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Glossary

1

Youth: The word youth in the publication use the classification of age to define
anyone from 14 – 25 years of age.

2

Epidemiology: Epidemiology is the study of the distribution and determinants
of health-related states or events (including disease), and the application of
this study to the control of diseases and other health problems.

3

Psychiatric Disorder: Psychiatric disorder is a psychological pattern or anomaly,
potentially reflected in behaviour, that is generally associated with distress or
disability, and which is not considered part of normal development in a
person's culture. This spectrum of disorders generally warrant a psychiatrists’
attention.

4

Civil Society Organisations (CSOs): CSOs are the multitude of associations
around which society voluntarily organises itself and which can represent a
wide range of interests and ties, from ethnicity and religion, through shared
professional, developmental and leisure pursuits, to issues such as
environmental protection or human rights.

9

Poverty: It is the state of one who lacks a certain amount of material
possessions or money.

10

Disadvantage : An unfavourable circumstance or condition that reduces the
chance of success or effectiveness.

11

Coping: refers to the thoughts and actions we use to deal with stress.

12

Qualitative Research: refers to the systematic empirical investigation of social
phenomena via statistical, mathematical or computational techniques.

13

Quantitative Research: refers to the systematic empirical investigation of social
phenomena via statistical, mathematical or computational techniques.

14

Crisis intervention: emergency psychological care aimed at assisting individuals
in a crisis situation to restore equilibrium to their bio psychosocial functioning
and to minimize the potential for psychological trauma.

15

Referral: to direct to a source of help or information.

16

Burnout: refers to long-term exhaustion and diminished interest in work.

5

5

Common Mental Health Disorders (CMDs): CMDs (such as depression, anxiety)
are disorders which account for the highest proportion of the prevalence and
burden of mental health disorders.

17

Feedback loops: a control system that allows for feedback and self-correction
and that adjusts its operation according to differences between the actual
output and desired output.

6

Scale up: Boyce et al. (1987) in the context of community outreach defines
scale up as “a response to organizational growth and concerns the process
that NGOs use in attempting to increase their impact”

18

Life skills training: teaching abilities for adaptive and positive behaviour that
enable individuals to deal effectively with the demands and challenges of
everyday life.

7

Task shift: A process of task delegation from doctors to nurses; and from
nurses to other less specialized lay health workers. Task shifting improves
healthcare coverage by making more efficient use of the human resources.

19

Clinical intervention: an intervention carried out to improve, maintain or assess
the health of a person, in a clinical situation.

8

Barefoot counsellors : Barefoot counsellors are grass root level workers who
have been trained in basic skills necessary to address the care giving issues
related to the population under their care, thus, bridging the gap of few
professionals in the area.

20

Capacity building workshops: conceptual approach to development that focuses
on understanding the obstacles that inhibit people, governments, international
organisations and non – governmental organisations from realizing their
developmental goals while enhancing the abilities that will allow them to
achieve measureable and sustainable results.

21

CSO- Civil Society Organization.
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Executive
Summary
Socio Economic disadvantages are known to accelerate the threat of unhealthy emotional
and mental development among youth. Although the prevalence of common mental
health concerns is starkly elevated in this population, the efforts and interest in exploring
their psychological needs is rather scant. Despite the critical role that mental health
performs toward ensuring productive lives, and when neglected, may become a barrier to
such performance, it has been confronted by varied challenges, in domains of both,
prevention and cure. The key challenges are enumerated below:

Stigma attached to availing mental health services
Problems of accurate identification due to inability of front line and grass-root
workers to identify mental health concerns within their beneficiaries

6
Lack of trained professionals in the field of mental health

The program was conducted
in three phases
Phase 1
The first phase was spread over three years which began
by partnering with 10 CSO’s working to provide education
and/or vocational training to socio economically
disadvantaged youth of Urban Delhi. The program was a
youth focused, population based model which aimed to
create a cost effective, sustainable community positive
mental healthcare outreach program. It used a
multipronged approach of capacity building with the first
line workers on mental health as well as group work, life
skills training, individual sessions and psycho education
with the beneficiaries and at the end of its roll out, was
successful in helping the CSOs plug in positive mental
healthcare services within the community and thus
significantly helped in enhancing the quality of life
amongst the beneficiaries.

Centralization of mental healthcare services in hospital setting
Bleak focus on prevention and treatment of common mental disorders
Issues of accessibility and affordability

In view of combatting these challenges, the ‘Mind Map Program’ was envisioned to bridge
the gaps in service delivery to build bridges of effective and comprehensive mental
healthcare. The program was conceptualized with the vision of proactive, positive and
preventive mental healthcare and had a focus on activating protective factors that
safeguard the individual from the common mental health concerns as well as enhance
leadership and productivity within the population.
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Phase 2
The second phase of the program was geared towards generating more
evidence based mental health care practices which are currently widely
lacking in the context of mental health in India. The research was
conceptualized to map the prevalence and the reasons for common
mental health concerns within the population as well as its effects and
linkages with community resource, well-being and leadership. This was
done by measuring 5 variables i.e. anxiety, depression (mental health
markers), social provisions, authentic leadership and discrimination
(community resource and well-being). Purposive sampling was used to
scelect the community and random sampling was used to scelect the
participants from these communities. A sample of 500 youth aged 14 –
24 from 10 partners CSO’s working in the field of youth empowerment
were taken. The study employed a concurrent mixed model design and
was divided into two independent phases – the first phase focused on
gathering quantitative data which was collected through standardized
questionnaires administered to the entire sample while the second
phase focused on in depth interviews with 20 participants who were
part of the study. The study is unique as it explores the risk factors as
well as the factors that promote positive mental health within the
youth. It looked at internal (individual/ personal) and external
(environmental/ circumstantial) enablers and barriers faced by the
socio economically disadvantaged youth.

Phase 3
Consisted of publishing a book that documented the following -

Need of community mental healthcare for socio economically
disadvantaged youth
Current gaps in service delivery
Solutions through the success of mind map program details
Research findings to generate evidence in the field of mental
health wellness and youth empowerment
Implications and a comprehensive model to help plug in
mental healthcare for happier, healthier and successful
communities.
The publication thus is useful for replication of the mind
map model, policy advocacy and fund raising based on
objective data and data analysis

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.

7

The key findings of the research are shared below:

1

2
8

Extremely high levels of CMD’s – depression (62.7%) and anxiety (40.37%)
within the sample bring forth the consequences of negligence towards the
issues of mental health. The participants in the study report confusion over
career opportunities, bullying by peers, lack of family finances, worry over
future prospects, lack of opportunities, heartbreak in love and doubting one’s
own capabilities as the predominant reasons for high prevalence of depression
and anxiety.

Gender uniqueness and differences were mapped for CMD’s. The quantitative
analysis showed that there was no significant relationship between gender and
depression (0.039) and thus both the genders showed similar prevalence of
depression. The qualitative analysis showed that the subjective reasons for
both the genders differed. The males reported feeling depressed due to lack of
opportunities, ambiguity regarding future and fear of failure. These reasons
were interpreted in the light of gender socialization in the Indian society where
males are expected to be the bread winners and thus their concerns are
attached to the ability to succeed in their careers. On the other hand, the
females in the sample predominantly reported distress due to the gender
discrimination they face from the community and society in their struggle for
gender empowerment.

3

The quantitative data shows that there is significant gender difference found in
terms of anxiety. The present data (Table 14) is consistent with previous
findings where women have consistently reported more anxiety than men.

4

Within the total sample 59.6% of the population reported that they have been
discriminated in their lifetimes whether at school, job or community.
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5

Depression, anxiety and discrimination show a positive correlation among
themselves. The data analysis reveals that depression and anxiety show a
significant positive correlation (0.006), similarly discrimination and depression
have a significant positive correlation (0.221) and discrimination and anxiety show
a significant positive correlation (0.088) thus indicating that negative attitudes at
societal levels influence the mental health of the urban socio economically
disadvantaged youth.

6

The participants reported average to high levels of social provision (mean = 69.14)
indicating that they feel that they have people who need them, care for their talents
and abilities are trustworthy and who will help them when they really need
assistance. This was a protective factor already present in their environment.

7

Social provisions is found to be significantly negatively correlated with both
depression (-.095) as well as anxiety (-.335) which indicates that common mental
health disorders can erode the person’s perception of their own support,
attachments and community provisions available to them.

8

In the authentic leadership (self) more than half (61.5%) the participants showed
average authentic leadership skills .

9

Leadership (self) and depression show significant negative correlation (.090)which indicate that poor mental health decreases productivity and selfefficacy in Youth.

5

Given the findings
of the program and
research following
insights emerged:

While services to empower youth most commonly focus on education and
vocational training, they tend to underplay the essential role that preventive
and promotive mental health can play in enhancing outcomes to promote
youth leadership and equality. The Mind Map program by helping grass root
organizations institutionalize first line mental health services, along with the
bouquet of services they already provided, was successful in highlighting the
need for having a multipronged approach to influence positive behavioral
change in the youth. The program’s success points to the fact that there is a
great demand for these services within institutions and organization working
with the aim to promote effective youth development.

3

As discussed, one of the most prominent gaps in promotion of mental health and prevention and treatment of
mental illness is the dearth of trained professionals in the field. Thus as demonstrated by the success of Mind
Map program , an innovative solution to generate more resources is to train non – specialists (teachers, social
workers, primary healthcare workers) working within the community, by building their capacities to deliver front
line mental health services and using specialist services as a backup

Phase 2

2

1

The research brought to light the high prevalence of CMD and inadequate methods of coping
amongst the socio economically disadvantaged urban youth. The statistics show the appalling lack
of services in the area of maintaining mental hygiene. Most interventions in resource poor countries
for the disadvantaged focus exclusively on the treatment of severe mental disorders. Mental health
services that focus on building on protective factors amongst children, adolescents and youth are
severely under developed. Thus we propose that all mental health interventions should look at
prevention and promotion of mental health through providing services that focus on life skills
training, enhancing coping and resilience, imparting age appropriate psycho – social skills and well
informed career counseling.

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.
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Given the findings of the program and research following insights emerged:

4

The wide spread stigma attached to access of mental health services is another barrier that
reduces the demand of the services even in the face of vulnerabilities. Thus to demystify the
mental health services and promote their optimum usage, advocacy is required, not just with the
communities but with global health stakeholders who set the health agenda for the developing
world. The mental health professionals in India should highlight the main issues and de stigmatize the services through IEC material, publicity campaigns, media awareness drives and
sensitization workshops. High instances of discrimination quantified through the research study
shows that society at large needs to understand the harm of holding negative views about the
disadvantaged group to combat stereotyping and insensitivity towards them. Workshops,
lectures, group work with people from all classes should focus on dispelling the negative
attitudes towards gender, economic class, mental illnesses and inequality in the society.

10

5

The experience of the socio economically disadvantaged Youth are shaped by the dynamic forces of rapid urbanization and social change with
an increase in poverty and unemployment which are known to be risk factors for poor mental health. The Mind Map program highlighted the
vast gap between basic mental health needs and availability of resource within the current population. The research also pointed to the limited
evidence base on the epidemiology of mental health markers in India. Thus it can be concluded that flexible and creative approaches are
required for evaluation of services aiming at mental health evaluation. This calls for an expansion of the current range of evaluation
methodologies and analytical frameworks applied in mental health promotion and a widening of the evidence base to be more inclusive of the
realities of practical applications from a more global perspective
Thus to conclude, the publication is addressed to the multiple stakeholders – CSO’s, funders, policy makers and program managers, working
in the field of Youth empowerment to understand the emotional and mental needs of the population as well as solutions to the gaps in effective
service delivery to this sector . It includes the design as well as practical suggestions to strengthen the community mental healthcare. It also
adds to the widely lacking literature in the realm of understanding psycho social landscapes inhabited by the socio economically
disadvantaged youth.
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Chapter 1: Situation Analysis

Differences were found in terms of:

Worldwide, up to 20% of children and youth
suffer from disabling mental health problems.

Coping skills

1.1 Need to focus on Mental Healthcare of
low-income, urban-based, at-risk youth

Conflict resolution skills
Empathy for others
Communication skills

We have known for several years about the importance of the
formative period of adolescence. It is a time when adolescents
are profoundly shaped by the presence or absence of several
different factors, including family resources, community services,
and educational and development opportunities. Research has
shown that five primary factors namely opportunities, skills,
recognition, strong social bonds and clear, consistent standards of
behaviour - are protective factors that promote positive development in
young people (Hawkins & Weis, 1985)1. Apart from these easy
temperament, good learning skills, good social skills, positive beliefs
about the larger world at the individual level and support from at least
one consistent care-giving adult are also found to contribute to healthy
socio emotional development (Schwartz et al., 2007)2.
The long-term developmental studies have shown that children,
especially those living in poorer urban spaces, have a harder time
coping with the stresses of high-risk environments, are more likely to
abuse drugs and alcohol, are more likely to engage in criminal activity,
are more sexually promiscuous, and are more likely to attempt suicide.
The socioeconomically disadvantaged youth living in urban poverty has
significantly more risk factors as compared to most children their age.
Indeed, as many as one quarter of the socio economically
disadvantaged have social and emotional difficulties relative to
their more economically advantaged peers (Keenanet al. 1997)3.
In an extensive assessment undertaken by Youth Impact
Program4 in 2012 to compare low income, urban poor youth to
youth coming from middle and high income groups it was found
out that the low income, urban poor youth faced significant risk
factor baseline differences in many areas compared to youth
from more economically privileged backgrounds.

According to the WHO report (2005)6:

Positive relationships with peers
Social support resources from peers

World-wide suicide is the 3rd leading cause of
death among adolescents and youth.
Major depressive disorder (MDD) often has an
onset in adolescence, across diverse
countries, and is associated with
substantial psychosocial impairment and
risk of suicide.

Having friends who get into a lot of trouble
Academic performance;
Problem/ antisocial/ criminal behaviours
Exposure to and use of alcohol and other drug
Positive relationship with parents

The other risk factors that can interrupt positive social
development include community laws and norms
favourable toward drug use, firearms, and crime; a family
history of problem behaviours; academic failure
beginning in late elementary school; and persistent
antisocial behaviour. These risk factors result in poorer
mental health and increase the probability of
delinquency, violence, substance abuse, dropping out of
school, and depression and anxiety (Belgian, Brennan,
Foster, & Holder, 2004)7.
Exposure to environmental stress is a key contributor to
the etiology and maintenance of internalizing and
externalizing disorders in youth (Compas et al. 20018;Grant
et al. 20069).

Why we need a positive mental healthcare
model?
The Scottish Government recognizes that mental
health is a key area for government action because5:
Mental wellbeing, mental health problems
and mental illness are directly related to an
individual’s socio economic outcomes as
well as to their health behaviours and
physical health and vice versa.
Poor mental wellbeing, mental health
problems and mental illness are a burden
to the economy, both in healthcare costs
and lost opportunities. They all have
consequences.
There are inequalities in the distribution of
mental health problems and mental illness
and in the quality of life of those
experiencing illness and their careers.
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Chapter 1
1.2 Linkages between common mental health disorders
in youth and low socio economic status

1.3 Gaps in Service Delivery

Mental Health services in resource poor countries are under developed. ·They are
also largely restricted to urban areas, hospital based care and severe mental
disorders.
Little attention is given to common mental disorders like depression and anxiety.

There is a large body of evidence from poor resource countries demonstrating an
association between economic disadvantages and risk for common mental disorders. Common
mental disorders are classified in ICD-1010 as: “neurotic, stress-related and somatoform
disorders” and “mood disorders”. The public health significance of mental and behavioural
disorders is demonstrated by the fact that they are among the most important causes of
morbidity in primary settings and produce considerable disability (WHO report, 200111;
Ormel et al. 199412).

12

A review of studies done (Patel et. al, 2003)35 found that the association between low
socio- economic status and common mental disorders is a universal one, occurring in all
societies irrespective of their levels of development. Most studies showed an association
between indicators of poverty and the risk of mental disorders, the most consistent association
being with low levels of education. The direct and indirect costs of mental ill-health worsen
the economic condition, setting up a vicious cycle of poverty and mental disorder. Poor
mental wellbeing, mental health problems and mental illness are a burden to the economy,
both in healthcare costs and lost opportunities.
Common mental disorders need to be placed alongside other diseases associated with
poverty by policy-makers and grant-givers. Programs that focus on investment in
education may have a slight benefit in reducing the risk of mental disorders. A more
multipronged approach needs to be conceptualized to cater to the psycho – social deprivations as
well as to build on community strength to combat the risk and stressors associated with socio
– economic disadvantages.
The present scenario in India is compounded by the fact that any disadvantages due to
gender, caste, income and education come with mental health issues, which rarely are
addressed in the interventions or programs developed for the community by the agencies.
The key to secondary prevention is to strengthen the treatment of common mental
disorders in primary health care.

