The Influence of Psychosocial Factors on Bhutanese High School Students
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Abstract

Objective: To identify depression level and examine the influence of
psychosocial factors on depression in Bhutanese high school students.
Methods: Data were collected from 316 students in grades 9 - 12 at a
higher secondary school, Sarpang District in Bhutan selected through multi-
stage random sampling. Self-administered questionnaires including 1)
demographic information, 2) Center for Epidemiologic Studies Depression
Scale, 3) Rumination Response Scale, 4) Type D Personality Scale, 5)
Education Stress Scale, 6) Social Peer Rejection Measure, and 7) Family
Dynamic Environment Scale were used. Scales 2 to 7 had acceptable to
high reliability with Cronbach’s alpha coefficients of 0.89, 0.91, 0.75, 0.87,
0.89 and 0.91, respectively. Data were analyzed using descriptive statistics
and multiple regression. Results: The sample’s mean depression score
was 19.12 (SD = 8.20) where 33% had depression (N = 104). Rumination,
Type D personality, academic stress, peer rejection, and family
environment significantly explained 46% of the variance of depression (R2 =
0.48, F5310= 53.46, P < 0.001). Type D personality served as a strongest
predictor (3 = 0.32, P < 0.001), followed by rumination (B = 0.31, P <
0.001), academic stress (B = 0.10, P < 0.05), and peer rejection (p = 0.10,
P < 0.05). However, family environment was not a significant predictor.
Conclusion: Depression was positively associated with type D personality,
rumination, academic stress, and peer rejection, but not family
environment. School based mental health program for prevention and

management of depression for high school students could be developed.

Keywords: high school students, depression, psychosocial factors, Bhutan

Introduction

Depression in adolescents is a significant problem that
impairs everyday functioning and increases the risk of
severe mental health problem in adulthood.” It is a highly
prevalent and serious mental health problem in adolescence.
Depression is associated with a range of problems such as
problematic peer and family relationships, school difficulties
and dropout, health problems, increased substance abuse
and suicide.2 In the year 2014, World Health Organization

revealed that depression is one of the predominant causes

of illness and disability for both boys and girls aged 10 to 19
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years.3 Globally, depression is the number one cause of
illness and disability in this age group. A study has shown
that half of all people who develop mental disorders have
their first depressive symptoms by the age of 14.4 An
estimated 2.8 million adolescents aged 12 to 17 in the
United States had at least one major depressive episode in
the past year. This number represented 11.4% of the U.S.
population aged 12 to 17.5 By 2030, depression will rank first
in high-income countries among disorders contributing to

global disease burden.6 The prevalence of depression
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among high school students in Asian countries such as India
was found to be 29.9% in a study conducted by Vashisht et
al.” and 18.4% in a study by Bansal, Goyal, and Srivastava.8
In the People’s Republic of China, prevalence of depression
was reported to be 14.8% in high school students.’ In
Taiwan, depression in high school students was reported to
be 12.3%.10 In Bhutan, a study presented that depression
accounted for 29.3% of total psychiatric cases attending
psychiatric fac:ilities.11 According to the Annual Health
Bulletin the trend of depression from 2011 to 2013 is
increasing.12

Hoeksema and Hilt (2009)13

stated that the reason for
this disorder being costly to individuals and society is that it
is chronic and recurrent. When this condition strikes early in
adolescents, it is highly likely to be associated with chronicity
and relapse over the life span. Approximately 50% of
adolescents with depressive symptoms spontaneously
recover; however, for remaining half, symptoms persist and
significantly impair functioning.14 In addition, up to 20% will
experience at least one clinically depressive episode by the
age of 18.15 The older adolescents experience more
depressive symptoms than younger adolescents.m'18 They
found a significant association between age and depression
in their sample of adolescents. It is evident that despite high
level of distress and impairment caused by depression,
adolescent hardly access mental health service.

In a World Health Organization guideline developed by
Funk (2005)19, it is mentioned that no country in the world
has a clearly defined mental health policy pertaining uniquely
to adolescents to address these issues. However, 34
countries (7% of countries worldwide) were found to have
identifiable mental health policies, which may have some
beneficial impact on children and adolescents. Given the
significant burden of depression, it has now become a public
health issue which demands a robust strategy to recognize
and treat depression in adolescence by reaching out to
them. If adolescents with mental health problems like
depression are recognized early and properly managed then
the long term consequence can be prevented and ultimately
suffering can be reduced.

