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ABSTRACT. 

Background: The effects of COVID-19 on children’s mental health 

are well-documented and were compounded by the lockdown 

measures. Studies showed worsening post-COVID-19 mental health, 

but, whether these are at variance with those of the pre-COVID-19 

era is controversial. Objectives: To compare children’s mental health 

during the pre-COVID-19 and post-COVID-19 lockdown eras. 

Materials and Methods: A cross-sectional and comparative study 

involving 484 school children categorized into two equal groups 

according to their enrolment periods. Strengths and Difficulties 

Questionnaire was employed to assess Mental Health Abnormalities 

(MHA) in them. Ethical approval and consent were obtained before 

commencing the study. Results: Children from the post-COVID-19 

lockdown era had a significantly higher MHA prevalence and were 

four times more likely to have MHA than those from the pre-COVID-

19 era (p = 0.025; adjusted Odds Ratio [aOR] = 3.89, 95% CI = 2.43 

– 24.26). Except for hyperactivity/inattention, MHA types in the 

children showed a significantly higher prevalence of emotional, 

conduct and peer-relationship disorders (p<0.05). However, a 

multivariate analysis showed that only emotional disorders (p = 

0.037) were significant. The children from the post-COVID-19 

lockdown era were three times more likely to have emotional 

disorders than those from the pre-COVID-19 (aOR = 2.68; 95% CI = 

1.06 – 6.74). Conclusions: We noted a higher MHA burden among 

children from the post-COVID-19 lockdown era and emotional 

disorders were the most common.  
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INTRODUCTION 

he devastating effects of the COVID-19 

pandemic on children are well-known,[1,2] 

including worsening morbidity and mortality.[2,3] 

To curtail its alarming spread, a global lockdown 

was declared;[3-5] a policy that restricts the 

movement of individuals (and children) in the 

interest of public safety and to combat a specific 

risk.[4,6,7] The COVID-19 lockdown resulted in 

palpable tensions due to its health, economic, social 

and psychological consequences.[3,8] These are 

stressors that may trigger Mental Health 

Abnormalities (MHA),[8-10] defined as 

abnormalities in thoughts, emotions, behaviours 

and/or relationships that manifest with symptoms 

expressed inwardly (internalizing problems) or 

outwardly (externalising problems).[11-14] 

Examples of MHA include anxiety, depression, 

peer-relationship, conduct and attention-deficit 

hyperactivity disorders.[13,14]    

The MHA prevalence in children from the post-

COVID-19 pandemic lockdown era is high, as 

reported by Liverpool et al[15] in 2023 in the 

Caribbean Islands and Li et al[16] in 2022 in China. 

However, a similar high prevalence was noted 

during the pre-COVID-19 lockdown era in the report 

by Nkporbu and Alex-Hart[17] in 2019 in Port-

Harcourt, Nigeria. Despite the aforementioned 

studies [15,16] and other post-COVID-19 lockdown 

studies, including those of Bai et al[18] in 2022 in  

China and Ravens-Sieberer et al[19] in 2023 in 

Germany showing an increasing MHA prevalence in 

children from the post-COVID-19 lockdown era, 

these studies[15-19] had some drawbacks, as the 

MHA prevalence of the children from the post-

COVID-19 lockdown era was not compared with 

those of the children from the pre-COVID-19 era, to 

detect any significant difference (worsening). 

Notwithstanding a well-documented negative MHA 

impact on children from the pre-COVID-19[20,21] 

and post-COVID-19 lockdown eras,[22,23] 

knowledge gaps exist regarding the comparison of 

the MHA prevalence of children from these eras. 

This comparison may help to draw attention to the 

worsening of children’s mental health from COVID-

19 negative effects and may encourage the 

institution of more drastic measures to curb and 

reverse these negative effects of MHA in children.  

 

