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Introduction

High rates of mental health issues are reported among
people exposed to political conflicts and children and
adolescents are no exception (1). Depression, anxiety,
behavioural and emotional problems (BEPs) are
commonly reported among children and adolescents
exposed to conflicts and war (2). Childhood and
adolescence are considered vulnerable periods due to
the many biological and psychosocial changes taking
place in a person’s life during these periods (2). Political
instability, social/ ecological fragility, and the growing
gap in accessing education have been shown to modify
the response of children and adolescents to trauma (4).
Existing literature shows that trauma can be passed down
generations and children and adolescents may develop
psychological issues due to them being directly exposed
to trauma and or due to that passed down generations
(indirect exposure) (5). The deleterious psychological
effects of political conflicts among children and
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Abstract

Background

Research show that the youth of Kashmir have mental
health issues secondary to being exposed to political
conflicts and violence. However, this area is under-
researched among school children and adolescents
living in this region.

Aims

The study aimed to examine and understand the
psychological distress and behavioural problems
among school children aged between 10 to 18 years
living in conflict-affected areas in Kashmir, India.

Methods

A mixed model was used to collect the required data.
Quantitative information was obtained using a semi-
structured interview and the DASS- 21 questionnaire.
The qualitative information was obtained by con-
ducting interviews with randomly selected partici-
pants from the group.

Results

Of the 112 children and adolescents, 73.2% were

males and 47.3% were from the age group of 10-12

years. Out of the total, 85.7%, 76.8%, and 54.9%

had some level of depression, anxiety, and stress

respectively as per the DASS- 21.

Conclusion

Trauma, and stress, increased the risk of depression,

anxiety, and behavioural problems among children

and adolescents in complex ways. Our findings

highlight the importance of examining trauma and

distress at early life cycle stages across age cohorts

of children and adolescents in school populations.
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adolescents are well established (6). However, research
is scarce in this area among school children and
adolescents in Kashmir.

The study aimed to examine and understand the
psychological distress and BEPs among children and
adolescents aged 10 to 18 years in Kashmir who have
been either directly or indirectly affected by political
conflicts.

Methods

The present study used a mixed research design in which
data was collected with a sequential explanatory
procedure. The final database represented both
quantitative and qualitative information.

The data was collected from secondary and higher
secondary school students after obtaining assent/
informed consent depending on their age as well as the
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consent from their parents or guardians. Five secondary
and six higher secondary schools were selected from a
list of 138 schools by simple randomisation and 112
children and adolescents were randomly selected from
this cohort (55 students from secondary grades, and 57
from higher secondary grades). The study included
participants who could read and write English. Client-
Oriented Practical Evidence Search (COPES) interview
guidelines were used to conduct the interviews (7). A
convenient sampling method was employed to identify
teachers, children, parents, clinical psychologists,
psychiatric social workers, faith healers, and community
leaders who participated in the qualitative phase of
the study and three children, two teachers, three parents,
two clinical psychologists, two psychiatric social
workers, one faith healer, and one community leader
were interviewed.

The English version of the DASS-21 which has been
validated among Kashmir children and adolescents
was used in the study (8). The DASS-21 is a self-report
instrument designed to assess stress, anxiety, and
depressive symptoms. It has a 4-point Likert scale with
answers ranging from 0 (“Did not apply to me at all”) to
3 (“Applied to me very much, or most of the time”) and is
drafted to evaluate each of the 21 items (9). The ratings
are classified as: normal, mild, moderate, severe, and

profound. In both clinical and non-clinical samples, the
DASS-21 has been shown to have excellent internal
consistency and reliability (10).

Quantitative data were analysed using the SPSS version
25.0. The relationship among the DASS-21 variables
scores was determined using Pearson correlation analysis
(significant at the probability level <0.05).

Prior to the commencement of the study, an information
session was conducted for all the participants. The
ethical clearance to conduct the study was obtained from
the Chief Education Office of Kulgam District, Jammu
and Kashmir.

Results

Out of the sample, 73.2% of students were male and  47.3%
were from the age group of 10-12 years.  Just above half
of the group (50.9%) were higher-secondary students
and 42.0% were directly or indirectly affected by conflict-
related trauma (Table 1).

Out of the total 85.7%, 76.8%, and 54.9% had some level
of depression, anxiety, and stress respectively as per the
DASS- 21 (Table 2).

