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ABSTRACT

The aim of the study is to assess the effectiveriestife skills training program to enhance mdiiiaalth status
and well being of young people. A classical expenital research design with a control group (prestp@nd follow-up
intervention) and random sampling method were u$ed. present study comprised girls and boys iratieegroup of 16
to 19yrs, studying in plus one and plus two clagsea Ernakulum Educational District of Kerala. &hespondents were
selected on the basis of inclusion and exclusioteréa and also evaluated the mental health statysGHQ-28 and
mental well being by WEMWS-14. The 720 respondemts six Higher Secondary Schools (3 Govt. schaots 3 Pvt.
Schools:1 boys, 1girls and 1co-edu. schools) wanglomly selected and distributed in two mentionedigs such as 360
students in intervention group and 360 studentgantrol group (180 boys and 180 girls from eadoup). The
researcher conducted life skills training progra®(— 12 sessions in five weeks) to the intervergionp and again the
same assessment tools were administered for pest«émtion (one — three months) and follow -uprirgation (six- nine
months) to evaluate the effectiveness of intersenpirogram to enhance mental health status and teihg of the

respondents.

The current version of the Statistical Package $mrcial Sciences (SPSS) was used to analyze theaddta
correlations were obtained. Repeated Measuresysismbf Variance (RMANOVA) was performed to tedthdr there is
any significant effect due to interventions in feeres. Independent sample t-test was performedrtgpare the equality
of baseline scores of various components of thetahéealth status and well being of the two groupse data were
analyzed by descriptive and inferential statistitshree-time lines (pre, post and follow- up imention) under different
sections. The result shows that there was a higiiglyificant intervention effect between the scafesiental health status
and well being. The researcher hagticed that a tremendous number (100% in mentalthetatus and 99.1% in mental
well being)of respondents in each group were benefitted byntieevention program. This indicates the needderiodic
and constant intervention for the respondents. tdeitccan be concluded that life skills trainingogram is effective for

enhancing mental health status and well being ahgagpeople.
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INTRODUCTION

An individual’'s mental health and wellbeing arensigantly affecting their path through life, anldety are very
much important for the healthy functioning of faied and society as a whole, together they affecsttial cohesion and
prosperity of the nation. Childhood and adolesceareecrucial periods for laying the foundations iealthy development
and good mental health. Poor mental health in bbidd is associated with increases the risk indifd other adverse
outcomes in adulthood. Both of these concepts aiftahéhealth and well being are intimately linkeddameasures to
address one will often affect the other, this asgtieat it is essential to be considered togetheznwtlesigning the

intervention program (Kieling C. et al., 2011).

Mental health refers to our cognitive, behavionadl @motional well being and it is all about how thak, feel
and behave. The term mental health is sometimed tasmean an absence of a mental disorder. Meegdih can affect
daily life, relationships and even physical healthe concept of mental health status encompasdbscognitive and
emotional resources. It includes people’s cognitiledity; their flexibility and efficiency at leamg; and their ‘emotional
intelligence’, or social skills and resilience lretface of stress. It is “the metaphorical banloant of the mind”, which
gets enhanced or depleted throughout the life eotisrthermore, the term mental wellbeing is ref@no an individual's
ability to develop their potential, work productiyend creatively, build strong and positive redaghips with others and

contribute to their communityNature 2008; Beddington et al., 200&tps://www.medicalnewstoday.com.article/2D17

Young age is characterized by rapid physical, Memt@ral and social growth. Besides physical madtona
cognitive development is also visible. Youth is eripd characterized by a time of indecision, despand doubt,
especially in instances where they are not mentahditioned and physically prepared to cope wlith ¢thanges taking
place in and around them. Young people today awvghtaup in an identity crisis, one which is notyas define.
According to Erikson’s definition, “crisis does noean breakdown or catastrophe but rather a ‘drpei@god’ when stable
reference points in and around the young person brigstablished”- Young people cannot wait, bezdus a period
which is fleeting (Erickson, 1950, 1963, 1968). pes the Indian education system, children in e group of 13-19yrs
undergo some major milestones of their academieetaiuring this time. The standard age for a studéio takes the
class 10 board exam is 14 -15 and that of a studhaottakes the class 12 board exam is 16 -17. Daedbexams can
trigger immense stress and anxiety among studehishwnakes the role on schools immensely importeetice the

researcher has been selected respondents frond+i2ariasses for the proposed research.
Significance of the Study

The present study is significant today, becauset ymsng people are presumed to be healthy butea¥®\orld
Health Organization an estimated 2.6 million yoyegple aged 10 to 24 years die each year and a gnaater number
of young people suffer from illnesses ‘behaviordiieth hinder their ability to grow and develop teithfull potential
(WHO, 2004). There are good evidence that mentaltthgpromotion programs in schools lead to positivental health,
social and educational outcomes among the stuq@rdsre K, Nind M, 2011; Guardian, 2017). InterventPrograms
incorporating life skills, social and emotional leimg and early interventions to address emoticarad behavioral

problems, produce long-term benefits for young peomcluding improved emotional and social funotitg, positive
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health behaviours, and improved academic perform@Darlak J. A, et al., 1997 & Rowling L, et alQ@3). World Health
Organization habeenaddressed life skill-based education since theardfisthersare now taking notice (WHO 1996,
1997; Bhave Swati, 2005; Vranda, 2015; Guardiarf,720MINDS foundation, 2017; WFMH-Report, 2018).