Unfortunately, studies comparing the MHA 

prevalence of children from the pre-COVID-19 and 

post-COVID-19 lockdown eras are few and 

inconsistent.[23-26] For instance, a systematic 

review by Kauhanen et al[24] in 2023 showed a 

significantly higher MHA prevalence in children 

from the post-COVID-19 lockdown era than those 

from the pre-COVID-19 era, while a systematic 

review and meta-analysis by Sun et al[26] did not 

observe any difference in prevalence in children 

from the pre-COVID-19 and post-COVID-19 

lockdown eras. Also, Gilligan et al[25] in 2022 in 

Ireland reported a lack of significant difference in 

MHA prevalence between children from the pre-

COVID-19 and those from the post-COVID-19 

lockdown eras. The variations in findings from these 

studies[24-26] may be due to differences in their 

study populations. The study population of 

Kauhanen et al[24] comprised both children and 

young adults while that of Sun et al[26] included 

much older adult populations. Also, Gilligan et 

al[25] enrolled only primary school children. The 

inclusion of the adult population in studies by 

Kauhanen et al[24] and Sun et al[26], and the 

omission of other paediatric age groups in the study 

by Gilligan et al[25] may not provide a true 

representation of the MHA prevalence in children in 

these studies. The choice of a study population may 

vary the outcome of a study, especially when the 

study population does not completely reflect the 

desired target population.[27] Therefore, it becomes 

important to know the actual outcome of this 

discourse, to draw a logical conclusion that may help 

in interventions. This is this study’s rationale, which 

sought to compare children’s mental health during 

the pre-COVID-19 and post-COVID-19 pandemic 

lockdown eras in Umuahia, Nigeria. The null 

hypothesis stated no difference while the alternate 

stated a difference in MHA prevalence between 

children enrolled during the pre-COVID-19 and 

post-COVID-19 lockdown eras. The essence was to 

either reject the null (and accept the alternate) or fail 

to reject the null (and reject the alternate) hypothesis.    

 

 

 

 

T 
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MATERIALS AND METHODS 

Study design and site 

A cross-sectional and comparative study design was 

deployed on primary and secondary schools in 

Umuahia, Abia State. The cross-sectional study 

design was chosen because it encourages the 

collection of data at a single point in time and from 

a large pool of subjects. Also, it enables comparison 

of data between two groups and establishes 

preliminary evidence for future studies. The 

drawback is the lack of follow-up of the subjects. 

 

Study population 

This comprised children aged 2-17 years, 

categorized into two equal groups. Group 1 were 

children recruited during the pre-COVID-19 

lockdown era while Group 2 were those recruited 

from the post-COVID-19 lockdown era. 

       

Determination of sample size 

Each group’s sample size was 248, based on the 

statistical formula for comparing proportions in two 

equal-sized groups.[28] It depended on the power of 

the study (usually set at 90%), a p-value of 0.05, a 

constant defined as the product of the study’s power 

and significance (usually set as 10.5), an attrition 

rate of 10%, and a pre-COVID-19 and post-COVID-

19 lockdown MHA prevalence of 7.3%[29] and 

17.5%[16] respectively. The formula is as shown 

below:  

n = [ρ1(1 – ρ1) + ρ2 (1 – ρ2)] x Cp,power 

 (ρ1 – ρ2)2 

 Where n =   the minimum sample size in each group. 

          ρ1 =   MHA prevalence in children in the pre-

COVID-19 era (Group 1) = 7.3%[29] 

          ρ2 =   MHA prevalence in children in the post-

COVID-19 era (Group 2) = 17.5%[16]  

Cp,power =  (V+U)2 = a constant defined by the 

values chosen for the p-value and power of this 

study. The power of this study is set at 90% at a p-

value of 0.05; yielding a p-value (V) and power of 

the study (U) of 1.96 and 1.28 respectively. Thus, 

Cp,power = (U+V)2 = 10.5 
. 

Inclusion and exclusion criteria 

Children whose caregivers consented and those 

older than seven years who assented to the study 

were included while those with evidence of acute or  

 

 

 

chronic illnesses, or whose family history is 

suggestive of a chronic illness were excluded.  

  

Sampling method 

To avert selection bias, each group was enrolled 

using a multi-stage random sampling technique 

comprising five stages. The ratio of the number of 

private-to-public schools and those of primary-to-

secondary schools in Umuahia was reflected in this 

random selection process. In the first stage, all the 

schools in Umuahia were divided into private and 

public schools. The second stage involved 

categorizing the private and public schools into 

primary and secondary schools. In the third stage, 

the sample size was distributed according to the ratio 

of the selected primary and secondary schools of the 

private and public schools while the fourth stage 

involved determining the sample sizes of each of the 

selected schools. In the final stage, the class registers 

were used to assign serial numbers and the children 

were randomly selected until the calculated sample 

size for the particular school was achieved. To 

ensure a wider representation of each group and 

avert selection bias, not more than 10% of the overall 

sample size was drawn from each of the selected 

schools. Thus, a total of 13 schools comprising eight 

private (six primary and two secondary) and five 

public (four primary and one secondary) schools 

were randomly chosen. Thereafter, 19 subjects 

(7.7% of the overall sample size) were randomly 

chosen from each selected school, for each group.  

  

Data collection 

Data collection for Group 1 was before the global 

declaration of the pandemic (COVID-19) while that 

for Group 2 was six months after the announcement 

of the ease of the pandemic lockdown in Umuahia. 