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.

Human resources for mental healthcare are generally minimal.

Mental health care services in resource-poor countries are underdeveloped and largely
restricted to urban areas, to hospital-based care and to people with severe mental disorders.
Common mental disorders (CMD) such as depression and anxiety, which account for by far
the highest proportion of the prevalence and burden of mental disorders, receive little, if any,
attention in health care.
Further, human resources for mental health care are generally scarce. Moreover, there is a
general lack of awareness amongst CSOs and frontline community workers about mental
health and emotional problems, and how to detect such problems and intervene at that
level. Even if the CSO’s or other organizations perceive the need to address the mental
health problems, they have other issues and concerns which they perceive to be more
crucial. For instance Manas had a dialogue workshop with the heads and staff of 8 NGOs
like Salam Balak Trust, Navjyoti, Vidya, Hope Project etc dealing with youth. We came to an
understanding that improving mental health leads to improved physical health, enhanced
productivity, and increased stability. On the other hand, failure to improve mental health
leads to increased crime, unemployment, violence & other risk behaviours. We also
realized that some barriers make it difficult for children & adolescents to access mental
health treatments and services, such as- lack of resources (financial, human resources,
facilities), stigma, and travel. A strong need was felt to device models of mental healthcare
that would be able to overcome the gaps in service delivery.
To overcome these barriers, decentralisation of mental health services to primary and
community level has been advocated to narrow the gap between the prevalence of mental
disorders and the care available. The need to integrate mental health care into community
interventions like general health care, women empowerment and skill development etc.
has received particularly strong support. However, the extent to which such models have
been implemented, their impact evaluated and scaling up of good practice has occurred is
limited.

Chapter 1

1.4 Positive mental healthcare: A preventive lens
The above discussion suggests that there is a need to plug in a holistic model of youth
development within other services provided to the youth, such as education and
vocational skills.
Mental healthcare in India is often based on false stereotypes and a narrow vision. The
approach that is adopted in most cases is based on a medical model and ignores the
psycho – social model of wellbeing. The component of prevention and improvement are
often ignored in the service delivery of mental health. Mental health improvement can be
brought about by activities undertaken to promote good mental wellbeing in the general
population; to reduce the prevalence of common mental health problems; and to improve
the quality of life for those experiencing mental health problems or mental illness. Such an
approach is based on a social model of health which recognises that our mental state is
shaped by our social, economic, physical, and cultural environment, including people's
personal strengths and vulnerabilities, their lifestyles and health-related behaviours, and
economic, social and environmental factors. The focus needs to shift from a strictly
medical model, to a more strength based model. CMDs like depression and anxiety can be
serviced through a more preventive outlook. This would entail conceptualizing
interventions that work for each and every community member rather than just the ones
that are suffering from severe mental health illnesses
In contrast with interventions or approaches that only attempt to solve severe mental
health concerns or problems, an underlying function of such interventions should be the
promotion of normal and healthy youth development (Bradshaw, Brown & Hamilton,
2008)14. This shift involves the recognition that children’s and youths’ state of
psychological well-being is not only influenced by the absence of problems and risk need
concerns, but also is impacted by the existence of positive factors present within
individuals and their social settings that contribute to positive growth and development.
These positive factors can be developed by activating opportunities for well-informed
guidance to bringing about positive cognitive and behavioral change with a focus on
internal values and belief systems.

Highlights from chapter 1:
In Youth, a crucial period of identity formation,
personality is shaped by both protective and risk
factors faced by them. Socio Economic disadvantages
can accelerate the threat of unhealthy emotional and
mental development in adolescence and youth. Even in
the face of an urgent need and a high demand for
healthy youth development for socio economically
disadvantaged youth, there are key challenges like lack
of trained professionals, centralization of services in
hospital settings and urban areas, little focus on
prevention and treatment of common mental
disorders, stigma and issues of accessibility and
affordability that result in the failure to integrate
holistic mental healthcare in interventions for them.
The gaps in service delivery can be bridged with a
vision of proactive, positive and preventive mental
healthcare that focuses on activating positive factors
within the individuals and their social settings. Task
shifting and scaling up of evidence based mental wellbeing practices is the need of the hour.

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.
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Chapter 2: Mind Map: Empowering youth through the vision of Positive Mental Health lens

2.1 Conceptualization of Mind map
Manas has in the past provided psycho – social interventions through
“plugging-in” mental health into existing set ups such as care and
protection homes, schools, colleges and corporate, without creating new
structures, so that we are not seen as an external agent in the
community, but are a part of the system.

14

The Mind Map program was designed to scale up this practice so that
eventually a self-sustaining community oriented model could be
established. It is an innovative mental health programme that acts as a
catalyst to promote youth development and leadership in low-income,
urban-based, at-risk youth in Delhi. The youth in the program comprised
of people aged between 14 – 24 years. The program was conceived in the
light of the risk factors in the development of disadvantaged youth in
India. To prevent and treat the high prevalence of common mental health
disorders, a comprehensive mental healthcare model was plugged into
their community setting by creating frontline mental healthcare workers
through training CSOs which are working directly with the youth. It
endorsed the positive mental healthcare model by building on strengths
of the youth, focusing attention on developing leadership, coping,
resilience, career goals, and life skills through individual and group
counselling sessions. The program included an extensive research to
determine the mental health markers, community resource and wellbeing amongst the socio economically disadvantaged youth. The
research became a necessary tool to encourage evidence based
practices within the field of holistic mental healthcare.
Mind map found its main rationale in the fact that the link between
poverty and poor mental health is well established and most developed
countries advocate preventive and well-being model of mental healthcare
to tackle the same. There is a limited literature in South Asia on
preventive and positive mental health practices. Thus, this publication is a
humble effort to document the Mind Map model implementation and
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highlight the need to scale up mental healthcare within the Indian urban
poor youth. The impetus for this program which is youth directed came in
2006. Manas worked with five leading NGOs in Delhi-NCR dedicated to
delivering vocational skills to the underprivileged youth. This was a one
year pilot intervention, the key components of which were:
This was a one year pilot intervention, the key components of which were:
Counselling services plugged in to existing services
Hands on capacity building of the CSOs staff members in identification, case
management and referral of mental health issues
Facilitation of group work with CSO

The initial objective of the pilot was to reduce the drop-out rates of the youth from the
existing vocational courses. Through this intervention, we realized that in addition to the
lack of enabling environment like poor facilities for pursuing education, financial
constraints and lack of encouragement from families for studying which create
roadblocks in their personal lives, there existed road blocks in the form of internal
factors

The internal barriers to success:
Fatalism

Inertia

Poor goal directedness

Passivity

Poor self-esteem

Anger
Violence

Chapter 2

There were consistent reports and diagnosed cases of anxiety, depression
and substance abuse which warranted a need to be managed. Furthering the
damage were barriers like lack of awareness and resources, stigma, shame,
trauma and lack of trained professionals making it even difficult for them to
get access to effective mental healthcare services. After this initial pilot,
keeping in mind the plethora of mental health issues of the disadvantaged
youth and need to have a task force at a ground level, a manual was created
on Basic Counselling Skills to scientifically train the CSO staff members. This
manual combined key mental health components with modules on crisis
intervention and self-acceptance with ground level issues like sexual abuse
and violence. Thus the Manas pilot intervention moved beyond the existing
model of identification, management and referral of psychiatric disorders to
one focused on understanding and dealing positively with crisis and real life
issues. This model was externally evaluated and it was found that the
participating trainees displayed enhanced understanding of mental health
and related issues. Moreover it led to reduction in the staff burnout along with
a lower drop-out rate of beneficiaries from offered vocational programs.
In 2008, Manas in partnership with another set of CSO organizations initiated
a research in the area of “Skill Training Program for Disadvantaged Youth in
Delhi, NCR” with the support of the Sir Ratan Tata Trust (SRTT). It was found
that, despite 100% literacy amongst all youth assessed in the study, most
were unable to seek appropriate vocational training or select job in keeping
with their abilities as well as their interests. Some other mental health facts
were brought to light during the research:

High prevalence of anxiety and
depression

Limited knowledge of
market trends

Lack of career planning

Poor reality orientation

Limited knowledge of their own abilities

Poor decision making skills

The analysis served as a basis for the information for a second level program which was
later conducted for 8 NGOs with the objectives of training their staff members on Basic
Counselling & Career Counselling Skills for a period of one year. This program
introduced an additional component of ‘Self’ to cater to the staff burnout and an
increase in the issues of employee attrition. It was felt that these trainings would enable
the staff members to demystify mental health issues, actively identify mental health
needs of the beneficiaries and deliver supportive counselling. Direct work with
employees in the form of individual therapy and group work for the beneficiaries was
undertaken by Manas experts.
From the learning’s of these pilots, a gestalt emerged which was a logical coming
together of all the pieces of a comprehensive mental health interventions that would
cater to the psychosocial well-being of the socio-economically disadvantaged youth.
The program was established as a cost effective scalable model of mental health
delivery for disadvantaged youth. The model evolved further by incorporating a
research component that added objectivity/ empiricism to the existing intervention.
This component and the overall intervention was much appreciated and supported by
Sir Dorabji Tata Trust. The entire intervention was termed as the Mind Map Program™.

Some features of Mind Map are:Partnership with local community resources and other organizational structures to
deliver mental health improvement to the Youth.
Plugging in mental health interventions within ongoing education and vocational
interventions for enabling social mentally healthy environments in which individuals
and communities are empowered.
Promoting leadership, strengthening social support and among disadvantaged
youth.
An extensive research to ascertain mental health markers and well being in the target
population and to document the implementation impact and need for scaling up this
model.
Empowering youth to make informed career decisions and activating behavioural
change by focussing on internal values and personalities.

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.
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2.2 Aims and objectives of the Program

2.3 Design and process of the Program

Mind Map was conceived with the broad aim of –

To achieve this aim, the program was designed and implemented in the following
manner –

The program is conceived in the light of the risk factors in the development of
disadvantaged youth. It aims to prevent and treat the high prevalence of
common mental health disorders and to plug-in comprehensive mental
healthcare model in their community setting through training CSO’s working
with youth. This will be achieved through providing frontline mental health care,
along with conducting extensive research to generate evidence based
intervention and create accessible, affordable, sustainable and cost effective
measures of comprehensive mental healthcare.

The specific objectives to achieve the broader aim were –
16

1

To build the psycho – social, especially counselling and career counselling
capacities of NGO personnel who work with disadvantaged youth for task
shifting and scaling up of mental healthcare.

2

To institutionalize the program by setting up counselling centres in each of
the participant organizations.

3

To build a system of identification, management, referral and supervision to
provide comprehensive mental healthcare to the beneficiaries.

4

To design and implement direct psycho – social interventions that use a
positive, pro- active and preventive mental healthcare model for holistic
recovery along with growth and development.

5

To implement accountability and feedback loops to assess effectiveness of
the intervention.

6

To conduct a research to understand the mental health markers and
internal, external barriers to leadership building in the socio economically
disadvantaged youth for creating evidence based practices.

7

Stage 1: Manas foundation contacted 33 nongovernmental organizations working with
economically disadvantaged youth in the field of education and/or vocational training.
Out of this 15 organizations were further short listed and based on individual visits and
intensive needs assessments, 10 organizations were selected as the sites for the three
year long program. Over 50 NGO personnel were nominated by the 10 partner
organizations (approx. 5 each) to participate in the basic counselling skills program, with
which the capacity building objective was commenced. The program was designed to
introduce and amalgamate scientific methods of understanding mental health and
counselling with the everyday life experiences of the participants with respect to
interacting with the beneficiaries.
To map the success of the capacity building training a pre- test and a post- test were
taken along with regular assessments that were built in to make sure that the
participants were able to comprehend and apply their knowledge. This created a strong
feedback loop that ensured accountability and objective markers to map the success of
the program.
The workshop content was based on needs assessment of the partner organization
which helped the content and intervention to be context specific.
Some topics covered during the basic counselling skills training were:

To conduct advocacy based on the insights and findings of the program and
research through publication.
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Self and temperament

Life skills training

Stress and Coping

Common concerns in childhood and adolescents

Crises Intervention

Childhood developmental and Psychological
disorders

Group Counselling

Adult mental health disorders

Chapter 2
The training also equipped the participants to identify beneficiaries
who required clinical intervention and thus created a strong system of
identification, referral and effective management.
The process was experiential in nature and included role plays, case
studies, presentations and supervision to make sure that there were
practical applications of the skills learned during the capacity building.
The training made the trainee counsellors capable of recognizing
emotional and behavioural deficits as well as to detect psychological
disorders in the beneficiaries. They became capable of providing first
line psycho – social support to the beneficiaries in need.
By the end of the year, an annual exam was conducted and based on
the performance, participants were awarded certificates. These
participants became the agents of change within the community.
Equipped with the newly acquired set of skills and knowledge, they
were able to institutionalize counselling units within the premises of
their CSO’s. The psychological inputs given by the Manas experts or
the trained staff members acted as a force multiplier for the
interventions made by our partner organizations in areas of education
and vocational skills.

Organizations contacted

33

Organizations short listed & visited
Need assessment visits undertaken
Selected organizations

15
15

10

NGO staff selected for training in Basic Counselling Skills

50

Number of screening psychosocial tools administered to participants
Participants divided into number of training groups
Meeting with heads of partner organizations
Counselling centres established

4

2

1

10

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.
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Stage 1: After completion of basic counselling skills trainings, the focus shifted to career
counselling, and a skill that directly affected the employability and success at livelihood
generation of the beneficiaries. For this particular training component, 20 participants (2
per organization) were selected to undergo a specialized training in career counselling.
The participants made case submissions (documentations of sessions) and appeared
for the assessment, and 13 were qualified and certified.
Some topics that were covered during the career counselling skills training were:
Understanding Career Counseling
Components of Career Counseling
Introduction to Psychological Assessment in Career Counseling
Understanding current Market Trends
Process of Career Planning
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In total the participants went through 24 intensive training sessions apart from the
assessments and case submissions. The training enabled the CSO’s to conduct well
informed guidance and counselling thus helping the beneficiaries to understand their
own aspirations and the importance of realistic goal setting and planning.
Direct work with beneficiaries: Along with capacity building of the CSO staff in positive
mental healthcare, a consistent factor in the program remained the Psychologist’s visits
to each partner organization. During the visits Manas team conducted direct work with
beneficiaries referred by the organization. A total of 160 visits were made in the past 3
years. The visits were made with the agenda of carrying out direct therapeutic work with
beneficiaries and group sessions on life skills relevant to them. Overall the program was
able to provide essential therapeutic, one on one session to around 250 beneficiaries
and additional psychological services with more than 5000 beneficiaries through group
sessions. The group work conducted by Manas experts also helped in training the CSO
personnel to replicate the group work modules with other beneficiaries as well.
The visits also served the purpose of hand holding the trained participants in their case
management.
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The regular practice of supervision, case discussion and treatment plan further helped
in providing quality care to the beneficiaries. During the scheduled visits, the participants
also referred cases in which they needed the input of Manas experts. Over 250 referrals
have been made till date.
The efficacy of the body of work conducted during the program was mapped through
consistent feedback and seamless documentation to see the progress in beneficiaries.
The web of interventions was reported to enhance the psycho social capacities of the
target population in the following ways:
Coping with stress, anxiety, trauma and hopelessness.
Developing their own narratives around wellbeing, relationships, livelihoods and
aspirations.
Using mental health as a springboard to positive identity building, acceptance of
oneself, stress management, creative goal setting, and problem solving –
competencies that are key to leadership development.
Based on the guidance and assessments carried out by the trained NGO personnel in
career counselling, the youth have been able to make informed career choices and
not follow market trends blindly. These choices have been a result of understanding
their individual interests, aptitude assessments, personality factors clubbed with
family expectations, financial constraints matched with the current market trends.
These factors lead to a better adjustment, consistent performance and greater
satisfaction in the vocation selected by the beneficiary.

