between the two sessions.

The qualitative component included virtual focus group discussions (FGDs) with youth aged 15–24 years and stakeholders from youth-serving community-based organizations (CBOs), key informant interviews with health care officials and other government officers managing/providing adolescent and youth sexual and reproductive health (SRH) services, and in-depth interviews (IDIs) among a subset of follow-up study participants (adolescents and young adults).



Quantitative measures


Dependent variable: mental health status

The Patient Health Questionnaire-2 (PHQ-2) (27, 28), a pre-screening tool which has been validated in sub-Saharan Africa (29), including Kenya (30), was used to assess presence of depressive symptoms. It consists of the first two items of the PHQ-9 (which assess the frequency of depressed mood and anhedonia). It can be used as a first step to identify patients for evaluation with the full PHQ-9 (31). Specifically, participants were asked about having little interest or pleasure in doing things and feeling down, depressed, or hopeless in the past 2 weeks with 4-response Likert scale, 0-Not at all; 1-Several days; 2-More than half the days and 3-Nearly every day. PHQ-2 score of > = 3 cut-off was used for presence or absence of mental health problems (28).



Independent variables


Social support scale

Participants were asked four questions about social support that young people could access if need be. We asked about three kinds of support systems, based on the brief version of the Medical Outcomes Study Social Support Survey (32): (i) There is someone in my life I can share my joys and sorrows with, (ii) I have someone to count on when things go wrong, and (iii) I can get the emotional help and support I need from people in my life. The responses were: 0-No response, 1-Strongly disagree, 2-Disagree, 3-Neither agree nor disagree, 4-Agree and 5-Strongly agree. The mean score (sum of all three items, then divided by 3) was computed as the index for social support. An additional question “Who are the people you rely on most for emotional help and support?” was used to capture the persons the adolescents would rely on.



Scale of pandemic-related difficulties

Decisional autonomy was assessed using best practices (33); using a six-point Likert scale: 0-No response 1-None; 2-Very little; 3-Some; 4-Fair amount and 5-Full control. For young women, past-year experience of intimate partner violence and non-partner sexual violence were assessed via best practices for violence research.



Financial and schooling situation

Using measures developed specifically for the COVID-19 pandemic, participants were asked whether there were changes in their: (i) usual work, (ii) income generation activities and (iii) usual school activities since the advent of COVID-19 pandemic. Inability to meet basic needs since COVID-19 restriction was assessed via 4-response Likert scale dichotomized as 1 = Not very able/Not able at all and 0 = Very able/Somewhat able.



Demographic variables

Participants reported on age, sex, highest level of education attended, marital status, household wealth, living situation, and main activity before COVID-19 and their sub-county of residence.





Qualitative component participants

The qualitative component consisted of FGDs with youth (n = 64 unmarried youths aged 16–25 years, across 8 FGDs); FGDs with youth-serving stakeholders (n = 34, across 4 FGDs); key informant interviews (n = 12 comprising higher-level stakeholders from Ministries of Health, Gender, and Education); and in-depth interviews with adolescent and youth cohort participants (n = 20). Youth participants’ recruitment was facilitated by CBO leaders. Coordinators working with the youths and stakeholders were identified via community-partnered recruitment through the assistance of local youth organizations. Using a semi-structured guide, the discussion topics included: risk perception, preventive behavior, contraceptive access and needs, household dynamics, income and educational impact, and safety concerns. Discussions were audio-recorded, transcribed verbatim, and translated to English language for inductive and deductive thematic analysis.



Quantitative data analysis

Descriptive statistics (frequencies and percentages) were used to summarize the quantitative data. Following descriptive statistics, bivariate logistic regression assessed the association between the outcome (the mental health status) and each independent variable of interest. Any analysis showing a p-value <0.05 moved the variable into a multivariable logistic regression model with 95% Confidence Intervals to determine the multivariate effects of COVID-19-related factors on depressive and anxiety symptoms. Data are weighted to account for the RDS design, post-estimation adjustment based on 2014 KDHS population data (age, sex, education levels), and adjustment for loss to follow-up from the 2019 YRDS Survey. Analyses were conducted using Stata Statistical Software Release 15.



Qualitative data analysis

For qualitative data analysis, a codebook was deductively developed from the interview and focus group discussion guides— triangulating key topics of interest around sexual activity and relationships; contraceptive dynamics; COVID-related risks and perceptions; and COVID impacts on social support, mental health, safety, time use, economic activities, and autonomy. Dual coding was conducted with transcripts from each qualitative activity to establish intercoder reliability and validate the codebook. Once coding agreement was reached, analysts independently coded the remaining transcripts. Through an iterative process, the analysis team applied the codebook to the qualitative data, identified and discussed emergent themes, and inductively developed new codes based on these themes. Atlas.ti software aided management and organization of analysis.



Ethical consideration

The protocol was reviewed and approved by the Johns Hopkins Bloomberg School of Public Health Institutional Review Board and Kenyatta National Hospital-University of Nairobi Ethics Research Committee (REF: KNH-ERC/A/182). Interviews were conducted after verbal consent/assent was obtained. Waiver of parental/guardian was obtained for minors. The right of individuals not to participate in the study was also respected.




Results


Survey sample characteristics

A total of 1,293 adolescents and youth who had consented to be re-contacted and provided a phone number at baseline were approached for participation, of whom 1,217 (94.1%) consented to participate and completed the survey (Figure 1). Of the 1,217 adolescents and young people who participated in the cross-sectional survey, 59.1% were females. The majority of the participants were not married (90.6%), had a secondary education (55.2%), and were living with others (76.6%). Approximately 13.5% of the participants were from the upper half of the wealth ladder and 37.6% were students. They spent more time at home since COVID-19 restrictions (84.9%) and were concerned or very concerned about getting infected with COVID-19 (90.8%). Among the participants who reported living with others, 76.6% reported that the household members spent more time at home since COVID-19 restrictions (Table 1).

[image: Figure 1]

FIGURE 1
 Quantitative component study participant flowchart.




TABLE 1 Background characteristics of respondents.
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Mental health status and covariates

Table 2 presents the frequency of core depressive symptoms over the past 2 weeks preceding the survey, as well as social support, decision-making autonomy, intimate partner/sexual violence, and financial situation indicators. Approximately 23.3% of adolescents and youths presented depressive symptoms (21.8% males and 24.3% females). Among young men, 51.2 and 43.0%, respectively, reported having little interest or pleasure in doing things or feeling down, depressed, or hopeless within the past 2 weeks. Among young women, 55.4% had little interest or pleasure in doing things while 54.3% reported feeling down, depressed, or hopeless in the past 2 weeks. About 85% of the young people either agreed or strongly agreed that they could access social support if need be. With regards to decision-making autonomy, almost half (45.4%) of young people reported to have full control over decisions about leaving the house to go into the community, 55.8% reported full control over decisions about seeking health care, while over a third (42.4%) reported having full control over decisions about how to spend money they had earned. About 13% of the young women reported that an intimate partner had violated them physically at least once in the last 12 months; approximately 9% reported being forced to have had sex with a partner and 4% forced to have sex with a non-partner. Six in every 10 young people reported increased changes in their household responsibilities since COVID-19 restrictions.