Sociodemographic information was obtained from 

each group and MHA was determined using the 

Strengths and Difficulties Questionnaire (SDQ). The 

SDQ, used in children aged 2-17 years, has good 

psychometric properties.[30-32] It is grossly utilized 

in determining MHA, both internationally[33-35] 

and in Nigeria.[35-37] It comprises five domains 

that describe MHA and its types.[337-40] Domain-1 

(emotional) assesses anxiety and depressive states in 

children; Domain-2 (conduct) assesses aggression 

and violation of rules by children; Domain-3 

(hyperactivity/inattention) assesses fidgeting, 
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boredom, inattention and excessive physical 

activities in children; while Domain-4 (peer-

relationship) assesses social isolation.[38] Domain-5 

(prosocial) assesses prosocial behaviour but plays no 

part in determining MHA in children.[39,40] 

Domains 1-4 are scored on a three-point 

scale[33,35,37] and cumulatively added to generate 

a Total Difficulty Score (TDS).[33-35] According to 

the developer’s instruction,[33] a TDS greater than 

15 in children aged five years and above, or greater 

than 16 in those aged below five years, is considered 

abnormal and signified an MHA.  In addition to an 

abnormal TDS; scores greater than four on the 

emotional domain, greater than three on the conduct 

domain, greater than six on the 

hyperactivity/inattention domain, and greater than 

three on the peer-relationship domain; signified 

emotional, conduct, hyperactivity/inattention, and 

peer-relationship disorders respectively.[38]  

 

Pre-testing of the questionnaires 

The questionnaires were pre-tested on some selected 

caregivers of the children, to detect any ambiguity. 

The questionnaires were unambiguous, as these 

caregivers answered the questions correctly. 

Caregivers who partook in the pre-test were 

excluded from the main study. 

 

Ethical approval and consent 

The institutional ethics committee approved the 

study (FMC/QEH/G.596/Vol.10/377) and the 

researchers ensured strict adherence to ethical 

norms. Study details were provided and only the 

caregivers who consented and the children older than 

seven years, who assented, participated. They were 

allowed to voluntarily opt in or out, without any form 

of inducement or gratification. A consent form was 

filled and signed/thumb-printed by the consenting 

caregivers. 

  

Data confidentiality 

This was ensured, as the questionnaires were de-

identified, requiring only serial numbers and not 

names. The hard copies of the data were secured in 

a private cupboard while the electronic version was 

secured in a private passworded computer, to 

prevent unauthorized access.  

 

Data analysis 

The generated data was checked for accuracy and 

adequacy. It was then coded and analysed with IBM 

SPSS-21 statistical software. The distribution 

pattern of the children’s ages was normal, as 

determined by the Shapiro-Wilk test (assumption of 

normality test). Thus, means and standard deviations 

were used to describe their ages. Frequencies 

(percentages) were used to describe their categorical 

variables (age groups, sex, SEC, school type and 

class, type of caregivers and MHA) and a bivariate 

analysis (Chi-squared test) was done to detect any 

significant difference in MHA prevalence (the 

dependent variable) between Groups 1 and 2 

children (the independent variables). The significant 

difference in MHA prevalence was further analysed 

using logistic regression, to eliminate confounding 

variables, and determine the degree of the difference 

in prevalence and the likelihood (odds) of 

developing MHA between these groups. Having 

eliminated confounding variables, the odds ratio was 

presented as an adjusted ratio (aOR) rather than a 

crude ratio. This study’s significance level and 

confidence interval were set at 5% and 95% 

respectively, and p<0.05 was considered significant. 

Thus, outcome variables with p<0.05 necessitated 

rejecting this study’s null and accepting its alternate 

hypothesis. Conversely, outcome variables with 

p≥0.05 necessitated a failure to reject the null and a 

rejection of the alternate hypothesis. The findings 

were presented in prose and/or tables 

.      

RESULTS 

Of the 496 children, 12 were excluded due to 

incomplete filing or non-return of filled 

questionnaires. Thus, 484 children comprising 242 

from each group, finally participated. The mean age 

of the children in both groups was 8.35 ± 3.98 years. 

In both groups, most of the children were 

preadolescents (73.6%), males (56.2%), attending 

private schools (64.5%) and primary schools 

(73.6%), and residing with their biological 

caregivers (Group 1 = 66.1%; Group 2 = 61.6%). 

However, while a greater proportion of Group 1 

children belonged to the middle SEC (38.8%), 

Group 2 belonged more to the lower SEC (39.7%). 

Table 1 summarises the sociodemographic 

information of the children and shows that the 

sociodemographic variables of both groups were 

comparable (P>0.05).  

Twenty-six (10.7%) of the 242 children in Group 1 

and 42 (17.4%) of the 242 children in Group 2 had 

MHA, and this difference was significant. Group 2 

children significantly had a higher MHA prevalence 

than Group 1 (p = 0.025) and were four times more 
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likely to have MHA than those in Group 1 (aOR = 

3.89, 95% CI = 2.43 – 24.26). Therefore, the null 

hypothesis, which stated no difference in MHA 

prevalence between Group 1 and 2 Children, was 

found to be false and was rejected. Conversely, the 

alternate hypothesis was accepted. Tables 2 and 3 

respectively describe the difference in MHA 

prevalence and the degree of the difference between 

Groups 1 and 2. 

