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BACKGROUND 

Mental health problems in children and adolescents in conflict with law is found to be very 

common. Various social, economic and psychological factors are associated with children’s 

involvement in committing crimes. Research related to mental health problems in this 

population has been carried out mainly in developed nations. There is, however very scant 

literature from developing countries and none from Nepal. Children in conflict with law being 

already vulnerable, ill understood and are often marginalized they are prone to mental health 

problems.1 Research from the West shows that mental health problems may even predate the 

entry into juvenile system or may develop later.2,3 The juvenile justice system must be able to 

identify youths with mental health needs as they enter and re-enter the system. Diversion, 

emergency responses, and long-range treatment planning can occur only if we have reliable 

ways to identify which youths have serious mental health needs, what those needs really are, 

and how they can be described in ways that promote rational responses to the youths’ clinical 

conditions.4  In addition, ACEs display a burden to children worldwide and it appears 

especially important in the context of juvenile delinquency. This study aims to estimate the 

prevalence of mental health problems in this population and explore ACE’s. These findings 

would help us identify the magnitude of the problem, recommend and plan intervention for 

those in need.  

This is an observational, cross sectional study at eight child correction homes across the 

Nepal. Children were interviewed and assessed using a semi structured proforma, child 

behaviour check list (Youth self-report) and WHO ACE- IQ. Since there has not been any 

study related to children in conflict with law, this study becomes very crucial to plan mental 

health services and train different stake holders in contact with this population according to 

the prevalence and different types of mental health problems. 
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Statement of the Problem 

The prevalence rate of youth with mental disorders within the juvenile justice system is found 

to be consistently higher than those within the general population of adolescents.4 The 

Criminal Codes of 2074 as well as the Children’s Act, 2075 has defined children as those 

persons below 18 years. This has increased the number of children placed in the child 

correction home by 65% (the children from 16 to below 18 years) as per the research 

conducted by the Secretariat.5 In the last fiscal year, there were 382 children in the eight child 

correction homes, whereas the number of such children increased to 821 (boys 798 and girls 

23) in this fiscal year.5  

This has resulted in the overcrowding of the child correction homes, the education, health and 

nutrition requirement of the children could be compromised and they may be more vulnerable 

to psychological distress leading to mental health problems. Given the growth of juvenile 

detainee populations, epidemiologic data on their mental health problems are increasingly 

important. Yet, there are no studies in Nepal in this regard. Until we have better 

epidemiological data, we cannot know how best to use the system’s scarce mental health 

resources to meet the mental health needs of children in conflict with law. 

 

 

 

Rationale/Justification: 

Although extensive research on prevalence of mental health problems in juvenile offenders 

has been conducted in Western countries and few Asian countries, epidemiological research 

concerning this issue is non-existent. Due to the lack of research, inadequate models of care, 
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insufficient policy development, ineffective experience and training of staff, and inadequate 

practice has led to non-existent mental health services for the juvenile offenders with mental 

health concerns.  

Prevalence studies have shown that here is a three to four-fold increase in the prevalence of 

psychiatric illnesses in juvenile offenders compared to the general population.18,19 

Furthermore, presence of more than one mental health problem is associated with a higher 

rate of repeat offending and recidivism. So, assessment of and intervention in mental health 

problems may also help prevent further offenses.2 

In Nepal, there has been no study to explore mental health problems in juvenile offenders. To 

promote awareness of this issue, the magnitude of the mental health problems experienced by 

juvenile offenders must be investigated via epidemiological research. Finally, screening and 

recognition of mental health problems in juvenile offenders may help identify risk factors for 

continued criminal behaviours, facilitate treatment, and eventually lead to more positive 

outcomes. 

Research Questions were as follows: 

1. What is the prevalence of mental health problems in juvenile offenders residing in 

child correction homes of Nepal? 

2. What are the factors associated with mental health problems in juvenile offenders? 

3. What are the ACEs of juvenile offenders and is there any association of ACE with 

mental health problems in juvenile offenders? 

OBJECTIVES 

The General objective of the study was to estimate the prevalence of mental health problems 

and associated factors in children and adolescents residing at various child correction homes 

in Nepal. 
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The Specific objectives were as follows: 

1. To estimate the prevalence of mental health problems in children and adolescents 

living at child correction homes 

2. To identify factors associated with mental health problems in juvenile offenders 

3. To explore adverse childhood experiences (ACEs) in children and adolescents living 

at child correction homes. 

