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ABSTRACT 
  Psychological distress among adolescents in India remains a meager research domain owing to the lack of proper resources & research tools. 

The states like Kerala and others, where the significant number of children are not staying regularly with their parents, provided, the stay has been 

arranged with their relatives or school hostels have seen the unorganized and undervalued parenting brings the social disparity and psychological 

perturbation. The study have focused on identifying the prevalence of mental distress among the adolescents (11-17 years of age) & the Influence of 

parenting, social disparities on them, 2) Compare the prevalence rate of these disorders among different economic classes and area of their living. 

Cluster sampling surveys were conducted in ten schools in Ernakulum, Kerala. Five hundred adolescents with equal distribution from urban & rural 

areas were surveyed. Strengths & Difficulties Questionnaire was used to evaluate the psychological status & the original 3-band classification was 

used to categorize adolescents into abnormal (17-40), borderline (14-16) & normal (0-13). Modified Kuppuswamy socioeconomic scale was used to 

classify the subjects into five economic classes. Parenting & Social Disparities tool was employed to correlate the Influence of parenting & social 

disparities with the mental distress among adolescents. The participants had high SDQ scores are 59.80%. Boys showed more prevalence than females. 

The urban area had more prevalence than in a rural area.  The lower economic class had the high value of prevalence & the upper-middle class had the 

lowest prevalence. The parenting score of adolescents from urban & rural areas always had a negative correlation with SDQ scores irrespective of their 

economic class. Compromised parenting & social disparities found in serious conditions in Kerala, India, and lead to mental distress in adolescents. 

The outcome of the study indicates the inattentive and deprioritized parenting. 

Keywords: Adolescents, Parenting, Social disparities, Mental health 

Received - 31-07-2021, Reviewed - 23/08/2021, Revised/ Accepted- 30/09/2021 

Correspondence: Dr. Bharat Mishra*  bharatekansh@gmail.com 

Rameshwaram Institute of Technology & Management, Lucknow, Uttar Pradesh, India

 
INTRODUCTION 

The psychiatric disorder may be a behavioural or mental 

pattern that causes significant distress. Such features may be 

persistent, relapsing and remitting, or occur as a single episode.[1] 

Mental health is a clinically significant annoyance in an individual's 

cognitive and emotional behaviour that represents a dysfunction in 

the biological or psychological processes.[2] Mental disorders are 

seriously affecting the  occupational, social or other vital 

activities.[3]A great number  of  disorders concerning to the 

psychological states  have been identified as Depressive disorders, 

obsessive compulsive disorder, Neurodevelopmental Disorders, 

Affective disorder, Addictive disorders, Neurocognitive disorders 

Personality disorders.[4] Psychological disorders have presented  

 
Multi-dimensional causes, including interactions between, genetics, 

social factors, environmental factors, biological factors [5].  

The psychological disorders are defined by the existence of 

various symptoms as abnormality of thoughts, perceptions, frequent 

swings in emotions, behavioural changes, and altered relationships.[6] 

Psychotherapy can improve their emotional states, anxiety, or 

depression.[7,8] There are some reserved methods, as the Brain-

stimulation in which includes transcranial magnetic stimulation,  

electroconvulsive therapy, vagus nerve stimulation, etc. to manage 

the disease.[9] 

Cultural differences in parenting may bring to differences 

in the relationship between parenting and  child outcomes.[10] 
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Socioeconomic status (SES) have a serious and direct relation with 

the health care system, environmental exposure and health 

conditions. The serious threats have exist   as  chronic stress 

associated with lower SES may also increase morbidity and 

mortality.[11] Social status and the social development plays a crucial 

role in children's personalities, There is a big role of  parents where 

they  can create an healthy environment around them to  encourages 

the growth of healthy and stable psychological state.[12] 

Mental health problems associated with cultural, social and 

parenting in children and their causes, and prevalence are not 

significantly studied or researched in India. Parenting and social 

environment are the two primary pillars that adds to a healthy mental 

state and a strong emotional state. Hence such studies are necessary 

to assess the well-being of children mental health by evaluating the 

environment provided to them and the parenting. If such cases are left 

unidentified and untreated, that will negatively affect the child's 

future life and may even inherit to the next generation. This can even 

affect the growth of a developing country like India, where 

manpower is the major resource. This study has an intention to bring 

the real situation on the surface and bring some awareness for the 

parents and schools. 
 