The MHA type showed that Group 2 children had 

higher prevalences of emotional, conduct, 

hyperactivity/inattention, and peer-relationship 

disorders than Group 1. Except for 

hyperactivity/inattention disorders, bivariate 

analysis showed a significant difference in the MHA 

type (p<0.05). Table 4 describes the difference in 

MHA types between Groups 1 and 2 children. 

 A multivariate logistic regression analysis was done 

on all significant MHA types, to eliminate 

confounders and consider the effects of the 

individual types. In the multivariate analysis, only 

emotional disorders showed a significant difference 

(p = 0.037) between Groups 1 and 2 children, and 

Group 2 children were three times more likely to 

have emotional disorders than Group 1 (aOR = 2.68; 

95% CI = 1.06 – 6.74). Table 5 describes the 

multivariate logistic regression analysis of the 

significant MHA types of Groups 1 and 2 children.  

 

 
Table 1: The sociodemographic characteristics of the children. 

Variables Group 1 (N = 242)  n (%) Group 2 (N = 242)  n (%)  χ2   p-value 

Age category  

   Preadolescents (2-9 years) 

   Adolescents (10-17 years) 

Sex category 

   Males 

   Females 

SEC 

   Upper 

   Middle 

   Lower 

School type 

   Private 

   Public 

School class 

   Primary 

   Secondary 

Type of caregivers 

   Biological 

   Non-biological 

 

178 (73.6) 

64 (26.4) 

 

136 (56.2) 

106 (43.8) 

 

66 (27.3) 

94 (38.8) 

82 (33.9) 

 

156 (64.5) 

86 (35.5) 

 

178 (73.6) 

64 (26.4) 

 

160 (66.1) 

82 (33.9) 

 

178 (73.6) 

64 (26.4) 

 

136 (56.2) 

106 (43.8) 

 

60 (24.8) 

86 (35.5) 

96 (39.7) 

 

156 (64.5) 

86 (35.5) 

 

178 (73.6) 

64 (26.4) 

 

149 (61.6) 

93 (38.4) 

 

0.00 

 

 

0.00 

 

 

1.74 

 

 

 

0.00 

 

 

0.00 

 

 

1.08 

 

>0.99 

 

 

>0.99 

 

 

0.418 

 

 

 

>0.99 

 

 

>0.99 

 

 

0.298 

Group 1 = School children enrolled during the pre-COVID-19 era; Group 2 = School children enrolled from the 

post-COVID-19 lockdown era; SEC = Socioeconomic class. 

 

 

Table 2: Bivariate analysis of the difference in MHA prevalence between Groups 1 and 2. 

MHA Group 1 (N = 242)     n (%) Group 2 (N = 242)     n (%)  χ2   p-value 

 

Present 

Absent     

 

26 (10.7) 

216 (89.3) 

 

42 (17.4) 

200 (82.6)   

 

4.38 

 

 

0.025* 

    

* = Significant p-value; MHA = Mental Health Abnormalities; Group 1 = School children enrolled during the pre-

COVID-19 era; Group 2 = School children enrolled from the post-COVID-19 lockdown era. 

 

Table 3: The degree of difference in MHA prevalence between Groups 1  and 2    

Variables    aOR 95% CI for aOR p-value 

Group 1 

Group 2 

Reference 

3.89  

- 

2.43–24.26 

- 

0.001* 

* = Significant p-value; aOR = Adjusted Odds Ratio; CI = Confidence Interval; Group 1 = School children 

enrolled during the pre-COVID-19 era; Group 2 = School children enrolled from the post-COVID-19 lockdown 

era.  
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Table 4: Bivariate analysis of the difference in MHA types between Groups 1 and 2. 

MHA types Group 1 (N = 242)     n (%) Group 2 (N = 242)     n (%)  χ2   p-value 

Emotional disorders 

   Present 

   Absent    

Conduct disorders 

   Present 

   Absent  

Hyperactivity/inattention disorders 

   Present  

   Absent 

Peer-relationship disorders 

   Present 

   Absent 

 

11 (4.5) 

231 (95.5) 

 

5 (2.1) 

237 (97.9) 

 

3 (1.2) 

239 (98.8) 

 

19 (7.9) 

223 (92.1) 

 

30 (12.4) 

212 (87.6) 

 

13 (5.4) 

223 (94.6)  

 

6 (2.5) 

236 (97.5) 

 

33 (13.6) 

209 (86.4)  

 

9.62 

 

 

3.69 

 

 

1.02 

 

 

4.22 

 

 

0.001* 

 

 

0.044*  

 

 

0.252 

 

 

0.028* 

* = Significant p-value; MHA = Mental Health Abnormalities; Group 1 = School children enrolled during the pre-COVID-

19 era; Group 2 = School children enrolled from the post-COVID-19 lockdown era. 

 

 

Table 5: A multivariate analysis of the significant MHA types between Groups 1 and 2.   