TABLE 2 Depressive symptoms, and covariates by gender.
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Bivariate and multivariable analysis

Associations between mental health status (depressive disorder) and background characteristics are shown in Table 3. The main activity of the respondents before COVID-19 was significantly related to depressive symptoms, with those who were working in the formal economy displaying odds of having depressive symptoms compared to students (OR = 2.20; 95% CI: 1.20, 4.03). The odds of having depressive symptoms among those who had someone in their life whom they could share their joys and sorrows with was about 70% lower than those who did not have someone (OR = 0.30; 95% CI: 0.17, 0.52). Similarly, those who had someone to count on when things went wrong and those who get the emotional help and support they may need from people in their life had significantly decreased odds of having depressive symptoms. Respondents with full control over decisions about who they associate with outside of their household had significantly higher odds of having depressive symptoms as compared to those who had no or some control (OR = 1.60; 95% CI: 1.05, 2.44). Respondents who were not very or not at all able to meet their basic needs since the COVID-19 restrictions had higher odds of having depressive symptoms compared to those who were somewhat or very able (OR = 1.85; 95% CI: 1.02, 3.37). Respondents who worked reduced hours since start of COVID restrictions as well as those who had gone without meals/reduced means since start of COVID restrictions were more than two times likely to have depressive symptoms [(OR = 2.45; 95% CI: 1.32, 4.56) and (OR = 2.77; 95% CI: 1.40, 5.49) respectively]. With regards to gender-based violence, young women who had a past-year experience of physical intimate partner violence had significantly higher odds of having depressive symptoms compared to those who had never been violated (OR = 1.96; 95% CI: 1.77, 8.87).



TABLE 3 Bivariate and Multivariable analysis.
[image: Table3]

From the results of the multivariable analysis, the factors that were significantly associated with having depressive symptoms among all young people included: main activity before COVID-19, social support, having worked reduced hours since start of COVID restrictions and having gone without meals/reduced means since start of COVID restrictions. Control over decisions about who to associate with outside of the household had borderline significance. Respondents who worked reduced hours since start of COVID restrictions (aOR = 2.03; 95% CI: 1.25, 3.28), those who reported having full control over decisions about who they associate with outside of their household (aOR = 1.52; 95% CI: 1.00, 2.33) as well as those who reported having gone without meals/reduced means since start of COVID restrictions (aOR = 1.90; 95% CI: 1.13, 3.20) had significantly higher odds of having depressive symptoms (p < 0.05). Young women who, in the past 12 months, had a partner ever pushed them, thrown something at them that could hurt them, punched, or slapped them (aOR = 3.44; 95% CI: 1.64, 7.21) had significantly higher odds of having depressive symptoms (p < 0.05). On the other hand, respondents who reported that they can get the emotional help and support they may need from people in their life had significantly reduced odds of having depressive symptoms (aOR = 0.29; 95% CI: 0.18, 0.47).



Qualitative findings

Several themes surrounding mental health during the onset of the COVID-19 pandemic emerged from the data generated from young men, women, key informants, and stakeholders including: types of mental health problems; contributing factors to mental health problems; and unmet needs for mental health services. Contributing factors to mental health problems comprised loss of work either formal or informal; social isolation; stress over loss of income; and idleness leading to negative behaviors.



Types of mental health problems


Depression and anxiety

Young men and women alike reported adverse mental health experiences as a result of financial and social hardships related to the COVID-19 pandemic. Feelings of depression and stress among youth were attributed to job loss and financial constraints (compounded by subsequent idleness in the home) due to COVID-19.


I think due to this lack of job opportunities and the way people have lost their jobs, man it has led to depression. You are there and there are people who want to eat, I mean they depend on you … I think most of the people are getting depressed… I mean till you are losing it, you are really losing it you don’t know what you will do. – 17-year-old female FGD participant

I mean till you are losing it, you are really losing it, you don’t know what you will do, there is no job. Right now, it is very rare to get job opportunity. There isn’t because everybody is like crying Covid, Covid so I think depression mostly.” – 19-year-old female FGD participant

You could find people now becoming stressed, there is a lot of depression because they are social beings so when there is no mingling, people not meeting you are just at home, you are idle, so they became depressed. The relationships were severely affected due to not been able to meet. - Female Governmental SRH expert
 




Contributing factors to mental health problems


Loss of work and income

Loss of work, either formal or informal was seen to be associated with several negative consequences, such as loss of hope, increased peer pressure, and substance abuse as aptly described in the following quotes.


So, you find people like those were used to sell things in the locality, they close such work because it is not bringing much money. Then there it requires they go to…they look for something else and right now you boys there is that phrase they fear…that phrase peer pressure, you find other boys encouraging you to join things like stealing, you use drugs, so you find your life changes, it changes suddenly because of whatever…because of peer pressure in this second of Corona. - 18-year-old male FGD participant

Aaa, you may find even that in some families both the breadwinners have lost their jobs, so it is really difficult for them to go on to push on during this tough moment and plus and as it is going you do not see like Covid- 19 is coming to an end because numbers they rise every day. You see, there is no hope people are really suffering a lot things have change and seems there is no way they are going to get out this but I will just hope for the best, you know. – 15-year-old male FGD participant

Yeah. Another experience has been stress. Aah, stress caused by lack of money…Stress, caused by idleness…Aah, hopelessness” Aaah (Thinking) most of them of course if you have no money so you get into depression some of them have gone into starting small businesses using their skills to come up with something to bring food on the table. I mean mental health, everybody complained about mental health, the lockdown people don’t want to stay indoors, you have lost your job, maybe you are married and you are there at home, you are not providing for family. So, there is also the aspect of the mental health issues that maybe were not as much as they are right now. – Female governmental gender expert
 

A stakeholder further observed that mental health challenges may be due to youth seeing how their parents are struggling to make ends meet.


So, and also at household level, you know that many have seen the way their parents are struggling now to make eeh to make ends meet. And that of course is equally giving them a lot of mental health challenges. – Male youth family planning officer
 



Idle time and its consequences

Throughout interviews, idle time and how the youth and adolescents were coping with such idle time were mentioned as challenges. Specifically, young people were not prepared on how to use the extra time they had and sometimes idle time was spent by engaging in activities such drug use or joining groups that model poor behaviors.