In Bhutan, 17% of the total population are adolescents
and approximately 34,982 adolescents are enrolled in high
schools across the country in 2014.”° These high school
adolescents experience dramatic biological changes related

to puberty which significantly affect their psychosocial
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development. An increased awareness of sexuality and a
heightened preoccupation with body image are fundamental
psychosocial tasks during adolescence. At this stage they
are presented with many opportunities like meeting new
people in the school, visiting new places and finding a
direction in life. But these years can also be a time of stress
and they would feel overwhelmed rather than excited by
these challenges.

High school students are adolescents who are in the
transition stage between childhood and adulthood
characterized by changes in various developmental domains
including cognitive, social, affective and biological areas.18
These simultaneous changes can increase the vulnerability
for developing symptoms of depression known to be
prevalent during teens, and increasing the risk for negative
outcomes, including functional impairment, distress, poorer
quality of life, suicidal ideation and the trajectory to a clinical
depression in adulthood. Depression is under recognized
among adolescents because depressive symptoms are
considered a familiar part of adolescent experience and a
belief that the adolescents would grow out of them in many
soc:iety.17 But in reality, adolescents are faced with many
attributing factors of depression like academic pressure, poor
sleep and diet, procrastination, social and relationship stress,
poor family environment, rumination, peer rejections/bullying,
and financial and developmental trajectories.

Depression is etiologically heterogeneous, reflecting the
convergence of multiple developmental.21 There are
evidences showing that apart from biological factors
contributing to depression, there are also psychological and
social factors which influence depression among adolescents
as well. Selected factors examined in this study
encompassed of rumination and personality traits which are
psychological factors whereas academic stress, peer
rejection, and family environment are the selected social
factors. From the previous studies, rumination and type D
personality were found to be positively associated with
depression in adolescents.m'23 Similarly, academic stress
and peer rejection were also positively associated with
adolescent depression.24’25 Family environmental factors
contribute to the development of depressive symptoms
among adolescents. Studies reported that lower levels of
satisfaction and cohesion and higher levels of conflict within
the family contribute to development of depression in

21,26
adolescents.
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The association between rumination and adolescence
depressive symptoms at baseline and after 6 months was
reported in a study by Young and Dietrich (2015), with r =
0.75 and 0.66 respectively, at P < 0.001.27 A prospective
study has shown that rumination as a vulnerable factor that
could predict depression.28 Nolen-Hoeksema, Wisco and
Lyubomirsky (2008) reported that rumination does predict
depression.29

The link between personality and depression can be
traced to antiquity where personality-depression relation has
been studied all over and is associated as precursor or
predisposal It also has

of depression. implications for

elucidating etiology and comorbidity, identifying at-risk
individuals, and tailoring treatment.30 Certain personality type
appears to play an important role in early-onset, chronic, and
recurrent depressive  conditions given adverse life
experiences.31 One such personality is type D personality or
the distressed personality. Type D is characterized by the
joint tendency to experience negative emotions and to inhibit
these emotions while avoiding social contacts with others.
Negative affectivity component was significantly associated
with depression.32 Both dimensions of type D (negative
affectivity and social inhibition) are associated with greater
cortisol reactivity to stress.33 Certainly type D adolescents
experience various and more severe mental health problems
including de;pression.21'23

Similarly, academic stress is associated with a variety of
negative health outcomes, including depression. Depression
was positively associated with academic stress repor‘[ed.24
Adolescents with academic stress were found to have 2.4
times (95% Cl = 0.9 - 2.4) (P < 0.001) more risk of having
depression than those adolescents without academic
stres;s.34

Another important factor associated with psychological
distress, depression in particular among high school student
is the peer rejection. School and friends are great source of
influences for this age group. Acceptance from teachers,
friends and good school environment can be the source of
positive influence and on the other hand peer rejections can
be devastating. Adolescents with low social status meaning
those who are not popular and who operate at the fringe of
the peer system and may be categorized as rejected.35 Peer
rejection was a significant

prospective  predictor of

depressive symptoms.25
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Likewise depression has long been viewed as a disorder
that arises within the family context. The high school
students are dependent on their family and the family
provides the platform for students’ socioemotional
development.36 So any family adversity can be translated
into risk for depression during adolescence'37 Literature
indicates that low cohesion, high conflict, and high maternal
control were associated with adolescent depression.38 Family
conflict has been found to be associated factor for youth
depression.21 It is usually found that family and school
situations become overwhelming for the adolescent to
continue maintaining mental stability.