4. To identify association between ACEs and mental health problems in juvenile 

offenders 
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Figure 1: Conceptual Framework 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sociodemographic profile: 

- Age, Sex, Education (drop out), 

monthly family income/SES, Fathers 

and mothers education, living 

arrangements (with both parents/with 

a single parent/no parents/recidivism), 

Type of offenses, history of mental 

illness in family, past history of 

history mental illness and treatment, 

ACEs, etc. 

 

Adverse childhood experiences (ACEs)  

Tool - WHO ACE IQ 

Mental health problems 

Tool: CBCL - YSR 



 10 

 METHODS 

Research Method: This is a quantitative, cross sectional study with census method at eight 

child correction homes across the country. 

Study Site and its Justification: Eight child correction homes in eight districts were Morang, 

Parsa, Makwanpur, Bhaktapur, Kaski, Rupandehi, Banke and Doti. This study was proposed 

by the "Secretariat of Central Child Justice Committee", Ministry of Women, Children and 

Senior Citizens, the Government of Nepal Pulchowk, Lalitpur where the expectations from 

the study were to assess the status of mental health problems in all child correction homes run 

by the Government of Nepal. Therefore, the study intends to screen and assess the status of 

mental health status of all the adolescents residing in all child correction homes run by the 

Government of Nepal. 

Exclusion criteria were any participant (study subject) who refuses to give assent and who 

were severely ill.  

Sample Size 

All children resided in child correction homes during the study period and who had given the 

assent (N=670). 

Study variables 

Dependent Variable were Mental health problems. 

Independent Variables were Age, Sex, Education (drop out), monthly family income/SES, 

Fathers and mothers education, living arrangements (with both parents/with a single parent/no 

parents/recidivism), Type of offenses, history of mental illness in family, past history of 

history mental illness and treatment, ACEs, etc. 
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STUDY INSTRUMENTS 

I. A semi-structured proforma – Age, Sex, Education (drop out), monthly family 

income/SES, Fathers and mothers education, living arrangements (with both parents/with a 

single parent/no parents/recidivism), Type of offenses, history of mental illness in family, past 

history of history mental illness and treatment, ACEs, etc. 

II.Youth Self-Report (YSR) - Nepali version 

The Achenbach System of Empirically Based Assessment (ASEBA) for school-age children 

includes three instruments for assessing emotional and/or behavioural problems: Child 

Behaviour Checklist (CBCL), completed by parents, Youth Self-Report (YSR), completed by 

adolescents between 11 to 18 years of age and Teacher's Report Form (TRF), completed by 

teachers. CBCL - YSR is already validated in Nepalese culture and language. 

YSR covers eight domains of mental health.  

1. Anxious/Depressed  

2. Withdrawn/Depressed  

3. Somatic Complaints  

4. Social Problems  

5. Thought Problems  

6. Attention Problem  

7. Rule-Breaking  

8. Aggressive Behaviour  

Internal Consistency: .76 - .95  
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Construct Validity: Thousands of studies related to association of scale scores and other 

variables - like DSM diagnoses, other similar scales (Conners, BASC), Genetic factors, 

Neurophysiological factors and other outcomes in adult  

III. WHO Adverse Childhood Experiences International Questionnaire (WHO ACE-IQ) 

The consequences of adverse childhood experiences (ACEs) such as child maltreatment and 

other traumatic stressors for health risk behaviours and long-term chronic diseases has been 

the focus of a growing number of studies. However many countries have yet to appreciate the 

major public health implications of ACEs and their lifelong consequences. For this 

recognition to spread requires that data on ACEs are collected as part of broader health and 

health risk behaviour surveys, and that the findings are used to advocate for and inform 

policies and programmes designed to reduce ACEs and promote safe, stable and nurturing 

relationships between children and their parent or caregivers.  