Without money by the way we can’t make because anyway we need something that will us on moving you find at the moment so many youths are idle right now there is nothing so many youths we are engaging with drugs things like such bad things, you see? – 20-year-old male FGD participant

Okay because we don’t have any much of responsibilities both in the house or both in the academic sector, because the only thing we have is whatever, our own revision, revision and whatever, and homework we were given in school so you find that boys engaging in like taking drugs, you see, bad company and stuff. So that’s really mostly affecting boys, because you find that the boys are idle they are in the house may be he has finished house chore instructions he has decided let me go take a walk outside, let me go see things and stuff then he meets with some bad boys then he ends up, you know falling into bad behaviors, immoral activities, taking drugs, and it will trickle down up to. – 15-year- old male FGD participant
 

A key informant corroborated youth narratives, stating because of the idle time, individuals may engage in criminal activities and substance abuse, thereby increasing insecurity in the community.



Social isolation

Being restricted to homes and lack of social gatherings also caused challenges for adolescents and youth. They described lost opportunities to socialize and spend time with their partners, as well as the breakdown of relationships and lack of safe places as summarized in the following quotes.


Aaa, what I can say on how this pandemic has affected our relationship eh, you find that you cannot be able to see members of your family may be people are not living […] it has really affected all of us our way of life. – 17-year-old male FGD participant

First I have, I’ve missed some of my friends, that’s one. Aah then also, then also keeping away people that, that you love, you know. It’s not; it’s not easy so that one is also a barrier to me. …Aah for the last two months, I was not that able much because I was mostly using the social media, yeah. And you know the expenses of social media so that could not allow me to always contact them regularly. 24-year-old male IDI participant

Stressors, also being together with my friends. You know right now you cannot stay at one place because of social distancing. – 23-year-old male IDI participant

Look at now the young people most of them they like that ah, mm, social with their friends, with their peers, so they are now able to go then they are being restricted to stay at home or even if they go, there is no social gathering. So that case, they are not even able to ah, mm…talk freely; that safe space for them, there is no safe space for the young people, be it at home it be it outside. – 35-40-year-old male youth advocate
 



Other stressors

Adolescents and youth expressed concerns about the disruption of future plans caused by COVID-19.


There are disappointments among the youth…because people had disappointments because…Most people had other plans maybe some they will go to campus. Or they will do that, now people are disappointed, they lost hope they engage in inaudible. Covid 19 has also affected the mental health of many many many of us. Because most people lost their jobs. Others had their plans and their plans had, bumped on a rock. So they don’t even know what to do. So, mental health has really really gone. – 17-year-old female FGD participant

Yes you find someone is distressed. You get someone is having pressure as in they were expecting good news come 2020. They had set targets then they just raise up and realize that everything has bounced that is you just remain there. You are stranded you cannot do anything you are under somebody. – 19-year-old male IDI participant
 




Unmet need for mental health services

Young people, as well as key informants and stakeholders, reported that there are mental health challenges (i.e., psychological challenges or stress), noting that the “greatest need at the time of the survey” was psychological support. It was suggested that family members require counseling on how to cope with the challenges emanating or associated with COVID-19.


Yes. At the moment the greatest need according to me for youth now is psychological support. At the moment the way conditions are now considering COVID-19. The way status of the family is, you see how status has been, the way poverty has started to reign in the family lets just say family status has changed. So, they see as if there is no other solutions on the problems they have now. So right now they need counseling. How they will handle these stress they have at the moment, they see in the family mother is not providing, father is not providing. So, they just need support just to be counseled. – 17-year-old male FGD participant

And of course, now depression has come in…Because their parents, their guardians, their bread winners, there is a lot of mental health issues moving on and it is becoming a big challenge among young people. They might need a lot psychological support just to ensure that they are able to maneuver through this pandemic safely. So mental health has also become a very very big problem among the young people. – Female Governmental SRH expert

Yes. At the moment the greatest need according to me for youth now is psychological support. At the moment the way conditions are now considering COVID-19. And second is counselling. Most young people need counselling. – 30-35-year-old male Community Health Volunteer

.. There is a lot of psychosocial support that is required for young people. And even as we continue to improve, to open the economy We might still need to lift the livelihoods of young people. How we are going to do that? I don’t know, I don’t know how we are going to do that maybe engaging "partners to support young people. – 35-40-year-old male Sexual and Reproductive Health/HIV Officer
 




Discussion

Findings from this study show that more than one in four adolescents and young men and women aged 15–24 years experienced symptoms consistent with depression. We also found that 10.7% young women and 6.3% young men felt hopelessness nearly every day. Depressive symptoms were associated with reduced working hours due to COVID-19 and increased intimate partner violence. Individuals who reported having special support were less likely to have depressive symptoms. Qualitative results support the quantitative findings and illustrate the negative impact of COVID-19 prevention measures on youth mental health.

Our study found that prevalence of depression among young men was 27%, while it was 30% for young women. These estimates are within the range reported by others (34–36), however, slightly lower than Wu et al.’s systematic review and metanalysis depression prevalence of 34.8% (16.4–55.9) among students (34). A phone-based survey among 10–19 year-olds in Kenya similarly found that 36% of adolescents reported depressive symptoms, and these symptoms were related to food insecurity as a result of COVID-19 (36). There are many determinants of depressive symptoms including age, gender, pre-existing chronic conditions, such as pre-existing anxiety or depression, and even pregnancy status (37–39). Notably, this study was unable to verify whether the participants had conditions which could have worsened their mental health status due to COVID-19.

Results from this study show increased risk of depression for adolescents and young women and men due to idleness and social isolation. Adherence to COVID-19 preventive measures have been previously reported to be a significant life stressor. Dyer et al. found COVID-19-related stressors (e.g., skipping a meal due to not enough money for food, experiencing anxiety, family fighting, and problems in school) were significantly related to adolescent mental health challenges, as measured by suicidal ideation, suicide attempt, and depression (40). Stressful life events such as family conflict (41), problems in school (42), and family fighting (43), are further risk factors for adolescent mental health challenges.

Due to COVID-19 preventive measures, people were confined to their homes, resulting in reduced working time and minimal contact with others outside of immediate family members. Schools were also closed which reduced social contacts with other students (44). While some studies have indicated lost the opportunities to socialize and spend time with their emotional partners and led to breakdowns of relationships (45, 46), others report that social isolation catalyzed new relationships quickly and sparked new or intensified violence in existing relationships (46). We similarly found in our study that depression was associated with intimate partner violence for young women. Notably, given the cross-sectional nature of the survey, we cannot disentangle temporality of intimate partner violence and depressive symptoms.

