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Abstract  
Introduction: The main intent of this study was to estimate the relationship of risk (adverse childhood 

experiences and conflict exposure) and protective factors (social support and hope) with mental health 

among youth in Kashmir, India. 

Method: A cross-sectional co-relational research design was employed in this study.  The study 

included a sample of 693 (college and university) students who completed the survey questionnaires 

including “Adverse Childhood Experiences Scale, Kashmir Conflict Exposure Checklist, Mental Health 

Inventory (MHI-18), Multidimensional Scale of Perceived Social Support and Adult Hope Scale” by using 

a multi-stage sampling method. Data was analyzed by computing Spearman’s Rank-Order Correlation 

to test the relationship among the study variables. 

Results: The findings revealed that Adverse Childhood Experiences (ACEs) and conflict exposure had a 

positive relationship with depression, anxiety, and loss of behavior control and a negative relationship 

with positive affect and overall mental health. On the contrary, social support and hope were negatively 

related with depression, anxiety, and loss of behavior control and positively related with positive affect 

and overall mental health, respectively.  

Conclusion: The present study provides evidence regarding the negative impact of ACEs and exposure 

to conflict on the mental health of the youth. The protective role of social support and hope in 

enhancing the mental health was validated in the present study. Therefore, the findings suggest 

enhancement of social support and development hope to promote mental health among the trauma 

exposed youth of Kashmir.  
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Introduction 

Mental health is one of the vital factors of the overall health of an individual. As per the 

World Health Organization (WHO), mental health is defined as “a state of well-being in which 

the individual realizes his or her own abilities, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a contribution to his or her community” 

[1].There is an interdependence of the individual’s physical, mental and social functioning 

and neither of these can exist alone. The WHO has considered mental health as one of the 

essential components of health in its definition of health. However, the promotion of mental 

health is important because mental disorders impose heavy burden on the individual in 

particular and on the community in general [2]. Although people of all age groups are 

affected by it, but the mental health of younger individuals is an important concern because 

of higher prevalence rates of mental disorders among them. Globally, mental disorders 

represent a huge extent of burden of disease among young people. The onset of most of 

the mental disorders starts between the ages of 12–24 years [3]. Poor mental health has a 

strong link with the wellbeing and other development concerns more specifically lower 

educational success, substance misuse and abuse, poor reproductive and sexual health [4,5].  
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The mental health problems have substantially increased 

in Kashmir since 1989 with the advent of conflict violence. 

The mental health problems prior to the armed insurgency 

were negligible wherein about 100 individuals were 

attending the hospitals for mental health concerns weekly 

in the 1980s which rose to 200-300 individuals on daily 

basis in 2012 [6].There are 45% of Kashmiri people 

suffering from mental distress. Among them, 41% are 

suffering from depression, 26% are suffering from anxiety 

and 19% are suffering from Post-Traumatic Stress Disorder 

(PTSD), respectively [7]. 

ACEs are those events and experiences which are stress-

related and traumatic in the nature occurring during the 

childhood of an individual. The examples of ACEs include 

physical abuse, sexual abuse, growing up with a mentally 

ill household member or substance-abusive household 

member and so on. ACEs are not only responsible for the 

causes of immediate health hazards, but also affect the 

individuals’ health throughout lifespan [8].Research reveals 

that exposure to traumatic events during childhood or 

ACEs have been associated with a number of mental health 

disorders such as depression, suicidal ideation and 

behaviors, consumption of alcohol, drug misuse and 

abuse, smoking behaviors and risky sexual behaviors, poor 

marital adjustment etc. [9-12]. Exposure to ACEs leads to 

psychological distress and affects the mental health of 

individuals inversely. When the environment of a place is 

devastated by stressful experiences during the early years 

of life, the exposed individuals become vulnerable to a 

range of health risk behaviors including physical and 

mental disorders in later life [13-15]. 

Social support is an essential factor which encourages 

positive behaviors and contributes to positive outcomes of 

mental health and wellbeing in response to life crisis or at 

the times of adversity in the form of friends, family and the 

community at large. It plays a vital role in bringing positive 

psychological changes in the individual that are essential 

for the maintenance of their mental health [16]. Research 

has revealed that higher perceived levels of social support 

are associated with better mental health and reduced 

distress symptoms. A positive association of social support 

with mental health has also been found in the situations 

marked by adversity in addition to its buffering effect [17-

20].  