The International ACE Research Network has produced the ACE-IQ which enabled the 

measurement of childhood adversities in all countries and comparisons of such adversities 

between them; the drawing of associations between childhood adversities and health risk 

behaviours and health outcomes in later life; advocacy for increased investments to reduce 

childhood adversities, and scientific information to inform the design of prevention 

programmes. ACE-IQ should always be integrated into broader health surveys. Although data 

about adversities on their own may be useful for some purposes, the real value of ACE-IQ lies 

in demonstrating the associations between early exposures to ACEs and subsequent risk 

behaviours and health outcomes. It is only by integrating ACE-IQ into broader health surveys 

that such associations can be measured. When the ACE-IQ is administered as part of broader 

health surveys it should be included in the middle of the instrument to ensure that an adequate 

level of rapport between the interviewer and respondent can be established before asking the 

sensitive questions it contains. As some of the questions in the ACE-IQ may cause upset for a 
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participant it is strongly recommended that wherever the ACE-IQ is implemented a list of 

reputable, reliable and responsible local services should be available, so that the interviewer 

can direct the participant to the appropriate source of help or support. The ACE-IQ can be 

translated into the appropriate language for use in the country where it's being delivered, but 

the normal procedures of translation and back translation must be followed in order to ensure 

the fidelity of the translation.  

PERMISSION, TRANSLATION AND BACK TRANSLATION 

The permission was obtained from the Authors to use both tool in this research. CBCL is 

already translated and validated in Nepalese population. ACE-IQ was translated in Nepalese 

language. Two experts translated the original English questionnaire to Nepali. Two 

professional translators then independently translated the Nepali version back to English. 

Finally, two investigators were discussed the differences and a consensus were reached for the 

final Nepali version.  

Pre-testing the Data Collection Tools  

Pretesting of the WHO ACE-IQ was done with 10% sample with the similar setting. 

 Data Management  

The collected data was reviewed, organized and coded. Data were checked for its 

completeness and accuracy. Each collected data was coded, categorized and kept in 

researcher’s locked archive. After completion of data collection, those data were entered and 

analyzed by using Statistical Package of Social Sciences (SPSS) version 26. Data was 

analyzed by using descriptive (mean, standard deviation, frequency, percentage) and 

inferential statistical method (chi-square test and bivariate analysis) were done. The findings 

were presented in tables and figures. 
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 DATA ANALYSIS  

The ASEBA data management and SPSS statistics version 26.0 for Windows were used for 

all analyses. Descriptive analysis was carried out using mean and standard deviation with 

range for continuous variables including socio-demographic profile. Statistical data was 

analyzed by percentage, median, mean and standard deviation. Pearson’s chi-square test was 

done for categorical variables. Analysis of variance (ANOVA) was used for continuous 

variables. Multiple linear regression analysis was carried out to estimate the association 

between childhood adverse experience and mental health problems. Statistical significance 

was defined at 0.05 level. 

Plan for Dissemination of Research Results 

It will be published in the peer-reviewed journal. Possible attempt will be made to get it 

published in international journal with high impact factor. 

Plan for Utilization of the Research Findings (optional) 

The findings can be used for policy making for effective dissemination of mental health 

services for this marginalized and ill understood population. 

ETHICAL CONSIDERATION 

Ethical approval was obtained from the Ethical Review Board (ERB) of Nepal Health 

Research Council. Before enrollment in the study, all participants received an explanation of 

the aims, objectives and background of the study. They were also be informed regarding the 

risks and benefits from the study. The participants were children under 18 years old. Legal 

Gurdian were asked to provide written informed consent prior to data collection. Assent was 

taken with all participants. Anonymity and confidentiality of the participant was maintained 

throughout the study. They had the right to withdraw from the study at any point, if they 

wished, without any negative repercussions. 
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REFERRAL SYSTEM FOR THE ADOLESCENTS WHO HAVE SUICIDE AND 

SELF-HARM 

Identification of the problem according to the Youth self -rating forms (YSR) rating done by 

the participants. Further risk assessment of the participants who had suicidal ideas and self-

harm behaviours were done by the counsellors. The In charge of the respective CCH was 

informed if the participants needed further evaluation & counselling. Asked for referral to 

nearest medical college & hospital with psychiatry services or Tele video consultation with 

Kanti Children’s Hospital was planned if the participants needed advance level of 

management. 
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FINDINGS OF THE STUDY 

Part I: Demographic Information 

Table 1: Distribution of participants in eight centres 

 