Stage 3: As discussed above, in the first two years of the mind map program, the focus
was on capacity building workshops along with direct interventions with the
beneficiaries of partner organization. In the third year of the program, Manas partnered
with the community youth groups (from 10 partner organizations) to conduct the first
ever research on socio economically urban disadvantaged youth. The aim was to
understand the objective mental health markers prevalent amongst them along with
perception of community resource and well-being. The research included a sample of
500 youth, who answered standardized questionnaires on 5 variables namely
depression, anxiety, discrimination, social provisions and authentic leadership. The data
for the research was collected through objective assessment tools as well as in depth
interviews. The findings have been shared in the coming chapter.

Chapter 2
The research findings would prove instrumental in helping various stakeholders to understand the population and
incorporate mental health insight within on-going projects for socio economically disadvantaged youth. Moreover the
publication can be used as a tool for arguing and introducing policy level changes that are the need of the hour.

Highlights from chapter 2:

Mind Map was a one of a kind community outreach mental healthcare model as it was designed to overcome the
gaps in service delivery of mental health through cost effective, sustainable, accessible and affordable solutions.
The program through its three year roll out endorsed the innovative concept of barefoot counsellors whereby the
social workers and staff of NGO’s already working with the economically disadvantaged youth were trained in
providing first line psycho – social support to their beneficiaries when the need arose. Through capacity building
and skill enhancement, these individuals with no prior training or knowledge of psychology, became capable of
recognizing and managing psychological issues/disorders, and in making referrals when necessary. This
intervention thus served to overcome barriers of lack of trained professionals within the field and mobilized the
already present resources within the community thus hugely saving the cost that are incurred in building a new
infrastructure for the same.
The program had a component of direct work with target population where the stigmas and stereotypes with
regard to mental health were dispelled through awareness generation and psycho education. The work with
beneficiaries along with the component of diagnoses and recovery, focused on growth and development thus
bringing in preventive and protective aspects of mental health into focus. Along with capacity building, group
work, individual sessions, psycho education and deinstitutionalization of mental health, the program also
blended a research to help bring in more evidence based mental health care practices which are currently widely
lacking in the context of mental health in India.

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.
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Chapter 3: The Mind Map Research: Understanding mental health markers, community resource and
well-being in the socio economically disadvantaged youth of Delhi
Empirical evidence of risk factors leading to CMDs in India is very limited. Through
the Mind Map program, thus, it was felt necessary to gather objective markers of
CMDs amongst urban youth coming from high risk, low income groups.

3.1 Introduction
This report is focused on the mental health of youth aged 14 - 24. It uses data from five
standardized questionnaires administered to 500 socio economically disadvantaged
youth as well as 20 intensive case studies covering the theme of research variables. The
sample was taken from the 10 partner organizations that were part of the mind map
program. Participation was voluntary and informed consent was taken. The questionnaires
are attached in annexure of the publication.
The report also considers the factors that promote positive mental health within the
youth. It looks at internal (individual/ personal) and external (environmental/
circumstantial) enablers and barriers faced by the youth that influence leadership building
in them. The research study is a first of its kind as it provides a comprehensive account of
mental and emotional health of urban Indian socio-economically disadvantaged youth
and is successful in providing a model of solutions and generating impact.
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3.2 Rationale For The Research
The study comprised of research on five variables namely

1

Depression

4

2

Anxiety

Discrimination

3
5

Social provisions

Authentic leadership

3.2.1 Depression and Anxiety
Common mental disorders are depressive and anxiety disorders which are typically
encountered in community and primary care settings (Goldberg & Huxley, 1992)17 .They
are the leading mental health cause of disability in the global burden of disease (World
Health Organization, 2001)18. Cross-sectional population-based studies consistently show
that the poor and marginalised are at greater risk of having common mental disorders
(Patel & Kleinman, 2003)19.
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As defined by WHO15 depression is a common mental disorder that presents with
depressed mood, loss of interest or pleasure, feelings of guilt or low self-worth, disturbed
sleep or appetite, low energy, and poor concentration.

Epstein (1972)16 defined anxiety as an acutely unpleasant state of diffuse arousal
following the perception of threat.

3.2.2. Discrimination
Studies addressing perceived discrimination and mental health show that there is a
high correlation between the two factors (Kessler et. al, 199920, Meyer &Ilan H,
200321) People who are discriminated against can suffer several negative
consequences. Well-being, self-esteem, self-worth and social relationships can be
severely impacted as a result of discrimination. Negative social attitudes towards
socio economically disadvantaged youth may exacerbate their mental distress and
complicate the social and psychological adjustment in their daily lives. A literature
review of Indian studies showed limited exploration in the area of discrimination and
its psychological effects on the socio economically disadvantaged Youth. Thus the
present study undertook discrimination as one of the variables for systematic
enquiry.
Amnesty International24 defines discrimination “as an assault on the very notion of
human rights. It can be understood as systematic denial of certain peoples' or groups'
full human rights because of who they are or what they believe. It is all too easy to deny a
person’s human rights if you consider them as “less than human”.

Chapter 3:
Chapter 3

The scale utilized is a comprehensive instrument to determine the perceptions of
disadvantaged youth regarding their own self when asked to imagine themselves in the
position of influencing other’s life. Also the second component is aimed at documenting
the perception of their leaders and gives us important insights into how they perceive
their role models and the satisfaction levels in their interaction with people who help
them make important decisions.

3.2.3 Social Provisions
Historically, assessment of indicators of mental health has focused largely on the
prevalence of mental health problems by using surveys and scales. However, good
mental health is not just the absence of mental health problems; it also includes
mental wellbeing. Growing recognition of the importance of mental wellbeing
generated increased interest in developing indicators to measure it to accompany
those for mental health problems. Social support has been understood to be one
such indicator. Social support has been studied as an important construct and
consistently found to be related to positive psychological health (Cohen & Wills,
198523;Kertesz et. al, 200524 ) and psychological well-being (Cohen, Underwood, &
Gottlieb, 200025; Henderson & Brown, 198826).
Thus, the research study includes social provisions to provide an insight into the
community resource and well being.
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Terrence, Amick and Judith (1994) suggested that social provisions is the degree to
which a person’s basic social needs are met through interaction with other people. “It’s
the resources both tangible and intangible that other people provide. It’s a perception of
a person that he or she can count on other people for help in the time of crises.”

While the standardized tools were used to reach reliable and objective constructs we
also wanted to give the disadvantaged youth a platform to voice their views. This was
done by designing semi structured interviews across the above mentioned research
variables. The qualitative data helped in supporting quantitative finding as it brought to
light the intricate details that made up the personalities, belief structures and notions of
self within the sample. Our approach thus balanced the disadvantages of both
quantitative and qualitative tools. The analysis gives a holistic picture with reliable
statistics and a detailed account of the lenses that colour the perceptions of the
participants.

Avolio et al. (2004)27 defined authentic leaders as “those individuals who are deeply aware of
how they think and behave and are perceived by others as being aware of their own and
others’ moral perspective, knowledge and strengths, aware of the context in which they
operate and who are confident, hopeful, optimistic, resilient and high on moral character”.

3.3 Aims and Objectives of Research
The main aim of the research was

3.2.4 Authentic Leadership
As the research targets youth who are in the formative years of career building
and would be joining the work force in the near future many of them will have to
take upon themselves or will be forced to shoulder the responsibility of leading
groups in different avenues. Quantifying the leadership potential therefore is
urgent and recognizing how they view their existing leaders indicates the course
correction that they may want to bring about. For the current study we specifically
chose the conceptual framework of authentic leadership as it is currently one of
the most scientifically researched theories and is relevant to our enquiry into the
notions of leadership in the disadvantaged youth.

“To map the mental health markers as well as community resources and well-being in urban
socio economically disadvantaged youth.”

The achieve this aim, the objectives were identified as -

1

To map the prevalence of common mental health disorders like anxiety and
depression

2

To trace the gender uniqueness and differences in the experiences of male and
female youth with regard to common mental health disorders

3

To analyze the discrimination and stigma experienced in public spaces and its
repercussions on their mental health.

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.
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Exclusion criteria:
Youth from elite sections of the society based on their socio economic status
Anybody below 14 or above 24 years of age

4

To gauge the social provisions and determine its linkages with well-being and
community resources.

5

To understand positive identity and leadership building and its correlation
with mental health markers

6

To tap into their subjective experiences to substantiate the quantitative
findings with qualitative data.

3.4 Sample Population
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The sample for the present study was selected through purposive random
sampling which is a type of non – probability sampling characterized by the use of
judgment and deliberate effort to obtain representative samples by including
typical areas or groups in the sample.
Universe: Disadvantaged youth enrolled in NGO's for vocational training in the city
of Delhi/NCR were identified for the study. The sample size was a total of 500
participants out of which 488 forms were included in the study and 12 were
rejected due to inadequate information as they did not fulfil the requirements. Of
the 488 participants, 246 were females and 242 were males. The youth were
either enrolled with the NGO's for vocational training or pursuing formal or
remedial studies with the organisation. The study had disadvantaged youth
coming from different backgrounds including orphans, street children, slum
dwellers and school going students.
The sample in the study was selected according to the criteria given below for the
500 participants.
Inclusion criteria:
The youth from disadvantaged sections based on their socio economic status
Ages from 14 - 24
Youth enrolled with NGO’s to receive vocational training and/or were part of
formal / remedial education were included
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Disadvantaged youth that were not a part of the 10 NGOs

3.5 Tools used for the Research study
A total of 5 scales (7 forms) were administered, these were:
Demographic Details: This was used for relevant history and psychosocial framework. The
participants were requested information about their age, gender, marital status,
educational qualification, and occupation, and family structure, personal and family
income.
CESD Scale for Depression: The scale was developed by the Centre for Epidemiologic
Studies (Radloff, 1977)28. This is a short, self-reporting scale intended for the general
population. It consists of 20 statements that tap cognitive, affective, and somatic aspects
of depression. Respondents used 4-point scales to indicate on how many days of the past
week each depressive feeling occurred.

State Trait Anxiety Inventory: The STAI is a validated 20 item self-report assessment device
which includes separate measures of state and trait anxiety. The STAI has been adapted
in more than 30 languages for cross-cultural research and clinical practice (Sesti,
2000)29. Various reliability and validity tests have been conducted on the STAI and have
provided sufficient evidence that the STAI is an appropriate and adequate measure for
studying anxiety in research and clinical settings (Sesti, 2000)29. It is a measure that asks
respondents to use 4-point scales to indicate how much 20 statements describe feelings
indicative of current anxiety. STAI scores range from 20 to 80.
Social Provisions Scale: The Social Provisions Scale has 24 items that measure perceived
social support. Respondents used 4-point scales to indicate level of agreement with each
statement (score range, 24–96). The scale examines the degree to which respondent’s
social relationships provide various dimensions of social support like:

Chapter 3

Phase 1
1. Selection of 10
organizations that provide
working with disadvantage
youth.
2. Coordination of of dates to
visit these places by Manas
experts to collect data.

Phase 2
1. Rapport was formed with the
participants of Manas experts.
2. The following battery was
administered to 500 participants
over 3 months - Demographic
details CESD Scale for
Depression, State Trait Anxiety
Inventory, Social Provisions Scale,
Discrimination Scale, Authentic
Leadership Scale.

Phase 3
Twenty disadvantaged youth
participated in an in depth
interview pertaining to the
research variables to understand
the psyche of the population.

The figure below illustrates the
process of data collection.

3.6 Methodology &
Data Collection
The present research was aimed at mapping
the minds of the disadvantaged youth;
between the ages group of 14– 24 years
enrolled in one of the ten partner
organizations for vocational, formal or
remedial education. In order to gather the
data needed for this research, an
amalgamated approach of methods was used
in which quantitative research method were
supported by qualitative techniques. The
study employed a concurrent mixed model
design and was divided into two independent
phases (Tashakkori and Teddlie 2003)30. The
sample was selected through purposive
random sampling which is a type of non –
probability sampling characterized by the use
of judgment and deliberate effort to obtain
representative samples by including typical
areas or groups in the sample.

Figure1. Phases in the data collection process
The details of the data collection process as
shown in figure 1 are elaborated below.

Phase I
Phase I of the research was initiated by contacting and orienting all partner
organizations about objectives of research and course of data collection. Based on the
requirement of the study, these ten organizations were explained the process of data
collection and then visit dates were coordinated to make sure that the required
participants were available on the days that the Manas experts could visit these places
and collect the required data.
Researchers were Psychology post graduates and were imparted week long training by
senior Psychologist from Manas Foundation to maintain uniformity in their approach
towards data collection. This was done to eradicate ambiguity and researcher’s bias so
as to maintain objectivity of data.

Phase II
In phase II the Manas researchers went to the 10 organizations on scheduled days and
spent time building rapport with the disadvantaged youth. All queries by the
participants were answered. The demographic details of the participants were
recorded and the researchers spent 20 – 25 minutes with each participant to make
surethey understood the questions and their answers were recorded. All data was
collected on one to one basis.

Phase III
In phase III of the research the Manas experts conducted in depth interviews with 20
respondents to understand their subjective realities. Many of these detailed interviews
were conducted over multiple sessions.
Informed consent from all organizations was taken prior to beginning the process of
data collection. No pressure or inducement of any kind was applied to encourage any
beneficiary to become a part of the study. Anonymity of the participant was
maintained and there was no revealing of identity or scores of the participant to any
second party. Stigmatization was strongly discouraged during the study. At any given
point of time, participants had the freedom to withdraw from the study and were
briefed regarding the aims and procedure of the research before administering the
questionnaires.
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Attachment
Social Integration

Transparency: To what degree does the leader reinforce a level of openness with
others that provides them with an opportunity to be forthcoming with their
ideas, challenges and opinions?
Ethical/Moral: To what degree does the leader set a high standard for moral and
ethical conduct?
Balanced Processing: To what degree does the leader solicit sufficient opinions
and viewpoints prior to making important decisions?

Reassurance of Worth ·Reliable Alliance
Guidance ·Opportunity for Nurturance
Discrimination Scale: There were no standardized scales to measure discrimination
and hence the Manas researchers designed a standardized tool to measure
discrimination in three areas namely –
School
Job
Community
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The tool was then given to three judges from the mental health profession for
evaluation. They were asked to check the tool for the conceptual clarity of the items
and ease of comprehension. Suggested modifications were made. We conducted a
pilot with 30 people to ascertain the reliability and validity. The questionnaire used
percentages to find the discrimination faced by the sample.
Authentic Leadership Scale: The scale is divided into two parts: Self Leadership and
My Leader: The Authentic Leadership Questionnaire (ALQ) is a theory-driven
leadership survey instrument designed to measure the components that have been
conceptualized as comprising authentic leadership. The four scales comprising the
ALQ address the following questions:
Authentic Leadership Scale: The scale is divided into two parts: Self Leadership and
My Leader: The Authentic Leadership Questionnaire (ALQ) is a theory-driven
leadership survey instrument designed to measure the components that have
been conceptualized as comprising authentic leadership. The four scales
comprising the ALQ address the following questions:
Self-Awareness: To what degree is the leader aware of his or her strengths,
limitations, how others see him or her and how the leader impacts others?
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Highlights from chapter 3:
A research was conducted with the aim to map the mental health
markers; community resource and well being within the socio
economically disadvantaged youth of urban Delhi. This was done by
measuring 5 variables i.e. anxiety, depression (mental health markers),
social provisions, authentic leadership and discrimination (community
resource and well being). Purposive random sampling was used to draw
a sample of 500 youth aged 14 – 24 from 10 partner CSO’s working in the
field of youth empowerment. The study employed a concurrent mixed
model design and was divided into two independent phases – the first
phase focused on gathering quantitative data which was collected
through standardized questionnaires administered to the entire sample
while the second phase focussed on in depth interviews with 20
participants who were part of the study. The data was analysed and the
findings are shared in the next chapter.

Chapter 4: Results & Discussion

The aim of the present research study was to map the mental health markers as well as
community resources and well-being in urban socio economically disadvantaged youth.
The results and discussion in this chapter are presented in 4 parts:
Part 1

Part 2

Part 3

Consists of the
demographic profile of
the Socio-Economically
Disadvantaged Youth of
Urban Delhi.

Consists of prevalence
data of the five variables
studied in the present
research i.e. Depression,
Anxiety, Discrimination,
Social provisions and
Authentic Leadership.

Presents the correlations
of depression and
anxiety, the common
mental health markers
along with mapping the
gender uniqueness and
similarities through
correlations of gender
with CMD.