AIM OF THE STUDY 
The principal aim of the study was  to study the prevalence 

of psychological disorders in adolescents motivated by parenting and 

social disparities and to compare differences between rural and urban 

areas & different economic classes in Ernakulam District, 

Kerala among the age group of 11 to 17years. 
 

ETHICS APPROVAL 
The study protocol was approved by the Institutional 

Human Ethical Committee (No. 015/IHEC/10/2019/NCP) of Nirmala 

College of Pharmacy, Muvattupuzha. The study did not involve any 

biochemical sampling or experiment during the data collection. Prior 

permission from parents and educational institutions have obtained (a 

school from each cluster) before the conduct of the survey. The 

participants were well-taught about the purpose of the study, 

provided they could decline to answer any questions if felt 

inappropriate. The data collected, have been used for research 

purposes only with strict confidentiality. 
 

MATERIAL AND METHODS 
Study design and Study settings 

The sampling of the study was done by using cluster 

random sampling. The two-stage cluster design has been used among, 

11-17-year-old children living in Ernakulam district, Kerala. The 

clusters were randomly chosen from the district. A total of 10 clusters 

in which 5 represents the urban and 5 represents the rural area. The 

study was conducted between 2018 September and 2019 march using 

the schooling time. 

Subject recruitment & Study participants 
The study have  included children of 11-17 years old from 

10 clusters (5 each in urban and rural).The total sample size was five 

hundred with equal distribution from urban & rural areas by using Χ² 

tests - Goodness-of-fit tests: Contingency tables with a 95% 

confidence level, 5% margin of error. With a p-value of 0.95, the 

sample size of study 500 was found significant. Two different grades 

with at least thirty students were selected. The first twenty-five 

students based on their class numbers were selected and surveyed. 

Survey questionnaire & Data collection 
An expert panel have approved the survey questionnaire 

used for data procurement under the Ethical Clearance Committee of 

the institution. The original version of the questionnaire was prepared 

in English (U.S.& U.K.) and vernacular language (Malayalam), 

which has provided a better understanding to each subject for ease of 

completion.  A pilot study was conducted with a few randomly 

selected children to assure that they could understand the questions 

and produce the required answers correctly. The questionnaire 

included three tools Strengths and Difficulties Questionnaire (SDQ), 

Modified Kuppuswamy scale, Parenting & social disparities tool 

(PSDT). 

SDQ, to identify psychological disturbances among 

children and adolescents were used to assess the mental health status 

of the subjects. The original 3-band classification was used to 

categorize adolescents into abnormal (17-40), borderline (14-16) & 

normal (0-13). The exact SDQ employed was S11-17 - SDQ for self-

completion by 11-17-year-old. The S11-17 is a known SDQ that 

contains twenty-five questions. The questions are framed in such a 

way that it accounts for emotional problems, conduct issues, peer 

problems, pro-social aspects & hyperactivity.  The results obtained 

from SDQ are comprehensive, consistent, reproducible & globally 

accepted.  

Modified Kuppuswamy socioeconomic scale was used to 

categorize the subjects into the five economic classes, upper class 

(26-29), upper-middle-class (16-25), lower middle class (11-15), 

upper lower class (5-10), lower-class (<5). PSDT, which was 

developed and certified by a licensed psychiatrist, employed in 

Nirmala Medical Centre, Muvattupuzha, Ernakulam, Kerala, India 

was requested to correlate the impact of parenting & social disparities 

with the psychological distress faced by the adolescents and frame 

the appropriate questions. PSDT comprises the practical wisdom and 

medical knowledge of a senior licensed psychiatrist. The questions 

encompass the parent- adolescents relationship, family environment, 

social skills, community relations, and associated psychosocial 

factors.  