constantly changing environment, having life skiflsan essential part of being able to meet thellaiges of

everyday life.
Global Perspective of Mental Health and Well Beingf Young People

As per the report of Global Youth Wellbeing Inde20{4), 15 % of the total youth across the 30 caemtare
experiencing high or upper - the middle qualitylitd, while 85% are experiencing lower - middle dotv well being
(including India).Overview of the global situation, mental healtlamsintegral part of health and well-being, as céd in
the definition of health in the Constitution of tNéorld Health Organization: "Health is a state omplete physical,
mental and social well-being and not merely theeabs of disease or infirmity (WHO, 1959). Accordittgthe recent
adoption of Global Mental Health Action Plan (204@&20) slogan, “No health without Mental health"ais encouraging
step towards developing national mental healthcpes| increasing funding, strengthening informatiystems, research
and integrating essential mental health servicdmewith WHO vision (WHA, 2013). Happy and condiat youth are
most likely to grow into happy and confident adudo in turn contribute to the health and welldgeof nations. Mental
health problems among young people carry high bacid economic costs, as they often develop intoenaisabling
conditions later in life. World Health Organizatiestimated that mental health problems and behauiisorders account
for about 12 percent of the global burden of diesg8VHO, 2001).

National Perspective of Mental Health and Well Beig of Young People

Young people are one of the precious resourceseényecountry. India has the largest youth poputaiio the
world with around 550 million young people (Cen204.1). 70% of India’s population is below the ad@® years. This
pool needs to be engaged in the mainstream develupaif the country. And it is indeed vital to wéi this demographic
dividend and channelize the youth and their crea@mergies for nation-building. World Health Orgation defines
‘adolescence’ as age spanning 10 to 19 years,hyastthose in 15-24 yr age group and these twdawging age groups
as “young people” covering the age group of 10-2¢ (@@WHO, 2001). Mental health issues are acquidngerious
magnitude in our country. The National Mental He&urvey found that children and young people asstmulnerable to
mental health problems especially those living etnopolitan cities — whether in the productive ggeup, or children and
teenagers (NMHS, 2016). According to the report\adrid Congress of Mental Health, around 14 per agnindia’s
population, especially children and adolescentsired active intervention programs for mental Healtomotion and well
being (Delhi, November 2, 2017). This is the tiroeirivest in strategic policies, partnerships arfdotifve intervention
programs that engage and equip the young peopte toroductive and it helps them to realize theitreptial. If this
transformative generation can be given the toay tieed to thrive, then they will be able to cdntté the best for nation
building (Nicole Goldin, 2014). World Mental Helalbay 2018 theme - “Young people and mental haaldn changing
world”- shows the importance of creating more seggiand better care for our young people. Theddgisevention, early
interventions, resilience, available informationdaservices are the key factors in creating a hgditture for our young
people (WFMH-Report, 201&ittps://wfmh.global/wmhd2018/
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Young people’s health is vital and crucial; yourgpple in the age group of 10 - 24 years in Indiastitutes one
of the precious resources of the country, eversdtbierson belonging to this age group, charactgrtze growth and
development and is a phase of vulnerability ofteifuenced by several intrinsic and extrinsic fasttinat affect their
health and safetyarly learning in children can increase their cgpskills and resilience to stress and common mental
disorders. Later in life, this resilience helpsetogender well-being at work and into old aggervention increases the
chance of preventing long term negative outcomeks @omoting mental health status and well- being,. t8e youth
mental health promotion program in the school sgtis very relevant today to prevent mental illnesd promote mental
health and well-being (WHO, 1997).

Mental Health and Well Being of Young People an Ara Specific Understanding

The educational philosophy, which is currently prevalén our country is achievement oriented than child
oriented and also, it does not address the intelgnatlopment of the child. While Kerala, a southstate of India is on
the top for various indices of health comparedhi® test of the states in the country, it is nowéh respect to mental
health. Recent reports in the newspapers and mtiomternational journals bring dismay picturefstioe increasing
problems of adolescents in India, especially indta@rwhere the social, health, economic and edutatadvancement has
taken place. Issues like Child sexual abuse, sobstabuse, suicide attempts, etc. are becomingse @u the so-called

erudite and cultured Kerala society.

Recently it is observed that psycho-social problanesprevalent among Kerala’s adolescents and ypeogle
(Mumthas, 2014)Of late the tendency to use / abuse tobacco-basehlligts and other substances, drugs and alcohol are
on an alarming rise among the young in Keralaaltses terrible problems in families, schools, galte and society as a
whole. Teachers and parents and others becomeebdglpi front of this spreading tragedy. This sitiaineeds to be
studied, and it is our responsibility to take up gouth with effective intervention program, herthe researcher gave
more focus on school-going young people. Earlyrugstion and life skills training programs would beneficial for
reducing crime, improving productivity, increasepw skills and resilience to stress and preseruegtal health status
and well-being in older age (Cooper et al., 2008re®, 2013). In school-based programs for adoldscéme teaching of
life skills in a supportive learning environmentncdo this. Life skills are essentially those al@itthat help promote
mental well being and competence in young peopléhayg face the realities of life (WHO, 1994). Many these
interventions showed beneficial effects in promptiasilience and reducing the risk of developingntakhealth problems
such as anxiety and depression. Some of theseémiions are also included in systematic reviewstdies which to aim
prevent mental health problems and promote memrtaltt and well being of young people. In this mafr context, the
researcher seeks to capture the quality of paaticip of young people in a competitive world aichs to prove that life

skills training program in the school setting ifeefive for enhancing mental health status and belhg of young people.
Specific Objectives

» To assess the mental health status of young people

» Level of somatic symptoms

» Level of anxiety symptoms

» Level of social dysfunction
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» Level of severe depression

e To assess the mental well being of young people:

» To assess happiness and life satisfaction

e To assess the good relationships and self-realizati

» To study the effectiveness of a life skills tramiprogram.