Part 4

Part 5

Part 6

Presents the inter
linkages between CMD
and the three research
variables i.e.
discrimination, social
provisions and authentic
leadership.

Key Findings

Elaborates on
implications of the
findings as well as
essential features that
need to be incorporated
in community outreach
programmes.

Table 1: Demographic Characteristics of the socio economically disadvantaged Youth
in urban Delhi

Total Participants
Mean Age

22.54%

33.40%

55.94%

Age

19 years to 24 years

27.04%

17.00%

44.05%

Marital
Status

Single

49.59%

48.56%

97.95%

Married

0%

1.84%

1.84%

Orphans

3.27%

5.73%

9.01%

Only mothers

2.45%

3.48%

5.94%

Only fathers

1.63%

0.40%

2.04%

Both Parents

42.41%

40.57%

82.99%

Only Primary

0.40%

4.09%

4.50%

Middle

14.54%

20.28%

34.83%

High School

25.40%

19.05%

44.46%

College

9.22%

6.96%

16.18%

Computer related

18.64%

11.06%

29.70%

Tailoring and dress designing

1.02%

15.77%

16.80%

Beauty Culture

0%

2.66%

2.66%

Misc: Fine arts, mechanical,
theatre, dance, typing, chef

5.42%

5.44%

10.86%

Family
Dynamics

Socio demographic Profile of the participants

The sample consisted of a total of 500 participants who were enrolled in the 10 partner
organizations working with socio economically disadvantaged youth in the areas of
education and vocational training.
Out of these 488 forms were selected for data analysis. 12 forms had to be rejected as
they were filled inadequately. Table 1 represents the socio demographic details of the
entire sample, and sub sample by gender for all the variables.

Total % out of N
(N=488)
100%
18.3

14 years to 18 years

Education
Part 1

Subsample by gender
Males
Females
(n = 242)
(n = 246)
49.60%
50.40%
18.8
17.7

Vocational
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Out of the total sample (N = 488) in the study, 49.6% were males (n = 242) and 50.4 % were females (n = 246) which indicates that the sample was evenly distributed.
Mean age of sample was found to be 18.3. The mean age of boys’ participants was found to be 18.8 and mean age of girls to be 17.7 respectively.
With respect to participants marital status it was found that, 97.95% of the entire sample was unmarried and only 1.84% of the sample comprising of all females were found to
be married.

Graph 1: Distribution of sample according to age

Graph 2: Distribution of sample according to family structure

60.00%

90.00%
80.00%

50.00%
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70.00%
60.00%

40.00%

Total %

50.00%

30.00%

40.00%

Boys

Boys

30.00%

Girls

Girls

20.00%

20.00%

10.00%
0.00%

10.00%

orphans

0.00%
Total %

14 to 18 yrs

19 to 24 yrs

As seen in table 1 and graph 1, the total sample was studied by age categories of 14 to 18
years and 19 to 24 years. Out of the total sample, 22.54% male and 33.40% females fell
in the 14 to 18 years category while 27.04% of the male sample and 17% of the female
sample fell in the 19 to 24 years age range.
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Single Parent

Both Parents

The sample’s family structure was divided into three categories i.e. orphans, youth who
were living with single parents and youth who were living with both their parents.
As seen in table 1 and graph 2, in the total sample, 9.01% youth were orphans (5.73%
males and 3.27% females) while 7.98 % youth were living with single parents out of
which 5.93% were living with single mothers and 2.04% were living with single fathers
and 82.99% of the entire sample (42.41% males and 40.58% females) were living with
both their parents.

Graph 4 Distribution of sample according to Vocational training
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35.00%
30.00%
25.00%

Graph 3: Distribution of sample according to educational qualification
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50.00%
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Misc
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15.00%
10.00%
5.00%
0.00%
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Middle School

High School
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Educational qualifications were divided into four parts – primary school (participants
educated till 5th grade), middle school (participants educated till 10th grade), high
school (participants educated till 12th grade) and graduation (participants studying
in colleges). As seen in table 1 and graph 3, out of the total sample, 4.50% of the
youth were educated up to only primary which were primarily girls (4.09%) with only
0.04% boys.

The vocational training within the sample were divided into three categories 4 exclusive
categories – computer related, tailoring and dress designing, beauty culture and
miscellaneous. A total of 60.02% of the sample was found to be pursuing vocational training
at the time of collection of data. Out of which 29.70% of the participants were pursuing
some or the other kind of a computer course, 18.64% were boys and 11.06% were
girls.16.80% were pursuing trainings related to dress designing and tailoring, maximum of
which (15.77%) were girls and only a few (1.02%) were boys. Beauty culture was also a
vocation that 2.66% participants were engaging in, all of them being girls. Rest 10.86% of
the participants had chosen vocational trainings such as fine arts, mechanical courses,
theatre, dance, typing and chef training respectively.
It can thus be concluded that:
The total sample comprised of approximately equal number of Boys i.e. 40.60% (n =
242) and Girls i.e. 50.60% (n = 246).
A very high percentage of participants reported coming from intact families i.e.
82.99% (n = 404).
Only 1.84% of girls (n = 9) and no boys were married out of the entire sample.
Computer course is seen as the most popular option amongst the sample and it is
seen that males (18.64%) are significantly more interested in such vocations as
compared to females (11.06%), however it is seen that in vocations like tailoring and
beauty culture,
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Figure 1: Prevalence of Depression in Disadvantaged youth
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Centre for Epidemiologic Studies Depression Scale

Part 1

37.3

Prevalence of Common mental health markers, community resource and well being

Absence of depression

A total of 500 participants completed the scales in the research, out of which 488
forms were considered adequate for analysis. The other 12 forms were rejected as
there were gaps in the information provided. Given below is the prevalence in the
current population of the five variables studied in the research study.
1. Depression

28

Showing signs of depression

62.7
Table 3: Categories of Depression

The CES-D means score was 19.91 (Table 2). Using cut-offs for interpreting levels of
depression(Radloff L.S., 1977)65, 62.7%, of persons scored at or above 16 (Table 2,
figure 1), which is the CES-D indicator of possible clinical depression, out of which
45.7% scored at or above 23 (Table 3), indicating probable clinical depression and
major depressive symptomatology. Studies in the last decade done with adolescents
have shown the rates of depression to range from 8% to above
20%[(SteinhausenHC,2000)66,(Bahls CS,2002)67,(Gorenstein C et al,2005)68] .The
data in the present study is comparable to depression found in the rural Indian women
(Aditys S. Brerad et al)69.

Centre for Epidemiologic Studies
Depression Scale
No signs of depression

Percentage
37.3

Possible clinical depression

17

Probable clinical depression

45.7

and major depressive symptomatology
Total

100

Table 2- Mean and Prevalence of Depression in the socio economically Disadvantaged youth
2. Anxiety

Centre for Epidemiologic Studies Depression Scale
Mean

19.91

Percentages

Sample below the cut off

37.3%

Sample below the cut off

62.7%
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The mean STAI anxiety score was 38.87 (Table 4). Of the participants, 40.4%(Table
4, figure 2) of the sample scored above the cut off when administered the state trait
anxiety inventory. The median prevalence rate of anxiety in adolescents was
reported to be 8% (range: 2% - 24%) based on studies conducted in the developed
countries (Costello E et al,2005)70. The current scores are comparable to medical
patients with psychiatric components to their health problems (SpeilbergerCD)71.

Chapter 4

Table 4 - Mean and Prevalence of Anxiety in the Disadvantaged youth

social support. The social provision scale indicates that most of the participants feel
that they have satisfactory social relationships where they feel that they have
people who need them, care for their talents and abilities are trustworthy and who
will help them when they really need assistance.

State Trait Anxiety Inventory
Mean
38.87
Percentages

Sample below the
cut off

60.6%

Sample above the
cut off

40.4%

Table 5: Mean and Prevalence for Social Provisions

Social Provisions Scale
Mean

Figure 2: Prevalence of Anxiety in Disadvantaged youth

Percentages

Low Social Support

0

Below average
social support

0.2%
29

75.6%

Average
social
support

State Trait Anxiety Inventory

40.37

69.14

Absence of anxiety

59.63

High social
support

24.2%

Showing signs of anxiety

3. Social Provisions
The mean Social Provisions total score for this sample was 69.14 (Table 5).The results
show that none of the participants perceive their social support to fall in the low category
while a majority, 75.6%perceived their social support fall in the category of average social
support and a considerable amount i.e. 24.2% (Table 5) report perceiving high levels of

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.

Table 7: Discrimination faced within school, job, community reported by participants (N =
488)

Chapter 4

Discrimination Situation

4. Discrimination

Participants reporting discrimination
[%(n)]
Once
Several
Systematicall
Times
y

16.02 (78)

12.73(62)

1.64(8)

0.21(1)

 Suspended or expelled from a school.

7.39 (36)

6.16(30)

1.23(6)

0(0)

 Assigned a low grade on an assignment
(lower than your potential).

20.74 (101)

8.83(43)

9.45(46)

2.26(11)

 Offered fewer opportunities than others.

31.21 (152)

7.60(37)

16.84(82)

6.78(33)

 Ridiculed or laughed upon in school.

23.2 (113)

7.39(36)

13.35(65)

2.46(12)

 Isolated or left alone.

24.02 (117)

6.57(32)

14.58(71)

2.87(14)

 Refused a job.

3.08 (15)

2.05(10)

1.03(5)

0(0)

 Fired from a job.

1.23 (6)

1.23(6)

0(0)

0(0)

 Assigned a low-grade job than others.

4.11 (20)

2.05(10)

1.43(7)

0.62(3)

 Given fewer opportunities than others.

5.95 (29)

1.23(6)

3.49(17)

1.23(6)

1.85 (9)

0.82(4)

0.82(4)

0.21(1)

3.7 (18)

1.64(8)

2.05(10)

0(0)

7.39 (36)

4.31(21)

2.46(12)

0.62(3)

12.73 (62)

5.74(28)

5.95(29)

1.03(5)

School
 Refused for an admission in a school.

The scale measured discrimination faced in three areas i.e., school, community and
job. In the total sample, more than half the participants i.e., 59.6% (Table 6) of the
disadvantage youth report of being discriminated at some stage in their life, either
at school, job or community.

Discrimination
School
Job
Community
At School, Job, Community

Ever
encountering
situation
[%(n)]

Percentages
56.4
11.5
16
59.6%
Job

30

Of the entire sample (N = 488), 56.4% (Table 6) reported facing discrimination in
school. Within schools, 16% of the total sample felt that they were refused for an
admission in school and as many as 31% that they had fewer opportunities than
others. Out of the sample, 23%percent of participants were ridiculed and laughed
upon in school and 24% reported feeling isolated or alone (Table 7).
In the study 11.5%(Table 6) reported facing discrimination at job, which may be
viewed in the light of the fact that majority of the sample has had no or very little
exposure to work related environment. When explored the type of discrimination
faced in jobs, 3.08% reported that they were refused a job. Out of the sample, 4.11%
of the participants reported that they had been given lower grade jobs than others
and 5.95% (Table 7) participants also reported that they had been given fewer
opportunities than others. When the participants were asked about discrimination
perceived within the community, 16%(Table 6) of the participants felt that they had
been discriminated against. Nearly 13% participants reported being treated harshly
by community service providers, and 7.39% felt that they had been refused services
by community service providers (Table 7).

 Ridiculed or laughed at job.
 Isolated or left alone.
Community
 Refused by community service providers.
 Treated harshly by community service
providers.

5. Authentic leadership
The Authentic Leadership Questionnaire consists of two forms. The first part
measures the participant’s perception of their own authentic leadership skills and
the second form measures the perception of their leader’s authentic leadership
skills. Given below is the prevalence found in the current sample for both the forms:

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.

Chapter 4

Graph 6: Perception of Authentic Leadership Skills (Self)

5.1 The Authentic leadership (self)

61.5

The mean score was on Authentic Leadership (self) was found to be 42.4 (Table 8).
Using scoring for interpreting perception of their own leadership, it was found that
0.2% reported having low leadership skills, 13.1% of persons felt that they had
moderate leadership skills, 61.5 reported that they have average leadership skills
and 25.2%(Table 8, Graph 6) of the sample reported having high leadership skills.
The data indicates that a majority of the sample felt that they had average
leadership skills.

25.2
13.1

Table 8: Mean and Percentages for Authentic Leadership (Self)

Authentic Leadership (Self)
31

Mean

42.4
Low Leadership
skills

0
5.2 Authentic Leadership (Others)

Moderate Leadership 13.1%
skills

Percentages

Average Leadership
skills

61.5%

High leadership
skills

25.2%

The Authentic leadership (other) mean score was 40.32 (Table 9). Using scoring for
interpreting perception of the leadership skills of their leaders, it was found that 3.3% of
the sample reported that their leaders had low authentic leadership skills, 18.2% of the
participants felt that they had moderate authentic leadership skills, 56.6% reported that
they have average authentic leadership skills and 21.9% (Table 9, graph 7) of the sample
reported that their leaders had high leadership skills.

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.

Chapter 4

Graph 7: Perception of Authentic Leadership Skills (Others)

Table 9: Mean and prevalence of Authentic Leadership (other)

56.6

Authentic Leadership (Other)
Mean

40.32
Low Leadership
skills

3.3%

Moderate Leadership 18.2%
skills
32

Percentages

Average Leadership
skills

56.5%

High leadership
skills

21.9%

18.2

21.2

3.3

Part 3:Common mental health disorders: Depression and Anxiety
In making choices for health funding in low-income countries, policy-makers and
donor agencies are guided by epidemiological evidence that indicates the burden of
disease on the poor13. Yet the literature review points to a severe lack of prevalence
data on the mental health of the socio economically disadvantaged youth in India.
As per the data collected, the scores for depression as well as anxiety are extremely
high [Depression = 62.7% (refer to Table 2), Anxiety = 40.3% (refer to Table 3). A
similar study to ascertain the prevalence of depression, anxiety and stress among
young adults in Ranchi city was conducted. The study had a sample size of 500 out
of which 405 were taken up for the final analysis. It was found that 18.5% of the
population showed signs of depression whereas 24.4% showed signs of anxiety27.
Compared to the studies on prevalence of common mental health disorders
worldwide, the prevalence found in the study shows that common mental health
problems are two to three times more in the present sample.
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The above discussion can be substantiated by qualitative findings where the participant’s
voice concerns regarding the future and a negative perception towards one’s self.

Chapter 4

A 17 year old shared
Depression and anxiety together account for common mental health disorders.
They are typically encountered in community and primary settings (Goldberg &
Huxley, 1992)31. Seen in cross-sectional population-based studies in India, the poor
and marginalized are at a greater risk of suffering from CMDs ( Patel & Klienman,
200313). Also, as per existing literature and also asserted by WHO18, CMDs are the
leading mental health cause of disability in the global burden of disease.
As we can see in Table 10, the statistical data also points to a significant positive
correlation of 0.006 between anxiety and depression. Previous researches are
consistent with the existing findings which show that anxiety often occurs with
depression. A research by Robert M.A. Hirschfeld32 of “Psychosocial Predictors of
Outcome in Depression” shows that between 15% and 33% of depressed patients
have panic attacks. The quantitative data indicates that the participants facing
high anxiety are likely to show signs of depression and vice versa.
These problems constitute a major source of concern because the consequences
of poor mental health are wide-ranging and long-lasting. For example, the literature
covers a broad spectrum of outcomes influenced by common mental health
disorders including educational attainment (Fletcher,200833; ; Wilcox-Gök et al.,
200434), labor market productivity (Fletcher 200937,Chatterji et al.38, 2011) and
substance use (Greenfield et al., 199839; Rao et al., 200040; Swendsen and
Merikangas, 200041).

“
बहुत बार मन करता है की अपनी जान ले लूं क्योकि जी के क्या फायदा ।केहने को तो सबको
यह बताता हुँ की अपना साइबर कैफ़े खोलूंगा पर यह तो केहने की बात है मेरा कुछ नही हो
सकता।सिफॅ माँ बाबा को याद करके रूक जाता हुँ वरना तो हर समय कोई बकवास चलती रेहती हैं

मेरे दिमाग में।मैं नहीं झेल सकता॥”

(Lots of times I feel like killing myself because what is the use of living. Though I tell
everybody that I am going to open my own cyber café but this is just something I
say, nothing good can happen to a person like me. I only think of my parents and I
stop myself. Otherwise there is always something irrelevant going on in my brain. I
cannot cope)

33
Another 15 year old elaborated

“
स्कूल मे जाना अच्छा नही लगता क्यूंकी मुझ में इतना दिमाग़ नही हैं की मैं कुछ कर पाउ.

