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INTRODUCTION 

The World Health Organization (WHO) Global Burden 

of Disease Study has revealed the worrisome scenario of 

mental health and related disorders all over the world and 

the growing danger is going to increase in upcoming 

years. However these projections are based grossly on 

review of available literature, and population based 

surveys is the need of the time.1,3 They affect both the 

economic aspects and quality-of-life of the people.1-3 

Various social, psychological, and biological factors 

ascertain the level of mental health of a person at any 

point of time. WHO estimated that globally over 450 

million people suffer from mental disorders.1 At present 

mental and behavioral disorders account for about 12 
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proportion, mean and standard deviation and chi-square analysis for assessing the association.  

Results: Present study showed 44.2% participants scored in the category of high probability of having diagnosis of 
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percent of the global burden of diseases.1This is likely to 

increase to 15 percent by 2020. Significant proportions of 

mental disorders come from low and middle income 

countries.1 

The socio- demographic changes, epidemiological 

transition, media revolution, and transforming lifestyles 

has brought new challenges of lifestyle–related problems. 

The social, biological and psychological strength of the 

previous era are slowly being substituted by a fragile new 

lifestyle of people, making them more prone toward 

various social, mental, and behavioral problems than 

before.4 Epidemiological studies are standard requirement 

as they provide pivotal facts on prevalence of disorders 

which eventually helps in making public healthcare 

policies for prevention and treatment in upcoming future. 

Contrast to the need, only a few epidemiological studies 

on mental and behavioral disorders have been published 

till time from India.4 

Mental health is a vital component of health without 

which ideal health could not be achieved.1 For Indian 

population epidemiological studies on psychiatric 

disorders reported that about 10% of the total population 

suffers from mental and neurological problems requiring 

professional intervention at any point of time. Several 

studies from India have documented that psychiatric 

disorders contribute to considerable amount of morbidity 

at primary care facility and thus there is a need to attend 

individuals having these disorders at primary care level.5-

7 Assessment of extent and pattern of such disorders is 

vital because of its potential of identifying individual 

with disorder and providing related care at this level. 

Most often the psychiatric disorders at primary care level 

remain undiagnosed because patients present with 

physical disorders or somatic complaints 

predominantly.8,9 

Taking into account the sub groups of mental health 

disorder current study used the two broad categories of 

mental health disorders for study purpose as Internalizing 

disorders and externalizing disorders. It is documented 

that internalizing disorders are directed inward and 

correspond to troubles such as anxiety, depression and 

psychosomatic problems, whereas in the case of 

externalizing problems, emotional responses are directed 

away from the self and are characterized by aggression 

and rule-breaking behavior.10 Although differentiating 

between internalizing and externalizing problem 

behaviors, a great variety of measures of these constructs 

can be found in the literature– from specific scales and 

questionnaires for assessing different symptoms (e.g., 

aggressive behavior and delinquency for externalizing 

problems, and depression, low self-esteem and anxiety 

for internalizing problems), to a single questionnaire for 

assessing mental health status on the whole. Present study 

is based on GAIN-SS 2.0.3 version questionnaire 

developed by Chestnut foundation.11  

Despite all honest efforts there are lacunae in psychiatric 

epidemiology due to complexity related to defining a 

case, sampling methodology, under reporting, stigma and 

taboo, lack of adequate funding and trained manpower 

and low priority of mental health in the health policy.2 

Hence, this study was conducted to broaden our 

knowledge regarding prevalence of psychiatric disorders 

in the rural population, which constitutes 68% of the total 

population in India.12 Current study aims to estimate the 

prevalence of psychiatric disorders in the selected area 

and study the association of each psychiatric disorder 

with various socioeconomic variables and physical health 

profile of individuals.  

METHODS 

The present study needed a defined population with all 

the basic details (age, gender, education, SES etc.) 

available at the time of data collection as the study was 

an interview based study. In order to fulfill this purpose 

six villages from the Demographic Surveillance Site of R. 

D. Gardi Medical College, District Ujjain, Madhya 

Pradesh, India (originally has a spread over sixty villages 

around three blocks of native district) was chosen. Study 

was conducted from April 2015 to November 2015. 

Selected individuals in 15-59 yr age group both male and 

female of 6 villages selected in DSS Palwa. Only those 

who were permanent resident of selected six villages and 

available at the time of data collection were included, 

while excluding those individuals belonging to migratory 

population, physically ill, or on prolonged psychiatric 

medication.  

Sample size was calculated using formula N=Z 1-

alpha/22 PQ/L2with presumed prevalence as 50% 

including probable errors came as 430.With the help of 

Random number application to the excel sheet of the 

surveillance site population data, 430 individuals were 

selected from total study population. After taking written 

informed consent from each individual the questionnaire 

was administered using direct interview method. 