We also found that the availability of social or emotional support was protective. Indeed, studies have found that parental and social support have better mental health outcomes for young people (47–50); however, it is notable that over 90% of adolescents and young men and women included in this study reported having social support. Longest and Kang study among young adults in US emphasized emotional support is critical in reducing depressive symptoms, especially having some who shows love and listens (50). Social cohesion has been described at the antidote to health anxiety and stress (51, 52).



Study limitations

Interpretation of study findings need to consider some limitations. First, we used PHQ-2 to quantify mental health, instead of PHQ-9. While the PHQ-2 has been shown to be reliable in assessing depressive symptoms (26, 53), it may not thoroughly cover all depressive symptoms. We did not screen for pre-existing conditions which could have worsened the impact on COVID-19 on the participant’s mental health status (54). However, prevalence reported is similar to those generated from systemic reviews and metanalysis (37). The study relied on self-reported information, which was not verified, though the qualitative data supported the quantitative results. The cross-sectional design limited the possibility of examining causal relationships. Moreover, this is a secondary analysis of mental health needs within a larger project scope; as such, our ability to thoroughly examine mental health needs quantitatively and qualitatively is limited—future studies should aim to focus specifically on mental health needs of adolescents and. Despite these limitations, current findings highlight the magnitude of mental health challenges among adolescents and youth in a setting where mental health services are not readily accessible.



Conclusion

Adolescents and young persons aged 15 to 24 years comprise about 20% of Kenya’s population. Our study shows that a high proportion of young men and young women experience symptoms of depression, and many of these may be related to COVID-19. Like in many LMICs, mental health needs of the population in general, as well as adolescents, have generally received very little attention. In Kenya, current mental health specific policies do not target the needs of this age group. Prior to COVID-19, there was a need to provide mental health services to adolescents since about 50% of mental health challenges start by age 14 (5, 55); with the onset of COVID-19, it has become critical for services to match these needs. Our findings on the protective effect of emotional and social support highlight a need for families, peers, and communities to support adolescents in order to mitigate the psychological effect of COVID-19 pandemic. Our findings suggest a need prioritize psychosocial programming for adolescents in community and school-based settings to ensure that all adolescents receive appropriate and mitigate long term consequences of mental health challenges later in life (8, 55, 56). Integration of mental health services within healthcare settings can further mitigate long-term impact, while aiming to destigmatize seeking care for mental health needs.



Open access

This is an open access article distributed in accordance with the Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits others to copy, redistribute, remix, transform and build upon this work for any purpose, provided the original work is properly cited, a link to the licence is given, and indication of whether changes were made. See: https://creativecommons.org/licenses/by/4.0/.



Data availability statement

The datasets presented in this study can be found in online repositories. The names of the repository/repositories and accession number(s) can be found at: pmadata.org.



Ethics statement

The studies involving humans were approved by Kenyatta National Hospital-University of Nairobi Scientific and Ethics Review Committee and the Institutional Review Board (IRB) at the Johns Hopkins Bloomberg School of Public Health. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their oral informed consent to participate in this study.



Author contributions

PG, MD, MB, and MT: study design and conceptualization. PG, MB, and MT: protocol development. PG, MT, MW, EG, and PA: analysis. PG, MD, BD, and MB: writing. PG, MT, EG, PA, SW, and MD: editing and interpretation of data. All authors contributed to the article and approved the submitted version.



Funding

This work was supported, in whole, by the Bill & Melinda Gates Foundation [010481]. Under the grant conditions of the Foundation, a Creative Commons Attribution 4.0 Generic License has already been assigned to the Author Accepted Manuscript version that might arise from this submission. The funders had no role in the study design, collection, analysis, and interpretation of data, in writing of the report, or in the decision to submit for publication.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Acknowledgments

Agnes Rinyiru for coordinating data collection and all research assistants.



References

 1. World Health Organization (WHO)
, Victorian Health Promotion Foundation, University of Melbourne. Promoting mental health: concepts, emerging evidence, practice: summary report. (2004) Available at: https://apps.who.int/iris/handle/10665/42940

 2. Dattani,S
, Rodés-Guirao,L
, Ritchie,H
, and Roser,M
. Our world in data: mental health. (2023) Available at: https://ourworldindata.org/mental-health (Accessed July 11, 2023).


 3. James,SL
, Abate,D
, Abate,KH
, Abay,SM
, Abbafati,C
, Abbasi,N , et al. Global, regional, and national incidence, prevalence, and years lived with disability for 354 diseases and injuries for 195 countries and territories, 1990-2017: a systematic analysis for the global burden of disease study 2017. Lancet. (2018) 392:1789–858. doi: 10.1016/S0140-6736(18)32279-7 

 4. World Health Organization
. World mental health report: transforming mental health for all. (2022). Available at: https://www.who.int/publications/i/item/9789240049338 (Accessed March 2023).


 5. Kessler,R
, Berglund,P
, Demler,O
, Jin,R
, Merikangas,K
, and Walters,E
. Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the national comorbidity survey replication. Arch Gen Psychiatry. (2005) 62:593–602. doi: 10.1001/archpsyc.62.6.593 

 6. Charlson,FJ
, Baxter,AJ
, Dua,T
, Degenhardt,L
, Whiteford,HA
, and Vos,T
. Excess mortality from mental, neurological and substance use disorders in the global burden of disease study 2010. Epidemiol Psychiatr Sci. (2015) 24:121–40. doi: 10.1017/S2045796014000687 

 7. Mokdad,AH
, Forouzanfar,MH
, Daoud,F
, Mokdad,AA
, El Bcheraoui,C
, Moradi-Lakeh,M , et al. Global burden of diseases, injuries, and risk factors for young people’s health during 1990–2013: a systematic analysis for the global burden of disease study 2013. Lancet. (2016) 387:2383–401. doi: 10.1016/S0140-6736(16)00648-6 

 8. World Health Organization (WHO)
. Mental health of adolescents. (2023). Available at: https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health (Accessed March 2023).