MHA types    aOR 95% CI for aOR p-value 

Emotional disorders 

   Group 1 

   Group 2 

Conduct disorders 

   Group 1 

   Group 2 

Peer-relationship disorders 

   Group 1 

   Group 2 

 

Reference 

2.68 

 

Reference  

1.96  

 

Reference  

1.01 

 

- 

1.06–6.74 

 

- 

0.66–5.82 

 

- 

0.46–2.21 

 

- 

0.037* 

 

 

0.229 

 

- 

0.985 

* = Significant p-value; aOR = Adjusted Odds Ratio; CI = Confidence Interval; Group 1 = School children 

enrolled during the pre-COVID-19 era; Group 2 = School children enrolled from the post-COVID-19 lockdown 

era.  

 

DISCUSSION 

The MHA prevalence among the children from the 

pre-COVID-19 era (10.7%) and those from the post-

COVID-19 lockdown eras (17.4%) reported in this 

present study was high. This finding was expected 

and likely due to an increase in pressure to excel at 

school, peer pressure, bullying, substance abuse, 

poverty, bereavement and family disharmony. 

Though not specifically tested in this study, these 

factors pose as life stressors that precipitate 

MHA.[14,41,42] The high MHA prevalence from 

the pre-COVID-19 era reported in this present study 

was also observed by Akpan et al[43] in 2020 in 

Ikot-Ekpene, Nigeria, Jha et al[44] in 2019 in Nepal 

and Malik et al[45] in 2019 in Pakistan. Also, the 

high MHA prevalence from the post-COVID-19 

lockdown era reported in this present study was 

observed by Ma et al [46] in 2021 in Nepal.  

The MHA prevalence among the children from the 

pre-COVID-19 era reported in this study (10.7%) is 

comparable to those reported in the same era by 

Akpan et al[43] in Ikot-Ekpene, Nigeria (9.8%) and 

Jha et al[44] in Nepal (11.2%). Also, the MHA  

 

prevalence among the children from the post-

COVID-19 lockdown era reported in this study 

(17.4%) is comparable to those reported by Ma et 

al[46] in Nepal (18.3%). These similarities may be 

due to the good psychometric properties of the 

deployed psychometric tools in these studies.  

In this present study, the MHA prevalence among 

the children from the post-COVID-19 lockdown era 

(17.4%) was significantly higher than that of the 

children from the pre-COVID-19 era (10.7%), and 

the children from the post-COVID-19 lockdown era 

were four times more likely to have MHA than those 

from the pre-COVID-19 lockdown era. These 

findings were not surprising as the devasting effects 

of the COVID-19 pandemic resulted in grievous 

panic, social isolation, worsening socioeconomic 

situations and family separation, with consequent 

economic, social, psychological and medical 

implications.[2,3] These are potential triggers of 

MHA, which in addition to the pre-existing triggers 

from the pre-COVID-19 lockdown era, may have 

compounded the children’s mental health.  
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Studies that compared the MHA prevalence between 

the pre-COVID-19 and post-COVID-19 pandemic 

lockdown eras also corroborated the difference in 

MHA prevalence between these eras: A meta-

analysis by Wang et al[23] in 2022 on Chinese 

children and a systematic review by Kauhanen et 

al[24] in 2023 on Finnish children and young adults, 

reported significantly higher MHA prevalence from 

the post-COVID-19 than the pre-COVID-19 eras. 

The agreement in findings between this present 

study and those of Wang et al[23] and Kauhanen et 

al[24] may be due to the similar psychometric 

properties of the tools used to determine MHA. In 

contrast, Sun et al[26] in 2023 in Canada and 

Gilligan et al[25] in 2022 in Ireland, observed no 

difference in MHA prevalence between children 

from the pre-COVID-19 and post-COVID-19 

lockdown eras, a variation that may be due to 

differences in the study population. The study 

population of this present study comprises children 

from primary and secondary schools, that of Gilligan 

et al[25] comprises only primary school children 

while that of Sun et al[26] focused more on adult 

populations. The studies by Gilligan et al[25] and 

Sun et al[26] omitted children from secondary 

schools, a significant proportion that may have 

MHA and may significantly contribute to the 

comparison. In addition, Gilligan et al[25] had an 

87% response rate from participants in the pre-

COVID-19 era and a 35% response rate from those 

of the post-COVID-19 lockdown eras. This 

difference in responses may be significant and may 

have affected the actual MHA prevalence of the 

children from the post-COVID-19 lockdown era. 

