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INDIVIDUAL AND FAMILIAL FACTORS OF PSYCHOLOGICAL HEALTH CONDITIONS OF SCHOOL-GOING ADOLESCENT GIRLS IN CHANDIGARH


ABSTRACT:	
Aims: 1) To assess levels of depression, anxiety, and stress among adolescent school-going girls.2) To investigate their individual and family factors related with depression, anxiety, and stress.
Study Design: A cross-sectional study carried out in schools of Chandigarh, Place and Duration of Study: Study was carried out in schools of Chandigarh during February 2023 to June 2023.
Methodology: Study involved 168 adolescent girl participants aged between 13 and 19 years selected by two-stage random sampling approach. Depression, Anxiety and Stress Scale (DASS-21) scale.  
Results:The study included 168 school-going adolescent girls aged 13–19 years, with a mean age of 15.08 ± 1.68 years. More than half of the participants were in late adolescence (57.7%). A statistically significant association was observed between age group and levels of depression, anxiety, and stress (DAS). Among early adolescents (13–15 years), moderate depression was the most prevalent category (49.3%), whereas late adolescents (16–19 years) predominantly exhibited normal depression scores (66.0%) (χ² = 26.67, p < 0.001). Anxiety levels were high in both age groups, with extremely severe anxiety reported more frequently among late adolescents (82.5%) compared to early adolescents (56.3%) (χ² = 19.63, p = 0.001). Family type showed no statistically significant association with depression, anxiety, or stress. Respondents reported multiple coping strategies to overcome DAS, including overthinking (79.2%), procrastination (57.1%) and negative self-talk (43.5%). Sleep disturbances were reported by 35.7% of participants, mainly attributed to over thinking and academic stress. Although most respondents reported supportive family relationships, many experienced hesitations in expressing needs, difficulties in decision-making, and perceived peer pressure. Nearly two-thirds (64.3%) of the adolescents expressed a perceived need for psychological counseling. Conclusions and Suggestions: The study highlights a high burden of depression, anxiety, and stress among adolescent girls, with anxiety being most prevalent and influenced by age and family relationships. Gaps in emotional communication, maladaptive coping, academic and peer stress, and sleep problems were common, indicating the need for early family- and school-based mental health interventions, including screening, counselling, and life-skills education.
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INTRODUCTION
The United Nations defines adolescence as the period between 10 and 19 years, a critical phase of development that lays the foundation for personality and long-term health.1Psychosocial health problems are highly prevalent among adolescents and represent a hidden public health concern. This stage involves adaptation to physical adulthood, changing social and familial roles, and the formation of an independent identity, often accompanied by significant pressure to meet parental, societal, and peer expectations. Adolescence is a sensitive developmental phase characterized by rapid biological, emotional, and social changes, making individuals particularly vulnerable to depression, anxiety, and stress (DAS).2In India, adolescents constitute nearly one-fifth of the total population, making their mental health a major public health priority.3Studies have reported that younger adolescents have higher prevalence of depressive symptoms, during early adolescence.4,5 Whereas, anxiety disorders are highly prevalent during late adolescence.6,7Indian adolescents, particularly girls, are exposed to unique socio-cultural stressors including academic pressure, gender norms, restricted autonomy, family expectations, and peer comparison, which can adversely affect their psychological well-being.8,9,10 Evidence suggests that adolescent girls are more likely than boys to internalize stress and develop symptoms of depression and anxiety, especially during mid to late adolescence.11
	Psychological well-being depends on multiple domains, including family and peer support, socio-economic status, school environment, and body image satisfaction.Family environment also plays a crucial role in shaping adolescents’ emotional health. While family structure has traditionally been considered important in Indian society, emerging evidence suggests that the quality of familial relationships, emotional support, and communication may be more influential than family type alone.12,13,14 Poor parent–adolescent communication, perceived neglect, and lack of emotional expressiveness have been linked to loneliness, low self-esteem, and psychological distress among adolescents.15
	Peer relationships gain increasing importance during adolescence and may act as both protective and risk factors for mental health. Peer pressure related to academic performance, physical appearance, and social comparison has been associated with anxiety, stress, and maladaptive coping behaviours, particularly among girls.16,17,18 Adolescents often adopt cognitive and behavioural coping strategies such as rumination, negative self-talk, procrastination, excessive screen use, and unhealthy eating patterns, which may exacerbate mental health problems rather than alleviate them.19,20,21
	Despite the increasing burden of psychological distress, help-seeking behaviour among adolescents remains limited due to stigma, lack of awareness, and restricted access to mental health services, particularly in low- and middle-income countries like India.22 Although several studies have examined adolescent mental health in India, there remains a paucity of comprehensive research focusing specifically on school-going adolescent girls, integrating depression, anxiety, and stress (DAS) with familial relationships, peer pressure, coping strategies, sleep patterns, and attitudes toward counselling. Understanding these interrelated factors is essential for developing effective school- and community-based mental health interventions.Therefore, the present study was undertaken to assess the levels of depression, anxiety, and stress among adolescent school-going girls and to examine their individual and family related factors. 
Objectives: 
1) To assess levels of depression, anxiety, and stress among adolescent school-going girls.
2) To investigate their individual and family factors related with depression, anxiety, and stress. 