Study tool 

Licensed version of Global Appraisal of Individual Needs 

– Short Screener version 2.0.3 (GAIN-SS 2.0.3) was used 

which was developed and timely revised by Chestnut 

foundation.11 

The GAIN Short Screener (GAIN-SS) is a brief 5 to 10-

minute instrument designed to quickly and accurately 

screen general populations of both adults and adolescents 

for possible internalizing or externalizing psychiatric 

disorders, substance use disorders, or crime and violence 

problems. A final result of moderate to high problem 

severity in any single domain or overall suggests the need 

for further assessment or referral to some part of the 

behavioral health treatment system. GAIN-SS is a precise 

and comprehendible tool with overall sensitivity among 

adult 92.6% and specificity is 88.6%.11 Its translation in 
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Indian national language was done by a research scholar 

in Hindi.  

Two sub categories for mental health assessment were 

used in present, Internalizing disorders (somatic 

disorders, depression, suicidal tendency, anxiety 

disorders) and Externalizing disorders (attention-

deficit/hyperactivity disorder, conduct disorder). 

Overall the experiences felt during past year were 

included in study for scoring and interpretation. For 

individual sub screener the scoring pattern is according to 

Moderate/high scores on the Internalizing Disorder 

Screener (1+ on IDScr) which suggest the need for 

mental health treatment related to somatic complaints, 

depression, anxiety, trauma, suicide, and, at extreme 

levels, more serious mental illness (e.g., bipolar, 

schizoaffective, schizophrenia).  

Moderate/high scores on the Externalizing Disorder 

Screener (1+ on EDScr) suggest the need for mental 

health treatment related to attention deficits, 

hyperactivity, impulsivity, conduct problems, and, in rare 

cases, for gambling or other impulse control disorders.  

A result of moderate to high problem severity in any 

single area or overall suggests the need for further 

assessment or referral to some part of the behavioral 

health treatment system.11  

Data was entered and analyzed by using percentage and 

proportion, mean and standard deviation, association 

between mental health status and demographic factors 

was estimated by confidence interval, significance level, 

Chi square analysis by using software SPSS Version 20.0 

Ethical clearance was taken from ethical committee of 

R.D. Gardi Medical College, Ujjain, MP before starting 

the study. 

RESULTS 

As per the Report on Fourth Annual Employment – 

Unemployment Survey (2013-14) the economically 

productive population age group was taken as 15 to 59 

yrs.13,14 Maximum numbers of participants were in the 

age group 30-39 yrs (27.4%) and around 81% 

participants were male rest were participants were 

female. Around 62.5% participants were living in joint 

family. 

Overall 76% participants were literate with different 

levels of education rest were illiterate. The proportion of 

unemployed individuals was only 4.2% while rests of the 

participants were employed. Farming is the predominant 

employment among study participants. Socio economic 

class distribution was done with the help of modified 

B.G. Prasad classification according to which maximum 

numbers of study participants were in class-V SES of 

B.G Prasad classification.15  

Table 1: Overall possibility of mental health disorder 

using GAIN-SS version 2.0.3 questionnaire (n=430) in 

study population. 

Probability of 

getting diagnosed 

Individuals 

(%) 
Mean

# 
SD* 

Unlikely diagnosis 

(%) 
163 (37.9%) 

2.79 2.81 

Possible diagnosis 

(%) 
77 (17.9%) 

High probability of 

diagnosis (%) 
190 (44.2%) 

Total 430 

 #=Mean of obtained scores; *SD= Standard deviation of 

obtained scores. 

Table 1 shows the descriptive analysis of study 

participants in terms of overall possibility of any mental 

health disorder in which 44.2% participants scored in the 

category of high probability of having diagnosis of any 

mental health disorder. 

17.9% participants were in the category which showed 

possibilities of diagnosis of any mental health disorder 

while 37.9 % participants scored as having unlikely 

diagnosis in terms of mental health disorder. Mean (±SD) 

of the scores obtained was 2.79±2.81. 

Table 2 shows the distribution of study participants in 

terms of presence or absence of probability of subscale 

diagnosis of mental health disorder. 

For the subscale internalizing disorders 49.8% study 

participants scored in the category Probable diagnosis 

present on further screening. In the subscale externalizing 

disorders out of the total 430 participants 30.5% showed 

probabilities of diagnosis.  

Table 3 shows higher percentage within the females 

found to have probability of diagnosis of any mental 

disorder (63%) while lesser percentage of males have 

shown such probability (39%). The association between 

such probability and gender was found to be statistically 

significant. 

Within the category of different family type maximum 

percentage of participants were belonged to nuclear 

family. Least percentage of participants with high 

probability of diagnosis belonged to joint family type. 