Despite higher prevalences of emotional, conduct, 

hyperactivity/inattention, and peer-relationship 

disorders among children from the post-COVID-19 

lockdown era, only emotional disorders had a 

significant difference. The children from the post-

COVID-19 lockdown era had a significantly higher 

prevalence of emotional disorders and were three 

times more likely to have emotional disorders than 

those from the pre-COVID-19 era. This finding was 

expected as COVID-19 produced high morbidities 

and mortalities, school closures, economic 

hardships, devastating fears and uncertainties about 

the future.[18] These may have resulted in anxiety 

and depression, which are components of emotional 

disorders and may be responsible for the 

significantly higher prevalence and likelihood of 

developing emotional disorders in children from the 

post-COVID-19 lockdown era. This finding was 

collaborated by other studies. For instance, Wang et 

al[23] in 2022 in China and Ravens-Sieberer et 

al[19] in 2023 in Germany, reported higher 

prevalences and significant rise in anxiety and 

depressive states among children in the post-

COVID-19 lockdown era compared to those in the 

pre-COVID-19 era. A review by Bai et al[18] in 

2022 showed a significant rise in anxiety and 

depressive states among children from the post-

COVID-19 lockdown era compared to the pre-

COVID-19 lockdown era. Also, Racine et al[47] in a 

meta-analysis in 2021 documented the doubling of 

the worldwide prevalence and significant rise in 

anxiety and depressive states among children from 

the post-COVID-19 lockdown era. 

 

CONCLUSION 

We concluded that the prevalence of MHA in 

children is higher in the post-COVID-19 lockdown 

era than in the pre-COVID-19 era, and emotional 

disorders are the most common MHA type among 

these children. The implications of these findings are 

increased risk of school absenteeism, poor school 

performances and suicidal tendencies. Thus, there is 

a need for increased awareness and improved mental 

health assistance for these children. There is also a 

need to explore the coping strategies of the children 

who did not develop MHA, as this may help mitigate 

the negative effects of MHA.   

To the best of our knowledge, this study is the first 

study in Umuahia that compared school children’s 

mental health from the pre-COVID-19 and post-

COVID-19 lockdown eras. However, the study 

design (cross-sectional) is a limitation, as the 

children were not followed up to ascertain the final 

outcome.   

 

Acknowledgement: We heartily appreciate the 

input of the selected school heads and teachers, the 

school children from the selected schools, and their 

caregivers. 

 

Authors’ contribution: IFO conceptualized and 

designed the study, and analysed the data. IFO, 

CNN, and UUO contributed to the implementation 



14 
 

 

 
 

For Reprint: info.tjmr@gmail.com Trop J Med Res, Vol. 23, No. 1, 2024 

Assessing the Mental Health of School Children Ogbonna et al., 

of the project and were actively involved in the 

writing, revision, reading, and final approval of the 

manuscript. The authors agree to be accountable for 

all aspects of the work. 

 

Data availability: Data used in this study is 

available from the corresponding author based on a 

credible request. 

 

Sources of funding: None. 

 

Conflicts of interest: 

We have no conflict of interest  

 

Ethical approval: 

This study was approved by the Institutional Health 

Research Ethics Committee (HREC). 

 

Informed consent: 

Informed consent was obtained from the caregivers 

of the children and assent was obtained from the 

children aged seven years and above. 

 

 

REFERENCES 

1. Mahase E. UN warns of the devastating effect of 

COVID-19, conflicts and climate change on 

women’s and children’s health. BMJ. 

2022;379:o2497. 

2. Schippers MC. For the greater good? The 

devastating ripple effect of the COVID-19 

crisis. Front Psychol. 2020;11:577740.  

3. Jamshaid S, Bahadar N, Jamshed K, Rashid M, 

Afzal MI, Tian L et al. Pre- and Post-pandemic 

(COVID-19) mental health of international 

students: Data from a longitudinal study. 

Psychol Res Behav Manag. 2023;16:431-46. 

4. Haider N, Osman AY, Gadzekpo A, Akpede 

GO, Asogun D, Ansumana R et al. Lockdown 

measures in response to COVID-19 in nine sub-

Saharan African countries. BMJ Glob Health. 

2020;5:e003319. 

5. Shodunke AO. Enforcement of COVID-19 

pandemic lockdown orders in Nigeria: Evidence 

of public (non) compliance and police 

illegalities. Int J Disaster Risk Reduct. 

2022;77:103082. 

6. Woc-Colburn L and Godinez D. Lockdown as a 

public health measure. COVID-19 Pandemic. 

2022;1:133-6. 

7. Odusanya OO, Odugbemi BA, Odugbemi TO, 

Ajisegiri WS. COVID-19: A review of the 

effectiveness of non-pharmacological 

interventions. Niger Postgrad Med J 

2020;27:261-7. 

8. Fraczek A and Ferreira LN. Psychological, 

social and economic burden of COVID-19: a 

comparison of Polish and Portugues young 

adults. Port J Public Health. 2023;41:34-44.    

9. Catling JC, Bayley A, Wardzinski C, Wood A. 

Effects of the COVID-19 lockdown on mental 

health in a UK student sample. BMC Psychol. 

2022;10:118. 

10. Livingstone Val, Jackson-Nevels B, Reddy VV. 

Social, cultural and economic determinants of 

well-being. Encyclopedia. 2022;2:1183-99. 