Risk factors for adolescent depression include multiple
and complex issues of personal characteristics and both
family and school environments. If the prevalence of
depression in high school student is high and the influencing
factors are not well studied, this will lead them to a bitter
future like school drop outs, teenage pregnancy, substance
use and suicide. This has a huge implication to family and
increases overall economic burden.39 Therefore,
understanding depression and identifying predictive factors
of depression within this age group are crucial in order to
render preventive measures and treatment strategies. By
knowing these psychosocial factors and its influence on
depression some interventions can be designed to address
the issue. This study could also help the school and the
authority to develop preventive programs and policy by large.

A review of literature on theory, concepts and research
related to depression among adolescents in general revealed
that early identifications of depressive symptoms is essential
for preventing it from progressing to disorder and also
identifying at risk group of adolescents. From the above
background knowledge, it is evident the depression in high
students there are limited

school is devastating yet

researches in Bhutan. Little is known about rumination
(cognitive distortion), type D personality, academic stress,
peer rejection, family environment, and depression.
Therefore, this study aimed at early screening and explore
the predictors of adolescent depression.

These psychological theories postulate that depression
results from disturbances of individuals’ mind, thinking,
behaviors and relationship with the family, peers, teachers,
etc. Rumination based on empirical findings, showed that
this thought which enhances negative thinking, impairs

problem solving, interferes with instrumental behavior, and
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erodes social support. Rumination has an effect on mental
health, depression in particular.40 Another psychological
factor examined in this study is type D personality, which is
characterized by negative affectivity, and social inhibition.
This personality construct makes adolescents more
vulnerable and in presence of other adverse social situations
make them more susceptible to depression. Similarly the
interaction between

social theories emphasize on the

individuals and their environment such as relationship,
stress, social roles, position, financial status, expectation
from others and Iosses.41 Adverse family environment,
academic stress and peer rejection are such social factors
influencing depression. The social theory views depression
as a consequence of maladaptive interaction between
individual and his or her environment. Depression is viewed
as the reaction expressed by individual when they are under
pressure from outside environment. Since depression is a
multi-factorial condition, predictive factors need to be
evaluated to provide a broader understanding of depression
as well as its predictors starting in high school students in
adolescence period which is crucial developmental transition
from childhood to adulthood. The present study examined
depression and its influencing factors including rumination,
type D personality, academic stress, peer rejection and

family environment with adolescent depression in Bhutan.

Methods

A predictive correlation design was used in this study.
Out of two government high schools in Sarpang District of
Southern Bhutan namely Gelephu higher secondary school
(GHSS) and Sarpang higher secondary school (SHSS) were
for selection. With the simple random sampling, GHSS, the
school located within the Gelephu municipality area, was
selected. Data collection was carried out in the month of
April, 2017. The school had students from grade 9 - 12. The

medium of instruction is English in the schools.

Population and sample

The target population of this study was the high school
students studying in grades 9 - 12 in two high schools
located in Sarpang district. According to school authorities,
GHSS had 873 students and SHSS had 734 students
studying in grades 9 -12 during the academic year of 2016.
The total study population was 1,607 students. Multi-stage
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random sampling was used to select individual students from
different grades and classes.

The study sample consisted of 316 high school students
of grades 9 to 12. The inclusion criteria for the participants
were Bhutanese nationality and having no diagnosed
medical or psychiatric problems that could impair their ability
to answer the research questionnaires.

The sample size was determined by using standardized
table developed by Krejcie and Morgan42 for finite population.
This method is suitable for estimating sample size for
describing prevalence of depression as well as covering the
sample size required for testing predictors. With a
confidence interval of 95% and a margin of error of 5%, an
exact sample size corresponding to population size of
around 1,600 was 310. A total of 316 students participated in
this study. The data were collected by the primary

researcher.

Research instruments

There were seven research instruments used in this
study. Students in the two high schools are fluent in English.
Thus, the questionnaires were all in English format, no
translation was made.