Site Number of participants Percent (%) 

Morong 168 25.1 

Bhaktapur 121 18.1 

Banke 102 15.2 

Kaski 84 12.5 

Rupandehi 72 10.7 

Parsa 46 6.9 

Doti 41 6.1 

Makwanpur 36 5.4 

Total 670 100% 

 

Above table shows that highest number of participants were from Morong center (i.e.25.1%) 

followed by Bhaktapur(i.e.18.1%), Banke(i.e.15.2%), Kaski(i.e.12.5%), 

Rupandehi(i.e.10.7%),Parsa (i.e.6.9%), Doti(i.e.6.1%)  and Makwanpur centers(i.e.5.4%). 

 

Table 2: Types of Crime 

 

Types Frequency Percent (%) 

Sexual Harassment/ Rape 218 32.5 

Property Destruction/Stealing 177 26.4 

Murder/ Attempt to murder 65 9.7 

Substance use/ Driving 62 9.3 

Small Crime 15 2.2 

Others  24 3.5 

Total 670 100% 
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Above table indicates that the highest number of participants (i.e., 32.5%) were accused of 

Sexual Harassment/ Rape followed by Property Destruction/Stealing (i.e., 26.4%), Murder/ 

Attempt to Murder (i.e., 9.7%), Substance Use/ Driving (i.e., 9.3%), Small Crime (i.e., 2.2%), 

Others (i.e., 2.2%), Serious Crime(i.e., 0.7%) and Extreme Form of Crime (i.e., 0.6%). 

 

Table 3: Distribution according to age  

 

Age Frequency Percent (%) 

Below 15 (11-14yrs) 
45 6.96 

Above 15 (15-18yrs) 
601 93.04 

Total 
646 100% 

 

Above table shows that 93.04% participants were above 15 years old. However, 24 (3.6%) did 

not disclose their actual age and those were not included in the analysis. 

 

Figure 2: Distribution according to Gender 

 

 

 

 

Above pie chart shows that 96% participants were boys.  

646(96%)

24(4%)

Male Female



 18 

Table 4: Family Income of Participants 

 

Income Frequency Percent (%) 

Less than Rs10000 295 46.03 

More than Rs 10000 
346 53.97 

Total 
641 100% 

 

Above table shows that 53.97% participants were reported more than 10,000 monthly family 

incomes and 46.03% participants were reported less than 10,000 monthly family incomes. 

However, 4.3% did not disclosed their actual monthly family income and those were not 

included in the analysis. 

 

Table 5: Prevalence of self-harm (suicidality) 

 

Site Frequency (%) 

Bhaktapur 30 (4.47%) 

Rupandehi 19 (2.83%) 

Banke 19 (2.83%) 

Morang 13 (1.94 %) 

Kaski 12 (1.79%) 

Doti 12 (1.79%) 

Makwanpur 11(1.64%) 

Parsa 4 (0.59%) 

Total 120 (17.9%) 

 

Above table exhibits that altogether 17.9% (N=120) participants had reported suicidality. 
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Table 6: Availability of counselling services  

 

Present Absent 

Bhaktapur Parsa 

Banke Doti 

Kaski Makwanpur 

Rupandehi Morang 

  

Above table indicates that Bhaktapur, Banke, Kaski and Rupandehi centers had counselling 

services. 

 

Table 7: Total reaches of counselling services (According to number of participants residing 

on those centres) 

 

Counselling services Frequency Percent (%) 

No 291 43.4 

Yes 379 56.6 

Total 670 100% 

 

Above table shows that 56.6% participants were on the reach of counselling services as 

counsellors were available in the four centers of child correction homes. 
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Table 8: Findings of ACEs Scale 

b. Frequency Percent (%) 

Collective 

violence  

 

No 355 54.2 

Yes 301 45.8 

Total 656 100% 

 Missing 14 2.1 

c. Frequency Percent (%) 

Someone 

chronically 

depressed, 

mentally ill, 

institutionalized 

or suicidal 

No 605 93.6 

Yes 41 6.4 

Total 

646 100% 

 Missing 24 3.6 

d. Frequency Percent (%) 

Alcohol and/or 

drug abuser in 

the household 

 

No 507 78.1 

Yes 142 21.9 

Total 649 100% 

 Missing 21 3.1 

e.  