11. Dahanayake DMA, Wijethunge GS, de Silva. 

Prevalence and factors associated with mental 

health problems among children with asthma: A 

hospital-based study. SL J Psychiatry. 

2020;11:52-7.   

12. Behere AP, Basnet P, Campbell P. Effects of 

family structure on the mental health of 

children: A preliminary study. Indian J Psychol 

Med. 2017;38:457-63.  

13. Plaza-Gonzalez S, Zabala-Banoz M.d.C., 

Astasio-Picado A, Jurado-Palomo J. 

Psychological and sociocultural determinants in 

childhood asthma disease: Impact on quality of 

life. Int J Environ Res Public Health. 

2022;19:2652. 

14. Liu J, Chen X, Lewis G. Childhood 

internalizing behaviour; Analysis and 

implication. J Psychiatry Ment Health Nurs. 

2011;18(10): 884-94. 

15. Liverpool S, Prescod J, Pereira B, Trotman C. 

Prevalence of mental health and behaviour 

problems among adolescents in the English-

speaking Caribbean: systematic review and 

meta-analysis. Discov Ment Health. 2023;3:11. 

16. Li F, Cui Y, Li Y, Guo L, Ke X, Liu J, et al.  

Prevalence of mental disorders in school 

children and adolescents in China: diagnostic 

data from detailed clinical assessments of 

17,524 individuals. J Child Psychol Psychiatry. 

2022;63(1):34-36. 

17. Nkporbu AK and Alex-Hart BA. Prevalence and 

pattern of mental illness among school-aged 

children seen at the University of Port Harcourt 



15 
 

 

 
 

 

Assessing the Mental Health of School Children Ogbonna et al., 

For Reprint: info.tjmr@gmail.com Trop J Med Res, Vol. 23, No. 1, 2024 

Teaching Hospital: a six study. Inter 

Neuropsychiatry Dis J. 2019;13(3-4):1-10. 

18. Bai M, Miao C, Zhang Y, Xue Y, Jia F, Du L. 

COVID-19 and mental health disorders in 

children and adolescents. Psychiatry Res. 

2022;317:114881. 

19. Ravens-Sieberer U, Kaman A, Erhart M, Otto C, 

Devine J, Loffler C, et al. Quality of life and 

mental health in children and adolescents during 

the first year of the COVID-19 pandemic: 

results from a two-wave nationwide population-

based study. Euro Child Adolesc Psychiatry. 

2023;32(4):575-588. 

20. Abiodun AA, Tunde-Ayinmode MF, 

Adegunloye OA, Ayinmode BA, Suleman D, 

Unaogu NN, et al. Psychiatric morbidity in 

paediatric primary care clinic in Ilorin, Nigeria. 

J Trop Pediatr. 2011;57(3):173-8. 

21. Okewole AO, Awhangansi SS, Fasokun M, 

Adeniji AA, Omotoso O, Ajogbon D. Prodromal 

psychotic symptoms and psychological distress 

among secondary school students in Abeokuta, 

Nigeria. J Child Adolesc Ment Health. 

2015;27(3):215-25. 

22. Agbaje OS, Nnaji CP, Nwagu EN, Iweama CN, 

Umoke PCI, Ozoemena LE, et al. Adverse 

childhood experiences and psychological 

distress among higher education students in 

Southeast Nigeria; An institutional-based cross-

sectional study. Arch Public Health. 

2021;79:62. 

23. Wang S, Chen L, Ran H, Che Y, Fang D, Sun H 

et al. Depression and anxiety among children 

and adolescents pre and post-COVID-19: A 

comparative meta-analysis. Front. Psychiatry. 

2022;13:917552. 

24. Kauhanen L, Wan Mohd Yunus W, Lempinen 

L, Peltonen K, Gyllenberg D, Mishina K, et al. 

A systematic review of the mental health 

changes of children and young people before 

and during the COVID-19 pandemic. Eur Child 

Adolesc Psychiatry. 2023;32:995-1013. 

25. Gilligan C, Sresthaporn N, and Mulligan A. 

COVID-19 and mental health of primary school 

children: Comparison of 2019 and 2020. Child 

Care Health Dev. 2022;48(6):891-894. 

26. Sun Y, Wu Y, Fan S, Santo TD, 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 

27. Banerjee A, Chaudhury S. Statistics without 

tears: Population and samples. Ind Psychiatr J. 

2010; 18(1): 60-5.  

28. Whitley E, Ball J. Statistics review 4: Sample 

size calculations Critical Care 2002;6:335-41. 

29. Kusi-Mensah K, Donnir G, Wernakor S, 

Owusu-Antwi R, Omigbodun O. Prevalence and 

pattern of mental disorders among primary 

school age children in Ghana: Correlates with 

academic achievement. J Child Adolesc Ment 

Health. 2019;31(3):214-23. 