Table 1. Demographic details of participants

Variables Characteristics N %

Gender Male 82 73.2

Female 30 26.8

Age 10-12 Years 53 47.3

13-15 Years 39 34.8

16-18 Years 20 17.9

Education Secondary 55 49.1

Higher-Secondary 57 50.9

SES Lower 45 40.2

Medium 41 36.6

High 26 23.2

Religion Is lam 112 100.0

Family type Nuclear 68 60.7

Joint 44 39.3

Conflict trauma: whether affected Yes 47 42.0

directly or indirectly No 65 58.0

Total 112 100.0

Note: SES = Socio-economic status.
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Conflict-related trauma showed a significant mean association with stress, t (40) = 1.76, p<0.05. where children and
adolescents exposed to conflict exhibited higher scores in the stress subscale (M=5.83, SD= 1.76) compared to those
who were not exposed to such conflicts  (M=5.23, SD= 1.78)  (Table 3).

Depression (r= 0.026, p<0.05) and stress (r= 0.134, p<0.05) had a significant relationship with age (Table 4).

Table 2. Prevalence of depression, stress and anxiety among children and adolescents

Variable Frequency (n) Percent (%)

Depression

Normal 16 14.3

Mild 26 23.2

Moderate 54 48.2

Severe 14 12.5

Profound 2 1.8

Anxiety

Normal 26 23.2

Mild 26 23.2

Moderate 35 31.3

Severe 21 18.8

Profound 4 3.6

Stress

Normal 27 24.1

Mild 13 11.6

Moderate 55 49.1

Severe 15 13.4

Profound 2 1.8

Total 112 100.0

Table 3. Mean comparison of conflict trauma (whether affected directly or indirectly) and DASS 21

Ye s No

M SD M SD

Depression 5.28 1.85 5.48 1.79 -0.58 0.56

Anxiety 6.02 2.03 5.58 2.15 1.09 0.28

Stress 5.83 1.76 5.23 1.78 1.76 0.05

t (40)Variables p
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Table 4. Descriptive statistics and correlation coefficients of age variable

Variable Age Depression Anxiety Stress

Age _

Depression 0.026*    _

Anxiety 0.127  -.218 _

Stress 0.134* 0.013 -0.035 _

The verbatim from the informal discussions with
parents, teachers, psychologists, social workers, etc.

“The father of one of my students died due to the
political conflict in Kashmir. The child started
missing classes continuously, and even when he
came to a class, he was always silent and isolated”
– Teacher 1.

“The psychological effects of the political conflict
among the children are quite distressful for us to
see. The effects of trauma on our kids are apparently
visible. I find it difficult to listen and share their
feelings and emotions about their suffering. Fear
and anxiety have engulfed them. Few of our children
joined orphanages after parental deaths”  – Teacher 2.

“Our clients usually come with complaints of
constant sobbing, crying, and not being able to sleep
during the night. Some have stories of parental
deaths and have vivid dreams of those deaths. They
find it difficult to go to bed alone. Sleep is disturbed.
School performance and grades have gone down,
they have lost interest in studies and can’t concen-
trate due to the trauma.” – Clinical psychologist 1.

“I see my child confused, fearful, sad and distressed.
During the day he appears normal, but as soon as it
is dark I cannot leave him for a single. This happened
after a traumatic death of a friend of his during the
conflict. He has repeated nightmares and sleepless
nights.” – Parent 1.

“I am fearful of the political violence. I get easily
scared when I hear any bad news on my way to
school. I feel numb and I am worried to tell about my
emotions to the teacher and parents because they
may scold or beat me for revealing my fears and
anxieties.” – Child 1.

“I can’t get well along with my peers. I find myself
down and lonely in class, in the playground and
during school activities. My sadness looks so
different from others. I was brought up in a disturbing

Note:  *p< 0.05, & **p< 0.01 (2-tailed)

environment. My friends don’t like me. My emotions
get disturbed when my friends ignore me. I hate
myself.” – Child 2.

“I have been smoking for the last six months. I started
smoking with my friends. I am distressed. I find all
my friends growing up in a chaotic political
environment. My parents beat me and scold me even
for small mistakes. My parents don’t bother about
my disturbed emotions.” – Child 3.