Hypothesis Corresponding to the Objectives
Alternative hypothesis based on mental health statu
» Post-interventional reduction in the level of soimaymptoms is greater in the intervention grougmtthe control

group

« Post-interventional level of anxiety symptom in thi&ervention group is lesser than that of the mmgroup

* The post-interventional level of social dysfunctionthe intervention group is lesser than thatha tontrol
group.
» Post-interventional level of severe depressioméninterventional group is lesser than that ofcitwetrol group

Alternative hypothesis based on mental well-being

* The level of happiness and life satisfaction inititervention group is greater than that of thatea group in

the post-interventional phase

* The level of good relationships and self- realatis greater in the intervention group than thetwd group

after the intervention
Null Hypothesis

e School-based life skills training program has ngact on the mental health status and well beingoafng

people.
Research Design

A classical experimental research design with a@robgroup and simple random sampling method wesedu
Pre-post -and follow - up intervention were takdgcp. Thekey variables targeted in this investigation arentaehealth
status and well-being. Data was collected by usindemographic performance and Statistical tool&eheral Health
Questionnaire (GHQ-28) and Warwick Edinburg Men&ll Being Scale (WWEMWBS -14). The participants fhe
study comprised of 720 school going young peoplé boys and girls, between the age group of 1®tgehars from six
higher secondary schools in Ernakulum educatioiséilict of Kerala, meeting the inclusion and esitin criteria through
simple random sampling. Informed written conseifitlve obtained from the participants prior to #tady. In each school
out of the several sections, two divisions of tHeand +2 section will be selected. And they willdsguentially assigned

to the intervention group and control group. Hetiwe group comprised of 360 children (180 girls 488 boys) in the
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intervention group and 360 (180 girls and 180 bagsthe control group (60 students from each sclasointervention

group as well as the control group).
Operational Definitions of Keywords

Mental Health According to World Health Organization, mental ltteas defined as a state of well being in
which individuals are able to realize their ownliéibs and potential, can cope with the normal sstes of life, work

productively and fruitfully, and are able to cabtite the best to their community(WHO, 2004).

Well Being Wellbeing refers to an individual's ability to ddep their potential, work productively and
creatively, build strong and positive relationshigth others and contributes to their community (@&,H2004; Beddington
et al., 2008).

Young People There are various definitions of young people /thiopopulation by WHO and UNICEF.
According to the National Youth Policy of India (%), young people define as those in the age godub - 35 yrs. In

the current study, the researcher refers to yoeogle as an individual between the age group oéd®yto 19 years.

Life Skills According to the world health organization, lifeillskas “the abilities for adaptive and positive
behavior that enable individuals to deal effectiweith demands and challenges of everyday life” (@/H994). People
having life skills could be able to make informedcisions, communicate effectively and develop cppamd self-

management skills that may help an individual &mlla healthy and productive life.

Universe of the Study (Population)The universe of the study consists of the schootigyyoung people, who

are studying in higher secondary schools in Kerala.

Unit of study (Sample) The study population consists of 720 young peopteh male and female in the age
group of 16 - 19 years, from +1 and +2 classebrmaiet Govt. schools and three Pvt. aided schoolsdis schools, 2- girls
schools and 2- co-education schools) in Ernakulutucgtional Districts of Kerala. The population diedl into two
groups such as the waitlisted group / control gr¢8®0) and the experimental group / interventioougr (360) for

determining the effect of the intervention packegmparatively.
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The Respondents were Selected by Inclusion and Eusion Criteria which are stated below
Inclusion criteria

e young people in the age group of 16 to 19 years avhestudying in +1 & +2 classes

« young people attending school regularly

e young people who can read, write and speak EnglishMalayalam languages

e young people giving assent and having parentalertns participate in the program.
Exclusion Criteria

¢ Young people with severe or chronic physical illes neurological illness

¢ Young people with a diagnosed psychiatric illnesd ar disorders such as ADHD, LD, CD, etc. and wahe
currently receiving psychotherapy and medication

¢ Young people with previous exposure to life skitiining in the past two years.
Ethical Issues

¢ Ethical clearance has been obtained from the usityeethical committee of Don Bosco University, Wahati

Assam to carry out the study

¢ The adolescent children involved in the study hlagen explained clearly about the purpose and natutiee
study. They will be assured that any informatioeytllisclose will be used only for the study purpasd keep

strictly confidential

« Informed consent will be obtained separately frdinthe participants before proceeding the study
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e The children with problems will be provided profiessal help in consultation with their teachers quadents by
the researcher by making appropriate referral sesvas and when required.

* The respondents will be asked to feel free to dnaipthe study at any given point of time withouving to give

any explanations for the same.

The Three Phases three Time Lines of the ProposedBearch are the Following
Phase 1
Pre-Intervention
To explore the psychosocial problems and issugsmohg people, by using the standard tools suchk®@-G8
and WEMWS- 14. The focus of researcher in this phado assess the baseline scores of mental hstatths and well

being of school going young people and to know natreut the need for school-based intervention @rogr

Phase 2
Post Intervention

To implement Life skill training program as a modéla group intervention to enhance mental hea#tus and
well-being. The intervention package could be depetl based on the available modules on life skitlacation for
children and adolescents by world health orgaranafiWVHO, 1993a) and life skills education for chéd in the school
setting - Nimhans model(Vrunda &Sekar, 2008). Titerivention program was conducted once in a wedkcampleted
10 - 12 sessions (2 - 2 ¥ hour per session) in selehol. The post-intervention has been done iwdet one month to

three months of the intervention program with thme assessment tools which are used for the mexamtion phase.