MATERIAL AND METHODS
Study Population 
The study was conducted in school going adolescent girl students of 13 to 19 years of age group from both government and private schools of Chandigarh. Chandigarh has an area of about 144 square kilometers with a population of about 1.1 million people.
Study design and Study areas
It was a cross-sectional study during February 2023 to June 2023 among the school going adolescent girls selected by two-stage random sampling technique. In the first stage, two government and two private senior secondary schools and one college were selected from a comprehensive list of all the government and private schools/colleges after the permission of the Department of Education, Chandigarh. At the second stage, a sample of minimum 30 participants were selected from each stratum, from the comprehensive list of students studying in  9th, 10th, 11th and 12th  and first year undergraduate Panjab University Chandigarh.As the study included the adolescent girls up to 19 years of age therefore the college girls of first year students were also included.
Sample Size
Sample size was calculated by using the following formula with approximation for large population:  
nopt=			Z21-/2 (1-P) /2	
	
Where, 
P = Anticipated population proportion
1 -  = Confidence Coefficient
 = Relative precision, and 
Z (.) is the value of standard normal variate.
On the basis of 60 % having either of psychological problems as the most important outcome parameter reported in existing literature.23 Assuming further 90% confidence coefficient and 10% relative precision, sample size comes out to be 168 adolescent girls aged 13-19 years. 
Inclusion and Exclusion criteria
School-going adolescents aged 13–19 years were included in the study. Adolescents who were not within the specified age group, married adolescents, and those with incomplete questionnaires were excluded from the study.
Study tools
The Depression, anxiety and stress score (DASS) was used to assess the depression, anxiety and stress among adolescent girls.24Self-administered questionnaire was used to collect the desired information including demographics, habits and psychological issues of the girls. The questionnaire comprised four sections: Section A assessed demographic details; Section B explored satisfaction with physical appearance and related challenges; Section C evaluated psychological health, including emotions, relationships, lifestyle, sleep, and self-esteem. Section D measured stress and anxiety using standardized DASS scale and multiple dimensions of psychological well-being.
Ethical consideration
Prior data collection formal permission was taken from the “Department of Education, Chandigarh and from the principles of the respective schools. All possible information regarding the study was given and an Informed consent was taken from the students. Confidentiality of the study subject was maintained. They were assured that all the data gathered for the study would be kept in complete confidential.
Statistical methods
Appropriate descriptive analysis was used to generate frequency distributions tables. Chi-square test was used to find association between DAS and individual and family related characteristics using the Statistical Package for Social Sciences (SPSS) version 26.0
RESULTS: 
The study included 168 adolescent school-going girls aged 13–19 years, with a mean age of 15.08 ± 1.68 years. Participants were categorized into early (13–15 years) and late (16–19 years) adolescence, with a higher proportion belonging to late adolescence (57.7%). Most respondents lived in nuclear families (70.8%) with smaller family sizes of 1–5 members (61.3%). A majority (61.3%) belonged to low-income households, indicating a predominantly lower socio-economic background. Nearly all participants resided with their families, and the sample reflected religious and caste diversity, though Hindu and general category respondents predominated in the study.