Statistical analysis: All the analysis & statistical 

calculations was done by using SPSS V. 24. The data obtained during 
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the study were statistically analysed using the univariate analysis to 

find out the significant contributors of SDQ scores. Correlation 

analysis was used to establish the relationship between PSDT score 

and the SDQ score. Chi-square test was performed to check out the p 

values of SDQ scores in the urban, rural & five economic classes 

individually. 
 

RESULTS 
                  A total of 500 subjects have participated in the study. The 

general division (all-inclusive with male & female) and the gender-

wise status according to SDQ, is summarized in table 1.  
Table 1 Mental status of the subjects obtained from SDQ 

 Frequency Prevalence Rate 
General 

Abnormal 299 

59.80% Borderline 111 
Normal 90 
Total 500 

Male mental status 
Abnormal 185 

67.27% Borderline 63 
Normal 27 
Total 275 

Female 
Abnormal 114 

50.66% Borderline 48 
Normal 63 
Total 225 

 
*Values of Prevalence Rate are presented in percentage (total 
abnormal population, excluding the number of borderline population) 
 

                 As per the scale utilized in the study, it is observed from 

the table that only 99 subjects have found in normal band, 111 

subjects were seen in the border category, and 299 subjects were 

found in the abnormal band. The overall prevalence rate have found 

as 59.8%, which was assessed using the number of abnormal 

population and excluding the number of borderline population. 

Among the 275 males included in the study, 185 of them were seen to 

be in the band of abnormal, 63 in the border range, and 27 were 

normal. The overall prevalence in general for males is 67.27%. The 

males have shown a prevalence rate of 67.27%, which is higher 

compare to general prevalence rate of 59.80%. It indicates that the 

males in this age are more prone to psychological stresses and 

disorders than females of the same category. Out of 225 females 

included in the study, 114 of them were seen to be in the band of 

abnormal, 48 in the border range, and 63 were normal. The overall 

prevalence in general for females is 50.66%. The females show a 

prevalence rate of 50.66%, which is lower than the general 

prevalence rate of 59.80%. It means the females in this age are 

comparatively less prone to psychological stresses and disorders than 

males of the same category.    

                 The table number 02 is describing the prevalence rate of 

psychological distress in urban and rural areas. In the urban area, the 

overall prevalence rate is 60.40%, with an individual contribution of 

67.93% and 51.78% by males and females, respectively. In the rural 

area, there was a general prevalence of 59.20%, with an individual 

contribution of 67.15% and 49.55% by males and females. It is 

observed that there is a marginal increase in the overall prevalence 

rate in the urban area compared to the rural area. In both the domains, 

the males were showing a higher prevalence rate than the overall 

prevalence rate of females.  In comparison, urban males and females 

have shown higher prevalence rates than those of rural males and 

females.   
Table 2 Mental status of children based on area. 

 Urban Rural 

Domain Gener
al Male Femal

e 
Gener

al Male Female 

Normal 42 13 29 48 14 34 
Borderline 57 32 25 54 31 23 
Abnormal 151 93 58 148 92 53 

Total 250 138 112 250 137 113 
Prevalence 

Rate 
60.40

% 
67.39

% 
51.78

% 
59.20

% 
67.15

% 49.55% 

*Values of Prevalence Rate are presented in percentage 
                             

Table 3 Prevalence rates of mental status among urban, rural and different 
economic classes 

Domain General 
Prevalence Male Female P-value 

General 59.80 67.27*** 50.66*** 0.001 
Urban Area 60.40 67.39** 51.78** 0.002 
Rural Area 59.20 67.15*** 49.55*** 0.001 

Upper Class 62.82 67.39** 56.25** 0.038 
Upper Middle 

Class 
43.93 45.16** 42.85** 0.195 

Upper 
lower Class 59.09 64.28 55.26 0.693 

Lower 
middle Class 62.50 71.62*** 44.73*** 0.001 

Lower Class 63.63 76.00* 51.02* 0.01 
*Values show statistical significance. The p-values less than 0.05 (confidence 
interval 95%) are considered to be significant. 
 