 Frequency Percent (%) 

Bullying 

experience 
No 165 25.03 

Yes 494 74.97 

Total 659 100% 

 Missing 11 1.6 

f. Frequency Percent (%) 

 Sexual contact 

or sex abuse 

 

No 524  79.04 

Yes 139 20.96 

Total 663 100% 

 Missing 7 1.0 

a. Frequency Percent (%) 

 Community 

Violence 

 

No 198 30.09 

Yes 460 69.91 

Total 658 100% 

 missing 12 1.8 
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g. Frequency Percent (%) 

 Physical abuse 

 

No 423 63.80 

Yes 240 36.19 

Total 663 100% 

 Missing 7 1.0 

h. Frequency Percent (%) 

 Emotional abuse 

 

No 342 51.50 

Yes 322 48.49 

Total 664 100% 

 Missing 6 0.9 

i. Frequency Percent (%) 

 Emotional 

Neglect 

 

No 35 5.34 

Yes 620 94.65 

Total 655 100% 

 Missing 15 2.2 

j. Frequency Percent (%) 

 Household 

member treated 

violently 

 

No 371 56.04 

Yes 291 43.95 

Total 662 100% 

 Missing 8 1.2 

k. Frequency Percent (%) 

 Parental loss, 

separated, 

divorced 

 

No 420 63.54 

Yes 241 36.45 

Total 661 100% 

 Missing 9 1.3 

 

Interpretation of above table: 

a.  There were 69.91% participants had experienced community violence whereas 

30.09% had never experienced such violence in the community. However, 1.8% did 

not provided information regarding the issues and those were not included in the 

analysis. 



 22 

b. Above table indicates that 45.8% adolescents had experienced collective violence 

whereas 54.2% never experienced such violence. However, 2.2% did not provide 

information regarding the issues and those were not included in the analysis. 

 

c. Above table shows that 93.6% participants reported that there were no chronically 

depressed, mentally ill, institutionalized or suicidal in the family. However, 3.6% did 

not provide information regarding the issues and those were not included in the 

analysis. 

d. Above table demonstrates that 21.9 % participants reported problem of alcohol and 

drug abuser in the household. However, 3.1% did not provide information regarding 

the issues and those were not included in the analysis. 

e. Above table shows that more than half (i.e., 74.97%) of participants reported bullying 

experienced in their childhood period. However, 1.6 % did not provide information 

regarding bullying experiences and those were not included in the analysis. 

f. Above table shows that 20.96% of participants reported having any experiences of 

Sexual contact or sex abuse in their childhood period. However, 1.0% did not 

provide information regarding sexual contact or sexual abuse experiences and those 

were not included in the analysis. 

g. Above table shows that 36.19% of participants reported having experiences of 

Physical abuse in their childhood period. However, 1.0 % did not provide information 

regarding physical abuse and those were not included in the analysis. 

h. Above table shows 48.49% of participants reported having experiences of Emotional 

abuse in their childhood period. However, 0.9 % did not provide information 

regarding emotional abuse and those were not included in the analysis. 



 23 

i. Above table shows that 94.65 % participants reported experiences of Emotional 

neglect in their childhood period. However, 2.2 % did not provide information 

regarding emotional neglect and those were not included in the analysis. 

j. Above table demonstrates that 43.95% of participants reported having experiences of 

their Household member treated violently. However, 1.2 % did not provide 

information regarding Household member treated violently and those were not 

included in the analysis. 

k. Above table exhibits that 36.45% adolescents reported that there were Parental loss/ 

separated /divorced in their childhood period. However, 1.3 % adolescents did not 

provide any information regarding parental loss/ separation and divorced in their 

family and those were not included in the analysis. 