Approximately two-thirds of the adolescents were from urban areas. Fathers generally had higher educational attainment and more diverse occupations than mothers, among whom homemaking was the most common role and illiteracy was relatively higher. All respondents were students, predominantly from government schools, with English as the primary medium of instruction. Overall, the study population largely comprised urban adolescent girls from nuclear families with lower socio-economic status, moderate parental education, and limited maternal workforce participation.
Table-1 presents the distribution of depression, anxiety, and stress (DAS) in relation with age groups (13–15 years and 16–19 years).Among respondents aged 13–15 years, nearly half had moderate depression in 35 (49.30%), followed by normal levels in 21 (29.60%) and mild depression in 13 (18.30%). Severe depression was observed in 2 (2.80%). In contrast, adolescents 64 aged 16–19 years were predominantly normal (66.00%), with mild depression in 16 (16.50%) and moderate depression in 15 (15.50%). Severe depression was reported by 2 (2.10%), and no cases of extremely severe depression were noted. The association between age group and depression was statistically significant (χ² = 26.67, p< 0.001).
	In the 13–15 years’ group, extremely severe anxiety was the most common (40, 56.30%), followed by mild anxiety in 25 (35.20%) and moderate anxiety in 22 (31.00%). Normal anxiety levels were seen in 5 (7.00%), while severe anxiety was present in 2 (2.80%). Among those aged 16–19 years, extremely severe anxiety was reported by 80 (82.50%), normal anxiety by 10 (10.30%), mild anxiety by 19 (19.60%), and moderate anxiety by 16 (16.50%); no severe anxiety cases were observed. The difference in anxiety levels between age groups was statistically significant (χ² = 19.632, p = 0.001).
	In the 13–15 years’ age group, normal stress levels were observed in 26 (36.60%), while mild stress was reported by 5 (7.00%); no moderate, severe, or extremely severe stress was noted. Among 16–19 years, normal stress was reported by 9 (9.30%) and mild stress by 8 (8.20%), with no respondents reporting higher stress categories. The association between age and stress levels was statistically significant (χ² = 18.707, p< 0.001).
	Overall, significant age-related differences were observed across depression, anxiety, and stress categories, with younger adolescents showing higher proportions of moderate depression and normal stress, while older adolescents demonstrated a higher burden of extremely severe anxiety.
Table-1: Depression, Anxiety and Stress of Respondents with Age

	DAS Category
	Age
	Chi-Square
	P-value

	
	13-15 Years
	16-19 Years
	
	

	Depression
	No 
	%
	No 
	%
	
	

	Normal
	21
	29.60
	64
	66.00
	
	

	Mild 
	13
	18.30
	16
	16.50
	
	

	Moderate
	35
	49.30
	15
	15.50
	
	

	Severe
	2
	2.80
	2
	2.10
	
	

	Extremely Severe
	0
	0
	0
	0
	26.67
	P<0.001

	Anxiety
	17
	23.90
	52
	53.60
	
	

	Normal
	5
	7.00
	10
	10.30
	
	

	Mild 
	25
	35.20
	19
	19.60
	
	

	Moderate
	22
	31.00
	16
	16.50
	
	

	Severe
	2
	2.80
	0
	0.00
	
	

	Extremely Severe
	40
	56.30
	80
	82.50
	19.632
	P<0.001

	Stress
	26
	36.60
	9
	9.30
	
	

	Normal
	5
	7.00
	8
	8.20
	
	

	Mild 
	0
	0.00
	0
	0.00
	
	

	Moderate
	0
	0.00
	0
	0.00
	
	

	Severe
	0
	0.00
	0
	0.00
	
	