सोच कर डर लगता है की मैं ज़िंदगी में क्या करूँगा”

(I don’t like to go to the school as I don’t have brains. I feel scared about what I will
do in life)
Table 10- Correlation between Depression and Anxiety
Correlation between Depression and Anxiety
Variables
N
Pearson Level of
correlati significance at
on
0.05 level
Depressi Anxiety 488
0.006
Yes
on

State of
hypothes
is
Accept

The common themes that emerge in the discourse that contribute to the feelings of
worthlessness, lack of meaning and apprehension affecting their efficacy are Negative feedback from others specifically at school or other places of community
involvement.
Lack of positive encouragers in their environment.
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Thus, the data clearly indicates that a high percentage of youth have predisposition
to CMD’s that tends to greatly erode their self-efficacy and become major internal
barriers in functioning to their optimum potentials.

Gender and Mental Health
WHO43 defines gender as
“socially constructed roles, behaviours, activities and
attributes that a given society considers appropriate for
men and women”

In another study which enquired about gender differences and risk factors for
depression in adolescence conducted by Galamboset.al.43 (2004), longitudinal data
was used and the results concluded that there are robust gender differences in the
levels of depressive symptoms and the prevalence of major depressive episodes,
with girls more affected than boys.
The previous findings noticeably show that females consistently show higher
depression rates than males after adolescence. The findings of the present study
did not replicate this. As shown in Table 12, there was no significant gender
difference found in terms of depression. As shown in Table 13, while 62% males
were showing signs of depression, 63.4% females also reported signs of depression.
Even though prevalence rates hardly show any difference the qualitative data gives
insights into the varying reasons for depression within the two genders.

Table 11 – Correlation between Depression and Gender

Variables

N

34
The Indian culture is essentially categorized as a patriarchal society. Both the
genders are socialized differently based on the pre-determined cultural
expectations regarding their role in the society. These much demarcated
discrepancies leads to both the genders showing different ways of processing the
same information. For instances gender researches consistently show that while
women are expected to be gentler, caring, sensitive, emotional and dependent, a
different set of qualities namely tough, practical, independent and logical are
considered more desirable for men.
The review of literature in the area of gender and mental health indicate that gender
influences depression and anxiety. For instance, Hankin et.al.42 in 1998 studied the
emergence of gender differences in clinical depression and the overall development
of depression from pre-adolescence to young adulthood. Their findings concluded
that the greatest increase in gender difference is seen in the age groups of 15 – 18
year old adolescence. During this time the females show significantly higher rates of
depression than men.
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Gender

Pearson
Correlation

488 0.039

Level of
significanc
e at 0.05
level
No

State of
hypothesis

Accept

Depression

Table 12 : Prevalence of depression according to gender

Gender & Depression
Gender

N

Signs of depression

Male

242

62.00%

Female

246

63.40%

Result

There is no
relationship between
depression and gender
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Women on the other hand had a completely different set of reasons contributing to
depression.
A 24 year newly married woman enrolled in one of the organizations remarked

Given below are excerpts from the interview of the males in the study.
A 19 year old boy during the in – depth interview shared

“
मेरे को घर में इतना काम रहता है कि टॄनिंग का काम करना मुशकिल हो जाता है।मेरी सास
नहीं सप्पॊट करती पर कोइ खुल कर नहीं कहता।सिॅफ़ मेरा काम बढ़ाते रहते है ताकी मैं खुद ही

हार मान जाऊँ।पती अच्छा भी होतो ऐसी शादी ने दुखी तो कर रखा है।”
“
भुक नहीं लगती नींद नहीं आती बस इस की होती है कि इग्ज़ाम में फ़ेल ना हो
जाऊँ।फ़िर क्या कोइ मुझे अच्छे कॅालेज में लेगा। बहुत परेशानी होती है आजकल।क्या करूँ

(I have so much work at home that I cannot focus on my training. My mother in law
does not support me but nobody says it openly. They only keep adding on to my
कुछ समझ नहीं पड़ता।”
work so that I quit on my own. Even if I have a good husband such a marriage has
(I don’t feel hungry, I don’t feel sleepy but I just keep worrying that I might fail
made me really sad.)
the exams. I am quite tensed nowadays. What should I do I can’t understand)

Another 23 year old male reported

Another 19 year old girl shared
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“
घर से लड़ाई कर के ही मैं यहाँ आती हुँ।वह नहीं चाहते कि मैं पढ़ाई करूँ।मुझे कोई भी सप्पॊट
“
मेरे सारे दोस्त कमा रहे है और मैं यहाँ संस्था में आतो गया हुँ पर इसके बाद अच्छा
नहीं है सोसाईटी में।बस मेरे सैंटर का सप्पॊट है।बहुत मन उदास सा रहता है।”
काम नहीं करा तो मेरा बाप छोड़ेगा नहीं मुझे।घर वाले चाहते हैं कि जल्दी से जल्दी पैसा
लाउ पर मुझे इस काम में कोइ मज़ा नहीं।मैं दुनिया से दुखी हुँ॥”

(All my friends are earning and I have come to this institution but if I don’t
work well after this my dad will not spare me. My family wants me to earn as
soon as possible but I am not interested in this work at all)

(I fight from home and come here. They don’t want me to study. I don’t have any
support in the society. The only support that I receive is from my centre)

Thus the females reported distress over –
The narratives concerning depression in the case of most male youths fell
in the following themes
Lack of opportunities
Ambiguity regarding future
Fear of failure

Gender discrimination with respect to traditional mind sets that are deterrents to
women empowerment
From the above discussion we can conclude that there are no statistical gender
differences in depression for the current sample. However, on exploring the reasons
behind the depression it can be seen that both the genders have varying set of reasons for
facing distress in their lives.
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Extensive literature review was also done to understand gender differences in
experiencing anxiety. Across literature review it can be seen that that women report
more anxiety than men.
As shown in Table 13, there is significant gender difference found in terms of anxiety.
The present data (Table 14) is consistent with previous findings where women have
consistently reported more anxiety than men.

Table 13 Correlation between Anxiety and Gender

Variables

N

Pearson
Correlati
on

Level of
significance
at 0.05 level

State of
hypothesis

488

0.118

Yes

Accept

Result

In one of the researches by Alansari and Khalek (2004)44 done to map gender
differences in anxiety among undergraduates from ten Arab countries it was found
that females had higher mean anxiety scores than did their male counterparts in all
10 countries. Previous findings explain the differences. Firstly fear and sadness are
the emotions that women express more than men (Brody & Hall, 1993; Fischer
1993b45). Evidence also suggests that women are more verbally and nonverbally
expressive of fear than are men; they report expressing their fearful feelings with
more intensity (Allen & Haccoun, 1976)46 and more frequent facial expressions of
fear (Kring & Gordon, 199847)
The reasons for anxiety reported in the narratives recorded during our qualitative
interviews by the males in the sample were Family finances

Heartbreak in love

Worry over future prospects

Doubting One’s own capabilities

Not getting through good schools
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Anxiety
Gender

There is
relationship
between anxiety
and gender

A 15 year old boy looked really nervous while narrating his story to the researcher shared

“
बहुत गभराहत है बारवीं के रिस्लट की।मुझे तो ईंटऱवियु देते भी डर लगता है।यहाँ संस्सथा
में मैडम अच्छे से सिखा रही है पर आजकल अपने भविष्य को लेकर परेशान हुँ।घर पर कह

नहीं सकता वरना डाँट पड़ेगी॥”

Table 14 – Showing Signs of Anxiety in Gender

Gender & Anxiety
Gender

N

Signs of Anxiety

Male

242

34.7%

246
Female

45.9%
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(I am much tensed about 12th class result. I even fear giving an interview. In
this organization the Madam teaches very well but I am tensed about my
future. I can’t express this at home otherwise they will scold me)

Chapter 4

Another 20 year old male participant shared

Another 18 year old girl with 4 sisters in the house studying with another partner
organisation shared that she also feels worried due to her grandparent’s attitude
towards her studies.

“
वैसे तो मेरी फ़ैमिली बहुत ही सपॊऱटिव है पर जैसे ही हम गाँव जाते हैं तो दादा दादी पापा और

मम्मी को दांततॆ है कि लड़कियों को क्यों पढ़ा रही है यह तो कोइ बेवकूफ़ी है॥”
“
मेरे कोऱस के बाद पैसा नहीं आया तो क्या करूँगा।सोचा था बहुत पैसा कमाऊँगा पर जब
(Though my family is extremely supportive but whenever we go to the village my

grandparents scold my parents and taunt them for letting their daughters study,
यहाँ के सीनियसॆ से बात करता हुँ तो फ़िर तो लगता है ज़िंदगी बऱबाद हो गई॥”
they say that my parents are being foolish.)

(If I don’t get paid well after my course what will I do. I used to think I will earn
a lot of money but after talking to the seniors I feel that my life is wasted)
A 19 year female during the in depth case studies narrated
Girls in sample mostly reported being anxious due to
Gender discrimination faced in the pursuit of education

“
उसने कहा था वो मुझ से प्यार करता है। फ़िर शादी क्यों नहीं कर सकता।मैं और किसी से

Trouble in relationships with their partners

प्यार नहीं कर सकती।अपने लिए बहुत बुरा लगता है।अब मेरा क्या होगा?”
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For instance a 17 year old female currently enrolled in one of the partner organisation for
vocational training in fashion and design narrated

(He told me that he loves me. Then why can’t he marry me. I cannot love anyone
else. I feel really bad for myself. What will happen to me now?)

In one of the in depth interviews it was reported by a 17 year old girl that
“
जब भी घर जाती तो मेरॆ दादा हमेशा कुछ कुछ बुरा बोलते रहते हैं मेरे पापा को कहते हैं
यह लड़का थोड़ी ना है इसे पढ़ा क्यो रहा है इसे क्या फ़ायदा तू तो इसकी शादी कर
दे।मुझे बहुत बुरा लगता है पर मैं उन्हे कुछ नही दिखाती पर बाद में मम्मी के पास

“
B
o
y
f
r
i
e
n
d
ने मुझे आवारा बोल कर छोड़ दिया।दिन भर रोती हुँ दीदी जी।क़िसी से बात नहीं
जाकर रोती हुँ॥”
क़िसी चिज़ में मन नहीं।मैं इतनी खराब हुँ।”

(Whenever I reach home my grandfather always keeps saying something bad
about me, he tells my dad that since I am not a boy that is why it makes no
sense to teach me, it won’t reap any benefits, it is better you get her married.
I feel really bad but I don’t show it to him, later I go to my mom and cry)

(My boyfriend called me loose and left me. I don’t speak to anyone; I am not
interested in anything. I am such a bad person).
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These stories hold testimony that there are gender differences in the issues that bring
anxiety to disadvantaged youth in the society. While men feel responsible for the upkeep
of the family, women face more anxiety due to personal roadblocks to procuring
education due to gender discrimination.
The differences in gender can also be understood in the light of gender stereotypes. It is
possible that while answering the standardized questions the men adhered to the
gender stereotypes and found it hard to express vulnerability and hence the result show
a significant difference in the percentages wherein women report facing higher anxiety
levels than men.
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The above discussion points to gender playing a big role in colouring the circumstances
of the participants and their world views. Thus the psycho – social interventions should
be sensitive to these gender differences that emerge as an interaction between
biological and social factors. All the mental health initiatives should be able to
incorporate the understanding of gender issues to be able to better identify the most
effective ways to facilitate their psychological growth.

Part 4

Correlation of CMD with discrimination, social provisions and Authentic Leadership

4.1 CMD and Discrimination
Discrimination is the prejudicial and/or distinguishing treatment of an individual based
on their actual or perceived membership in a certain group or category, “in a way that is
worse than the way people are usually treated”. (Cambridge dictionaries)
In India, as everywhere in the world, history and society have been scarred by
discrimination and inequality. Traditionally, the Indian system was organized by caste
(varna), a system thought to have been introduced about 3000 years ago by the Aryan
invaders. An individual was assigned a caste by birth and the caste position determined
occupation, social class and political power/ powerlessness.
Presently, the caste system is not as prominent as it was in Ancient India. Discrimination
in Urban India mainly occurs on the basis of religion and economic status.
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There is a direct link between discrimination and the mental health of an individual.
As assessed by Krieger (2000), interpersonal discrimination has been associated
with increased rates of hypertension, depression and stress; poorer self- rated
health and more days spent unwell in bed48.
Table 15 – Correlation of Discrimination with Depression and Anxiety

Variables

N

Pearson

Discrimination

Depression

488

0.221

Significance (2 State of
tailed)
Hypothesis
0
Reject

Discrimination

Anxiety

488

0.088

0

Reject

Result
There is a
relationship
There is a
relationship

On analysing the present data, it is seen that discrimination is significantly related
to the CMDs- depression and anxiety. This goes to say that due to the positive
correlation (refer to Table 15) seen between the variables, an increase in perceived
discrimination also leads to an increase in depression and anxiety experienced by
an individual.
Existing literature further indicates that people who are discriminated against can
suffer negative psychological consequences. General wellbeing, self-esteem, selfworth and social relations can be severely impacted. In an effort to better
comprehend the exact relationship between perceived discrimination and
psychological health, Que-Lam Huynh of the Department of Psychology at the
California State University recently conducted a study that examined the effect of
discrimination on Latin American participants. The findings of this study confirm
that the higher the levels of perceived discrimination, the higher the level of
reported depression and anxiety in the participants49.
The positive correlation and significant relationship between Discrimination and
CMDs are further confirmed by Finch et al (2000)50 and Jasinskahta-Lahiti et al
(2006)51. They assert the direct relation of discrimination with depression also
stressing on the significant impact it has on psychological wellbeing.
Qualitative responses received, further highlight the increase in CMDs due to higher
perceived discrimination.
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However, it must be understood that in the present sample, most of the sample did not
hold a job. This result may be viewed in the light of the fact that majority of the sample
has had no or very little exposure to work related environment.

On understanding the community level based discrimination, it is seen that only 16%
(refer to table 6) of the disadvantaged youth report facing discrimination at the
“
कभी जब सकूल में लोग अऩाथ अऩाथ कर चिड़ाते हैं तो बहुत बुरा लगता है इसलिए सकूल
community
level and 84% does not. This point to a low level of discrimination
जाने का मन भी नहीं करता और अपने कपड़ॊ के लिए भी शमॆ आती है॥”
experienced at the community.
(Whenever the children tease me by calling me an orphan I feel really bad and
that’s why I don’t feel like going to school and I feel ashamed of my clothes as
well)

To understand the perceived discrimination in young adults, the present study
further understands the phenomenon in three settings – school, at work and in
the Community.
As per the results (Refer to table 6), 56.4% youth reported facing discrimination
at school. Szalacha et al. 2003 find that perceived discrimination is a relatively
common phenomenon among minor youth and young adults. Further,
discrimination is also a powerful correlate of psychological wellbeing52.
The school is seen to be a setting for perceived discrimination in children and
youth (Pachter et al 2010)53
A study done by Ghazarian (2008) on understanding the relationship between
perceived discrimination and academic achievement in Latino adolescents
provides support that discrimination experiences provide risk factors for lower
self-regulated learning efficacy and lower academic achievement. This is due to
more preoccupation with a lesser sense of self-worth and more thought
rumination.
A high perceived discrimination at school hence is seen to be directly linked to a
high experience of CMD.
The results (refer to Table 6) show 11.5% youth reported facing discrimination at
job. The level of perceived discrimination in this setting points to a very low level
of existing discrimination. In the sample population, majority of the youth feel
that they have not been refused a job or been given less opportunities.

The sample did not feel that they were refused help by community service providers or
were treated harshly by the same. However it is pertinent to note that the sample lives
in a homogeneous community. This goes to say that majority of the population shares
similar socio-economic conditions and experiences.
In group discrimination is seen less often in socio-economically weaker countries
(Andre et al 2000)54.
Thus, even though many interventions and provisions are present in society to bridge
the gap between social classes, there is still a discrepancy. As seen, this discrepancy
stems from long held societal beliefs about differences between SES. Working on
fostering a positive self-concept and self-identity in these youth is the need that
requires immediate attention. As discussed above, discrimination is positively
correlated with anxiety and depression. Hence it is crucial to have mental health
interventions to bring in an association that will build resilience against negative
stereotypes and acts of discrimination.