 9. Brooks,SK
, Webster,RK
, Smith,LE
, Woodland,L
, Wessely,S
, Greenberg,N , et al. The psychological impact of quarantine and how to reduce it: rapid review of the evidence. Lancet. (2020) 395:912–20. doi: 10.1016/S0140-6736(20)30460-8 

 10. Kola,L
. Global mental health and COVID-19. Lancet Psychiatry. (2020) 7:655–7. doi: 10.1016/S2215-0366(20)30235-2 

 11. Hamouche,S
. COVID-19 and employees’ mental health: stressors, moderators and agenda for organizational actions. Emerald Open Res. (2020) 2:15. doi: 10.35241/emeraldopenres.13550.1


 12. Shultz,JM
, Baingana,F
, and Neria,Y
. The 2014 Ebola outbreak and mental health: current status and recommended response. J Am Med Assoc. (2015) 313:567–8. doi: 10.1001/jama.2014.17934 

 13. Taha,SA
, Matheson,K
, and Anisman,H
. H1N1 was not all that scary: uncertainty and stressor appraisals predict anxiety related to a coming viral threat. Stress Heal. (2014) 30:149–57. doi: 10.1002/smi.2505


 14. Cost,KT
, Crosbie,J
, Anagnostou,E
, Birken,CS
, Charach,A
, Monga,S , et al. Mostly worse, occasionally better: impact of COVID-19 pandemic on the mental health of Canadian children and adolescents. Eur Child Adolesc Psychiatry. (2022) 31:671–84. doi: 10.1007/s00787-021-01744-3 

 15. Patrick,SW
, Henkhaus,LE
, Zickafoose,JS
, Lovell,K
, Halvorson,A
, Loch,S , et al. Well-being of parents and children during the COVID-19 pandemic: a National Survey. Pediatrics. (2020) 146:e2020016824. doi: 10.1542/peds.2020-016824 

 16. Ravens-Sieberer,U
, Kaman,A
, Erhart,M
, Devine,J
, Schlack,R
, and Otto,C
. Impact of the COVID-19 pandemic on quality of life and mental health in children and adolescents in Germany. Eur Child Adolesc Psychiatry. (2022) 31:879–89. doi: 10.1007/s00787-021-01726-5 

 17. Xie,X
, Xue,Q
, Zhou,Y
, Zhu,K
, Liu,Q
, Zhang,J , et al. Mental health status among children in home confinement during the coronavirus disease 2019 outbreak in Hubei Province. JAMA Pediatr. (2020) 174:898–900. doi: 10.1001/jamapediatrics.2020.1619 

 18. Jiao,WY
, Wang,LN
, Liu,J
, Fang,FF
, Jiao,FY
, Pettoello-Mantovani,M , et al. Behavioral and emotional disorders in children during the COVID-19 epidemic. Eur Paediatr Assoc. (2020) 221:264–6. doi: 10.1016/j.jpeds.2020.03.013


 19. Orgilés,M
, Morales,A
, Delvecchio,E
, Mazzeschi,C
, and Espada,JP
. Immediate psychological effects of the COVID-19 quarantine in youth from Italy and Spain. Front Psychol. (2020) 11:1–10. doi: 10.3389/fpsyg.2020.579038


 20. Son,C
, Hegde,S
, Smith,A
, Wang,X
, and Sasangohar,F
. Effects of COVID-19 on college students’ mental health in the United States: interview survey study. J Med Internet Res. (2020) 22:1–14. doi: 10.2196/21279


 21. Novotný,JS
, Gonzalez-Rivas,JP
, Kunzová,
Š
, Skladaná,M
, Pospíšilová,A
, Polcrová,A , et al. Risk factors underlying COVID-19 lockdown-induced mental distress. Front Psych. (2020) 11:1–11. doi: 10.3389/fpsyt.2020.603014


 22. Sun,Y
, Wu,Y
, Fan,S
, Dal Santo,T
, Li,L
, Jiang,X , et al. Comparison of mental health symptoms before and during the covid-19 pandemic: evidence from a systematic review and meta-analysis of 134 cohorts. BMJ. (2023) 380:e074224. doi: 10.1136/bmj-2022-074224


 23. Jaguga,F
, and Kwobah,E
. Mental health response to the COVID-19 pandemic in Kenya: a review. Int J Ment Health Syst. (2020) 14:1–6. doi: 10.1186/s13033-020-00400-8


 24. Magnani,R
, Sabin,K
, Saidel,T
, and Heckathorn,D
. Review of sampling hard-to-reach and hidden populations for HIV surveillance. AIDS. (2005) 19:S67–72. doi: 10.1097/01.aids.0000172879.20628.e1 

 25. International Centre for Reproductive Health-Kenya (ICRHK) & PMA agile
. Nairobi youth respondent-driven sampling survey: Final report. Baltimore, Maryland (2020).


 26. Decker,MR
, Wood,SN
, Thiongo,M
, Byrne,ME
, Devoto,B
, Morgan,R , et al. Gendered health, economic, social and safety impact of COVID-19 on adolescents and young adults in Nairobi, Kenya. PLoS One. (2021) 16:e0259583. doi: 10.1371/journal.pone.0259583 

 27. Kroenke,K
, Spitzer,RL
, and Williams,JBW
. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med. (2001) 16:606–13. doi: 10.1046/j.1525-1497.2001.016009606.x 

 28. Kroenke,K
, ASpitzmer,R
, and Williams,J
. The patient health questionnaire-2: validity of a two-item depression screener. Med Care. (2003) 41:1284–92. doi: 10.1097/01.MLR.0000093487.78664.3C 

 29. Gelaye,B
, Wilson,I
, Berhane,HY
, Deyessa,N
, Bahretibeb,Y
, Wondimagegn,D , et al. Diagnostic validity of the patient health Questionnaire-2 (PHQ-2) among Ethiopian adults. Compr Psychiatry. (2016) 70:216–21. doi: 10.1016/j.comppsych.2016.07.011 

 30. Monahan,PO
, Shacham,E
, Reece,M
, Kroenke,K
, Ong’or,WO
, Omollo,O , et al. Validity/reliability of PHQ-9 and PHQ-2 depression scales among adults living with HIV/AIDS in Western Kenya. J Gen Intern Med. (2009) 24:189–97. doi: 10.1007/s11606-008-0846-z 

 31. Levis,B
, Sun,Y
, He,C
, Wu,Y
, Krishnan,A
, Bhandari,PM , et al. Accuracy of the PHQ-2 alone and in combination with the PHQ-9 for screening to detect major depression: systematic review and Meta-analysis. J Am Med Assoc. (2020) 323:2290–300. doi: 10.1001/jama.2020.6504 

 32. Holden,L
, Lee,C
, Hockey,R
, Ware,RS
, and Dobson,AJ
. Validation of the MOS social support survey 6-item (MOS-SSS-6) measure with two large population-based samples of Australian women. Qual Life Res. (2014) 23:2849–53. doi: 10.1007/s11136-014-0741-5 

 33. (EMERGE) EM of E for R on GQ
. Women’s contraceptive use: decisional balance. (2023). Available at: https://emerge.ucsd.edu/r_1ciodbsu3yyfquj/ (Accessed March 2023).