Phase 3
Follow up Intervention

The follow up intervention was conductatter six months to nine months of the intervengoogram by using
the same assessment tools, which was used for mfepast-intervention and prepared the statisticadlysis and
interpretations regarding the effectiveness ofgiéls training program to enhance mental heattth well being of young

people.

How the Intervention has been Conducted?

e Content of intervention : Life Skills Traininggmram

e Mode of delivery : Group — based (one to oneeéded)

* Frequency of inputs : Once in a week

» Duration / length of inputs 1 2 — 2 % hrs persgms

*  Number of members in group : 60 participants (graups)

* Nature of group : Closed group

e Total no. of sessions : 10 - 12 sessions andlagievorkshop
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Life skills training is aimed at facilitating theedelopment of psycho-social skills that are reqlit@ deal with
the demands and challenges of everyday life. WH@adment of mental health identified the 10 cofe $kills that are

relevant across culture, are the following: (WHO98)

CLASSIFICATION OF LIFE SKILLS — WHO - MODEL
Ten Cord.ife skills have been classified into three broatkgories as follows
»  Social Skills: Self Awareness, Effective commurizatinterpersonal relationship, Empathy
»  Thinking Skills: Creative thinking, Critical thinkg, Decision making, Problem-solving

*  Emotional Skills: Coping with stress and Copindweitnotions

Self-awareness

Inter personal relation Communication

'\[/

Problem Snl\'ingq._._______ / Decision m aking

Coping with stress

Coping with em otion —

/ \ Creative Thinking

Critical Thinking

Em pathy

Figure 2: Pictorial Representation of the Ten Core.ife Skills (WHO)

Table 3: Quality Standards for Life Skills Education

Standard 1 Standard 2 Standard 3 Standard 4 Standard 5
Out comes | Assessment Activities Teaching Le_arnlng
environment
Life skills
education is
Life  skills Life skills | Teachers  arg provided in
education is| Life skills | learning is| trained on| protective and
need based | learning is| knowledge, methods  ang enabling
(child result - based | attitudes and psycho-social | environments
centered) skills - based support with access tg
community
services

Source www.centralsquarefoundation.qrg016

Tools Used For Data Collection
The following tools were used for data collection

e Assessment/ Screening tools
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e Socio-Demographic Sheet and Questionnaire (SDSQ)
e Semi-structured Interview Schedule to Assess Géhtrath Problems (SISAGHP)
» Family Function Assessment Sheet (FFAS)

* General Health Questionnaire (GHQ -28) — GoldbBx®. et al (1997): GHQ is used to assess the mkatdth
status. GHQ is widely used by researchers in varfaids (occupational health, medicine, psychojdgedical
and psychiatric social work, etc.) and cliniciansowvish to screen individuals for mental healthbpems. It is
often of more interest to be able to examine ailerof scores rather than a single score, makimgarsion of
the GHQ particularly useful. It contains 28 itenatt through factor analysis, have been divided fiatur
subscales. The GHQ-28 is the most well-known armgujao version of the GHQ. This ‘scaled’ versiontbé
GHQ has been developed on the basis of the resufisincipal component analysis. The four sub-sgaéach

containing seven items, are as follows
* Somatic Symptoms (items 1 —7)
* Anxiety Symptoms (items 8 — 14)
« Social Dysfunction (items 15 — 21)
e Severe Depression (items 22 — 28)

As suggested by Goldberg, the Likert scoring metia@s adopted, because the Likert scoring methotl wil
produce a wider and smoother score distributianriésearcher wishes to assess the severity ofobéem, the higher the
score, the more severe the condition. The Likestisg pattern 0-1-2-3 was adopted by the researhid) 28has been

allowing for more valid comparisons.
The Warwick-Edinburgh Mental Well-being Scale (WENB® - 14)

The Warwick-Edinburgh Mental Well-being Scale (WENB&) comprises 14 items that relate to an indivigual
state of mental well-being (thoughts and feelinigsihe previous two weeks. Responses are made ®pant scale
ranging from ‘none of the time’ to ‘all of the timeNEMWBS aims to measure mental well-being itseffd was
developed through research that was conducted atvidkaand Edinburgh Universities (Tennagttal, 2006). Working
iteratively with members of the advisory group theswv scale was refined to the 14 item scale. Vatidao date has been
performed in the UK with those aged 16 and aboVenfantet al, 2006; 2007). Each of the 14 item responses in
WEMWABS is scored from 1 (none of the time) to 3 ¢hlthe time) and a total scale score is calcdldte summing the 14

individual item scores. The minimum score is 14 #trdmaximum score is 70.
Statistical Analysis of the Data

The current version of the Statistical Package Social Sciences (SPSS) was used to analyze theadata
correlations were obtained. Repeated Measuresygisabf Variance (RMANOVA) was performed to testetler there
is any significant effect due to interventions hetscores. Independent sample t-test was perfotmedmpare the

equality of baseline scores of various componeftseomental health status and well being of the grnoups.