5.2 CMD and Social Support

Albrecht and Adelman (1987) define Social Support as “verbal and non-verbal
communication between recipients and providers that reduces uncertainty about the
situation, the self, the other, or the relationship, and functions to enhance a perception
of personal control in one’s life experience.”55
Social support has been seen to be a protective factor for populations with high
distress. Thus the benefits of social support extend to improved health, including
physical health, psychological health and overall wellbeing. Much of research links social
support to several positive health outcomes (Albrecht & Goldsmith, 2003)56. Some of
the many health benefits of social support include psychological adjustment, improved
efficacy, better coping with upsetting events, recovery from illness, reduced mortality.
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Literature across the world contains many references that cater to perceived social
support. However, there is a dearth of literature on the target population. To map the
perceived social support of the sample, we used Social Provisions Scale (Cutrona&
Russell, 198757), which examines the degree to which the respondent’s social
relationships provide various dimensions of social support. The items were based on six
social provisions identified by Weiss (1974)58.
As seen, 75.6% of the respondents of this study felt that they had average social
provisions available to them (refer to Table 5). Through quantitative analysis it was seen
that the participants felt adequate support.
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While analysing the data collected, it was seen that there is a significant relationship
between the CMDs and Social support (Table 16). The two variables are negatively
correlated. This is to say that when one variable increases, the other decreases. Hence,
an increase in the level of perceived social provisions leads to a decrease in of CMDs.

Table 16- Showing Correlations of Social Provisions with Depression and Anxiety

Variables

Social
Depression
Provisions

Anxiety

Pearson
Significance
Correlation

-.095

-.335

0.036

0

State of
Level of
Hypothesis
Significance
at 0.05 level
Reject
(2 tailed)

Reject

Result

There is no
relationship

There is no
relationship

A dominant perspective is that deficits in social support increase the risk for
depression and anxiety (Monroe, 198359; Windle, 199260). Theoretically, the
perception that one is accepted and valued in one’s interpersonal environment
bolsters esteem, confidence and efficacy, which guards against common mental
health disorders. The stress-buffering model asserts that social support mitigates
the relation between stressful life events and depression
The above stated relationship is confirmed in literature across ages and gender in
many parts of the world. Maulik et al (2010)61 examined the effect of social networks
and social support on common mental health disorders following specific life
events. Interviewing 1920 adult participants they found that social support from
friends, spouses and relatives was associated with significantly reduced odds of
panic disorder and psychological distress, after experiencing specific life events. To
respond to the dearth of literature in perceived social support of adolescents,
Cheng (1997)62 conducted to examine the relationship between stressful life events,
perceived social support, and depression. The results indicate that the function of
social support in mitigating subsequent depression is prominent under high stress
levels.
Thus, as clearly seen, there is a quantitative evidence to support our findings of high
perceived social support to lead to low levels of CMD. However, to achieve a holistic
understanding of the target population, a qualitative analysis was also done. When
the interviews were analysed, it was seen that though the sample does perceive
high social support, they still experience a certain level of CMDs. Through probing it
was seen that the target population significantly lacked support from the other
social units like neighbours, society or leaders.
Division of scores on the social support scale along with qualitative data assists us
in understanding the basis for high amount of depression as seen between the
participants.
30.90% women agree that they feel they do not have close personal
relationships with other people
39.90% males and 31.70% females report that other people do not view them
as competent.
37.20% males and 30.90% females shared that they feel that they lack
intimacy with another person.
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“
कुछ भी कर लूँ लाईफ़ में कभी अच्छा नहीं कर पाऊंगा ऐसा हो ही नहीं सकता॥”

(Whatever I might do, I will never be able to do well in life)
As a 17 year old girl shared

Another one remarked

“
वैसे तो मेरे घर वाळे बहुत पयार करते है और पडने के ळीए बहुत सरहा ते है पर बुरा
इसीळिए ळगता है क़यॊ की मेरे पडॊसी मेरे पापा के कान भरने की कोशिश करते है।कहते
है तुमहारी बेटी को पडा के क़या फायदा? मै तो अपने घर वाळो का बेटा ही ह्ँ।इतना पयार

“
क्या f
u
t
u
r
e
है कुछ नहीं पता।क्या बन पाएंगे जो किसमत में लिखा होगा वही होगा”

है की अचछा कँरूगी ,पर बहार की बाते सुन कर गुस्सा आता हैं”

(Though my family loves me a lot and encourages me to study but the
neighbours keep trying to influence my father’s opinion. They keep saying
what the point of making your daughter study. I’m like a son to my family.
They love me so much that I will do well, but listening to the others, I do end
up feeling angry.”)

Through the interviews conducted, it was also seen that the participants tend to
internalize the messages that are given to them in society. These messages
received, further causing impairment in their self-identity as they see
themselves through the lens of the societal stereotypes. This can be understood
by the theoretical underpinnings given by sociologist Charles Horton Cooley and
George Herbert Mead (1934)80 who have argued that it is only through others
that we can acquire an awareness of ourselves. Cooley relates the concept of self
to a “looking glass,” a social mirror in which we learn to view ourselves from the
perspective of others.
When the responses of the Social Provisions Scale were analysed it was seen
that 100% of the Post graduate and blue collar workers answered Agree to “I do
not think other people respect my skills and abilities”.
During the in depth interviews the researchers came across some narratives
where the youth felt, irrespective of whatever they might do, it will still not help
them escape their economic disadvantages, for example when asked about
future aspirations one participant responded

(I don’t know my future, I don’t know what I’ll become, and whatever destiny has in
store will happen)

This was a common response of many participants which led to the inference that
majority of youth have an external locus of control and they tend to feel like they cannot
play an active role in their futures.
Even though the participants feel that they have average levels of social provisions, they
are unable to put it to active use as they are facing immense levels of discrimination in
society. Hence, along with building a positive self-concept and self-identity, mental
health interventions also need to concentrate on building an atmosphere for the urban
disadvantaged youth where they know how to actively put their social provisions to use.
5.3 CMD and Leadership
Avolio et al. (2004)63 defined authentic leaders as “those individuals who are deeply
aware of how they think and behave and are perceived by others as being aware of their
own and others values/moral perspective, knowledge and strengths, aware of the
context in which they operate and who are confident, hopeful, optimistic, resilient and
high on moral character”. Luthans and Avalio (2003)64 note that authentic leaders
recognize and value individual differences and have the ability and motivation to identify
people’s talent and help them build those talents into strengths.
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For the purpose of present study, the concept of Authentic
Leadership was incorporated to tap the potential in the target
population. This was done using the Authentic Leadership
Questionnaire (ALQ) which is a theory driven leadership survey
instrument designed to measure the components that have
been conceptualized as comprising authentic leadership.
This exhaustive scale is used to understand leadership both as
a component residing within the sample and a quality as
possessed by their own leaders. By probing into the above
mentioned components we aimed to research their perceived
realities regarding self and others.
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Table 17 – Showing the relationship between depression and authentic leadership skills

Relationship between Depression and Authentic Leadership Skills
Variables
N
Pearson Significa State of Result
Correlati nce (2
Hypothe
on
tailed) sis
488
-0.09
0.048 Reject
There is a
Depression
Authentic
relationship
Leadership skills
(self perceived)
Depression

Authentic
Leadership skills of
one’s leader

488

-0.068

0.135 Accept

There is no
relationship

Anxiety

Authentic
Leadership skills
(self perceived)

488

-0.283

0 Reject

There is a
relationship

In a previous research done to determine the enablers and
barriers to authentic leadership, author Lombard et al. (2012)64
asked a group of 210 MBA students to write about their
experience of authentic leadership. Their findings showed that
high self awareness, knowing oneself, being true to one’s self,
recognizing strengths and weaknesses, examining one’s life
story, expressing feelings, confidence, being compassionate,
congruence between words and deeds, balancing extrinsic and
intrinsic motivation and embracing diversity were seen as
enablers to authentic leadership.
On the other hand the inability to be true to self, inability to
open about one’s feelings, inability to trust, inability to listen
authentically, fear of rejection, putting up a façade and being a
part of the organization with conflicting values as yours were
perceived as definite road blocks.

Authentic
Leadership skills of
one’s leader
There is no
relationship
Anxiety

488

-0.079

0.082 Accept

As seen in the table 17, self-perceived level of authentic leadership is negatively correlated with both
depression and anxiety and there is seen to be a significant relationship between the two. This analysis shows
that higher the perceived level of CMD, lower the perceived level of authentic leadership.
Increased self awareness is a critical developmental factor for the authentic leader (Avolio and Gardner et al,
2005)72. Hence, this contributes to an increased level of psychological wellness.
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One 21 year old male narrated

“
थोड़ी घबराहट तो होती है जब कभी मैं लिडर बना था।पर हाँ यह है कभी अपनी नहीं सिॅफ़
अपने लोगों की सोची फ़िर तो कह सकते हैं कि सच्चे और साफ़ दिल के लिडर तो बन सकते हैं

The statistics in table 8 and figure 6 show that while a very insignificant
percentage i.e. 0.2% youth feel that they have low leadership skills, more than
half the population i.e. 61.5% of disadvantaged youth feel that they display
average levels of authentic leadership.
The qualitative data helps to understand the perceived levels of leadership in
more depth

पर हमें लिडर बनने से डर लगता है।डर इसलिए लगता है कि कुछ गलत हु आतो हमारा गला

कटेगा।”

(I do get somewhat tensed when I am made a leader. But yes the thing is that I
never thought about myself but only about my people, in that sense it can be said
that I make an honest and a clear hearted leader but I am scared of becoming a
leader. I am scared as if something goes wrong then everybody is going to hold me
responsible.)

For instance a 17 year old girl responded

“
मैं एक अच्छी नेता बन सकती हुँ क्योंकि अपनी बहनों को पढ़ाने के लिए मैने ही कहा

These narratives support the statistics where the disadvantaged youth clearly perceive
them as having average to high authentic leadership skills. Such knowledge can be used
to design opportunities that give voice to their interests and capabilities.

था और मेरी बात सब छोटे बच्चे मानते हैं क्योंकि मैं सच्ची बात करती हुँ।”

(I can be a good leader as I was the one who told my sisters to study and all
the small children listen to me as I am an honest person)
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As part of the qualitative analysis, there were also indications of frustration and anger
felt by the participants as they reported high ambitions but had to face rejection and
harsh realities from the environment that acted as roadblocks in their desired success.

Another 18 year boy shared
One 22 year old reported
जो सकूल में टीचरें अच्ची लगती हैं मै भी उनकी तरह बात करता हुँ।उनके जैसा लीडर बन
जाता हुँ क्लास में जब मुझे मॉनिटर बनाते हैं।उस हिसाब से तो देखिये मेरे अंदर लीडर
बनने का हुनर तो है पर लगता ही नहीं लाईफ़ मे ऐसा मौका मिलेगा मुझे।

मै अपने माता पिता को दिल्ली मे घर खरीदकर देना चाहती थी इसलिए एक p
r
o
f
e
s
s
i
o
n
a
l

c
o
u
r
s
e
करना था।लोग कहते हैं कि मेरा कद अच्छा है इसलिए मैं h
o
s
p
i
t
a
l
i
t
y
b
u
s
i
n
e
s
s
मे

अच्छा करती।पर ऐसा कुछ नहीं हो रहा है।अब अंॻ
ेज़ी सिख़कर देख रही हुँ पर बड़ी मायुसी है।

(The teachers that I like in the school influence my style of talking. I prove to
be a leader just like them when I am made the class monitor. In that sense I
have the talent to become a good leader but I don’t think I’ll get such an
opportunity in life)

(I wanted to buy a house in Delhi for my parents and that’s why I wanted to do a
professional course. People used to say that I have a nice height and that is why I
would have done well in the hospitality business. But nothing like that is
happening. Now I am training in English but I am really sad.)
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Another 19 year old currently waiting the completion of his professional degree in one of
the partner NGO’s responded

Table 9 and graph 7 reveal that while 3.3% of the sample feels that their leaders
show low leadership skills, 18.2% feel that their leaders are moderate in their
skills pertaining to authentic leadership. More than half the sample, i.e. 56.6%,
perceive that their leaders have average authentic leadership skills and a total of
21.9% of the sample thinks that their leaders are high on authentic leadership.
When the perceived level of the leaders’ leadership skill is assessed, it is seen
that there is no significant relationship between the perception and the level of
CMD (depression and anxiety). However, both the perceived level of the leaders’
leadership skill is negatively correlated with depression and anxiety.

“
मै तो कोई a
s
s
i
g
n
m
e
n
t
अब समय पर देता नहीं।सबने कहा इसको ऱस मे घुस जा क्यों कि
बहुत पैसा है।मै तो यह नहीं चाहता था।बहुत पैसा कमाता अगर कम्पूटर फ़िल्ड में घुस

A positive correlation of scores was found between Social provisions scale and
leadership.

जाता।यहाँ समय बरबाद करके फ़ंसग या।अब कुछ समझ नहीं आता किस को कहुँ।घर वालों

Table 18: Correlation between Authentic Leadership (self) and Social Provisions
को बताऊँगा तो पापा से मारखाऊँगा।बहुत ही पागल पन लग रहा हैI
”
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(I don’t give my assignments on time nowadays. Everybody told me to take up
this course as there is a lot of money you can earn. I did not want to do it. I
would have earned a lot if I would have entered the computer field. Now my time
is getting wasted here. Now I don’t understand who to tell this to. If I tell the
family members then my dad will beat me up. It’s really madness)

Thus, even when the participants did speak about a high level of self-perceived
leadership skills, there are seen to be a lot of environmental hindrances for them to
explore their abilities. Environmental hindrances may include neighbours, the society,
peer group, economic status and family. This is leading to a discrepancy between
perceived leadership skills and actual practical experience which is contributing to
the experienced psychological distress. Also the lack of scientific career guidance
leads to uninformed choices that lead to burn out and frustration many times

Perception of Disadvantaged Youth in Context of Other’s as Effective Leaders
As part of the second part of the ALQ, the respondents were asked to rate the
qualities of their leaders to measure the level of authentic leadership shown by the
current youth leaders.
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Variables

N

Pearson

Significant
(two tailed)

Level of
Significance at
0.05 level (2tailed)

Accept Result
or Reject

Authentic Social
Leadership Provisions
(perception
of self)

488

0.258

0

Yes

reject

There is a
relationship
between the
two variables

The same reflects an increase in leadership as the level of social provisions
increases. High level of leadership can therefore be linked to higher social
support and vice versa. The data helps us to understand that helping them
strengthen their social provisions through incorporating counselling services in
their immediate environment as well as building their self-esteem and selfawareness, thereby helping them to become confident leaders, will work as
protective factors against the epidemic of CMD and the harmful effects of
discrimination currently seen within the population.

Chapter 4
Part 5

Key Findings

The key findings of the research are shared below:
Extremely high levels of CMD's depression (62.7%) and anxiety (40.37%)
within the sample bring forth the consequences of negligence towards the
issues of mental health.
The participants in the study report confusion over career opportunities, bullying by
peers, lack of family finances, worry over future prospects, lack of opportunities,
heartbreak in love and doubting one's own capabilities as the predominant reasons
for high prevalence of depression and anxiety

Gender uniqueness and differences were mapped for CMD’s. The quantitative
analysis showed that there was no significant relationship between gender and
depression (0.039) and thus both the genders showed similar prevalence of
depression. The qualitative analysis showed that the subjective reasons for both the
genders differed. The males reported feeling depressed due to lack of opportunities,
ambiguity regarding future and fear of failure. These reasons were interpreted in the
light of gender socialization in the Indian society where males are expected to be the
bread winners and thus their concerns are attached to the ability to succeed in their
careers. On the other hand, the females in the sample predominantly reported
distress due to the gender discrimination they face from the community and society
in their struggle for gender empowerment.