30. Sharma SK, Mudgal SK, Thakur K, Gaur R. 

How to calculate sample size for observational 

and experimental nursing research studies. Natl 

J Physio Pharm Pharmacol. 2020;10(1):1-8   

31. Ogunlesi AT, Dedeke IOF, Kuponiyi OT. 

Socio-economic classification of children 

attending specialist paediatric centres in Ogun 

State, Nigeria. Niger Medical 

Practitioner 2008;54:21-5. 

32. Okoromah CAN, Ekure EN, Lesi FEA, 

Okunowo WO, Tijani BO, Okeiyi JC. 

Prevalence, profile and predictors of 

malnutrition in children with congenital heart 

defects: a case-control observational study. Arch 

Dis Child. 2011;96:354-60.  

33. Goodman R. The psychometric properties of the 

strengths and difficulties questionnaires. J Am 

Acad Child Adolesc Psychiatry. 2001;40:337-

45. 

34. Adeniyi Y, Omigbodun O. Psychometric 

properties of the self-report strengths and 

difficulties questionnaire (SDQ) in Nigerian 

adolescents’ sample. Inter Neuro Dis J. 

2017;10:1-9. 

35. Orawan L, Peninnah O, Linda A, Virat S. 

Evaluation of Psychosocial adjustments and self-

esteem in perinatally HIV-infected adolescents. 

Biomed J Sci Tech Res. 2018;2:1-5. 

36. Okewole AO, Adewuya AO, Ajuwon AJ, Bella-

Awusah TT, Omigbodun OO. Maternal 

depression and child psychopathology among 

attendees at a child neuropsychiatric clinic in 

Abeokuta, Nigeria: A cross-sectional study. 



16 
 

 

 
 

For Reprint: info.tjmr@gmail.com Trop J Med Res, Vol. 23, No. 1, 2024 

Assessing the Mental Health of School Children Ogbonna et al., 

Child Adolesc Psychiatry Ment Health. 

2016;10:30. 

37. Hoosen N, Davids EL, de Vries, PJ, Shung-King 

M. The strengths and difficulties questionnaire 

(SDQ) in Africa: A scoping view of its 

application and validation. Child Adolesc 

Psychiatry Ment Health. 2018;12:6. 

38. Scoring the strengths and difficulties 

questionnaires. Available at 

http://www.ehcap.co.uk/content/sites/ehcap/uplo

ads/NewsDocuments/236/SDQEnglishUK4-

17scoring-1.PDF Accessed 08/02/2024. 

39. Adeniyi Y, Omigbodun O. Psychometric 

properties of the self-report strengths and 

difficulties questionnaire (SDQ) in Nigerian 

adolescents’ sample. Inter Neuro Dis J. 

2017;10(2):1-9. 

40. Akpa OM, Afolabi RF, Fowobaje KR. 

Psychometric properties and the confirmatory 

structure of the strengths and difficulties 

questionnaire in a sample of adolescents in 

Nigeria. Inter J Stat Applic. 2016;6(3):145-55. 

41. Mental health survey in Nigeria. 2020. Africa 

Polling Institute. Available at 

https://nigeriahealthwatch.com/wp-

content/uploads/bsk-pdf-

manager/2020/01/MENTAL-HEALTH-IN-

NIGERIA-SURVEY-Conducted-by-Africa-

Polling-Institute-and-EpiAFRIC-January-2020-

REPORT.pdf. Accessed 02/02/2024.  

42. Rise of mental health issues in children. 

Available at https://www.childrens.com/health-

wellness/rise-of-mental-health-issues-in-

children#: Accessed 04/02/2024.   

43. Akpan MU, Hogan EJ, Okpokowuruk FS, 

Ikpeme EE. Conduct disorder among primary 

school children in Southern Nigeria. Niger Med 

J. 2020;61:334-9. 

44. Jha AK, Ojha SP, Dahal S, Sharma P, Pant SB, 

Labh S, et al. Prevalence of Mental Disorders in 

Nepal: Findings from the Pilot Study. J Nepal 

Health Res Counc. 2019;17(2):141-7. 

45. Malik TA, Siddiqui S, Mahmood A. 

Behavioural and emotional problems among 

school children in Pakistan: A telephonic survey 

for prevalence and risk factors. J. Pediatr Child 

Health. 2019;55(12):1414-23. 

46. Ma J, Mahat P, Brøndbo PH, Handegård BH, 

Kvernmo S, Javo AC. Parent reports of 

children’s emotional and behavioural problems 

in a low- and middle-income country (LMIC): 

An epidemiological study of Nepali 

schoolchildren. PLoS ONE. 

2021;16(8):e0255596. 

47. Racine N, McArthur BA, Cooke JE, Eirich R, 

Zhu J, Madigan S. Global prevalence of 

depressive and anxiety symptoms in children. 

JAMA Pediatr. 2021;175(11):1-10. 

            

 