Analysis Part |
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This comparative study between the two groups (obrgroup and intervention group) can be considered
effective only when the two groups are homogenaouwvery aspect. To study the independence of tbepg for these
characteristics Karl Pearson’s Chi-square testrfidependence is used. Chi-square test demandsxgieeted frequency
of every cell to be more than or equal to 5. Sgppany of the expected frequency is less thareh, @ramer’s V statistic
is the appropriate measure to be used to studintfependence of the two characteristics. Cramér&atistic doesn’t
demand the expected frequency to be more thanwal ég 5. The null hypothesis stating ‘the two reteéeristics, one
being the group, are independent’ is tested usitigpreChi-square test for independence or Cramérgatistic. The

combined results of these tests along with theémfees derived are given in the following table.

Table 1: Results of Tests of Independence of the @ups for Various Socio-Demographic Variables

Chi square statistics/

Socio demographic Variables/ Cramer's V statistic

P value | Inference

Gender 0.000 1.000 Independent
Religion 0.045 0.978 Independent
Family type 0.041 0.980 Independent
Residence 0.022 0.881 Independent
Status of house 0.163 0.922 Independent
Staying with Parents/Relatives/Hostel 0.017 0.904 Independent
Father’s Occupatioh 0.037° 0.955 Independent
Monthly family income 0.274 0.965 Independent
Mother's Occupatiofi 0.039 0.896 Independent

Table 1 show that the two characteristics namedygttoup and the socio-demographic variable arepienident of
each other. Hence we can conclude that there nsogeneity between the two groups for every socioatgaphic
variable.

Table 2: Results of Tests of Independence of the Gups With Respect to the Lifestyle of the Respondén

. . Chi Square Statistics/

Variable/Characteristic Cramcz]er's V Statistic P Value | Inference
Distance of the school from home 0.093 0.993 Inddpat
Mode of Travel 0,087 0.993 Independent
Access to visit public library 0.000 1.000 Independ
Participation in sports/extracurricular activities 0.022 0.881 Independent
Holidays: Going to movie 0.009 0.923 Independent
Watching TV 0.006 0.937 Independent
Listening to radio 0.111 0.739 Independent
Meeting the relatives 0.174 0.677 Independent
Meeting the friends 0.202 0.709 Independent
Spent time after school hours:
Relax for sometimes then reading or doing 0.006 0.939 Independent
home assignments
Attending tuition 0.007 0.933 Independent
Doing household work 0.199 0.655 Independent
Spending time with friends 0.073 0.788§ Independent
Hobbies: Listening to music 0.030 0.863 Independent
Reading novels 0.000 1.000 Independent
Reading news paper 0.019 0.890 Independent
Playing sports / games 0.022 0.881 Independent
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| Practicing yoga / meditation | 0.000 | 1.000  Independen

From Table 2 it can be noticed that all the P valaee greater than 0.05, implying that groups rdependent of
the lifestyle of the respondents.

Table 3: Results of Tests of Independence of the @ups for the Facilities and Issues in the Campus

: . Chi Square Statistics/ P
Variable/Characteristic Cramer's V Statistic Value Inference
Infrastructure anq Facilities in the school: 0.570 0.450 | Independent
Clean campus with good atmosphere
Student friendly class rooms 0.380 0.537 Indepeinde
Spacious and good play ground 0.015 .681 Indeperiden
Mentoring / counseling facility 0.097 0.756 Indedent
Clean toilets / rest rooms 0.423 0.516 Independen
Issues and problems faced in the campus:

Substance abuse / alcohol dependence 0.000 1.000 | Independeft
Misuse of Media 0.000 1.000 | Independent
Unhealthy friend ships 0.000 1.000 Independent
Pee_r pressure (Gossiping / mental torturing/ 0273 0.601 | Independent
egoism)

The results displayed in Table 3 shows that thermiassociation between the two characteristiesgtoups, and

the facilities and issues on the campus.

Table 4: Results of tests of Independence of the @ups for the Family Function Assessment

. . Chi Square Statistics/
Variable/Characteristic Cramgr’s V Statistic P Value | Inference
Communication system in your fanfily 0.053 0.570 Independent
There is alcoholism in the family 0.015 0.993 Inelegent
Understanding between the family members 0.003 .99 Independen
Domestic violence in the family 0.046 0.997 Ind eghemt
There are conflicts in the family 0.000 1.000 Inelegent
Satisfied with the home atmosphre 0.053 0.566 Independent
Leisure time activities 0.307 0.858 Independent
Believe in God 2.759 0.097 Independent
Frequency of going to church / temple / 0.006 0.997 Independent
mosque
Involvement in the peer grofip 0.014 0.929 Independent

a — Cramer’s V statistic is used

The results displayed in Table 4 have all P valyresiter than 0.05, the level of significance. Heidndicates
that there is no significant association betweengttoups and the family function indicators.
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From Tables 1, 2, 3 and 4, it can be concludedtti@two groups are not associated with any othetofs like
socio-demographic characteristics, lifestyle of tkepondents, facilities and issues in the campufmily function
indicators. i.e. the groups are not influencedhmse characteristics. Hence it may be concludedthie two groups are
homogeneous. l.e. they are equal in these chaistitte. Also, the equality of the average agehef tespondents in the

two groups was tested using the independent sarhgkest at 5% level. The results are given inftilewing table:

Table 5: Results of Tests of Independence of the Agf the Respondents

Group Mean (SD) T P Value
Control 16.528 (0.606
Intervention| 16.475 (0.543)1'231 0219

The P value obtained is 0.219, which shows thatethe no significant difference in the mean agethaf

respondents between the two groups. This is obi@eause the respondents selected are in theaobhfdo 19 years.