Table 4 Correlation between parenting score and SDQ score 
 Domain 

   
SDQ Score 

Pa
re

nt
in

g 
Sc

or
e 

 

 General 
Pearson Correlation -0.594 

Sig. (2-tailed) 0.000 
N 500 

G
en

de
r 

 
Male 

Pearson Correlation -0.491 
Sig. (2-tailed) 0.000 

N 275 

 
Female 

Pearson Correlation -0.659 
Sig. (2-tailed) 0.000 

N 225 

A
re

a 

 
Urban 

Pearson Correlation -0.612 
Sig. (2-tailed) 0.000 

N 250 

 
Rural 

Pearson Correlation -0.575 
Sig. (2-tailed) 0.000 

N 250 

Ec
on

om
ic

 C
la

ss
 

Upper Class 
Pearson Correlation -0.768 

Sig. (2-tailed) 0.000 
N 156 

Upper Middle 
Class 

Pearson Correlation -0.435 
Sig. (2-tailed) 0.000 

N 66 

Upper Lower 
Class 

Pearson Correlation -0.662 
Sig. (2-tailed) 0.000 

N 66 

Lower Middle 
Class 

Pearson Correlation -0.555 
Sig. (2-tailed) 0.000 

N 113 

Lower Class 
Pearson Correlation -0.416 

Sig. (2-tailed) 0.000 
N 99 
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The individual, males and females, and the general 

prevalence rates of mental status among different economic classes 

have represented in table number 3. From the table number 3, it is 

been observed that in the upper class, there was an overall prevalence 

of mental status is 62.82 % with an individual prevalence of 67.39 % 

and 56.25 % for males and females, respectively. The similar trend 

observed in all other economic classes that prevalence rate of mental 

status is significantly higher in males compare to female children. In 

the case of the lower-middle-class subjects, the males had a 

prevalence with even a higher significance rate of 62.50%, while 

females with 44.73% and an overall prevalence of 62.50%.  

Among the five economic classes specified by the 

Kuppuswamy's socioeconomic scale, the lower class was exhibiting 

the highest prevalence, whereas the upper-middle class has the least 

prevalence. The descending order based on the prevalence rate is as 

follows, lower-class > upper class > lower middle class > upper lower 

class > upper-middle class. In all the economic classes, the males are 

having an individual prevalence rate higher than that of females, the 

individual prevalence rate of males is higher than that of the overall 

prevalence rate, and that of females is lesser than the overall 

prevalence rate. 

All the correlations were significant with the p-value <0.05. 

So, there was a negative correlation between Parenting score and 

SDQ score for males and females. As the Parenting score increased, 

the SDQ score decreased. (Table 4).  
 
 

DISCUSSION 
Mental health is an indivisible part of public health. It is not 

merely the absence of mental disorders or symptoms but also a 

resource supporting overall well-being and productivity. [13, 

14]Cognitive and emotional flexibility are the basis for social skills 

and resilience in stressful situations, which was considered good 

mental health. [15, 16] 

It has been observed that the overall mental status of 

student participants, the prevalence rate is significantly high. The data 

represents the serious condition among adolescents. It may be due to 

many reasons like improper parenting, child abuse, parental mental 

health, and lifestyle.[17]Improper parenting can cause psychological 

and behavioural problems in children. There are other studies, 

supporting the findings of this study. [18] 