 

Part II. Prevalence of Mental Health Problem 

 

Table 9: Mental Health Problems according to YSR- broadband (Externalizing& 

Internalizing) criteria and their Gender 

 

 Gender Total 

 

N=670 
Female 

N=24 

Male 

N= 646 

Externalizing 

problems 

 

Normal 21(87.5%) 455 (70.4%) 476 (71.0%) 

borderline 1 (4.2%) 40 (6.2%) 41 (6.1%) 

clinical 2 (8.3%) 151 (23.4%) 153 (22.8%) 

Internalizing 

problems 

 

Normal 8 (33.3%) 248 (38.4%) 256(38.2%) 

borderline 5 (20.8%) 108(16.7%) 113 (16.9%) 

clinical 11 (45.8%) 290 (44.9%) 301 (44.9%) 

Total Problems  
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Normal 12 (50%) 346 (53.6%) 358 (53.4%) 

borderline 6 (25%) 99 (15.3%) 105 (15.7%) 

clinical 6 (2.9%) 201 (31.1%) 207 (30.9%) 

 

Table 1 shows the number of girls were very less in number (N=24) in comparison to boys 

(N= 646).  Regarding the Total problems, 2.9 % girls and 31.1 % boys scored in the clinical 

range whereas in the Externalizing problems, 8.3% girls and 23.4% boys scored in the clinical 

range. However in the Internalizing problems, 45.8% girls and 44.9% boys scored in the 

clinical range.  

 

Table 10: Mental Health Problems according to DSM oriented scales and eight 

syndrome scales of YSR 
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The prevalence of emotional/behavioural problems was calculated according to the YSR 

manual (Achenbach & Rescorla, 2001), that is, based on cut-off points indicating normal, 

borderline or clinical range of emotional/behavioural problems.  

Anxious depressed, Withdrawn, Somatic, Social, Thought, Attention, Rule Breaking and 

Aggression are the different emotional and behavior problems identified in the Eight 

Syndrome Scale according to the YSR Manual. According to this scale findings, 18.7% of 

adolescents had the problem of Anxious depressed, 12.4% of adolescents had the problem of 

withdrawn, 18.1% adolescents had reported somatic problems, 15.8% of adolescents had 

social problems, 10.1% of adolescents had thought problem and rule breaking problems, 3.4% 

DSM oriented scales 

T scores  Normal (<64 t 

score) 

Borderline (65-69 t 

score) 

Clinical (>70 t 

score) 

ADHD 636 (94.9%) 20 (3.0%) 14 (2.1%) 

ODD 642 (95.8%) 1(0.1%) 27 (4.0%) 

Somatic 484 (72.2%) 84 (12.5%) 102 (15.2%) 

Conduct  555 (82.8%) 37 (5.5%) 78 (11.6%) 

Affective  473 (70.6%) 90 (13.4%) 107 (16.0%) 

Anxiety  537 (80.1%) 65 (9.7%) 68 (10.1%) 

Total                                                                       297 (44%)                       396 (59%) 

Eight syndrome scales 

 

T scores Normal (<64 t 

score) 

Borderline (65-69 t 

score) 

Clinical (>70 t 

score) 

Anxious depressed  454 (67.8%) 91 (13.6%) 125 (18.7%) 

Withdrawn 537(80.1%) 50 (7.5%) 83 (12.4%) 

Somatic  514(76.7%) 35 (5.2%) 121 (18.1%) 

Social  430 (64.2 %) 134 (20.0%) 106 (15.8%) 

Thought  544 (81.2%) 58 (8.7%) 68 (10.1 %) 

Attention 602 (89.9%) 45 (6.7%) 23 (3.4%) 

Rule Breaking 538 (80.3%) 64 (9.6%) 68 (10.1%) 

Aggression  563 (84.0%) 47 (7.0%) 60 (9.0%) 
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of adolescents had attention problem and 9% of adolescents had reported aggression problem 

were in the clinical range. 

However, in the DSM oriented scales, 2.1% of the adolescents had attention-

deficit/hyperactivity problems (ADHD), 4% of the adolescents had oppositional defiant 

problems (ODD), 15.2% of the adolescents had Somatic problems, 11.6% of the adolescents 

had conduct problem, 16% of the adolescents had affective problems and 10.1% of the 

adolescents had anxiety problem which all were in the clinical level. The six DSM-oriented 

scales of YSR are: (1) affective problems (2) anxiety problems (3) somatic problems (4) 

ADHD (5) ODD and (6) conduct problems. 