Hope is an important construct which aids people to 

withstand in adverse conditions like war, diseases, injury or 

the armed conflicts tradition and help them to move 

towards the positive adjustment and growth [21]. Feeling 

of hope helps an individual to develop a positive attitude 

towards one’s life, which in turn has a positive impact on 

his/her mental health [22, 23].A sense of hope has been 

identified as one of the empirically supported component 

and important principle to protect and promote the 

mental health of the individuals who experience 

potentially stressful and traumatic events [24]. 

The mental health of the Kashmiri youth is a concern 

because they have been living in the conflict torn 

environment since their childhood. There have been more 

than 100,000 conflict related deaths in Kashmir since the 

outbreak of the armed insurgency and its people 

experiencing a range of stressful experiences, for instance, 

killings, maltreatment, firing, explosions, teargas and pellet 

shelling, search operations, curfew, forced labor, torture, 

humiliation, sexual violence and so on [25]. A recent study 

has found that 99.7% of the Kashmiri youth experienced 

violence, 95.4% reported feelings of distress, 60.3% 

experienced physical sickness, 99.3% reported adverse 

impact of conflict on their education and 91.2%  reported 

an adverse impact on others mental health due to conflict 

violence [26].   

However, the factors such as social support and feelings of 

hope will be imperative in promoting mental health by 

mitigating the negative impact of risk factors like 

adversities during childhood and exposure to conflict. 

Therefore, in the same line, the current study was 

undertaken to examine the relationship of risk and 

protective factors with mental health among young adults 

studying in different colleges and universities of Kashmir.  

Method 

The sample consisted of 693 undergraduate and 

postgraduate students whose age was between 18 to 25 

years. The sample was drawn from all the ten districts of 

Kashmir Valley. A multistage sampling technique was 

employed to recruit the study participants from colleges 

and universities of Kashmir. The recruitment was followed 

in two stages: 

Stage I: This stage involved preparing a list of institutions 

by the researcher district-wise and selecting two 

institutions from each district randomly.  

Stage II: This stage involved recruiting participants from 

the institutions including both undergraduate (n = 440) 

and postgraduate (n = 253) students for the present study 

making a total of 693. Available students on the voluntary 

basis participated in this study during the field visit. 

The following inclusion and exclusion criteria were 

employed in the present study: 

For the present study only colleges and universities were 

included and others were excluded, the students from 

Kashmir Valley were included and those coming from 

outside were excluded, male and female students were 

included and students from other gender were excluded, 

the students whose age range was not between 18-25 

years were not included in the current study, and the 

students who had any prior mental illness were not 

included in this study.  

Permission to carry out the study was obtained from 

institution heads such as College Principals and University 

Directors and Deans in Kashmir. Afterwards, we 

approached the students and provided a consent form to 

each of them with a request to sign on the same. The 

objectives of the study were briefed to the participants 

prior to the data collection process. It took about 20to 30 

for the participants to complete the questionnaires. 

The tools used in this study were as follows: 

Demographic Questionnaire: The socio-demographic 

characteristics of the participants were recorded by using 

a demographic questionnaire developed by the 

researcher. For example, gender, family type, native place, 

age, educational level and monthly family income of the 
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respondents were recorded for this study. 

Kashmir Conflict Exposure Checklist (KCEC): The KCEC was 

prepared by the researcher on the basis of previous studies 

reporting exposure to armed conflict in Kashmir. The final 

version of conflict exposure checklist comprised of 17 

items after pilot study. The participants required to report 

whether the particular event had occurred or not by 

indicating “yes” or “no”.  For instance, “Have you been hit 

with a bullet, pellet, or any other explosive?” A score of “1” 

was given to the “yes” response and “0” to the “no” 

response. The item score was added or summed up to 

arrive at the objective score of the conflict/trauma 

exposure. 

Adverse Childhood Experiences (ACEs): This self-report 

measure was developed by Felitti et al. [27] in1998. It 

has17 item statements with dichotomous response 

options in the form of “yes” or “no”.  The respondents get 

a score of ‘1’ if they receive a “yes” answer and a score of 

‘0’ is given if the answer is “no”. The score on ACEs scale 

ranges from 0 to 17. The Cronbach’s alpha coefficient was 

used to measure the reliability of the ACEs which was 

ascertained to be 0.82. 