The demographic data were collected using
questionnaire developed by the researcher which had 10
items asking the participant's age, gender, birth order,
parents’ marital status, current living arrangement. They
were also asked about school grade/class, academic mark in
the previous academic year, use of alcohol, tobacco and
other psychotropic substances.

Depression was measured using the Center for
Epidemiologic Studies Depression (CES-D) Scale developed
by Radloff.43 Twenty items in the scale is a self-report
measure of symptoms of depression. The cutoff point of 22
was used which was recommended to be an appropriate
cutoff for Thai adolescents by Trangkasombat and
colleagues in 199744 and was considered suitable for
Bhutanese students in this study as well. This scale was
used for clinical, screening and research purposes. The
scale includes depressed affect (blues, depressed, lonely,
cry sad), happiness (good as other people, hopeful, happy,
enjoy life), somatic symptom and retardation (bothered,
appetite, mind on things, effort, sleep, get going) and
interpersonal relationship (people unfriendly, people dislike).

CES-D is a four-point rating scale ranging from 0 (Not at all)
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to 3 (A lot). With a possible total score of 0 to 60, higher
scores indicate a greater degree of depressed mood. CES-D
has been extensively used in adolescents. It was found that
CES-D had a high
Cronbach’s alpha coefficients of 0.92 to 0.95.45’46

internal consistency reliability with
In this
study, the instrument vyielded an acceptable internal
consistency with a Cronbach’s alpha coefficient of 0.78.

Rumination was measured by the Rumination Response
Scale, which has 22 items developed by Nolen-Hoeksema
and Morrow.” The scale me The measures ruminative
coping responses to negative mood and includes reflection,
brooding, and mood related items.48 The questionnaire has a
4-point Likert-type scale ranging from almost never (1) to
almost always (4). With a possible total score of 22 to 88,
higher scores indicate a more ruminative response style.
Internal consistency reliabilities in a study for the three time
points ranged from 0.88 to 0.94.27 For this study, a high
reliability with a Cronbach’s alpha of 0.91 was obtained.

The type D personality was measured using the Type D
Personality Scale-14 (DS-14) developed by Denollet and
colleagues.49' It consists of two 7-item subscales assessing
negative affectivity (e.g. "I often feel unhappy") and social
inhibition (e.g. "I am a closed person"). Individuals are
categorized as type D using a standardized cut-off score of
at least 10 points both on the negative affectivity (NA) and
social inhibition (SlI) subscales. Participants were asked to
rate their character on a 5-point Likert-type scale ranging
from O = false to 4 = true. The NA and S| subscales can be
scored as continuous variables (range, 0 - 56) to assess the
level of these personality traits in their own right. Higher
scores from the subscales indicate a trend of distressed
personality. NA and S| subscales have an acceptable

internal consistency reliability with Cronbach’s alpha
coefficients of 0.88 and 0.86, respectively. DS-14 exhibited a
sound psychometric property, with a Cronbach’s alpha
coefficient of 0.88 and a test-retest reliability coefficient of
0.76.”" In this study, it was found to have an acceptable
reliability with a Cronbach’s alpha coefficient of 0.75.
Academic stress was measured using the Education
Stress Scale of Adolescents developed by Sun et al.50 The
scale contains 16 items and five latent variables, i.e.,
pressure from study (items 1, 2, 3 and 4), workload (5, 6,
and 7), worry about grades (8, 9, and 10), self-expectation
(11.12 and 13) and despondency (14, 15 and 16). Each item

is scored against a 5-point Likert-type scale ranging from
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strongly disagree (1) to strongly agree (5). The possible total
score ranges from 16 to 80 where higher scores reflect a
higher academic stress for the students. The questionnaire
has an acceptable internal consistency reliability with a
Cronbach’s alpha coefficient of 0.81.% This study also found
an acceptable reliability with Cronbach’s alpha coefficient of
0.87.

Peer rejection was measured using the Social Peer
Rejection Measure developed by Lev-Wiesel, Nuttman-
Shwartz, and Sternberg.51 There are four categories of peer
rejection with a total of 21 items. Each item describes a
different peer rejection situation. The respondent was asked
to rate their experience of the rejection severity on a 5-point
Likert-type scale ranging from not at all (0) to
severely/extremely (4). The possible total score ranges from
0 to 84 where higher scores indicate a greater rejection. The
questionnaire has a high internal consistency reliability with a
Cronbach’s alpha coefficient of 0.92.* In this study, a high
reliability level was also found (Cronbach’s alpha coefficient
of 0.89).