 34. Wu,T
, Jia,X
, Shi,H
, Niu,J
, Yin,X
, Xie,J , et al. Global prevalence of mental health problems among healthcare workers during the Covid-19 pandemic: a systematic review and meta-analysis. J Affect Disord. (2021) 281:91–8. doi: 10.1016/j.jad.2020.11.117 

 35. Kadir,A
, Sunarno,SDAM
, Oktaviana,A
, Zulfah,AF
, Maharani,CF
, Santoso,NT , et al. Factors associated with psychosocial symptoms experienced by students in response to COVID-19 pandemic: a multivariate analysis. Inq (United States). (2023) 60:1–11. doi: 10.1177/00469580231155720 

 36. Pinchoff,J
, Friesen,EL
, Kangwana,B
, Mbushi,F
, Muluve,E
, Ngo,TD , et al. How has COVID-19-related income loss and household stress affected adolescent mental health in Kenya? J Adolesc Health. (2021) 69:713–20. doi: 10.1016/j.jadohealth.2021.07.023 

 37. Ahmad,M
, and Vismara,L
. The psychological impact of COVID-19 pandemic on women’s mental health during pregnancy: a rapid evidence review. Int J Environ Res Public Health. (2021) 18:1–15. doi: 10.3390/ijerph18137112 

 38. Clarke-Deelder,E
, Rokicki,S
, McGovern,ME
, Birabwa,C
, Cohen,JL
, Waiswa,P , et al. Levels of depression, anxiety, and psychological distress among Ugandan adults during the first wave of the COVID-19 pandemic: cross-sectional evidence from a mobile phone-based population survey. Glob Ment Heal. (2022) 9:274–84. doi: 10.1017/gmh.2022.28 

 39. Nam,SH
, Nam,JH
, and Kwon,CY
. Comparison of the mental health impact of covid-19 on vulnerable and non-vulnerable groups: a systematic review and meta-analysis of observational studies. Int J Environ Res Public Health. (2021) 18:1–21. doi: 10.3390/ijerph182010830 

 40. Dyer,WJ
, Crandall,A
, and Hanson,CL
. COVID-19 stress, religious affiliation, and mental health outcomes among adolescents. J Adolesc Health. (2023) 72:892–8. doi: 10.1016/j.jadohealth.2022.12.026 

 41. Carballo,JJ
, Llorente,C
, Kehrmann,L
, Flamarique,I
, Zuddas,A
, Purper-Ouakil,D , et al. Psychosocial risk factors for suicidality in children and adolescents. Eur Child Adolesc Psychiatry. (2020) 29:759–76. doi: 10.1007/s00787-018-01270-9 

 42. Pathak,R
, Sharma,RC
, Parvan,UC
, Gupta,BP
, Ojha,RK
, and Goel,NK
. Behavioural and emotional problems in school going adolescents. Australas Med J. (2011) 4:15–21. doi: 10.4066/AMJ.2011.464 

 43. Weller,O
, Sagers,L
, Hanson,C
, Barnes,M
, Snell,Q
, and Shannon,TE
. Predicting suicidal thoughts and behavior among adolescents using the risk and protective factor framework: a large-scale machine learning approach. PLoS One. (2021) 16:e0258535–17. doi: 10.1371/journal.pone.0258535 

 44. Perkins,KN
, Carey,K
, Lincoln,E
, Shih,A
, Donalds,R
, Kessel Schneider,S , et al. School connectedness still matters: the Association of School Connectedness and Mental Health during Remote Learning due to COVID-19. J Prim Prev. (2021) 42:641–8. doi: 10.1007/s10935-021-00649-w 

 45. Karp,C
, Moreau,C
, Sheehy,G
, Anjur-Dietrich,S
, Mbushi,F
, Muluve,E , et al. Youth relationships in the era of COVID-19: a mixed-methods study among adolescent girls and young women in Kenya. J Adolesc Health. (2021) 69:754–61. doi: 10.1016/j.jadohealth.2021.07.017 

 46. Wyckoff,KG
, Narasimhan,S
, Stephenson,K
, Zeidan,AJ
, and Smith,RN
. “COVID gave him an opportunity to tighten the reins around my throat”: perceptions of COVID-19 movement restrictions among survivors of intimate partner violence. BMC Public Health. (2023) 23:1–13. doi: 10.1186/s12889-023-15137-5


 47. Olaker,VR
, Kendall,EK
, Wang,CX
, Parran,TV
, Terebuh,P
, Kaelber,DC , et al. Association of Recent SARS-CoV-2 infection with new-onset alcohol use disorder, January 2020 through January 2022. JAMA Netw Open. (2023) 6:E2255496. doi: 10.1001/jamanetworkopen.2022.55496 

 48. Cao,C
, Wang,L
, Fang,R
, Liu,P
, Bi,Y
, Luo,S , et al. Anxiety, depression, and PTSD symptoms among high school students in China in response to the COVID-19 pandemic and lockdown. J Affect Disord. (2021) 296:126–9. doi: 10.1016/j.jad.2021.09.052


 49. Layman,HM
, Mann,MJ
, Smith,ML
, Kogan,SM
, and Kristjansson,AL
. Social support and perceptions of COVID-19-related emotional impact on mental health among early adolescents in Appalachia. J Sch Health. (2023) 93:370–7. doi: 10.1111/josh.13296 

 50. Longest,K
, and Kang,JA
. Social media, social support, and mental health of young adults during COVID-19. Front Commun. (2022) 7:7. doi: 10.3389/fcomm.2022.828135


 51. Robinette,JW
, Bostean,G
, Glynn,LM
, Douglas,JA
, Jenkins,BN
, Gruenewald,TL , et al. Perceived neighborhood cohesion buffers COVID-19 impacts on mental health in a United States sample. Soc Sci Med. (2021) 285:114269. doi: 10.1016/j.socscimed.2021.114269


 52. Svensson,SJ
, and Elntib,S
. Community cohesion during the first peak of the COVID-19 pandemic: a social antidote to health anxiety and stress. J Appl Soc Psychol. (2021) 51:793–808. doi: 10.1111/jasp.12800 

 53. Arroll,B
, Goodyear-Smith,F
, Crengle,S
, Gunn,J
, Kerse,N
, Fishman,T , et al. Validation of PHQ-2 and PHQ-9 to screen for major depression in the primary care population. Ann Fam Med. (2010) 8:348–53. doi: 10.1370/afm.1139 

 54. Takagaki,K
, and Yokoyama,S
. Factors associated with university students’ deterioration from subthreshold depression to depression before and during the COVID-19 pandemic. Behav Sci (Basel). (2023) 13:1–13. doi: 10.3390/bs13010072 

 55. Liu,L
, Villavicencio,F
, Yeung,D
, Perin,J
, Lopez,G
, Strong,KL , et al. National, regional, and global causes of mortality in 5–19-year-olds from 2000 to 2019: a systematic analysis. Lancet Glob Heal. (2022) 10:e337–47. doi: 10.1016/S2214-109X(21)00566-0 