	Extremely Severe
	0
	0
	0
	0
	18.707
	P<0.001




Table-2 describes DAS in relation with type of family.Among participants from joint families, 12 (48.0%) were normal, 6 (24.0%) had mild depression, and 7 (28.0%) had moderate depression, while none had severe or extremely severe depression. In nuclear families, 64 (53.8%) were normal, 20 (16.8%) had mild depression, 31 (26.1%) had moderate depression, and 4 (3.4%) had severe depression; none were extremely severe. Among those from extended families, 9 (37.5%) were normal, 3 (12.5%) had mild depression, and 12 (50.0%) had moderate depression, with no cases of severe or extremely severe depression. The association between family type and depression category was not statistically significant (χ² = 7.59, p = 0.269).
	In joint families, 10 (40.0%) participants were normal, 4 (16.0%) had mild anxiety, 6 (24.0%) had moderate anxiety, 4 (16.0%) had severe anxiety, and 1 (4.0%) had extremely severe anxiety. Among nuclear families, 50 (42.0%) were normal, 10 (8.4%) had mild anxiety, 31 (26.1%) had moderate anxiety, 27 (22.7%) had severe anxiety, and 1 (0.8%) had extremely severe anxiety. In extended families, 9 (37.5%) were normal, 1 (0.0%) had mild anxiety, 7 (29.2%) had moderate anxiety, and 7 (29.2%) had severe anxiety, with no extremely severe cases. No statistically significant association was observed between family type and anxiety levels (χ² = 5.28, p = 0.727).
	Among joint family participants, 19 (76.0%) were normal, 5 (20.0%) had mild stress, and 1 (4.0%) had moderate stress, with no severe or extremely severe stress reported. In nuclear families, 85 (71.4%) were normal, 24 (20.2%) had mild stress, and 10 (8.4%) had moderate stress; none had severe or extremely severe stress. In extended families, 16 (66.7%) were normal, 6 (25.0%) had mild stress, and 2 (8.3%) had moderate stress, with no severe or extremely severe stress observed. The association between family type and stress was not statistically significant (χ² = 0.91, p = 0.923).


Table-2: Depression, Anxiety and Stress of Respondents and Type of Family

	DAS Category/Family 
	Joint
	Nuclear
	Extended
	Chi-Square
	P-value

	Depression
	No 
	%
	No 
	%
	No 
	%
	
	

	Normal
	12
	48.00
	64
	53.80
	9
	37.50
	
	

	Mild 
	6
	24.00
	20
	16.80
	3
	12.50
	
	

	Moderate
	7
	28.00
	31
	26.10
	12
	50.00
	
	

	Severe
	0
	0.00
	4
	3.40
	0
	0.00
	
	

	Extremely Severe
	0
	0.00
	0
	0.00
	0
	0.00
	7.59
	0.269

	Anxiety
	
	
	
	
	
	
	
	

	Normal
	10
	40.00
	50
	42.00
	9
	37.50
	
	

	Mild 
	4
	16.00
	10
	8.40
	1
	0.00
	
	

	Moderate
	6
	24.00
	31
	26.10
	7
	29.20
	
	

	Severe
	4
	16.00
	27
	22.70
	7
	29.20
	
	

	Extremely Severe
	1
	4.00
	1
	0.80
	0
	0.00
	5.28
	0.727

	Stress
	
	
	
	
	
	
	
	

	Normal
	19
	76.00
	85
	71.40
	16
	66.70
	
	

	Mild 
	5
	20.00
	24
	20.20
	6
	25.00
	
	

	Moderate
	1
	4.00
	10
	8.40
	2
	8.30
	
	

	Severe
	0
	0.00
	0
	0.00
	0
	0.00
	
	

	Extremely Severe
	0
	0
	0
	0
	0
	0
	0.91
	0.923



Regarding coping strategies adopted to reduce depression, anxiety, and stress (DAS) presented in Table-3, smoking was reported by 5 (3.0%) participants, while 163 (97.0%) did not smoke. Alcohol consumption was reported by 3 (1.8%) participants, whereas 165 (98.2%) did not consume alcohol. Drug abuse was reported by 4 (2.4%) participants, with 164 (97.6%) reporting no drug abuse. Overeating as a coping strategy was reported by 39 (23.2%) participants, while 129 (76.8%) did not report this behavior. Over thinking was the most frequently reported strategy, reported by 133 (79.2%) participants, whereas 35 (20.8%) did not report over thinking. Obsessive–compulsive behaviors were reported by 64 (38.1%) participants, while 104 (61.9%) did not report such behaviors. Negative self-talk was reported by 73 (43.5%) participants, with 95 (56.5%) reporting its absence. Procrastination was reported by 96 (57.1%) participants, whereas 72 (42.9%) did not report procrastination. A sedentary lifestyle was reported by 47 (28.0%) participants, while 121 (72.0%) did not follow a sedentary lifestyle. Excessive screen time before bedtime was reported by 98 (58.3%) participants, compared to 70 (41.7%) who did not report excessive screen exposure. 
Table-3: Coping strategies adopted by respondents to reduce DAS
	Coping strategy to reduce DAS 
	Yes
	No