Family environment was measured by using the Family
Dynamic Environment Scale developed by Kim and Kim.53
With a total of 42 items, it included psychological climate
(tems 1 — 17), parent-child relationship (18 — 24), paternal
parenting attitude (25 — 30), family cohesion (31 — 37) and
maternal rearing attitude (items 38 — 42). Each item is rated
on a 6-point Likert-type rating scale ranging from strongly
disagree(1), to disagree(2), somewhat disagree(3),
somewhat agree(4), agree (5), and strongly agree (6). With a
possible total score of 42 to 252, higher scores indicate a
more negative perception of the family environment. The
total scale has a high internal consistency reliability with a
Cronbach’s alpha coefficient of 095" A high reliability was
also found in our study (Cronbach’s alpha coefficient of

0.91).

Data collection procedure

The research was approved by the Institutional Review
Board for Graduates Studies (approval no. 08-01-2560),
Faculty of Nursing, Burapha University, Thailand. Further, it
was reviewed and approved by the Research Ethics Board
of Health (REBH), Ministry of Health of Bhutan. The
permission to access Gelephu Higher Secondary School in
Sarpang district was obtained from the Ministry of Education

of Bhutan. Finally, permission from the school principal was
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obtained. The time period of data collection was during the
month of March and April, 2017. Once the approval and
permission letter were obtained from the relevant authorities,
data collection procedure then was conducted as follows.
The participants were recruited randomly from those who
had met the sample inclusion criteria. Students and
parent/guardian information sheet were provided and both
parent/guardian’s consent and student's assent were
obtained. The questionnaires were distributed to the
participants and instructions on how to answer the
questionnaires were provided. Students took about 60

minutes to complete the survey.

Data analysis

Descriptive statistics including frequency with percentage
and mean (M) with standard deviation (SD) were used to
describe the demographic information and other variables.
The multiple regressions was performed to determine the
predictors of depression in high school students which
included rumination, type D personality, academic stress,
peer rejection and family environment. The data were tested
for assumptions of multiple regressions including normality of
variables, linearity, homoscedasticity, no autocorrelation and
no multicollinearity. The statistical significance with an alpha

level of 0.05 was used.

Results

Of 316 respondents, most of them had their age in the
range of 13 to 18 years (91.50%) with mean age of 16.32
years (SD = 2.5) (Table 1). There were slightly more male
than female respondents (52.5% and 47.5%, respectively).
The majority were in grade 9 (31.0%), followed by grades 10
and 12 (26.00% each) and grade 11 (17.0%). As high as
98.1% had siblings. The mean pass percentage of previous
academic year was 62.8% with a range of 40% to 90%. It
was found that 79.1% of the respondents were staying with
their parents, 20.6% with relatives and 0.3% with friend.
They reported that their parents were living together (81.3%),
followed by divorced (12.3%), and separated (6.3%). Alcohol
use was reported in one-third (29.4%) and tobacco use in
19.4% of the respondents. In addition, 7.9% reported a use

of psychotropic substance.
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Table 1

students (N = 316).

Demographic characteristics of high school

Characteristics N %

Age (years) mean = 16.30, SD = 2.50

13-18 289 91.50

>18 27 08.50
Gender

Male 166 52.50

Female 150 47.50
Grade

9 100 31.00

10 81 26.00

11 54 17.00

12 81 26.00
Sibling

No sibling 6 1.90

Have siblings 310 98.10

Academic pass (Percentage) mean = 62.80, SD = 9.78

40 - 50 38 12.00
51 -60 97 30.70
61-70 119 37.70
71-80 49 15.50
81-90 13 4.10
Staying with
Parents 250 79.10
Relatives 65 20.60
Friends 01 0.30

Marital status of parents

Staying together 257 81.40
Divorced 39 12.30
Others 20 06.30
Alcohol use 93 29.40
Tobacco use 61 19.40
Substance use 25 07.90

Description of depression

It was found that the total mean score of depression
among 316 students was 19.12 (SD = 8.2). There were more
students with no depression, i.e., a total score lower than 22
points, (n = 212 or 67%) than those with depression (n =

104 or 33.0%) (Table 2).