 

Table 11: Adverse Childhood Experience (ACE) with Total problems 

 

ACE Score N % 

<4 184 (28.4%) 

>4 464 (71.6%) 

Total 648 (100%) 

 

Table 11 indicates that participants who scored <4 scores on ACE scale were 28.4% and 

participants who scored >4 scores on ACE scale were 71.6%.However, 22 (3.28%) did not 

provide overall information regarding their childhood adverse experiences and those were not 

included in the analysis. 

 

Table 12: Diagnosis according to DSM oriented Scale of YSR 

 

 

DSM Diagnosis Frequency Percent (%) 

Normal(No diagnosis) 474 70.7 

One diagnosis 152 22.7 

Two diagnosis 37 5.5 
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Three diagnosis 6 .9 

Four diagnosis 1 .1 

Total 670 100% 

 

Above table indicates that 196(670-474=196 i.e. 29.2%) participants met the at least one of 

the clinical diagnosis according to DSM criteria where 22.7% adolescents met one diagnostic 

criteria, 5.5% met the two diagnostic criteria,0.9% met the three diagnostic criteria and 0.1% 

met the four diagnostic criteria. 

 

Table 13: Diagnosis according to Broad band (Internalizing 

and externalizing problem) Scale of YSR 

 

 

Problems Frequency Percent (%) 

No diagnosis 336 50.2 

1 Diagnosis 214 31.9 

2 Diagnosis 120 17.9 

Total 670 100% 

 

Above table suggested that 334 (214+120=334, i.e. 49.8%) participants had either of the 

internalizing and externalizing problems in the clinical rage. 

 

Part III. Association between Total Problem Scores (YSR) and ACEs Scale 

 

 Table 14: Association between Total Problem Scores and ACE Variables 

 

 

Variable 

 

B 

 

SE 

Partial eta 

squared 

 

Significance 

Emotional abuse in child A1 A2  

(Reference group: No) 

0.164 0.069 0.008 0.018 

Physical abuse in child A3 A4  0.157 0.072 0.007 0.029 
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(Reference group: No)  

Sexual abuse in child A5 A6 A7 A8 

(Reference group: No)  

0.044 0.085 0.000 0.602 

Alcohol and drug abuse F1  

(Reference group: No)  

-0.049 0.088 0.000 0.581 

Someone chronically depressed in 

family F2. 

(Reference group: No)  

0.105 0.795 0.001 0.427 

Incarcerated household F3 

(Reference group: No) 

0.122 0.126 0.001 0.332 

One or no parents OR parents separated 

OR divorced F4 F5                 

(Reference group: No) 

0.142 0.072 0.006 0.050 

Violence in the family F6 F7 F8  

(Reference group: No) 

0.092 0.070 0.003 0.190 

Emotional Neglect P1P2  

(Reference group: Yes) 

-0.309 0.155 0.006 0.046 

Physical Neglect in child P3P4  

(Reference group: No)  

-0.039 0.070 0.000 0.573 

Bullying and conflict of bullying   

(Reference group: Yes) 

-0.155 0.080 0.006 0.053 

Community violence V4 V5 V6  

(Reference group: Yes) 

-0.162 0.076 0.007 0.032 

Collective violence V78910  

(Reference group: No) 

0.082 0.070 0.002 0.241 

ACE total scores  

(Reference group: score >4 ) 

-0.196 0.075 0.010 0.010 

Environment     

Counseling service at correction home  

(Reference group: Yes) 

-0.306 0.068 0.029 0.000 

Age  

(Reference group: > 15 years) 

0.080 0.098 0.001 0.417 

 

 

 

The above table can be interpreted as:  

 

 Adolescents who experienced emotional abuse in childhood had total problem score 

0.164 times higher compared to Adolescents who never experienced emotional abuse 

and the difference was significant (p value 0.018).  
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 Adolescents who experienced physical abuse in their childhood had total problem 

score 0.157 times higher compared to Adolescents who never experienced physical 

abuse and the difference was significant (p value 0.029).  

 Adolescents who had one or no parents or, parents separated or divorced had total 

problem score 0.142 times higher compared to Adolescents who were staying with 

their parents during their childhood and the difference was significant (p value 0.050).  

 Adolescents who never experienced emotional neglect in childhood had total problem 

score 0.039 times lesser compared to Adolescents who experienced emotional neglect 

in childhood and the difference was significant (p value 0.046).  