	
	Number 
	%
	Number 
	%

	Smoking
	5
	3
	163
	97

	Drinking Alcohol
	3
	1.8
	165
	98.2

	Drug Abuse
	4
	2.4
	164
	97.6

	Over Eating
	39
	23.2
	129
	76.8

	Over Thinking
	133
	79.2
	35
	20.8

	Obsessive Compulsive Disorder
	64
	38.1
	104
	61.9

	Negative Self Talk
	73
	43.5
	95
	56.5

	Procrastination
	96
	57.1
	72
	42.9

	Sedentary Life style
	47
	28
	121
	72

	Too much screen time before bed
	98
	58.3
	70
	41.7



Table-4 provides respondents by feeling of peer pressure and reactions. Regarding perceived peer pressure, being rich and financially well-off like others was reported by 3 (1.8%) respondents, while the pressure to look good always was reported by 5 (3.0%). Pressure to perform well academically and comparisons among friends were each reported by 7 (4.2%) respondents. Maintaining individuality to avoid dominance by others was reported by 2 (1.2%) respondents.In terms of reactions to peer pressure, a receptive response was the most common, reported by 69 (41.1%) respondents, followed by neutral reactions in 63 (37.5%). Pressurizing reactions were reported by 19 (11.3%). Emotional responses included anxiety in 5 (3.0%), fear in 3 (1.8%), jealousy in 3 (1.8%), and shyness in 1 (0.6%) respondent. Other reactions were reported by 5 (3.0%).
[bookmark: _Toc139394672]	With respect to decision-making with others at the cost of self-respect, 84 (50.0%) respondents reported doing so sometimes, 50 (29.8%) reported never doing so, 18 (10.7%) reported always, and 16 (9.5%) could not say. A perceived need for counseling was reported by 108 (64.3%) respondents, while 60 (35.7%) reported no such need.Feeling disturbed by useless thoughts was reported always by 48 (28.6%) respondents, sometimes by 118 (70.2%), and never by 2 (1.2%). The perception that others are happier was reported always by 36 (21.4%), sometimes by 91 (54.2%), and never by 41 (24.4%).
	Perceptions of respondents on various day-to-day situations are given in Table-5. Feeling that siblings were given more privileges was reported always by 19 (11.3%), sometimes by 52 (31.0%), and never by 97 (57.7%). Feeling neglected by parents or guardians was reported always by 12 (7.1%), sometimes by 50 (29.8%), and never by 106 (63.1%). Concern that the future would be dark and gloomy was reported always by 50 (29.8%), sometimes by 90 (53.6%), and never by 28 (16.7%). Enjoyment of being with family and friends was reported always by 139 (82.7%), sometimes by 24 (14.3%), and never by 5 (3.0%). Feeling irritated or annoyed was reported always by 28 (16.7%), sometimes by 129 (76.8%), and never by 11 (6.5%). Remaining calm and understanding situations was reported always by 50 (29.8%), sometimes by 97 (57.7%), and never by 21 (12.5%). Difficulty in decision-making was reported always by 40 (23.8%), sometimes by 113 (67.3%), and never by 15 (8.9%). Feeling burdened by studies and responsibilities was reported always by 56 (33.3%), sometimes by 91 (54.2%), and never by 21 (12.5%).
Table-4: Respondents by Feeling of Peer Pressure and Reactions on Peer Pressure

	Perceived peer pressure 
	Number 
	%

	To be rich and financially wellbeing as other
	3
	1.8

	To look good always
	5
	3

	To be good academically
	7
	4.2

	 Comparisons among friends
	7
	4.2

	To maintains our individuality so that to ignore the dominance of people
	2
	1.2

	Reaction on  peer pressure
	
	