This association is statistically significant on chi square 

analysis. 

Different types of employment and probability of 

diagnosis of any mental health disorder was found to be 

statistically associated. Within the categories the 

sequence of percentage of individuals with high 

probability is as follows labour>farmer>job>other> 

unemployment. 
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Table 4 shows out of the total female almost 75% have 

shown probability of getting diagnosed with internalizing 

disorder while out of the total almost 66% male have 

shown such probability. 

On testing association of family type with probability of 

diagnosis of internalizing disorder within the categories 

maximum percentage of participants belonged to nuclear 

family. 

Association between probability of diagnosis of IDSCr 

with gender and family type is statistically significant on 

chi square analysis. 

More number of participants belonging to category 

farmer was found to have probability of diagnosis of 

internalizing disorder and this was found to be 

statistically strongly associated. 

Table 2: Study participants in terms of probability of getting diagnosed with subcategories of mental health 

disorder according to the score obtained using GAIN-SS version 2.0.3 questionnaire. 

Disorders Unlikely diagnosis (%) Probability of diagnosis present (%) Total 

Internalising disorder (IDSCr) 216 (50.2) 214 (49.8) 430 

Externalising (EDSCr) 299 (69.5) 131 (30.5) 430 

Table 3: Association of overall possibility of any mental health disorder with various socio demographic variables. 

 
Unlikely 

diagnosis (%) 

Possible diagnosis 

(%) 

High probabilities of 

diagnosis (%) 
Total χ

2 
P value 

Gender       

Male 146 (42.2) 64 (18.5) 136 (39.3) 346 
33.53 0.01* 

Female 18 (21.4) 13 (15.5) 53 (63.1) 84 

Family type 

Nuclear 34 (23.8) 24 (16.8) 85 (59.4) 143 

38.16 0.00* 
Three generation 7 (38.9) 1 (5.6) 10 (55.6) 18 

Joint 122 (45.4) 52 (19.3) 95 (35.3) 269 

Total 164 77 189 430 

Employment 

Unemployed 10 (52.6) 5 (26.3) 4 (21.1) 19 

28.85 0.000* 

Farming on own 

land 
75 (32.5) 44 (19.0) 112 (48.5) 231 

Labour 37 (35.2) 14 (13.3) 54 (51.4) 105 

Job 8 (38.1) 8 (38.1) 5 (28.8) 21 

Others 33 (61.1) 6 (11.1) 15 (27.8) 54 

Total 163 77 190 430 

Figures in the parenthesis indicates the percentage of row total; p<0.05 (sig). *Results was statistically significant by chi square analysis. 

Table 4: Association of probability of diagnosis of internalizing disorder with socio demographic variables. 

Internalising disorders 

Gender Male Female χ
2
 P value 

Unlikely diagnosis 195 (56.4%) 21 (25%) 

26.59 0.00* Probable diagnosis 151 (63.6%) 63 (75%) 

Total 346 84 

Family type Nuclear  Three generation Joint  χ
2
 P value 

Unlikely diagnosis 52 (36.6%) 7 (38.9%) 159 (59.1%) 

22.16 0.00* Probable diagnosis 91 (63.3%) 11 (61.1%) 112 (41.6) 

Total 143 18 269 

Employment Unemployed Farming on own land Labour Job Other χ
2
 P value 

Unlikely 

diagnosis 
13 (68.4%) 103 (56.3%) 51 (48.6%) 13 (61.9%) 36 (66.7%) 

12.55 0.01* Probable 

diagnosis 
6 (31.6%) 128 (55.4%) 54 (51.4%) 8 (38.1%) 18 (33.3%) 

Total 19 231 105 21 54 

p<0.05 (sig) * Results was statistically significant by chi square analysis. 
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Table 5: Association of probability of diagnosis of externalizing disorders with socio demographic variables. 

Externalizing disorders 

Gender Male Female χ
2
 P value 

Unlikely diagnosis 273 (68.5%) 63 (73.8%) 

0.90 0.34 Probable diagnosis 109 (31.5%) 22 (26.2%) 

Total 346 84 

Family type Nuclear  Three generation Joint    

Unlikely diagnosis 100 (69.9%) 11 (61.1%) 188 (69.9%) 

0.69 0.87 Probable diagnosis 43 (30.1%) 7 (38.9%) 81 (30.1%) 

Total 143 18 263 

Employment Unemployed Farming on own land Labour Job Other   

Unlikely 

diagnosis 
9 (47.4%) 163 (70.6%) 70 (66.7%) 12 (57.1%) 45 (83.3%) 

11.3 0.02* Probable 

diagnosis 
10 (52.6%) 68 (29.4%) 35 (33.3%) 9 (42.9%) 9 (16.7%) 

Total 19 231 105 21 54 

*p<0.05 (sig) Results was statistically significant by chi square analysis. 