Table 2 Description of depression in high school students
measured by the Center for Epidemiologic Studies Depression

Scale (CES-D) (N = 316).

Possible Actual
Variables N %
Range range
Depression (total) 0 - 60 1-49
No depression <22 1-21 212 67.00
Depression >22 22 -49 104 33.00

Mean = 19012, SD = 8.20

Students studying in different school grades had different

rates of depression. Students in grades 11 and 12 had the
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highest rate of depression (37.0% each), followed by grade 9
(32.0%) and grade 10 (27.0%) (Table 3).

Table 3 Description of depression by level of education (N

= 316).
No depression (n = 212) Depression (n = 104)
School grades
n % n %

9 68 68.00 32 32.00
10 59 73.00 22 27.00
11 34 63.00 20 37.00
12 51 63.00 30 37.00

Psychosocial factors influencing depression among high
school students

The scores of psychosocial factors examined in this
study are presented in Table 4. The associations of these
factors with depression (CES-D score) examined with
Pearson’s correlation coefficients are shown in Table 5.
Depression score was significantly positively correlated with
rumination, type D personality, academic stress, peer
rejection and family environment with correlation coefficients
of 0.57, 0.60, 0.32, 0.41, and 0.44, respectively, with P-value

< 0.01 for all.

Table 4 Description of psychosocial factors of depression

(N = 316).

Possible Actual
Variables M SD

Score Score
Rumination 22 -88 22-76 50.00 9.90
Type D personality 0 - 56 5-49 23.10 7.90
Academic stress 16 - 80 24 -76 54.80 9.50
Peer rejection 0-84 0-67 14.30 10.90
Family environment 42 - 252 42 - 204 103.90 27.50

Table 5 Pearson’s correlation coefficients between
psychosocial factors and depression (N = 316).

Variables 1 2 3 4 5 6

1. Depression 1

2. Rumination 0.57* 1

3. Type D personality 0.60* 0.62* 1

3. Academic stress 0.32* 0.24* 0.28* 1

4. Peer rejection 0.41* 0.33* 0.41*  0.24* 1

5. Family environment 0.44* 0.44* 0.45*  0.32* 0.53* 1

* P-value < 0.01.

Predictors of depression among high school students

Standard multiple regression analysis showed that

psychological factors including rumination, type D

personality, academic stress, peer rejection and family
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environment could explain 46% of variance for depression in
this sample (R2= 0.46, Fj 349 = 53.46, P-value <0.001) (Table
6). The psychosocial factors which significantly predicted
depression ordered from the strongest to the weakest were
type D personality (B = 0.32, P-value < 0.001), rumination (8
= 0.31, P-value < 0.001), academic stress ( = 0.10, P-value
< 0.05) and peer rejection (B = 0.10, P-value < 0.05).
However, family environment did not have a significant effect

on depression (§ = 0.08, P-value > 0.05).

Table 6 Standard multiple regression analysis on
depression with various factors (N= 316).

Unstandardized Standardized Standard

Independent variables beta coefficient beta error of B
(B) coefficient (B)

Rumination 0.23** 0.31** 0.046**
Type D personality 0.32* 0.32** 0.058*
Academic stress 0.09* 0.10* 0.039*
Peer rejection 0.08" 0.10* 0.038*
Family Environment 0.02 0.08 0.081

Model summary: R2 = 0.46, Fs5310= 53.46, P-value < 0.001.
* P-value < 0.05. ** P-value < 0.001.

Discussions and Conclusion

In our study, depression among high school students in
Bhutan was measured using the CES-D Scale. The sample
had a mean CES-D score of 19.12 (SD = 8.2) and 104
(33.00%) of them were considered having depression. There
has been no previous studies done in Bhutan to compare
the findings. The incident of depression found in this study
was higher than those reported in previous studies from
other Countries.7_10 However, it was lower than that reported
by Vatanasin and coIIeagues54 who studied 800 high school
students in Chiang Mai, Thailand and found 42% of students
with depression. Similarly, studies in India found 57.7% and
60.80% of the high school students with depression.W’55 The
difference in the rate of depression among studies may have
resulted from the differences in the sample characteristics,
scales and the scale’s cutoff point, nature of school
curriculum, lifestyle, and sociocultural condition. Some further
possible explanation for relatively high incidence of
depression in this study could be the fact that these high
school students are adolescents in academic settings. They
are in a critical development transition period surrounded by