	Neutral
	63
	37.5

	Pressurizing
	19
	11.3

	Receptive
	69
	41.1

	Fear
	3
	1.8

	Anxiety
	5
	3

	Jealous
	3
	1.8

	Shyness
	1
	0.6

	Other
	5
	3

	Decision making with anybody at the cost of self-respect
	
	

	Sometimes
	84
	50

	Never
	50
	29.8

	Always
	18
	10.7

	Can't Say
	16
	9.5

	Perceived need of counseling 
	
	

	Yes
	108
	64.3

	No
	60
	35.7



Table-5: Perception of respondents on various day to day situations

	General Feeling 
	Always
	Sometimes
	Never

	
	N
	%
	N
	%
	N
	%

	Disturbed by useless thoughts
	48
	28.6
	118
	70.2
	2
	1.2

	Others are happier than you
	36
	21.4
	91
	54.2
	41
	24.4

	 Your siblings are given more privileges than you
	19
	11.3
	52
	31
	97
	57.7

	Neglected by your father and mother / guardians
	12
	7.1
	50
	29.8
	106
	63.1

	Your future will be dark and gloomy
	50
	29.8
	90
	53.6
	28
	16.7

	Enjoy being with your family and friends?
	139
	82.7
	24
	14.3
	5
	3.0

	Get irritated / annoyed
	28
	16.7
	129
	76.8
	11
	6.5

	 Remain calm and understand the situation 
	50
	29.8
	97
	57.7
	21
	12.5

	 Feel difficult to make decisions
	40
	23.8
	113
	67.3
	15
	8.9

	Feel burdened by study burden and responsibilities 
	56
	33.3
	91
	54.2
	21
	12.5



Sleep pattern and reasons for sleeplessness has been given in Table-6. Sleeplessness was reported by 60 (35.7%) respondents. Among the reported reasons for sleeplessness, late-night mobile phone use was reported by 15 (8.9%) respondents, over thinking by 26 (15.5%), and stress due to academic pressure by 12 (7.1%). Stress and tension due to family issues were reported by 2 (1.2%), romantic relationship issues by 2 (1.2%), feelings of loneliness by 2 (1.2%), excessive caffeine consumption by 1 (0.6%), and uncomfortable hostel rooms by 1 (0.6%).
	Table-6: Sleep pattern and reasons of sleeplessness of the respondents
		Response
	Number
	%

	Sleeplessness 
	60
	35.7

	Reasons of sleeplessness
	
	

	Use to phones late night
	15
	8.9

	Over-thinking
	26
	15.5

	Stressdue to academic pressure
	12
	7.1

	Stress and tension sue to family issues, their taunts and anger
	2
	1.2

	Romantic relationship issues
	2
	1.2

	Too much consumption of caffeine
	1
	0.6

	Feeling loneliness
	2
	1.2

	Uncomfortable hostel rooms
	1
	0.6



Familial relationship of respondents is given in Table-7. Relationship with family was reported as very good by 111 (66.1%) respondents, quite good by 41 (24.4%), and not so good by 16 (9.5%). Parental support was reported by 146 (86.9%) respondents, while 22 (13.1%) reported lack of support. Parents not taking enough interest in the respondent’s future was reported by 76 (45.2%), whereas 92 (54.8%) reported adequate interest. Feelings of discrimination compared with siblings were reported by 64 (38.1%) respondents, while 104 (61.9%) did not report such feelings. Hesitation in freely expressing needs to parents was reported by 86 (51.2%), while 82 (48.8%) did not hesitate. Such hesitation was reported very often by 28 (16.7%) respondents, sometimes by 108 (64.3%), and never by 32 (19.0%). Regarding preferred persons for sharing feelings and problems, friends were most commonly reported by 89 (53.0%), followed by mother by 62 (36.9%), sister by 46 (27.4%), father by 13 (7.7%), brother by 9 (5.4%), other relatives by 4 (2.4%), and others by 21 (12.5%).
Table 7: Familial Relationship of respondents

	Relationship with  family
	
	

	Very good
	111
	66.1

	Quite good
	41
	24.4

	Not so good
	16
	9.5

	Parents are supportive
	
	

	Yes
	146
	86.9

	No
	22
	13.1

	Parents do not take enough interest in your future
	
	