Analysis Part 2

A comparative study needs homogeneity of the chariatic under study between the two groups, namely
control group and intervention group) in the bamelievel. Independent samples t-test was perfortbezbmpare the
equality of baseline scores of various componehth® mental health status (i.e. somatic symptomxjedy symptom,

social dysfunction, and severe depression) andahesdl-being scores for the two groups and thelteglisplayed in the
following tables:

Table 6: Results of Independent Sample T -Test fdaseline Scores in General

Component Group Mean T P-Value
Somatic Symptoms I(r:1('[)enrt\r/(e)zlr1tion 77(;;‘;; -0.860| 0.390
Anxiety Symptoms I(r:1('[)enrt\r/(e)zlr1tion 77122%41 -0.440| 0.660
Social Dysfunction I(r:1('[)enrt\r/(e)zlr1tion ;72927222 -1.742| 0.082
Severe Depression I(r:1('[)enrt\r/(e)zlr1tion 7723‘; -0.878| 0.380
Mental Well-being fr:]‘t):rt\r/‘;'mion fé‘_g%?; 1.111] 0.267

The level of significance was fixed at 5%. Theliylpothesis tested states that the average bassdiores are
equal for the two groups, control, and interventidrhe P values in the last column exceed the lefsignificance 0.05,

resulting in the conclusion that the average basedcores are not significantly different for the tgroups under study.
Analysis Based on the Standard Tools Such as GHQ 28d WEMWBS

Repeated Measures Analysis of Variance (RMANOVAX warformed to test whether there is any significan

effect due to intervention in the scores of thie®etlines (pre-intervention, post- interventionddallow-up intervention).
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i.e., the total scores of Mental Health Status (StenSymptoms, Anxiety Symptoms, Social Dysfunctiand Severe
Depression) and the score of Mental Well-being.

Mental Health Status Score (GHQ -28)
Somatic symptom score, Anxiety symptom score, $alyisfunction score, and Severe depression scGieQ-
28- Likerts’ scoring (0, 1, 2, 3) was used hera.tfle case of mental health status- higher theestmans more severe the

condition. But in mental well being - higher th@se means better the condition).

RMANOVA for Somatic Symptoms

Table 7: Results of RMANOVA for Somatic Symptom Scres

Mean (Standard Deviation) F Statistic and p Value
et Inte:?/reer;tion Intelrjvoesr:';ion Follow-up Time Grou Ul el
Intervention P Interaction
7.044 6.953 6.906
Control (3.413) (3.305) (3.238) | F=953.79| F=35.860| _gq5 697
Df=(2, | DF=(1, B
1436) 718) DF=(2,1436)
Intervention 7.272 3.250 6.069 P=0.000| P=0.000 P=0.000
(3.688) (2.593) (3.483) ' '

The above tables describe the extent of changeeisamatic symptom scores among the respondermtssaitre
time period of pre-intervention (baseline score)stgntervention, and follow-up intervention, betmethe two groups
control and intervention. Higher scores represegreater level of somatic symptom. Since p-valdess than 0.05 for the
main effect Somatic symptom level over differembei periods, we conclude that there is a significhffierence in the
overall mean score of Somatic symptom in two gradyes to intervention. Also, the results tabulateoves that there is a
significant difference between the two groups bsedbe p values are less than 0.05 for the bete#ect ‘Group’. There
was a highly significant intervention effect betwebe scores of Somatic symptom over different tpeeiods and the
groups, with the value of p=0.000 for the data ivletd.

The above table explains that there is a significtifierence in the means of Somatic symptom scones
baseline (pr-intervention), post-intervention aatiolv-up periods. The p-value is less than 0.8&dIng to the conclusion
that there is a significant effect in Somatic syomptscores due to intervention. i.e., interventisreffective. This is
reflected in the score of post-intervention. It t@nnoticed that the average score is in its maxiratithe pre-intervention
(baseline), then reduced to a minimum after the-pdsrvention but increased again in the followdnfervention level
(i.e., higher the score severe the problem). $hisvs that the intervention is effective amongrégpondents over a short
period of time whereas its impact has reduced egltys go by. The result demands the periodit¢ahiantion on the

respondents failing which the scores will againéase.
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Figure 4: Differences in the Average Scores of tHEwo Groups

The above line chart shows that the differencebénaverage scores are more for intervention gvaugreas for

the control group they are not.

RMANOVA for Anxiety Symptoms

Table 8: Results of RMANOVA for Anxiety Symptom Scoes

Control 7.119 7.019 6.986 | F=838.789| F=40.851
(3.403)|  (3.330) (3.276) Df=(2, | DF=(1, | F=776.733
1436) 718) | DF=(2,1436)
ntervention | 7+236 3.291 5.997 P=0.000
(3.702)|  (2.602) (3.451) P=0.000 | P=0.000

Mean Scores of ANXIETY Symptom

3291
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Figure 5: Mean Scores of Anxiety Symptom
The above line chart shows that the differencabénaverage scores are more for intervention gvahgreas for

the control group they are not.
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RMANOVA for Social Dysfunction

Table 9: Results of RMANOVA for Social DysfunctionScores

Mean (Standard Deviation) F statistic and p value
Sl ZEEEINE P Follow-up Intervention Time Grou e ETey
/Pre-Test Intervention P P Interaction
7.739 7.717 _ _
Control 7.797 (3.185) (3.136) (3.110) F-12_68.661 F—4ﬁ.629 F=1229.444
Df=(2, DF=(1, ~
1436) 718) DF=(2,1436)
Intervention 8.222 3.439 7.053 P=0.000 | P=0.000 P=0.000
(3.358) (2.820) (3.178) ’ ’

The above table describes the extent of chandei®bdcial Dysfunction scores among the respondentss the
time period of pre — intervention (baseline), aftest - intervention and after follow - up intertien, between the two
groups control and intervention. Higher scoresasgnt a greater level of Social Dysfunction. Sipeslue is less than
0.05 for the main effect Social Dysfunction leveleo different time periods, we conclude that thexea significant

difference in the overall mean score of Social Dgstion in two groups due to intervention.