Mental Health Inventory (MHI-18): The MHI-

18developed by Veit and Ware [28] in 1983 was used to 

examine the mental health of the research participants. 

There are four subscales of MHI-18 that include anxiety, 

loss of behavioral control, depression, and positive affect 

as well as a total score. The response range of MHI-18 

varies between 1 (all of the time) through 6 (none of the 

time). The eight items (1, 3, 5, 7, 8, 10, 13, & 15) of MHI-

18 are reverse scored because of their opposite meaning. 

The range of the total score as well as subscales is 0-100. 

The reliability of the whole MHI-18 was obtained with the 

help of Cronbach’s alpha coefficient that was found to be 

0.72. 

Multidimensional Scale of Perceived Social Support 

(MSPSS): The MSPSS developed by Zimet et al. [29] in 

1988, was used to assess the perceived social support 

among respondents. There are 12itemsin MSPSS which 

are rated on a 7-point Likert scale. The response of the 

scale items ranges from 1 meaning "strongly disagree" to 

7 meaning "strongly agree". The score on MSPSS ranges 

from12 to 84. The reliability of MSPSS was obtained with 

the help of Cronbach’s alpha coefficient that was 

ascertained to be0.85. 

Adult Hope Scale (AHS): The AHS developed by 

Snyder et al. [30] in 1991was administered to 

measure the hope among participants. The AHS is 

a measure of 12 items including four filler items. 

The AHS items are rated on a Likert scale of 8-

point that ranges from 1 which indicates "definitely 

false" to 8 which indicates "definitely true". The 

Cronbach’s alpha coefficient was used to measure 

the reliability of theAHS that was found to be 0.75. 

Frequency, percentage, range, means and SD were used 

for the descriptive analysis. Shapiro-Wilk test was used for 

the normality and the data of this study was not found 

normally distributed. Since data was not normally 

distributed, Spearman’s Rank-Order Correlation was 

computed to interpret the results meaningfully. The 

statistical package for the analysis used was IBM SPSS 

20.0. 

The participants were treated according to the APA/ICMR 

ethical guidelines. The Institute Ethics Committee (Human 

Studies) of the Pondicherry University reviewed and 

approved the study. The respondents were acquainted 

regarding the purpose of the research. They were asked 

to participate on voluntarily basis and were ensured the 

confidentiality with respect to the data recorded from 

them. In addition, the participants of this study were given 

freedom to withdraw if they wish to do so at any time. 

 

Results 

A total of 693 young undergraduate and postgraduate 

students of Kashmir valley were recruited for the present 

study. Table 1 depicts that two-third of the participants, 

67.4% (n = 467) were male and one-third, 32.6 % (n = 226) 

were female. With respect to age, 44.4% (n = 308) of the 

respondents were 18-20 years old and the rest, 54.6% (n 

= 385) were 21-25 years old. Regarding family type, 41.1% 

(n = 286) came from a joint family and 58.9% (n = 407) 

came from a nuclear family. Nearly two-third of the 

participants, 63.5% (n = 440) were studying 

undergraduate course and one-third 36.5% (n = 253) were 

studying postgraduate course. One-tenth of the 

participants, 10.3% (n = 71) came from the city, a quarter, 

27.7% (n = 192) from the town and nearly two-third, 

62.0% (n = 430) from the village. The monthly family 

income of one-third, 36.6% (n = 254) of the participants 

was less than 10000 INR, 29.6% (n = 205) had 10001 to 

20000 INR and the remaining one-third, 33.8% (n = 234) 

had   20001 INR and above.  

Table 2 depicts that the mean mental health score of the 

sample was found to be (mean = 57.98; SD = 11.32). 

Regarding negative mental health, the mean anxiety 

reported was found to be (mean = 55.06; SD = 16.78), 

depression (mean = 57.18; SD = 14.00) and loss of 

behavioral control (mean = 64.58; SD = 18.11), 

respectively. With respect to positive mental health, the 

mean score of positive affect was found to be (mean = 

56.05: SD = 18.11) in the range of 20–100 for all the 

subscales thereof.  

Table 3 shows that mean score of ACEs reported by the 

research participants was found to be (mean = 4.64: SD = 

3.70) and that of the conflict exposure was (mean=10.35; 

SD = 3.61). The mean score of perceived social support 

was found to be (mean = 66.69: SD = 12.40) whereas, the 

mean score of hope was found to be (mean = 49.38: SD = 

8.32). 