“It’s not safe to be outside during late evenings in
Kashmir. My son comes home late in the evening. I
know he is smoking. But he keeps the room locked
from inside and doesn’t come out for hours. I am
suspicious of his behaviour. I suspect he takes weed
or charas.” – Parent 2.

“I see children in small groups sitting behind the
ruined buildings and puffing cigarettes. It smells of
heroin and charas. They run away when they see me
approaching them.” – Community leader 1.

“Our field observations show a trend of increasing
substance abuse among children and adolescents.
Teenagers get easily involved with these. Morning
newspapers are usually filled with such news. Even,
doctors have recently declared that heroin abuse is
alarmingly high now among Kashmir kids.” –  Social
worker 1.

“Poor and middle-class families are constantly
coming to me for prayers or any spiritual help for
their problems. Many families with their children
do come with disturbed sleep, loneliness, social
isolation, or even jinn possessions. The families of
the children see psychological problems as a Godly
curse. God only would save them.” – Faith healer 1.

“I believe in my Peer Baaba (faith healer). My
daughter has had this problem for two years. She
apparently behaves fairly normal when Peer Baaba
gives her Taweez (amulet) and water to drink.”
– Parent 3.
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“Our observation describes that families believe that
supernatural powers cause mental illness and reach
out to traditional healers to seek out treatment. In
Kashmir, faith healers are the primarily preferred
source of obtaining treatment, which could also be
due to sparse psychiatric facilities and social
stigma.” – Psychiatric social worker 2.

Discussion

We found high rates of psychological issues among our
study population where more than 70% of the sample
had some level of depression, stress and anxiety
according to the DASS -21. A Ukrainian study conducted
under similar circumstances reports much lower levels
of depression among their population (11). A previous
study conducted among adolescents above the age of
16 years, reports that depression was prevalent among
55.72% of the population (12).

The prevalence of anxiety among the children and
adolescents in our sample was higher than reported in a
recent systematic review (13). We also found that the
stress levels were higher among those who were exposed
either directly or indirectly to political conflicts than those
who have not been exposed to trauma. A previous report
suggests that anxiety and stress as the most common
psychological issues seen among children and
adolescents exposed to political violence (14).

Charlson, et al., highlight that children and adolescents
living in regions where there are political conflicts
experience higher incidences of psychological distress
(15). They also mention that, when global figures are
considered, one in five children and adolescents affected
by political conflicts may encounter mental health
issues  (15).

In our study, depression and stress had a significant
correlation with age. A previous study reports that
children and adolescents as the most vulnerable group
to develop psychological issues during political
conflicts (16).

Some of the other factors that have been bound to have
an association with psychological effects among
individuals of this age group include low social support,
traumatic events, perceived threats to life, and dysfunc-
tional families (17). Stress caused by political conflicts
is  reported to also cause a significant negative impact
on their social and scholastic functioning (17,18).  The
cohesion and integrity of families are gravely threatened
in political conflict regions (19, 20).

We observed that some individuals in our study group
tended to reach out to faith healers for psychological
support when distressed. Engrained cultural and religious
beliefs, low levels of mental health literacy and scarcity

of mental health resources may have also contributed to
this finding. A previous review on psychological issues
in war-torn areas also reports similar findings (21).

More than 85% of low- and middle-income countries
(LMICs) including those with active political unrest, lack
access to adequate mental health care (22). Traditional
faith healers and community leaders are identified as
potential resources for support in our type of settings in
the WHO mental health action plan 2013-2020 (23, 24).
However, in India, collaborations between mental health
services and faith healers are rarely observed. It is our
opinion that inclusion and working together with faith
healers and community leaders may promote  the early
recognition and treatment of BEPs, depression, and
anxiety disorders. Singh in his paper, “Comprehensive
mental health action plan 2013-2030” highlights the need
for the integration of mental health care with primary
healthcare services which may also apply to other
countries in our region (25).

Limitation

We used the validated English version of  DASS-21, and
some cultural psychological connotations  may not have
been captured in this version. Our study population was
restricted to one district in Kashmir and therefore the
results may not be generalizable.

Conclusion

We report high levels of depression, anxiety and stress
among the study population who have been exposed to
political conflicts. We highlight the importance of
strengthening the support systems, mental health literacy
as well as the mental health services in order to treat this
group of vulnerable people.
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