many day to day challenges such as forming identity, and
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relationships with friend, teacher, etc. There are many
dramatic physical, emotional and lifestyle changes occur in
their life. The physical manifestations of puberty, cognitive
and behavioral changes of adolescence are caused by
changing levels of hormones and brain development in
adolescents. These challenges could contribute to several
psychiatric illnesses including anxiety and mood disorders,
psychosis, eating disorders, personality disorders and
substance abuse. Therefore, apart from depression, other
psychological distresses such as stress and anxiety can be
found in this age group.24 Thus, it is also crucial to assess
other mental health problem like anxiety and stress which
may be found or co-exist with depression in these students.

We found that depression rate was high in grade 11 and
12 students. This could be because they were in a pivotal
stage. They had to decide on their future course of study.
Doing well in grade 12 could help them get a government
scholarship to study professional courses abroad or get
admitted to the competitive famous public colleges.
Furthermore, studies have proved that older adolescents
experience more depressive symptoms than their younger
counterparts.m'18 Similarly students in grade 9 were new to
high school. This could have added stress to them with
some degree of adjustment problems. Other possible
reasons could be that the school setting in this study is
located in the urban area. Since many students were from a
rural background, adjustment to the new urban living
surrounding could have added stressor to their lives. There
is a high rate of alcohol use in this sample of high school
students (29.4%). A high alcohol use supports a high
prevalence of depression as it has been reported that
depression increases risk of alcohol use.16 The results
provided an understanding that a greater proportion of
adolescents are experiencing depressive symptoms.

This study affirmed that multiple factors which subsumed
under psychosocial factors contributed to depression.
Rumination was considered a cognitive factor, while type D
personality and peer rejection, academic stress and family
environment as social factors. All these factors together
could predict depression as hypothesized. They could
explain 46% of variance in depression among high school
students. Among these five psychosocial factors examined,
only negative family environment could not significantly, and

independently predict depression.
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Type D personality was the most significant predictor of

depression in this study. It is consistent with a study
conducted by Dooren et al. (2016) where personality was
also a strongest predictor of depression ( = 3.87, P-value <
0.001).56 Type D is not pathological by itself but the
tendency to experience negative emotions and to inhibit
emotions is more obvious in individual with type D
personality traits. Therefore students with more distress trait
become more vulnerable to depression of which 28.48% of
our sample were found with such trait. Type D personality
was usually assessed in unhealthy adults and it was rarely
conducted in healthy adolescents. According to Zhang et al.
(2011) students with this personality trait were more prone to
depression.21 In addition, individuals with this type of
personality are likely to misconduct and have behavioral
problems which may cause them to get trouble in school.
These eventually give rise to mental distress, depression in
particular.

Rumination is a thinking style in which attention is given
to negative emotional state and it exacerbates and prolongs
distress and memories. Significant correlation (r = 0.57, P-
value < 0.01) between rumination and depression was found.
In addition, it also significantly predict depression (3 = 0 .31,
P-value < 0.001). It was consistent with study in which
rumination significantly predicted depression (f = 0.32, P-
value < 0.001).54 another

Similarly, prospective study

examined rumination as vulnerability in youth and

consistently supported that rumination moderated the
association with development of future depressive symptoms
and major depressive episodes.28 The perspective of the
response styles theory,29 postulates that those who engage
in rumination on their negative affect and memories, are
more likely to experience depressive symptoms. This can
apply to high school students as well. They are in a
transition period from early to middle adolescence and to
adulthood. They are more likely to encounter various
negative events either inside or outside school which will
give rise to more negative affect and memories. Then those
who ruminate about such negative memories and make
pessimistic  inferences to understand the current
circumstances are at risk of suffering from depression.
Furthermore, this response style is likely to increase severity
and duration of depressive symptoms in students over time.
Academic stress was also a significant predictor of