	Yes
	76
	45.2

	No
	92
	54.8

	Feeling of discrimination compared with siblings
	
	

	Yes
	64
	38.1

	No
	104
	61.9

	Hesitate to express your needs to your parents freely
	
	

	Yes
	86
	51.2

	No
	82
	48.8

	Very often
	28
	16.7

	Sometimes
	108
	64.3

	Never
	32
	19

	Preferred to  share their feeling and problems with
	
	

	Mother
	62
	36.9

	Father
	13
	7.7

	Sister
	46
	27.4

	Brother
	9
	5.4

	Other Relatives / Family Members
	4
	2.4

	Friends
	89
	53

	Others
	21
	12.5



DISCUSSION
The present study presents psychological health, familial environment, peer dynamics, and coping behaviours of adolescent school-going girls aged 13–19 years in Chandigarh. The present study reported a high prevalence of anxiety, depression, and stress among school-going adolescent girls in Chandigarh, with anxiety being the most common condition. These findings are consistent with earlier studies from the region.25,26
	The present study demonstrates significant age-related differences in depression, anxiety, and stress among adolescents. Younger adolescents (13–15 years) showed a higher prevalence of moderate depressive symptoms, highlighting early adolescence as a vulnerable developmental phase. This vulnerability may be attributed to pubertal changes, emotional instability, identity formation, and limited coping capacities typical of this age group. Similar trends have been reported in earlier studies, which document a rise in depressive symptoms during early adolescence followed by relative stabilization in later years.27,28In contrast, older adolescents (16–19 years) exhibited a substantially higher burden of extremely severe anxiety, despite largely normal depression scores. This finding likely reflects increasing academic demands, examination pressure, career uncertainty, and heightened social expectations during late adolescence. Anxiety disorders are known to peak during this developmental stage as cognitive maturity increases awareness of future-oriented stressors.29,30 The absence of moderate or severe stress in both age groups suggests that psychological distress in adolescents may be more prominently expressed through anxiety or depressive symptoms rather than perceived stress, particularly when assessed using standardized instruments such as the DASS-21.31
Depression, Anxiety, and Stress in Relation to Family Structure
According to the World Health Organization (WHO), mental health conditions account for a substantial proportion of the global burden of disease among adolescents, with depression, anxiety, and stress being the most common psychological problems during this phase of life.2
Although variations were observed in depression, anxiety, and stress levels across joint, nuclear, and extended family types, no statistically significant association was identified. This finding suggests that family structure alone may not be a determining factor for psychological distress among adolescent girls. Similar observations have been reported in previous studies, which emphasize that the quality of emotional support, communication, and parenting practices plays a more crucial role than the type of family arrangement.8,12
Moderate levels of depression and anxiety were relatively higher among girls from extended families, possibly due to interpersonal conflicts, lack of privacy, or perceived emotional neglect within larger family systems. Conversely, adolescents from nuclear families may experience emotional isolation due to reduced adult supervision, especially when both parents are working. These findings support Bronfenbrenner’s ecological model, which highlights the influence of proximal interpersonal relationships over structural family characteristics in adolescent development.14
Emotional Expressiveness, Loneliness, and Self-Esteem	
A significant proportion of respondents hesitated to express their needs and concerns freely to their parents, indicating restricted emotional communication within families. This was accompanied by a high prevalence of loneliness, reported either frequently or occasionally by most respondents. Parental emotional availability and open communication are essential protective factors against psychological distress during adolescence.13
Furthermore, many girls reported compromising their decision-making at the cost of self-respect, reflecting low self-esteem and reduced autonomy. Low self-esteem has been consistently associated with depressive and anxiety symptoms among adolescent girls⁶,⁷. Cultural expectations emphasizing compliance and conformity, particularly for girls, may further contribute to diminished assertiveness and internalized distress in the Indian context.15
Peer Pressure and Social Adaptation
Although the majority of respondents perceived peer pressure as neutral or manageable, a notable minority experienced pressure related to academic performance, physical appearance, and financial comparison. Academic competition and social comparison are recognized psychosocial stressors, particularly for adolescent girls, who are more prone to internalizing emotional distress.11
The predominance of receptive and neutral responses to peer pressure suggests adaptive coping among many participants. However, emotional reactions such as anxiety, fear, jealousy, and shyness—though less common—remain clinically relevant, as even low-grade persistent stress can negatively affect long-term psychological well-being.29
Cognitive and Behavioral Coping Strategies
The study revealed a high prevalence of coping mechanisms, including over thinking, negative self-talk, procrastination, excessive screen time, and overeating. Rumination and negative self-appraisal are well-established contributors to emotional disruption and depressive symptoms in adolescents.19 The frequent use of screens before bedtime further compounds psychological distress by disrupting sleep patterns. Lifestyle-related maladaptive behaviours such as sedentary habits and emotional eating reflect ineffective stress management strategies. These behaviours may predispose adolescents to both mental health issues and long-term physical health risks.20 
Sleep Disturbance and Academic Stress:
More than one-third of respondents reported sleeplessness, with overthinking, academic pressure, and excessive mobile phone use being the most common causes. Sleep deprivation during adolescence is strongly associated with emotional instability, poor academic performance, and increased risk of anxiety and depression.32 Academic stress, in particular, has emerged as a significant mental health burden among Indian adolescents due to performance expectations and competitive educational environments.9Sleep disturbances are another growing concern among adolescents, driven by academic stress, excessive screen time, and emotional overthinking. Inadequate and poor-quality sleep has been strongly associated with depression, anxiety, impaired academic performance, and emotional dysregulation.32,33,34
Familial Support and Help-Seeking Attitudes
Despite communication barriers, most respondents perceived their parents as supportive and reported good overall family relationships. However, friends emerged as the primary source of emotional support, suggesting a gap in parent–adolescent emotional engagement. Strengthening family-based communication is essential for early identification and management of psychological distress. Nearly two-thirds of respondents acknowledged the need for psychological counselling, indicating increasing awareness and reduced stigma surrounding mental health services. School-based mental health interventions have been shown to improve emotional resilience and help-seeking behaviour among adolescents in India.35
CONCLUSION: 
The present study reported a high prevalence of anxiety, depression, and stress among school-going adolescent girls in Chandigarh, with anxiety being the most common condition. DAS showed significant associations with age and family relationships emphasizing the influence of family and social environments. Emotional communication, coping behaviours, peer dynamics, academic stress, and sleep disturbances also emerged as key issues health. The high perceived need for counselling reflects unmet support needs among adolescents.