 Adolescents who never experienced Bullying and conflict of bullying had total 

problem score 0.155 times lesser compared to Adolescents who experienced Bullying 

and conflict of bullying and the difference was significant (p value 0.053).  

 Adolescents who never experienced community violence had total problem score 

0.162 times lesser compared to Adolescents who experienced community violence and 

the difference was significant (p value 0.032).  

 Adolescents who had less than 4 ACE total scores has 0.196 times lesser total problem 

score compared to Adolescents who had more than 4 ACE total score and the 

difference was significant (p value 0.010).  

 Adolescents who had no counseling service at correction home has total problem score 

0.306 times lesser compared to Adolescents who had counseling service at correction 

home and the difference was significant (p value 0.000).  

CONCLUSION  

 

This study concluded that 334 49.8%) (i.e. 74.3%) participants had either of the internalizing 

and externalizing emotional and behavioral problems in the clinical rage. There were 29.2% 

participants who met at least one of the clinical diagnoses according to DSM criteria where 
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22.7% adolescents met one diagnostic criteria, 5.5% met the two diagnostic criteria, 0.9% met 

the three diagnostic criteria and 0.1% met the four diagnostic criteria. Moreover, 17.9% 

participants had reported suicidality. There is highly significant difference between adverse 

childhood effects (i.e., physical abuse, emotional abuse, be with one or no parents or, parents 

separated or divorced, emotional neglect, bullying and conflict of bullying, community 

violence and availability of counseling service) with total emotional and behavioral problems 

of participants as p value found as 0.029, 0.018, 0.050, 0.046, 0.053, 0.032 and 0.000 

respectively. These all p-values were less or equal to 0.05. However, correlation is weak on 

all domains except in relation to counselling services and total problem scores. More 

surprisingly, there is moderate negative correlation between availability of counselling 

services and having total emotional and behavioral problems. This could be due to more 

aware of mental health symptoms among who received counselling. 

 RECOMMENDATIONS 

  

1. The overall prevalence of mental health problems in clinical range is between 29 to 

49.8% %. To find out the exact prevalence we need to conduct detailed mental health 

survey that will include one to one clinical interview will be necessary by a child 

mental health consultant. So that their problems can be identified and managed on 

time. 

 

2. As there are significant mental health problems in juveniles who are receding in 

correction facilities there is an urgent need to address this problem. Trained and 

competent mental health providers (counsellors/Psychologist/Psychiatrist) should be 

recruited  

 

3. to address the problems. 
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4. Introduction of "Crisis Hot line" or other way to seek help inside the Child Correction 

Homes will also be valuable to increase the access to mental health treatment.   

5. Environmental Changes such as reducing overcrowding, providing enough 

recreational and sufficient nutrition will be important.  

6. Providing specialized intervention such as structured counselling/psychotherapy, 

motivational enhancement, "Life Skills Education" and substance abuse relapse 

prevention will be critical to promote overall well being and reduce future 

incarceration.  

7. As significant number of youths in these correction homes are there due to sexual 

abuse offences, special program should be developed for treatment of these sexual 

abuse offenders to reduce future offences.  

 

8. Community awareness is necessary regarding rearing and child protection. 

9. School mental health promotion including "Life Skills Education" should be 

incorporated in schools to reduce overall mental health promotion and to reduce 

criminal offences.  

10. As we have seen significant ACEs in these youths there needs to be psycho-social 

intervention in community/school to address these issues. 

 

 

Limitation of the Study  

 

1. Study technique: This study was a cross sectional study that was estimated of point 

prevalence.  

2. Data collection: Due to the current situation of COVID-19 pandemic we were unable to 

complete the data collection on time because of participants themselves were infected in few 

centres. Some of socio-demographic data and other data that were missing on initial phase 

couldn’t be obtained with repeat visit due to travel restrictions.  
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3. Bias due to lockdown: Due to lockdown and restrictions being imposed due to COVID-19, 

the mental health problems of the children might be increased. However, couldn’t able to 

assess those factors directly. 

4. Reliability of information and Recall Bias: As parents/caregivers were not participated in 

the study, it has to be relied on children’s information and there might be a chance of recall 

bias on ACE scale findings as they have to give the answers regarding to their early childhood 

experiences. 
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