 

Table 5 shows that within the category almost 31.5% 

male participants have shown probability of getting 

diagnosed with EDSCr while 26.2% female participants 

have shown such probability but this association was not 

statistically significant. Within the category those less 

participants from nuclear and joint family have shown 

probability of EDSCr but this association is not 

significant on chi square analysis. More number of 

participants belonging to category unemployed was found 

to have probability of diagnosis of externalizing disorder 

and this was found to have a strong statistical association. 

DISCUSSION 

According to a meta-analysis done by Math et al in 2010 
inclusive of epidemiological studies from 1965-2001 and 
various other epidemiological studies reported prevalence 
rates for psychiatric disorders from 0.95% to 37% in 
India.4,16  

Based on uniform and standardized data collection 
procedures from a nationally representative population, 
excluding tobacco use disorders, mental morbidity of 
individuals above the age of 18 years currently was 
10.6%. The life time prevalence in the surveyed 
population was 13.7%. This proportion of the population 
currently suffering from a mental disorder requires an 
active intervention. This estimate includes a range of 
mental disorders F10–F49 categories within the Summary 
15 NMHS 2016 International Classification of Disorders 
(ICD -10). Translated to real numbers (based on 
weightage for different levels), nearly 150 million Indians 
are in need of active interventions.17  

The differences in the different subcategory prevalence 
(IDSCr, EDSCr and overall probability of any mental 
health disorder) from current study may be due to large 
sample size and different tool used in other studies. In the 
present study author studied the probability rather than 

the actual diagnosis, this might be the reason for such 
differences.  

According to Badrakalimuthu et al among symptoms of 
mental illness, body pain was the most frequently 
reported (41.8%), followed by depression (25.5%). 
Depressive disorders were the most frequently reported 
mental disorders (52.2%), followed by anxiety disorders 
(20.4%).18  

Above study did not provided cumulative percentage of 
different internalizing disorders as a whole leading to low 
prevalence of depression, anxiety disorders etc as 
subcategories while the current study gathered the 
common mental disorders to form two major categories 
so that the related problems would appear as whole.  

Out of the total participants in the present study 30.5% 
showed probabilities of diagnosis of prevalence of 
externalizing disorders which is inclusive of like 
attention-deficit/hyperactivity disorder, conduct disorder. 

Similar results regarding gender have found in other 
studies too and most studies have concluded that female 
adolescents have more internalizing problems and boys 
more externalizing problems.19,20  

Externalizing disorders typically onset in childhood, there 

is increasing recognition that they extend well into 

adulthood.21 Sethi et al observed "the prevalence rate of 

67/1000 found for psychiatric illnesses in urban scenario 

of their study setting.22 

Among people in the community with psychiatric and 

substance disorders, multiple co-occurring diagnoses are 

the norm.23–28  

Co-occurrence of different types of mental health 

disorders have been noticed in study population and 

individuals with multiple co-occurring problems are more 
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likely to experience problems with treatment and 

medication adherence, shorter lengths of stay, 

administrative discharges, functional status, community 

adjustment, quality of life, and worse outcomes following 

treatment for their disorder.29–36 This might be the reason 

similar individuals have shown probability for different 

types of mental health disorders. Unfortunately, it is 

estimated that one- to two-thirds of people with serious 

disorders do not access treatment.37  

People with more serious mental illness were less likely 

to report full time employment than people without full 

time employment, similarly in the current study labor 

category which is not a full time employment have shown 

highest percentage of possibility of any mental health 

disorder.38 

CONCLUSION  

Nearly 50% participants had probability of diagnosis of 

internalizing disorders like depression, obsessive 

compulsive disorder; somatic disorders etc. while 31% 

showed probabilities of diagnosis of externalizing 

disorders.  

Taking into account the probability of diagnosis of 

subgroup internalizing disorders, it was more common in 

female gender, farmers, and participants living in nuclear 

family. 

It was observed that mental health disorders with 

subgroup internalizing disorders were statistically 

significantly associated gender, employment category and 

nuclear family type is statistically significant on chi 

square analysis. 

Stigma related to mental disorders, lack of awareness in 

people, delayed treatment seeking behavior, lack of low 

cost diagnostic test and lack of easily available treatment 

are the main hurdles in combating the problem of mental 

health in India. In addition factors related to traditional 

medicine and beliefs in supernatural and paranormal 

powers in society delays diagnosis and treatment. India 

had focused its attention mainly to maternal and child 

health and communicable diseases. This leads to lack of 

political commitment to non-communicable diseases 

further supporting the slow epidemic of mental 

disorders.39 
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