The findings of the present study revealed that 

ACEs and conflict exposure were positively 

correlated with anxiety depression and loss of 

behavior control, whereas they were negatively 

correlated with positive affect and overall mental 

health. On the contrary, perceived social support 

and hope were negatively correlated with anxiety, 

depression and loss of behavior control, whereas 

they were positively correlated with positive affect 

and overall mental health among young adults of 

Kashmir (Table 4). 
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Table 1. Demographic Characteristics of the Sample (N = 693) 

Variable n (%) Variable n (%) 

Gender  Age  

Male 467 (67.4) 18-20 years 308 (44.4) 

Female 226 (32.6) 21-25 years 385 (54.6) 

Family Type  Educational level  

Joint 286 (41.1) Undergraduate 440 (63.5) 

Nuclear 407 (58.9) Postgraduate 253 (36.5) 

Native place  Monthly family income  

City 71 (10.3) Less than 10000 INR 254 (36.6) 

Town 192 (27.7) 10001 to 20000 INR 205 (29.6) 

Village 430 (62.0) 20001 INR and above 234 (33.8) 

Table 2. Description of Mental Health (N = 693) 

Variable Actual score range Possible score range Mean SD 

Mental health  24.44 – 100 0 – 100 57.98 11.32 

Subscales     

Negative mental health     

-Anxiety 20 – 100 0 – 100 55.06 16.78 

-Depression 20 – 100 0 – 100 57.18 14.00 

-Loss of behavioral control 20 – 100 0 – 100 64.58 16.12 

Positive mental health     

-Positive affect 20 – 100 0 – 100 56.05 18.11 

Note: SD = Standard deviation 

Table 3. Description of ACEs, Conflict Exposure, Perceived Social Support and Hope (N = 693) 

Variable Actual score range Possible score range Mean SD 

ACEs 0 – 13 0 – 21 4.64 3.70 

Conflict exposure 2 – 17 0 – 17 10.35 3.61 

Perceived social support  26 – 84 12 – 84 66.69 12.40 

Hope  28 – 64 8 – 64 49.38 8.32 

Note: SD = Standard deviation 

Table 4. Correlation Coefficients of Risk and Protective Factors with Mental Health (N = 693) 

Variable Anxiety (r) 
Depression 

(r) 

Loss of behavior 

control (r) 

Positive 

Affect (r) 

Overall Mental 

health (r) 

1. ACEs .07** .19*** .13*** -.10*** -.23*** 

2. Conflict exposure .16*** .14*** .13*** -.15*** -.22*** 

3. Perceived social support -.08** -.13*** -.12*** .17*** .21*** 

4. Hope -.08** -.09** -.18*** .13*** .19*** 

Note: **p<0.05 and ***p<0.01 

 

Discussion 

The present study was undertaken to examine the 

relationship of risk and protective factors with mental 

health in a sample of young adults from Kashmir. The 

mean score of overall mental health was found to be 57.98 

(SD = 11.32) in the range of 24.44-100 indicating a 

moderate level of mental health among young students 

of Kashmir. The research participants demonstrated 

moderate levels of negative mental health which includes 

anxiety (mean = 55.06; SD = 16.78), depression (mean = 

57.18; SD = 14.00) and loss of behavioral control (mean = 

64.58; SD = 16.12), respectively. Moreover, young adults 

demonstrated moderate levels of positive affect with the 

mean score of 56.05 (SD = 18.11). It is evident from the 

findings that young adults experienced in the context of 

Kashmir, certain levels of positive affectivity a positive 

aspect of mental health as well as depression anxiety, and 

loss of behavioral control which are the negative aspects 

of mental health. Thus, good mental health of an 

individual does not mean that he/she is free from 

psychological distress symptoms [1, 4, 31]. 

The findings revealed that ACEs were associated with 

higher anxiety, depression and loss of behavior control, 

while lower levels of positive affect and overall mental 

health indicating that youth who experience adversities 

during their childhood exhibit poor mental health. This 

finding is supported by other studies that exposure to 

ACEs leads to psychological distress and affects mental 

health inversely [32, 33]. When the environment of a place 

during the early years of life is devastated by stressful 

events both inside homes as well as externally, makes the 

exposed individual vulnerable to a number of disorders 

both physical and mental as well as other health risk 

behaviors in later life [13-15]. 