 56. Roessler,M
, Tesch,F
, Batram,M
, Jacob,J
, Loser,F
, Weidinger,O , et al. Post-COVID-19-associated morbidity in children, adolescents, and adults: a matched cohort study including more than 157,000 individuals with COVID-19 in Germany. PLoS Med. (2022) 19:1–22. doi: 10.1371/journal.pmed.1004122



Copyright
 © 2024 Gichangi, Byrne, Thiongo, Waithaka, Devoto, Gummerson, Wood, Anglewicz and Decker. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpsyt-14-1209836-t002.jpg
Males —n  Females  Total—n

VD %) —n) )
Total 605 612 1,217
Mental health status

Depressive disorder 473 (78.2) 463 (75.7) 933(76.7)
unlikely

Likely depressive disorder 132(21.8) 149 (24.3) 284(233)

Little interest or pleasure in doing things

Notatall 293 (48.5) 273 (44.6) 562 (46.2)
Several days 228(37.7) 238(38.8) 467 (38.4)
More than half the days 31(52) 52(8.5) 87(7.1)

Nearly every day 52(87) 50(8.1) 101 (83)

Feeling down, depressed or hopeless

Notatall 345 (57.0) 279 (45.7) 612(50.3)
Several days 170 (28.0) 208 (33.9) 384 (31.5)
More than half the days 53(87) 60(9.7) 113(93)
Nearly every day 38(63) 65(107) 108 (89)
Social support

Social support index

Neutral/Disagree/ 116(192) 783 (128) 187.5 (15.4)
Strongly disagree
Strongly agree/ Agree 489 (80.8) 5337(87.2) | 1029.5(846)

Decision-making autonomy

How much control do you have over decisions about leaving the house to go into

the community?
Some/None 283 (46.8) 367 (60) 665 (54.6)
Full control 322(53.2) 245 (40) 552 (45.4)
How much control do you have over decisions about seeking health care?

Some/None 263 (43.5) 274 (447) 538 (44.2)
Full control 342 (56.5) 338(55.3) 679(55.8)

How much control o you have over decisions about who you will associate with

outside of your household
Some/None 251 (41.4) 240 (39.3) 489 (40.1)
Full control 355 (58.6) 372(60.7) 729(59.9)

How much control o you have over decisions about how to spend money

you have earned?
Some/None 349 (57.6) 439 (71.7) 803 (66.0)
Full control 256 (42.4) 173(28.3) 414 (34.0)
Intimate partner violence/Sexual violence®

In the past 12months, has a partner ever pushed you, thrown something at

youthat could hurt you, punched or slapped you?
Never 380 (86.7)
At least once 59(13.3)

In the past 12months, have you had sex with a partner when you did not want to

due to threats, pressure, or force?
Never 400 (91.4)
At least once 38(8.6)

Males—n  Females  Total-n
(%) - n (%) (%)

In the past 12months, have you had sex when you did not want to with anyone

Variable

clse (not a partner) due to threats, pressure or force?
Never 419(95.6)
Atleast once 19(44)
Financial situation

Contributor of the majority of the houschold income

Partner/spouse and other 63(10.4) 131 21.4) 131 21.4)

contributions
Respondent 322(532) 90 (147) 90 (147)

Dad or father figure / 221(36.5) 391 (639) 391 (63.9)

Mo or mother figure

Changes in the respondents’ household responsibilities since COVID-19

restrictions
No change 206 (34) 155 (25.4) 352(28.9)
Decreased somewhat/ a 62(102) 60(9.8) 121(10)
ot

Increased somewhat/alot 337 (55.7) 397 (64.9) 744 (61.1)

How able the respondent is to meet their basic needs since the COVID-19

restrictions
Somewhat/ very able 333(55) 285 (46.6) 609 (50.1)
Not very/not at all ble 272(45) 327(53.4) 608 (49.9)

HH member laid off of work since start of COVID restrictions
No 540 (89.2) 403 (65.9) 918 (75.5)
Yes 65(10.8) 209 (34.1) 299 (24.5)

Worked reduced hours rt of COVID restrictions

No 486 (80.4) 358 (58.5) 821(67.5)
Yes 119 (19.6) 254(415) 396 (32.5)
Been unable to find work since start of COVID restrictions.

No 519 (85.8) 416 (67.9) 916 (75.2)
Yes 86 (14.2) 196 (32.1) 301 (24.8)
Been unable to work due to illness since start of COVID restrictions

No 600 (99.1) 584 (95.5) 1,180(97)
Yes 6(0.9) 28(45) 370)
Been on unpaid leave since start of COVID restrictions

No 568 (93.9) 545 (89.1) 1,108 (91)
Yes 37(6.1) 67 (10.9) 109.(9)
Stopped atiending school since start of COVID restrictions

No 432(71.4) 285 (46.5) 690 (56.7)
Yes 173 (28.6) 327(53.5) 527 (43.3)
Gone without meals/ reduced means since start of COVID restrictions

No 547 (90.3) 473(77.4) 1,007 (82.7)
Yes 58 (9.3) 139226) 210(17.3)

n, weighted sample; %, weighted percent; ‘Among females who have ever had a sexual partner.





OPS/images/fpsyt-14-1209836-t003.jpg
Depressive

i | oo | Se
Among young
N (%) Rg:iuod(egggdch “10;‘““735?:‘:},
Odds Ratio
(95% ClI)

Total 933 (76.7) 284(233)
Sex
Male 389 (78.2) 109 (21.8) Ref.
Female 544(75.7) 175 (243) 115 (0.77,171)
Age group
15-19years 260(78.2) 73(21.8) Ref.
20-26years 673 (76.1) 211(239) 112 0.70,1.80)

Highest level of education attended

Never / Primary 62(647) 34(353) Ref.
Secondary / Post-primary 523(77.9) 149 (22.1) 052(0.23, 1.19)
Higher 348 (77.5) 101 (22.5) 053(0.23,1.23)
Marital status

Unmarried 848 (76.9) 254(23.1)

Married 85(74.4) 29(256) 115 (061,217)
Wealth ladder

Step 1-5 794 (75.4) 259(24.6) Ref.

Step 6-10 139 (84.7) 25(15.3) 0.5 (030, 1.02)

Living situation
Lives with other(s) 709 (76) 224 (24) Ref.
Lives alone 225 (79.1) 59(20.9) 0,84 (053, 1.33)

Main activity before COVID-19.