Depression, anxiety and discrimination show a positive correlation among
themselves. The data analysis reveals that depression and anxiety show a significant
positive correlation (0.006), similarly discrimination and depression have a
significant positive correlation (0.221) and discrimination and anxiety show a
Significant positive correlation (0.088) thus indicating that negative attitudes at
societal levels influence the mental health of the urban socio economically
disadvantaged youth

The participants reported average to high levels of social provision (mean = 69.14)
indicating that they feel that they have people who need them, care for their talents
and abilities are trustworthy and who will help them when they really need
assistance. This was a protective factor already present in their environment

Social provisions is found to be significantly negatively correlated with both
depression (-.095) as well as anxiety (-.335) which indicates that common mental
health disorders can erode the person’s perception of their own support,
attachments and community provisions available to them
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In the authentic leadership (self) more than half (61.5%) the participants showed
average authentic leadership skills

Leadership (self) and depression show significant negative correlation (-.090)which
indicate that poor mental health decreases productivity and self efficacy in Youth

Part 6
The quantitative data shows that there is significant gender difference found in terms
of anxiety. The present data (Table 14) is consistent with previous findings where
women have consistently reported more anxiety than men.

Within the total sample 59.6% of the population reported that they have been
discriminated in their lifetimes whether at school, job or community.

Implications of the Mind Map Program

With the intent of contributing in the Psycho – social realm, one of the main objectives
of the Mind Map Program was to help the various stake holders and policy makers to
deeply understand the importance of sound mental health and its linkages with
effective youth development. The research study informed us about current trends
relating to mental health and community resource seen in the disadvantaged youth:
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Revealed that many community mental health programmes had a positive
outcome and also proved to be cost effective (Wiley – Exley E 2007)78.
Extremely high levels of CMD’s – depression (Table 2 ) and anxiety (Table 4) in
the sample bring forth the consequences of negligence towards the issues of
mental health.
There is a significant positive correlation between discrimination and the
mental health of an individual (Table no. 15) thus indicating that negative
attitudes at societal levels influence the mental health of the urban socio
economically disadvantaged youth.
Leadership (self) and depression show significant negative correlation (Table
no. 16) which indicate that poor mental health decreases productivity and self
efficacy in Youth.
A negative correlation is seen between social provisions and depression, while a
positive correlation is seen between authentic leadership (self) with social
provisions which indicates that preventive mental health interventions can
focus on enhancing social provisions and helping them learn how to use these
provisions to build on productivity and leadership within themselves.
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The program and research highlighted the gaps in service delivery of mental healthcare.
The barriers to receiving effective mental health services as highlighted during the program
and the research were
The stigma attached to mental health
Lack of Knowledge regarding mental health issues within the community ·Problems
of affordability and accessibility

Based on the research findings and qualitative insights from the program the
following recommendations are shared:

1. Community mental healthcare programs needs to shift their focus from a strictly medical
model to psycho social approach where the interventions need to address the unique
problems that arise due to the environmental deficits :
The research brought to light the high prevalence of CMD and inadequate
methods of coping amongst the socio economically disadvantaged urban youth.
The statistics show the appalling lack of services in the area of maintaining mental
hygiene. Most interventions in resource poor countries for the disadvantaged
focus exclusively on the treatment of severe mental disorders. Mental health
services that focus on building on protective factors amongst children,
adolescents and youth are severely under developed. The organized efforts to
reduce the social and economic burden of mental illnesses tend to depend mostly
on the treatment of ill individuals. This can become a very restrictive view as it
ignores the notions of wellness and growth within individuals and communities
and also ignores the less visible but extremely disabling effects of common mental
health disorders.
The program and research also pointed to the lack of proper guidance, incomplete
and deficient information about the current market trends, their competencies as
well as combinations of possibilities between the two

Dearth of trained professionals
No system of identification, referral and management
A preoccupation with the illness model rather than focus on wellness model
Addressing young people's mental-health needs is crucial if they are to fulfill their potential
and contribute fully to the development of their communities. The scarcity of mental
health services, their uneven distribution and minimal use are barriers to creating a healthy
demand and supply within the population. It is thus time to task shift from hospital based
care to providing comprehensive mental health services in community settings. In fact a
review of literature on community mental health in low and middle income countries
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Thus we propose that all mental health interventions should look at prevention
and promotion of mental health through providing services that focus on life skills
training, enhancing coping and resilience, imparting age appropriate psycho –
social skills and well informed career counselling.

2. Integrating mental health along with other services for Youth empowerment :
While services to empower youth most commonly focus on education and
vocational training, they tend to underplay the essential role that preventive and
promotive mental health can play in enhancing outcomes to promote youth

Chapter 4
Leadership and equality. The Mind Map program by helping grass root
organizations institutionalize first line mental health services, along with the
bouquet of services they already provided, was successful in highlighting the need
for having a multipronged approach to influence positive behavioural change in the
youth. The program’s success points to the fact that there is a great demand for
these services within institutions and organization working with the aim to promote
effective youth development. Trained, salaried counsellor should be mandatory for
each and every nongovernmental organization as well as government bodies
working with the disadvantaged youth. Apart from these agencies, schools have to
share accountability for mental and emotional well-being of the young. As seen in
the research schools are a sight of unequal positions as perceived by the
population, yet they do not focus on strategies to make education more inclusive.
Mental health perspectives within school co curricula can improve self-esteem and
life skills through sensitization workshops with the children as well as training
teachers to improve detection of problems and regular referrals to the school
counselor.
By incorporating mental healthcare as part of primary healthcare, school system,
community outreach programmes and youth empowerment policies, we are bound
to reduce the growing epidemic of various mental health issues seen within the
current population. The model should be population-based and youth focused,
explicitly integrating mental health with other youth health and welfare expertise.
3. Since there is a severe lack of trained professionals in the field, thus need to mobilizeand
build capacities of community workers to identify and when necessary, make referrals to the
trained professionals :
As discussed above, one of the most prominent gaps in promotion of mental health
and prevention and treatment of mental illness is the dearth of trained
professionals in the field. Thus as demonstrated by the success of Mind Map
program , an innovative solution to generate more resources is to train non –
specialists (teachers, social workers, primary healthcare workers) working within
the community, by building their capacities to deliver front line mental health
services and using specialist services as a backup.

In fact services provided by the resources within the community are likely to be more
appropriate to the health needs of populations than those of clinic-based services, to be
less expensive and to foster self-reliance and local participation. The resources within
the community can be trained in skills of basic counseling, group work as well as
identification, management and referral practices. The mind map program was one
such model where a team of Psychiatrist, clinical and counseling Psychologists trained
lay people working with socio economically disadvantaged youth on first line positive
mental health services. The program through its documentation, supervision and
feedback loops was able to achieve a sustainable and cost effective model of positive
mental health.
Thus to conclude scaling up of practices involving training of community resources in
first line mental health services, using specialists as supervisors, can facilitate de
institutionalizing counselling as well as serve as a cost effective solution for the dearth
of trained professionals in the field.
4. Destigmatizing mental health through mass awareness campaigns to overcome the barrier
of restricted demand due to fear of labeling:
The wide spread stigma attached to access of mental health services is another barrier
that reduces the demand of the services even in the face of vulnerabilities. Thus to
demystify the mental health services and promote their optimum usage, advocacy is
required, not just with the communities but with global health stakeholders who set the
health agenda for the developing world. The mental health professionals in India should
highlight the main issues and de - stigmatize the services through IEC material, publicity
campaigns, media awareness drives and sensitization workshops.
One such example of a successful media campaign is the advertisement that ran in the
National newspaper Nav Bharat Times in 2012 on recognizing the signs and symptoms
of depression and the help lines that the readers could call up on to find potential
solutions. Since we also run a mental health helpline, it was observed that there was a
significant increase in the calls we got from the ones affected by mental health problems
and the interaction with the callers further helped in generating awareness and
strengthening the help seeking attitude amongst the callers.
High instances of discrimination quantified through the research study shows that
society at large needs to understand the harm of holding negative views about the
disadvantaged group to combat stereotyping and insensitivity towards them. Workshops,
lectures, group work with people from all classes should focus on dispelling the negative
attitudes towards gender, economic class, mental illnesses and inequality in the society.
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Chapter 4

5. Promoting evidence base practices by funding research to evaluate the
efficacy of community mental healthprograms :
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The experience of the socio economically disadvantaged Youth are
shaped by the dynamic forces of rapid urbanization and social
change with an increase in poverty and unemployment which are
known to be risk factors for poor mental health.The Mind Map
program highlighted the vast gap between basic mental health
needs and availability of resource within the current population.
The research also pointed to the limited evidence base on the
epidemiologyof mental health markers in India. Thus it can be
concluded that flexible and creative approaches are required for
evaluation of services aiming at mental health evaluation. This
calls for an expansion of the current range of evaluation
methodologies and analytical frameworks applied in mental health
promotion and a widening of the evidence base to be more
inclusive of the realities of practical applications from a more
global perspective (Barry, 2002)79. This includes the use of case
studies, narrative analyses, correlation studies, quasi-experimental
and experimental studies, interviews and surveys, epidemiological
studies, ethnographic studies and others (McQueen & Anderson,
2001)79.

Key lessons from the Mind Map program :
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ANNEXURES
Annexure 1

About Manas Foundation
Manas Foundation, a New Delhi-based registered trust, was founded in 2000 by a
group of mental health professionals in response to our experience of the growing
need for community-based mental healthcare. Coming from the fields of
Counseling, Clinical Psychology and Psychiatry, we transformed our fundamental
clinical practice into a multifaceted program that includes research, advocacy,
awareness campaigns, trainings and a range of last-mile mental health services that
were designed to reach varied marginalized communities.
We at Manas see mental health as an essential component of a society’s overall
well-being. Therefore, just as healthy communities have access to physical health
services, similarly mental health care should be available, affordable and de
stigmatized for all people. We believe that all individuals, organizations, and
societies have mental health concerns and we need to address this issue for leading
a more complete and fulfilling life. In this effort, we provide our expertise both
through our own centre and in collaboration with like-minded organizations, already
active within the community. To this end, we have built partnerships with
government organizations and civil society groups to integrate the mental health
component into their critical interventions. Our work is fundamentally towards
positive mental health and enhances psychological competencies in people. We
enable them to become happier, more satisfied, realize their potential and prevent
psychological and emotional difficulties from becoming disabilities
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We strive towards:
De-stigmatizing mental health services by creating hope and focusing on
meaningful existence of individuals and communities
Plugging in mental health component into existing health delivery systems
rather than creating new structures.
Creating Mental Health services that are rights based, inclusive, collaborative
and affordable
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Building a workforce of barefoot counselors by partnering with government
organizations and civil society groups to integrate mental health component into
their critical interventions
Building healthy communities through awareness and policy initiatives.
Manas works to introduce mental health discourses in all streams of social justice and
development work. Our work is geared towards creating innovative channels of mental
health care within communities and develops skills and competencies in existing
organizations for mental health intervention. The Founder-Director of Manas
Foundation, Monica Kumar, received the Ashoka Fellowship in 2007 in recognition of
the innovation inherent in Manas Foundation’s approach to development. Manas is also
recipient of the Edelgive social innovation award for the year 2011-12 for its mental
health intervention to address the psycho-social needs of destitute women residing in
Government shelter homes.

Annexure 2: Partner Profiles
During the Mind Map Program we partnered with 10 NGO’s working with the objective
to empower the disadvantaged youth in various educational and vocational streams.
These organizations were the site of the various Psycho social interventions designed
as part of the program and their beneficiaries were the target group in discussion.

2.1 AmanBiradri
AmanBiradari is a dynamic organization that aspires to build local level institutions
mainly of youth and women.This organization has in a limited period shown exceptional
results in providing essential services to a very vulnerable section of the society i.e.
orphaned street children and operates many shelter homes that cater to all needs of
the residents. It is managed by a team that is known for its sensitivity about mental
health interventions and their efficacy when dealing with this marginalized section of
the society.

As the partners catering to a volatile population the institution had immense
need for mental health. The organization recognized this dire need and was
cooperative and willing to be part of the mind map program. AmanBiradri was
part of the need assessment and the pilot before the mind map program and
Manas had played an instrumental role in addressing some of the interpersonal
conflicts of the boys at the Sohna residential home. Majority of these boys now
reside at the recently established home in Mehrauli that was chosen as the
logical sight for the mind map program. The trainees comprised of some who
had earlier been touched in our interventions with AmanBiradri and a few who
were shouldering multifarious responsibility of running a residential home. They
responded exceptionally well to the basic counselling skills training and a
momentum was created that made the program achieve most of its milestones
in the first year, however attrition, lack of time, with the trainees and a perceived
disconnect with the management made the program lose some of its
momentum during its second year. Renewed efforts were made from both sides
to address these issues with the induction of fresh trainees with larger emphasis
on group work.
Some of the most representative case studies have been drawn from the
beneficiaries from AmanBiradri pointing again towards the immense need for
psycho-social intervention with this specific group. A roadblock in achieving the
objectives of Mind Map was the constant struggle by the staff and management
to address the more morbid issues of daily living of residents that left them with
very little time and energy to address the psychosocial concerns.

2.2 Chetanalaya
A registered non profit organisation under the Societies Registration Act,
Chetanalaya has been working since 1970 with the mission of empowering the
underprivileged, marginalised and the vulnerable sections of society towards
self reliance and human dignity. Envisioning a society where equality, justice and
peace are achieved and sustained, Chetanalaya reaches out directly to more
than one hundred thousand people in the National Capital Region of Delhi and in
the rural villages of Haryana. The organizations extensive work in the upliftment
and empowerment of youth made it an obvious choice as a worthy partner.
During the initial course of the collaboration it was heartening to see that the
management was very sensitive towards the mental health needs of their

Mind Map: A mental health program to understand and address the psycho-social needs of the disadvantaged youth.

57

ANNEXURES
beneficiaries. The complete process of submitting the EOI to selection of
participants for training was completed without any delays. The Jahangirpuri centre
of Chetnalaya was selected to be the site for establishing the counselling centre and
for direct intervention with the beneficiaries. The highlight in rolling out the program
with Chetnalaya was seen in the innovation to reach out to more and more
beneficiaries. The interventions were taken to the community’s doorstep by visiting
homes to provide the psychological services. Mental health innovations were
conceived to meet the needs of those beneficiaries who could not visit the centre
for various reasons. A total of six participants were chosen for basic counselling
skills training. Five of them completed the basic counselling skills training and
effectively manned the newly established counselling centre.
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The empowerment of some of the participants was so effective that they have been
able to sustain their roles as counselors in the community even after moving away
from the organization. Personal growth of the participants in terms of self
awareness, confidence and initiative was the high point while lack of space in the
centre was the chief constrain experienced with the partner.

2.3 Deepalaya
Deepalaya is a non - government development organization working on issues
affecting the urban and rural poor, with a special focus on children. In last 33 years
of operation, over thousands of children have been educated and put in the main
stream of our nation’s work force. The institution educates approximately 6000
children at any point of time and even works with the drop outs from schools by
teaching them vocational skills to enable them to be self sufficient. Education
encompasses formal, non formal, vocational as well as special education).
Community Health, Livelihood and Capacity Building are other interventions
Deepalaya provides to enable the socio economically challenged communities to
become self reliant and lead a secure and dignified life.
Manas and Deepalaya have had associations before the mind map program also
and an existing sensitivity towards mental health was present when Deepalaya was
conceptualized as a partner organization. The PanscheelVihar centre which caters
to the vocational training needs of the disadvantaged youth in and around its
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location was selected as the site for the Mind Map program. The centre was chosen
for the fact that it was new and the beneficiary population could be handled right
from the induction period. The trainees were mostly vocational skills trainers and
program coordinators who were directly involved with the delivery of services to the
beneficiaries.
Unexpected disclosure leading to comprehensive self-awareness and help seeking
among the staff along with serious conviction in the efficacy of the counselling
process was the highlight with the Deepalaya participants. The major hurdle faced
during direct interventions with the beneficiaries was the transitory and short lived
nature of the beneficiaries association with the partner organization.This was
mainly due to the migratory nature of the population residing in the target locations.
Group work however was found to be very effective and was very well received by
the population.

2.4 Don Bosco
Don Bosco is a non-profit organization geared towards making a change in the lives
of the disadvantaged by providing formal education as well as vocational training. It
works for development of poor, marginalized youth and adolescents worldwide.
Manas has had previous associations with them, with Don BoscoNajafgarh
vocational training centre being one of the participants for the need assessment
study, that formed the backbone of the mind map program. A one year pilot was run
with the staff and beneficiaries with very positive results and thus it was logical to
include Don Bosco Technical Institute Okhla as one of the partners for the Mind
Map program. The organization relying on their earlier experiences were very keen
to be part of the same. Vocational trainers from Mechanical, computer and Printing
Trainers formed the group of 6 trainees for the basic counselling skills training. The
group performed exceptionally well during the course of the training as is reflected
in their scores during standardized assessments. The partner organization went
beyond the scope of the program and applied counselling and the newly acquired
skill set to critical areas like selection of beneficiaries at the time of admission and
throughout the training programme through counselling and career guidance and
evaluation. Another positive outcome was the application of the career counselling
training to bring about much needed changes in the cognition of their beneficiaries.
We would also like to share the credit with the top management of Don Bosco who
were extremely supportive and receptive all throughout the course of the program.