Also, the results tabulated shows that there igrificant difference between the two groups beedhs p values
are less than 0.05 for the between effect ‘Groufhere was a highly significant interaction effeetween the scores of

Social Dysfunction over different time periods ahd groups, with the value of p=0.000 for the dditained.

The above table explains that there is a signifidéference in the means of Social Dysfunctionresocover pre-
test (baseline), post-intervention and follow-ugeimention periods. The p-value is less than 0l8&ding to the
conclusion that there is a significant effect irci@bDysfunction scores due to intervention. intervention is effective.
This is reflected in the score of post-interventitirtan be noticed that the average score isimaximum at the baseline,
then reduced to a minimum after the post-intereentbut increased again in the follow-up intervemtievel. This

emphasizes the need for continuous/periodic intéime for the respondents.

Mean Scores of Social dysfunction
10

8.222
] 7 e S —— L
. %\ ™ 053
4 \ /

3.359

2
0

Baseline Contr&intervenmf@rventinn Il intervention

Figure 6: Mean Score of Social Dysfunction
The above line chart shows that the differencdbénaverage scores are more for intervention grdwgreas for

the control group they are not.

RMANOVA for Severe Depression
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Table 10: Results of RMANOVA for Severe DepressioScores

Mean (Standard Deviation) F statistic and p Value
Baseline ;
Group Post- Follow-up . Time*Group
/ Pre- : : Time Group .
Int Intervention | Intervention Interaction
Control 7.169 7.092 7.056
(4.155) | (4.061) (4.016) | F=611.993| F=20.549
_ _ F=573.261
Df=(2, DF=(1, _
DF=(2,1436)
1436) 718) P=0.000
ntervention | 7:447 | 3758 6.175 P=0.000 | P=0.000 '
(4.336) | (3.102) (4.053)

The above table describes the extent of chandeei®evere Depression scores among the responadeoss the
time period of pre-intervention (baseline), poseimention and follow-up intervention, between th® groups control

and intervention. Higher scores represent a gréatel of Depression.

Since p-value is less than 0.05 for the main effeetere Depression level over different time pesjode
conclude that there is a significant differencethie overall mean score of Severe Depression in dmups due to
intervention. Also, the results tabulated shovet there is a significant difference between the groups because the p

values are less than 0.05 for the between effeciuf®.

There was a highly significant interaction effeettween the scores of Severe Depression over ditféime
periods and the groups, with the value of p=0.@d0He data obtained. Since the interaction etietiveen the scores of
Severe Depression differed significantly. The abtakde explains that there is a significant diffae in the means of
Severe Depression scores over pre-interventionelipa$,post-intervention and follow-up interventiperiods. The p-
value is less than 0.05, leading to the conclusiat there is a significant effect in Severe Degitas scores due to

intervention. i.e., intervention is effective.

This is reflected in the score of post-interventitirtan be noticed that the average score issimaximum at the
baseline, then reduced to a minimum after the jmstvention but increased again in the follow-upeivention level.

This emphasizes the need for continuous/periodé\iention for the respondents.

The line chart given below shows that the diffeemin the average scores are more for intervergronp

whereas for the control group they are not.

Impact Factor(JCC): 3.7985 - This article can be downloaded from www.impactjournals.us




JessaM SJ, Riju Sharma & Geetha P |

Mean Scores of Severe Depression

8 7.447 _
71 r =

6 \

4

3.758

a5 6
Guilk/5

Baseline lintervention Ilintervention

—Control =——Intervention

Figure 7: Mean Score of Severe Depression

RMANOVA for Total Score of Mental Health Status

Table 11 Results of RMANOVA for Total Mental Health Status Scores

Mean (Standard Deviation F Statistic and p Value
Group Baseline Post- Follow-up : Time*Group
[Pre-Int. Intervention | Intervention Ll ey Interaction
Control 29.131 (10.75; | 28:803 28.664
(10.461) | (10.298) | F=1438.067| F=56.89:
_ _ F=1358.828
Df=(2, DF=(1, a
, DF=(2,1436)
1436) 718 _
P=0.000 | P=0.001 |"~0-000
Intervention 30.178 13.739 25.294 - -
(11.739) (9.126) (11.052)

The above table describes the extent of changeeimbtal Mental Health Status scores among theorelmts
across the time period of Pigervention (baseline), p«-intervention and followdp intervention, between the two grot

control and interventin. Higher scores represent a lower level of Md#&alth Status

Since pvalue is less than 0.05 for the main effect Totankdl Health Status score over different time i
we conclude that there is a significant differeirtéhe overall meancore of Total Mental Health status scores in
groups due to intervention. Also, the results lated shows that there is a significant differebhetveen the two grouj

because the p values are less than 0.05 for theebeteffect ‘Group’. There wea highly significant interaction effe
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between the scores of Total Mental Health States different time periods and the groups, withvhiie of p=0.000 for

the data obtained.