Similarly, the findings indicated that exposure to armed 

conflicts was related with increased rates of negative 

mental health aspects and decreased rates of positive 

affect and overall mental health which indicates that 

individuals who get exposed to the traumatic events of 

armed conflict develop symptoms of mental distress and 

lower their positive affectivity leading to poor mental 

health. Studies which have examined the impact of 

traumatic exposure of armed conflicts on mental health 

revealed higher rates of mental disorders among the 
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exposed populations [34]. Kashmir is regarded as one of 

the violence prone places on the face of the earth where 

conflicts between fighting parties take place at any 

moment of time anywhere in which civilian people, mostly 

youth, get exposed to the traumatic exposure of stressful 

events leading to the development of mental disorders 

[35, 36]. 

Further, our findings disclosed that social support had a 

significant negative association with negative mental 

health aspects and positive association with positive affect 

and overall mental health which provides the evidence 

that those individuals who receive more social support 

experience higher levels of mental health in terms of 

decreased psychological distress symptoms and 

increased positive affect. These findings are consistent 

with earlier studies that revealed that higher perceived 

levels of social support associated with better mental 

health and reduced distress symptoms [17-20].The 

positive association of social support with mental health 

among the young adult population of Kashmir might be 

due to the cultural aspects of Kashmir so that people 

extend support to all those who are in conditions of 

adversity. 

Furthermore, hope was negatively associated with 

reduced distress symptoms and positively associated with 

positive affect and overall mental health. It meant that the 

participants have hopefulness which can help them to 

withstand in the stressful situations and to move forward 

towards personal growth. The positive feelings of 

Kashmiri youth while living in the adverse conditions 

could be because of the personal resources as well as the 

community environment where such feelings are 

encouraged among the masses to have a positive outlook 

of life. The previous literature underscore that feelings of 

hope are positively associated with mental health and 

decreased mental distress symptoms in the face of 

adversity [37-40]. 

The strongest risk factor for anxiety was found to be 

conflict exposure, whereas, social support emerged as its 

strongest protective factor among the youth in Kashmir. 

Regarding depression, ACEs were found be its strongest 

risk factor and social support as the strongest protective 

factor. ACEs also emerged as the strongest risk factor for 

the loss of behavior control and hope was considered as 

its strongest protective factor. Concerning positive affect, 

the strongest risk factor was found to be the conflict 

exposure and social support was considered as its 

strongest protective factor. With respect to the overall 

mental health, the strongest risk factor was found to be 

ACEs followed by conflict exposure. On the contrary, 

social support emerged as the strongest protective factor 

of the overall mental health followed by hope among the 

young adults of Kashmir. 

The present study has its implications which provide 

better understanding of the mental health and its 

relationship with risk and protective factors among the 

young adults of Kashmir. The findings speak about the 

enhancement of social support and development of 

feelings of hope among the youth across Kashmir Valley 

in order to enhance the mental health of youth exposed 

to childhood and conflict trauma. The formulations of 

community and institution based programs will be 

imperative to enhance the protective factors of Kashmiri 

youth in order to promote their mental health by reducing 

the impact of risk factors in order to withstand and move 

towards growth in the stressful environment.  

The present study like other studies has its limitations. 

First, the self-report measurement tools were used to 

assess the risk (ACEs and conflict exposure) and protective 

(social support and hope) factors as well as mental health. 

Second, only the college and university going students 

were covered in this study. Third, only 18 to 25 year old 

students were included in the study. Fourth, the students 

who participated in the study were Muslim students. So, 

further studies should be taken into consideration in other 

religious communities. 

Conclusion 

To conclude, the relationship of mental health with risk 

and protective factors was validated in the present study 

among the young adults of Kashmir. ACEs and conflict 

exposure emerged as the risk factors of mental health, 

whereas, social support and hope emerged as the 

protective factors of mental health in the context of 

Kashmir. The findings of the present study confer the 

importance of protective factors in promoting mental 

health and preventing disorders. Therefore, 

understanding these factors will be helpful for mental 

health professionals to provide necessary resources, 

knowledge and skills to the youth of Kashmir that will 

promote their mental health. 
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