The gender-wise data analysis has shown that the 

predominance of the prevalence of abnormal mental status is higher 

with male over female subjects. In a country like India, the social 

setup and beliefs of the society exert significant pressure on young 

males. The parental expectations and the prevailed practices, such as 

a long dissociation and inconstant staying with parents, school hostels 

in early ages, staying with their relatives  etc., makes the young males 

to suffer and suffocate. It is observed that the children needs constant 

motivation with love and outmost care to achieve their desired 

performances and respect among class and friends,  but when they 

fail to achieve their goals, they get psychologically disturbed and 

depressed.[19]It is further aggravated if their economic status is 

compromised. The difference between the spread of mental disease 

among male and female is far narrower than it is suspected. The 

beliefs that the men are more endurable and resilient compared to 

women add the mental pressure too. However, contrary to the belief, 

the evidence available for male vulnerability is suicide statistics. Men 

are around thrice more likely to kill themselves than women.[20,21]It 

is quite evident that there is no marked difference in the prevalence 

rate between males and females. Our study has shown a 50.6% 

prevalence rate among females. Nearly half of the females who 

participated in the study had mental health problems. Currently, in a 

country like India, the females had to own household responsibilities 

apart from contributing financially to the family.  They are 

experiencing enormous mental pressure to manage their family, and 

the responsibilities expected from them. Many times, they learned to 

manage, but sometimes they may not be adapted to some situations, 

and they experience mental exhaustion. Culturally, females have been 

facing the gender bias, majority of them have restricted roles, 

primarily as caregivers to their children and the elderly and the 

female child used to face the similar prejudice. Women are twice 

more likely than men to develop specific psychological state 

conditions like depression, eating disorders, and panic disorders. [22] 

All these problems for the young males and females, are 

probably the outcomes of the improper parenting during the 

childhood. However, there are different family conditions, as the case 

of the divorced mother.  Single parenting, therefore, brings many 

miseries and unavoidable compromises in life. Women, who abuses 

are more likely to invite a traumatic event or a stressful condition and 

are more inevitable to have been sexually, physically, or mentally 

abused than other women, and these situation can make a negative 

impact on their children. [23]While observing the area wise status the 

disease prevalence of adolescents in the urban area is high than in 

rural areas. People living in urban are more likely to develop a mental 

disorder than those in rural areas. [24]The analysis of economic status 

and diseases prevalence states that Crime, abandoned housing, 

abandoned resources, high school dropouts and involvement in 

indecent activities have been fund in abundance. It is observed that 

the lower class have shown higher prevalence of disease than that of 

the upper class. However, the mental health associated with the 

economic instability and family distortions can be compensate by 

social welfare and other policy measures as family support programs, 

government relief programs and accessible and responsive primary 
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support services for the children and their families, at risk and 

prevent mental health deterioration. Finally, when we look at to 

correlation of various factors it produced a negative correlation 

between parenting score and SDQ score. We observed a decrease in 

parenting scores as the SDQ scores increased, which shows that the 

person has a mental illness. The primary factor that affects child 

mental health includes improper parenting. Family factors, including 

the togetherness of mother and father which provides quality care and 

support, can make a massive difference to children's early life. 

Parenting is considered as a critical risk factor in psychopathology. 

Low levels of sensitive parenting and greater use of harsh discipline 

have been causally linked to the development of behavioural 

problems among children. [25]Another dimension is including the 

abused children, whose mental health is at considerable risk. Abuse 

may be physical, sexual, psychological, and verbal. [26]Abuse can 

cause feelings of low esteem, lack of confidence, depression, 

isolation, and anger; all these feelings that greatly impair a child's 

chance to live a happy life. 

There are following recommendations for future 

researchers: It is needed to develop some authenticated system to 

interview the young kids below 11 years of age as it is needed to find 

the psychological status and reasons by which the corrective 

measures can be taken from the beginning. It is also recommended to 

get the scores of the schooling system and correlation with a family 

environment.  
 

CONCLUSION 
The data from the current study have revealed that one in 

two adolescents are at risk of mental health problems. Compromised 

parenting & social factors lead to a negative impact on the mental 

health of adolescents. The gender-wise data have shown that the 

abnormal mental status is higher with male over female subjects. 

There are common practices in the state, such as a long separation 

with the parents and siblings and compulsory stay in school hostels or 

with distant relatives in early ages etc., makes the adolescents to 

suffer and suffocate. The area of living and economic status has also 

shown the change in prevalence of disease towards higher side for 

urban living and lower economic status.  One of the major conclusion 

drawn from the study is that an immediate corrective step to be taken 

in order to preserve the healthy childhood, is that the appropriate 

dimensions of parenting, family environments, primary schooling 

system; which needs serious and effective amendments, social 

environment, values up-gradation, modification in traditional values, 

logical religious, social and spiritual beliefs. Furthermore, active 

discussions, organized counselling is required with the parents and 

teachers, among educationists and lawmakers, among counsellors and 

families, counsellors, and adolescents to save our young generations 

from being mentally unstable and to protect from the emerging of 

mentally unstable society. 
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