The above table explains that there is a significlifiference in the means of Total Mental Healtht@$ scores
over pre-intervention (baseline), post-interventamd follow-up intervention periods. The p-valueléss than 0.05,
leading to the conclusion that there is a significeffect in Total Mental Health Status scores ttuéntervention. i.e.,
intervention is effective. This is reflected in theore of post- intervention. It can be noticed the average score is in its
maximum at the baseline, then reduced to a mininafter the post-intervention but increased agairthim follow-

intervention level. This emphasizes the need dmtiouous/periodic intervention for the respondents

The line chart given below shows that the diffeemén the average scores are more for intervergionp

whereas for the control group they are not.

NMean Scores of Total Mental Health Status

30178 28.803 25.664

30 3.J.\

a5 25.299
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Eazzlins lintervantion Ilintervantion

cantral Interventlion

Figure 8: Mean Score of Total Mental Health Status

RMANOVA for Mental Well Being

Table 12: Results of RMANOVA for Mental Wellbeing Sores

Mean (Standard Deviation) F Statistic and p Value
Group Baseline Post- Follow-up Time Group Time*Group
[Pre-int. | Intervention | Intervention Interaction
Control 43.269 43.533 43.633
(7.453) (7.128) (6.927) F=1435.309 | F=90.403 | F=1354.173
Df=(2, 1436) | DF=(1, 718) | DF=(2,1436)
. 43.903 55.067 46.300 P=0.000 P=0.000 P=0.000
Intervention |7 975y | (5.990) (7.503)

The above table describes the extent of changeeimiental wellbeing scores among the respondenissathe
time period of pre-intervention (baseline), poseimention and follow-up intervention, between t® groups control

and intervention. Higher scores represent a hilghvel of mental wellbeing.

Since p-value is less than 0.05 for the main effieental wellbeing level over different time peripde conclude

that there is a significant difference in the ollereean score of mental wellbeing in two groups tuetervention. Also,
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the results tabulated shows that there is a samifidifference between the two groups becausp tlaues are less thi
0.05 for the between effect ‘Grouplhere was a highly significant interaction effdmtween the scores of Men

wellbeing over different time periods and the grmupith the value of=0.000 for the data obtain

The above table explains that there is a significiffierence in the means of mental wellbeing ssareer pr-
intervention (baseline), positervention andollow-up intervention periods. The yalue is less than 0.05, leading to
conclusion that thre is a significant effect in mental welling scores due to interventici.e., intervention is effective.
This is reflected in the score of pastervention. It can be noticed that the averageests in its minimum at the baselir
then increased tmaximum in the po-intervention but decreased again in the follogvintervention level (Higher tt

score, better the conditionhis emphasizes the need for continuous/periodérvention for the responde.

Mean Scores of mental wellbeing
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Figure 8: Mean Score of Mental Wellbein
The above line chart shows that the differencebénaverage scores are more for intervention gvehgreas fo

the control group they are not, (higher the scoeams, better the condition) i.e., interventionfisctive.

Effect of Intervention on Mental Health Status and Mental Well Being of the Respndents

The effect of an intervention on the respondentsrizven through the RMANOVA procedure. Followingpla

shows the percentage of respondents whose meiat#h inas improved after the intervent.

Table 13: The Effectof Intervention — Percentage of Improvement of he Respondent

) Group
oA SIEIE Control Intervention
Somatic Deteri_orated 0.3 0.0
Symptom Remained the same 91.9 0.8
Improved 7.8 99.2
Anxiety Deteri_orated 0.0 0.3
Symptom Remained the same 91.9 0.8
Improved 8.1 98.¢
Social Deteri_orated 0.0 0.3
Dysfunction Remained the same 95.3 0.6
Improved 4.7 99.1
Severe Deteri_orated 1.4 0.0
Depression Remained the same 90.6 1.7
Improved 8.0 98.:
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Deteriorated 1.7 0.0
I\S/ltzrt]lﬁl Health Remained the same 76.4 0.0

Improved 21.9 100.0
Mental well Deteri_orated 0.0 0.6
being Remained the same 83.9 0.3

Improved 16.1 99.1

The above table explains the effect of the intetieantested by the RMANOVA procedure, and the reshibws
that there was a highly significant interventiorieef between the scores of mental health statuswaidbeing. The
researcher hasoticed that a tremendous number of respondengs, -100 % of respondents in mental health statospg

and 99.1% of respondents in mental well being growpre benefitted by the intervention program.

The correlation between the scores of two questimas namely, the mental health status questiomr@aid the
mental well-being questionnaires are significambgatively correlated at 0.01 level of significanadich is, of course,
the desired result. When the scores of the firsttedehealth questionnaire are higher, the scoresi@ital well-being

guestionnaire are expected to be less. The resfuli® same are given in the following table

Table 14
Mental Well-Being
Mental Capital / Base Line /
Mental Health Status Pre-Intervention | Post- Intervention | Follow-up Intervention
Base Line/ Pre-intervention -0.418
Post- intervention -0.663
Follow-up -0.422

CONCLUSIONS

As per the result of this study, it is very clehattthere is a highly significant intervention effdetween the
scores of the two groups. In the case of mentaltthestatus score, it can be noticed that the aeesamre is in its
maximum at the baseline (pre-intervention levélgnt reduced to a minimum at the post-interventioniticreased again
in the follow-intervention level (i.e. Lower theme, better the condition). But in the case of raewellbeing a score, it is
reflected that the average score is in its mininatthe baseline (pre-intervention level), then éased to maximum in the
post-intervention but decreased again in the follppaintervention level (i.e. Higher the score, eethe condition). This
emphasizes the need for continuous/periodic inteime for the respondents. Hence, it is concludhed fife skills training

program in the school setting is effective for emdiag mental health status and well being of yopegple.
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