Strengths and Limitations
Strengths
The study addresses an under-researched population—school-going adolescent girls from predominantly lower socio-economic backgrounds, a group that is often underrepresented in mental health research despite being highly vulnerable. This study provides a comprehensive assessment of psychological health among adolescent girls, integrating depression, anxiety, and stress with familial relationships, peer pressure, coping strategies, sleep patterns, and help-seeking behaviour. Such a holistic approach offers a deeper understanding of the psychosocial context influencing adolescent mental health.
Findings of present study may be used for designing school-based and community-level interventions aimed at early identification and prevention of psychological distress.
Limitations
Despite its strengths, the study has certain limitations. The cross-sectional design limits the ability to establish causal relationships between psychosocial factors and mental health outcomes. Moreover, the study relied on self-reported data, which may be subject to reporting bias, social desirability bias, and recall bias, particularly in areas related to emotional experiences, peer pressure, and coping behaviours. Since the study was restricted to school-going adolescent girls in urban set -up, it lacks the generalizability of the findings to out-of-school, boys and rural adolescents from different socio-cultural settings. The study also failed to include some contextual variables such as parental mental health, quality of parenting styles, exposure to adverse childhood experiences, and academic performance indicators influencing psychological health of adolescents. 




Suggestions:

The study highlights the need for family-based and school-level psychological health interventions targeting modifiable psychosocial factors. Community-based adolescent-friendly services promoting healthy coping strategies and emotional literacy should be implemented to promote psychological well-being among adolescents.School-based mental health screening and counselling services should be adopted for reducing academic and peer-related stress. Life-skills education targeting healthy coping, emotional regulation, time management, and sleep hygiene should also be strengthened. Early psychosocial support during adolescence can significantly reduce the burden of mental health disorders in later life.
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