ANNEXURES
2.5 Literacy India
Literacy India is a non profit NGO registered as a trust. Since its inception in 1996, it has
been working in the field of education for the underprivileged children and
empowerment of rural women and youth through vocational training leading to income
generating activities. Literacy India serves its beneficiaries through more than 10
centres located in Delhi NCR. It has a team of more than 72 professionally trained and
skilled staff and teachers working at these centres.
The organization is focussed on bringing a qualitative change in the lives of
underprivileged children by giving a different meaning to education. They strive to
transform the education landscape by introducing innovative methods of education to
give children a wider canvas.
The Bijwasan centre, Najafgarh for vocational training, located in the semi-rural area of
Delhi NCR was selected as the site for the Mind Map program and an enthusiastic
group of trainees, comprising mainly of vocational and regular teachers was selected.
The rural background of the trainees as well as the beneficiaries made this partner
organisation stand out. Many psychological moulds of the trainees were broken and
significant changes in the mind sets were observed, especially with respect to self and
attitude towards the beneficiaries. Many cases of direct intervention by Manas stand
out for their effectiveness with Literacy India, especially in the area of substance abuse
rehabilitation.
The program site had to be changed after 1st year at the partner’s request to their
formal school in the outskirts of NCR as many behavioural and conduct issues were
observed warranting effective and immediate intervention. Multiple responsibility on
the trainees despite high motivation placed limitation on their role as counsellor’s, also
the numerous demands on the limited time of the top management made it difficult for
them to be actively involved in mind map. Even with all these restraints the sensitivity
and the desire to integrate mental health by the organization was commendable.

2.6 Samuel Foundation
Samuel Foundation targets to provide occupational qualifications for a broad
level of population in lesser developed countries and to improve the life of the
people living there. The Foundation’s work focuses mainly on youth. Providing
them with a skill development is seen as the best way to break the vicious circle
of poverty and the absence of a future perspective. A very systematically and
closely monitored organization; it is managed by a dedicated team with a very
efficient involved management at the top. They were very sensitive and
appreciative of the program. The trainees came with a clear instruction from the
management about the interventions of the Mind Map program and
participation. However, over the course of the training sessions, these external
controls became internalized and the trainees then became self motivated to
gain and understand the nuances of counselling.
The trainees were from different areas from the field of fashion designing but
were able to, by their hard work and discipline; imbibe many subtle concepts of
counselling. Many direct interventions and group work had substantial efficacy
in the areas of personal relationships, life skills, and on the job adjustment which
were some of the major issues identified in the beneficiaries. The partner has
institutionalized the counselling process as part of their services and has
extended the scope of Mind Map to the areas of selection, career counselling
and life skills exceeding far beyond the initial objectives of the program. The
direct involvement of the top management at every level throughout the
program was instrumental in Mind Map achieving its objectives.

2.7 Shanti Devi Charitable Trust
Shantidevi Charitable Trust is a registered Public Charitable Trust established in
1998 to initiate and implement projects for the betterment of disadvantaged
sections of society. The Trust implements and manages programs in education,
health care and livelihoods generation. Their focus is on the education of
children and currently, 3200 children are a part of their programs. The
institution believes that tobreak the vicious cycle of poverty, each child must
have access to quality education. This education cannot be mere schooling, but
must enable youth to engage with the world of work and to be responsible
citizens. In the low-income communities where the Trust works, most children
are first generation learners. The Trust’s BalAshaVidyaKendras, a network of
learning centres, provides academic support to 1900 children.
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Right from the selection process the top management of the organization was very
sensitive and appreciative of the mental health needs and reported the need of
adding this crucial component to the already existing services for the children.
However the working conditions and infra structure placed certain constrains on
the implementation of the program. The background and the exposure of the
trainees were severely limited in terms of recognizing of understanding mental
health issues and their manifestations. However once this initial barrier was
overcome they proved to be one of the most vibrant, enthusiastic and receptive
trainees of the program. The growth was spectacular and they took the program
much beyond its scope by effectively applying the information and knowledge
imparted during the training at the grass root level. Two of the participants who
were inducted as formal teachers now take pride in calling themselves counsellors
instead and have even moved beyond the organization to offer their counselling
services to a larger population. It was specifically encouraging to observe that the
scope of the Mind Map moved beyond the trainees and beneficiaries to the general
community where the partner organization functioned.
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2.8 Shine foundation
Shine foundation was founded with the objective of intervening and contributing
towards development of marginalized urban slum communities of Delhi and NCR
and has been operational since June 2006. Starting with 70 children in an
Alternative Education program, today Shine caters to more than 1000 direct
beneficiaries through Integrated Community Development programs.
One of the missions is of ensuring proper early development for the children of the
disadvantaged communities through designing and implementing timely and
holistic intervention in the areas of early child care and development, education and
healthcare. Mental health thus becomes an important dimension for an institution
geared to provide such early interventions.
Shine was part of the one year pilot conducted by Manas and had expressed the
desire to be part of any future interventions on mental health. The past trainees had
proved to be mentors and models to have already created an extremely positive
attitude towards being part of the basic counselling skills training. Vocational
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teachers, formal teachers and program coordinators formed the new group of
trainees for the basic counselling skills. The psycho social profiling of trainers
resulted in such strong rapports that the consequent training and hand holding
process was achieved without any hindrances. Shine Foundation has successfully
achieved all the objectives of Mind map program and in turn institutionalized the
counselling process as part of their bouquet of services. Referrals, case discussions,
group work and personal therapeutic relationships are markers towards the
success of mind map with Shine. Another notable feature has been the spread of
sensitivity towards mental health issues among general staff members who were
not even the direct recipients of training during Mind Map. A major credit is also
due to the top management of Shine for being involved at every stage and making it
an integral part of the organization’s vision to understand and promote positive
mental health.

2.9 Udayan Care
Udayan Care is an Indian Non-Profit Organization with its head office in New-Delhi.
Their vision is to ‘regenerate the lives of the disadvantaged’, particularly children
and women and they are also committed to sustainable social development. It is a
Public Charitable Trust, working for the last 16 years, for the quality care of
disadvantaged children and women. One of the flagship programmes of Udayan
Care is the UdayanGhar Programme which is a model of Group Foster Care for the
children who are orphaned, abandoned or at risk. One of the primary focus of the
programme is Promoting Positive Mental Health among the children
The partnership at this juncture between us and Udayan Care, further facilitated the
organisation in making its Mental Health Programme for the vulnerable children,
more robust.
Udayan Care was an eager and sensitive partner right from the start of the mind
map program.
Their Mental Health Program as mentioned above incorporates Individual Care Plan
on a quarterly basis for each child under their care. Mental Health issues are
identified by the team of professional and Para –professionals. Focus is given on
group and individual therapy with medication as a last resort.
The capacities of the team were further enhanced through the partnership with
Mind Map program.
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The initially inducted trainees were highly motivated and sensitive towards the mental
health need of their children and an instant rapport with Manas and Mind Map was
established during the profiling stage of the program itself. The availability of excellent
infra structure and crisp organization smoothened the passage of the first year with
Mind Map achieving more than its targeted objectives.
Unfortunately, there was a change in the team at Udayan Care, which presented a
unique situation for us, as it was never thought during the conceptualization of the
program that this could happen. As an exception fresh trainees were drawn for the
career counselling training in the second year and new staff members were given crash
course introductions to be able to fill in some of the void created.

2.10 Vidya and Child
Vidya& Child works with the mission to help bridge the gap for those children who need
education and have no access to the facilities for learning existing in our society. It
reaches out to over 700 children across 2 locations through its non formal and after
school support centres. The beneficiaries belong to socio-economically marginalised
sections of society, majority of whose parents are illiterate/ semi-literate and work as
domestic servants, industrial workers, rickshaw-pullers, street vendors, plumbers and
carpenters.
Since the organization focuses on imparting remedial education for youth from
extremely economically backward section of the society thus the trainees were mainly
non formal teachers who were playing more the role of a life coach, their roles
extending much beyond the scope of a teacher. During the first meeting with the heads
of all partner organizations, the management of Vidya and Child was found to be the
most aware and sensitive towards mental health, and had a clear vision on how to
imbibe the mind map program into their mainstream of work. They were consistently
available and utilized every opportunity to ensure that the fruits of mind map
interventions would percolate to each and every beneficiary. The partner took the
program to a higher level where a special career counseling intervention was planned
and implemented for its outgoing batch of students in classes 10th and 12th.

The trainees showed high levels of motivation. In fact some of the trainees
showed life altering changes due to the positive effects of the training program.
The momentum was well maintained for the first two years of the program and
all the visible goals of the program were met however some structural changes
at the partner organization in the last year interfered with the effective
implementation of the program.

Annexure 3: Questionnaires used in the Research study

3.1 Socio Demographic characteristics of the Participants
Dear respondent, we are from MANAS Foundation an NGO working in the field
of mental health, this research is a part of the Mind Map program. All
information’s shared by you will be kept strictly confidential and would only be
used for research purposes only. There is no right and wrong answer here. Tick
the one which comes first in your mind.

Name
Age
Marital status
Educational
qualification
Occupation
Organization
Vocational training
Period of training
Family structure

Gender

Mother

Father

No. of sisters:-

No. of brothers:-

Personal Income
(Annual)
Family income
(Annual)
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3.3 State Trait Anxiety Inventory

ANNEXURES

Instruction:- Read each statement and select the appropriate response to indicate
how you feel right now, that is, at this very moment. There is no right or wrong
answer. Do not spend too much time on any one statement but give the answer
which seems to describe your present feelings best.

3.2 The CES - D Scale
Instruction:- Below is a list of some of the ways you may have felt or behaved. Please
indicate how often you have felt this way during the past week by checking the
appropriate space.

Sl.no.
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During the past week:

Less
than 1
day

1-2
days

3-4
days

5-7
days

Sl.
no.
1
I feel calm

Not at all

A little

somewhat

Very much

1

2

3

4

2

I feel secure

1

2

3

4

3

I feel tense

1

2

3

4

4

I feel strained

1

2

3

4

5

I feel at ease

1

2

3

4

6

I feel upset

1

2

3

4

7

1

2

3

4

1

2

3

4

1

2

3

4

1

I was bothered by things that usually don't bother me.

2

I did not feel like eating; my appetite was poor.

3
4

I felt that I could not shake off the blues even with
help from my family or friends.
I felt that I was just as good as other people.

5

I had trouble keeping my mind on what I was doing.

8

I am presently worrying
over possible
misfortunes
I feel satisfied

6

I felt depressed.

9

I feel frightened

7

I felt that everything I did was an effort.

10

I feel uncomfortable

8

I felt hopeful about the future.

11

I feel self confident

1

2

3

4

9

I thought my life had been a failure.

12

I feel nervous

1

2

3

4

10

I felt fearful.

13

I feel jittery

1

2

3

4

11

My sleep was restless.

14

I feel indecisive

1

2

3

4

12

I was happy.

15

I am relaxed

1

2

3

4

13

I talked less than usual.

16

I feel content

1

2

3

4

14

I felt lonely.

17

I am worried

1

2

3

4

15

People were unfriendly.

18

I feel confused

1

2

3

4

16

I enjoyed life.

19

I feel steady

1

2

3

4

17

I had crying spells.

20

I feel pleasant

1

2

3

4

18

I felt sad.

19

I felt that people disliked me.

20

I could not get "going."
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3.5 Social Provisions Scale
Instructions: In answering the following questions, think about your current
relationships with friends, family members, co-workers, community members, and
so on. Please indicate to what extent each statement describes your current
relationships with other people. Use the following scale to indicate your opinion:

3.4 Discrimination Scale
Instructions: based on low income, caste and inadequate living conditions, have you
ever encountered these situations with regard to education, job and access to any
community service.

Sl.no
.

Strongly
disagree

Disagree

Agree

Strongly
Agree

1

There are people I can depend on to help
me if I really need it.

1

2

3

4

2

I feel that I do not have close personal
relationships with other people.*

1

2

3

4

3

There is no one I can turn to for guidance
in times of stress.*

1

2

3

4

2) Have you ever been suspended or expelled from
school?

4

There are people who depend on me for
help.

1

2

3

4

3) Have you ever been assigned a low grade
assignment in school? (not matching your
potential)

2

There are people who enjoy the same
social activities I do.

1

2

3

4

6

Other people do not view me as
competent.*

1

2

3

4

7

I feel personally responsible for the wellbeing of another person.

1

2

3

4

8

I feel part of a group of people who share
my attitudes and beliefs.

1

2

3

4

9

I do not think other people respect my
skills and abilities.*

1

2

3

4

10

If something went wrong, no one would
come to my assistance.*

1

2

3

4

11

I have close relationships that provide me
with a sense of emotional security and
well-being.

1

2

3

4

12

There is someone I could talk to about
important decisions in my life.

1

2

3

4

13

I have relationships where my competence
and skill are recognized.

1

2

3

4

Items

School
1) Have you ever been refused for an admission in
school?

4) Do you think you have been offered less
opportunities’ than others?
5) Have you been ridiculed or laughed upon at
school?
6) Do you think you were isolated or left alone?
Job
7) Have you ever been refused a job?
8) Have you ever been fired from job
9) Do you think you have been assigned a low grade
job than others?
10) Do you think you have ever been given less
oppurtunities than others?
11) Have you ever been ridiculed/ laughed at job?
12) Do you think you were isolated / left alone?
Community
13) Have you ever been refused by the community
service providers?
14) Do you think you were treated harshly by
community service provider?

Ever

Once in
the last
6
months

Several
times in the
last 6
months

Systematicall
y in the last 6
months
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3.7 Authentic Leadership Questionnaire

ANNEXURES

Instructions: The following survey items refer to your leader’s style, as you perceive
it. Judge how frequently each statement fits his or her leadership style using the
following scale:

3.6 Authentic Leadership Questionnaire (ALQ Version 1.0 Self)

Sl.
no.

Instructions: The following survey items refer to your leadership style, as you
perceive it. Please judge how frequently each statement fits your leadership style
using the following scale:
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1
2

Sl. As a leader I…
no.

Not at
all

Once in
a while

Somet Fairly
imes
often

1

says exactly what he or she means.....

0

1

2

3

Frequently,
if not
always
4

2

admits mistakes when they are made….

0

1

2

3

4

5

3

encourages everyone to speak their mind.

0

1

2

3

4

6

4

tells you the hard truth. ........

0

1

2

3

4

7

5

displays emotions exactly in line with
feeling…..
demonstrates beliefs that are consistent with
action…..
makes decisions based on his or her core
value……
asks you to take positions that support your
core value…..
makes difficult decisions based on high
ethical conduct. .....
solicits views that challenge his or her deeply
held positions. .
analyzes relevant data before coming to a
decision. ...
listens carefully to different points of view
before
coming to conclusions. ........
seeks feedback to improve interactions with
others. .....
accurately describes how others view his or
her capabilities…. …….
knows when it is time to reevaluate his or her
positions on important issues….
shows he or she understands how specific
actions impact others…… .

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

9

0

1

2

3

4

10

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

13

0

1

2

3

4

14

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

6
7
8
9
10
11
12

13
14
15
16

3
4

8

11
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15

16

My leader

says exactly what he or she
means. .....
admits mistakes when they
are made………
encourages everyone to
speak their mind…….
tells you the hard
truth……..
displays emotions exactly in
line with feelings……..
demonstrates beliefs that are
consistent with actions……
makes decisions based on
his or her core
values………
asks you to take positions
that support your core
values……
makes difficult decisions
based on high standards of
ethical conduct……….
solicits views that challenge
his or her deeply held
positions………….
analyzes relevant data
before coming to a
decision……
listens carefully to different
points of view before
coming to conclusions…..
seeks feedback to improve
interactions with
others……..
accurately describes how
others view his or her
capabilities……
knows when it is time to
reevaluate his or her
positions
on important issues………
shows he or she understands
how specific actions
impact others………..

Not at all Once in a
while

Sometime
s

Fairly
often

0

1

2

3

Frequently
,
if not
always
4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3
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0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