Student 364 (79.5) 94(205) Ref. Ref.
Formal economy 82(63.8) 46(36.2) 220(1.20,403)% 226 (1.24,4.12)**
Informal economy 276 (73.7) 98(263) 1.38 (0.85,2.26) 1.41(0.82,242)
Other 212(826) 45(174) 0.82(0.47, 1.41) 0.70(0.40, 1.24)

Time spent at home since COVID-19 restrictions
More time at home 789 (76.4) 244(23.6) Ref.
Unchanged/Less time at home 144 (78.5) 40(215) 0.89(0.49, 1.60)

Household members’ time at home since COVID- 19 restrictions

More time at home 547 (76.6) 167 (23.4) Ref.
Unchanged/Less time at home 91(80.5) 22(19.5) 079 (0.36, 1.74)
Varies by family member 70(66.5) 35(335) 165 (087, 3.14)

Perceived COVID-19 risk
Not concerned/ little concerned 83(743) 29(257) Ref.
Concerned/very concerned 850 (76.9) 255 (23.1) 0.87(0.44,1.70)

Social support scale

Social support index.
Neutral/Disagree/Strongly disagree 101 (53.8) 87(162) Ref. Ref.
Strongly agree/ Agree 833 (809) 197 (19.1) 028(017,045)*  0.29(0.18,0.48)**

Scale of pandemic-related difficulties (Autonomy)
How much control do you have over decisions about leaving the house to go into the community?

Some/None 518(77.9) 147 (22.1) Ref.

Full control 415(75.2) 137 (24.8) 1.16 (0.79, 1.72)

How much control do you have over decisions about seeking health care?

Some/None 427(793) 111 (207) Ref.

Full control 507 (74.6) 172(254) 1.30 (0.87, 1.96)

How much control do you have over decisions about who you wil associate with outside of your household?

Some/None 399 (81.6) 90 (18.4) Ref. Ref.

Full control 535 (73.4) 194(26.6) 1.60 (105, 2.44)* 151(0.98,231)
How much control do you have over decisions about how to spend money you have earned?

Some/None 632(78.7) 171(21.3) Ref.

Full control 302(72.8) 113(27.2) 1.38(0.93, 2.05)

Intimate partner violence/Sexual violence’

In the past 12months, has a partner ever pushed you, thrown something at you that could hurt you, punched or slapped you?

Never 289 (76.1) 91(239) Ref.
Atleastonce 26 (44.5) 32(555) 344 (1.64,7.21)%*
In the past 12months, have you had sex with a partner when you did not want to due to threats, pressure, or force?

Never 295(73.6) 106 (26.4) Ref.

At least once 20(53.9) 17 (46.1) 2.38(0.93, 6.08)
In the past 12months, have you had sex when you did not want to with anyone else (not a partner) due to threats, pressure or force?

Never 305 (72.8) 114(27.2) Ref

At least once 10(51.2) 9(48.8) 2.56 (0.61, 10.73)
Financial situation

Contributor of the majority of the household income

Partner/spouse and other contributions 141 (68.7) 64(31.3) Ref.
Respondent 290 (78.4) 80(21.6) 072(031, 1.68)
Dad or father figure /Mom or mother figure 502(78.3) 139 (21.7) 059(03,1.17)

Changes in the respondents' household responsibilties since COVID-19 resrictions

No change 286 (81.3) 66(18.7) Ref.
Decreased somewhat/a lot 83 (68.6) 38(31.4) 2.25(0.85,5.98)
Increased somewhat/ a lot 564 (75.8) 180 (24.2) 2.04(0.98,4.24)

How able the respondentis to meet their basic needs since the COVID-19 restrictions
Somewhat/ very able 494(81.1) 115 (189) Ref. Ref.

Not very/not at all ble 439(72.3) 168 (27.7) 185 (1.02,3.37)* 115076, 1.74)
Household member laid off of work since start of COVID restrictions

No 192(77.6) 142 (22.4) Ref.

Yes 27 (726) 82(27.4) 1.22(0.66,228)

Worked reduced hours since start of COVID restrictions

No 443 (825) 91(17.5) Ref. Ref.

Yes 266 (67.1) 130 (329) 220(123,396)*" 186 (1.21,2.85)**
Been unable to find work since start of COVID restrictions.

No 508 (80.5) 123(195) Ref.

Yes 200(66.5) 101(335) 158 (0.86,291)

Been unable to work due to illness since start of COVID restrictions

No 688 (76.8) 208(232) Ref.

Yes 21(55.6) 16 (44.4) 1.76 (0.46, 6.66)

Been on unpaid leave since start of COVID restrictions

No 632(767) 192(233) Ref.

Yes 77 (70.4) 32(296) 0.73(0.29,1.83)

Stopped atending school since start of COVID restrictions

No 303 (74.7) 103 (253) Ref.

Yes 405 (77) 121 (23) 0.88 (0.49, 1.59)

Gone without meals/ reduced means since start of COVID restrictions

No 586 (81.1) 137 (189) Ref. Ref.

Yes 123 (58.6) 87(41.4) 258(133,507 175 (1.04,2.04)"

N, weighted sample; %, weighted percent; 95%CI, 95% confidence interval; *p <0.05; **p <0.01; ***p <0.001. The bold values are st

ically significant.

Multivariable analysis

Among all
young people
— Adjusted
Odds Ratio
(95% ClI)

Ref.
2.16(1.19, 3.96)**
151 (0.89, 256)

0.73 (041, 1.28)

Ref.

0.29(0.18, 0.47)***

Ref.
1,52 (100, 2.33)*

Ref.
117 (077, 1.77)

Ref.

1.87(1.22,2.87)**

Ref.

1.90 (113, 3.20)"
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Variable N (unweighted) N (weighted) (weighted)
Total 1217 1217 100

Sex

Male 605 498 09
Female 612 719 59.1

Age group

15-19years 334 33 274
20-26years 883 884 726

Highest level of education attended

Never/Primary 2 95 78
Secondary/Post-primary 628 672 552
Higher 516 450 370
Marital status

Unmarried L5 1103 906
Married 102 4 94
Wealth ladder

Step 1-5 1,059 1,053 865
Step 6-10 158 164 135

Living situation
Lives alone 299 284 234
Lives with other(s) 918 933 766

Main activity before COVID-19

Student 497 458 376
Working in the formal economy 128 128 105
Working in the informal economy 346 374 308
Other 246 256 211

Time spent at home since COVID-19 restrictions
More time at home 1,067 1033 849
Unchanged/Less time at home 150 184 151

Household members’ time at home since COVID-19 restrictions*

More time at home 718 703 766
Unchanged/Less time at home 92 n2 121
Varies by family member 108 103 n2

Perceived COVID-19 risk
Concerned/very concerned 1083 1105 9038
Not concerned little concerned 134 n2 92

N, weighted sample; %, weighted percent; *Among participants who reported living with others.
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