depression. This is consistent with the study conducted by
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Ang and Huan (2006).57 Adolescents with academic stress
were found to have 2.4 times of the risk of having
depression than the adolescents without academic stress in
a study in India.34 Academic expectation is an important
source of stress among Asian students and it is recognized
as a risk factor for depression. Pressure from study,
workload, and worry about grades, self-expectation and
despondency were the factors causing academic stress
among students. Moreover, in Asian context, parents usually
expect their children to have successful study results in
order to have greater opportunity for future study or career
choices. This in turn could cause more stress to the
students. High school students often see themselves as
being evaluated in terms of academic performance. Those
often

who experienced academic difficulties in school

received negative feedback regarding their academic

performance and consequently, developed depressed

feelings. They are wunder pressure to perform well

academically because somehow academic range still
remains the major criteria to evaluate their ability. In Bhutan,
there has been a growing recognition of academic burden
and its impact on students’ health. This raises the public
health and education concern.

Peer rejection also significantly predicted depression
similar to the findings by Prinstein and Aikins (2004) who
also reported that peer rejection was a significant predictor
of depression.25 Generally there is a heightened emotional
reactivity in high school adolescents due to their
developmental stage. Psychosocial factor like peer rejection
exerts effect on them by triggering their underlying
vulnerabilities, thereby giving rise to psychological distress
like depression. Though relationship between rejection and
depression is complex yet this relation can be explained that
peer rejection leads to depression and vice versa. At this
age, peers become integral source of their support system.
They spend a substantial proportion of their waking hours
involving with peer interactions than with family. They invest
more energy in forming peer networks. Developmental
theorists postulated that adolescents use peers as primary
bases for social comparison and self-appraisal as part of the
process for their identity formation.25 High school students
are also in the period of biological and psychological change
which may contribute to the cause peer rejection with their
resistant behavior, high

aggressive behavior, temper,

egocentric, etc. Adolescents represent their ages as period
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of stress and storm and they react immensely to peer
rejection which could cause worsened mood and increased
distress, and make them feels angrier, sadder, more
excluded and less happy.58 This will eventually give rise to
mental distress including depression.

Psychological theories of depression state that negative
family relationships play a key role in the etiology of
depression. In this study, negative family environment was
positively correlated with depression which is in line with
previous 'studie's.m'eﬂ'56 However, this association was not
strong enough to reach a predictive level. The relationship
between family environment and depression may be buffered
by other factors. In adolescence period, family is not solely
the world for them. They have different world of their own
which includes friends, social media, games and sports,
school and education. In addition, such family environment
might have been there in their lives for quiet sometime, so
they have learnt to accept or adjusted with it. Another reason
is that, according to Erickson theory, which postulated that
adolescent period is usually a time for them to search for a
sense of self and their personal identity through an intense
exploration of personal values, beliefs and goals. They want
to be more independent and begin to look at the future in
terms of career and relationship. They start to slowly drift
away from the family. In addition, families in Bhutanese
context are closely netted and believe in collectivism. This
type of family culture actually trains children to engage in
appropriate levels of relatedness to have an obedient, calm,
polite and respectful manner. It promotes social cohesion
and interdependence and provides an excellent resource for
mental health.59 Reasons mentioned above help explain why
negative family environment could not predict depression in
this study.

This study is a stepping stone for the future researches
on depression in Bhutan. The findings of this study can be
used as a benchmark to generate better understanding
regarding prevalence of depression and its predicting factors
among Bhutanese high school students. Both educators and
health personnel could work together to address this issue
and develop interventions appropriate for these high school
students. School remains a crucial place for students where
the acceptance from teachers and friends can help them
overcome their difficulties and facilitate them in life transition.
The school authority can arrange for mental assessment and

regular counseling, and raise more awareness in this mental
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health issue. Standard checklist and flyers can help students
identify their problems and availability of help resource.

Limitations of this study were related to its cross-
sectional design, which was unable to identify the casual
relationships between psychosocial factors and depression
as they change over time. Another limitation was that data
collection in this study was conducted from only one school.
This could limit the ability to reach more general conclusions
about overall adolescents in Bhutan.

In terms of recommendations for future study, more
studies towards depression and its predictors with cultural
specific measures in Bhutanese context is suggested. In
addition, longitudinal studies to understand the causal effects
should also be considered. A qualitative research can help
better

achieve understanding  of

Further

depression among

Bhutanese students. research in terms of

experimental study to test the effects of interventions that
enhance protective factors and reduce risk factors for

depression is recommended.
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