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ABSTRACT

Womends empower ment eanablingwomenttooexetcibeeconppal o c e s s
over their lives and the situations they are in. It extends beyond economic
independence or political participation to include physical health, mentabeiel,

educational access, a sense of security, and social adéeatal health is a crucial

yet often neglected di mension of womenos
foundation and an outcome of development. The interaction between mental health

and empowerment becomes particularly complex across different lifesstag

women encounter distinct psychological and social challenges during adolescence,
motherhood, and in accessing education, especially when they are differently abled.
Rajasthan, owing to its geographical size, sacilbural diversity, and demographic

compl exi ty, provides an i mportant cont ex
through this comprehensive lens. The districts of Jaipur and Kota were selected to
capture variations across urban and serban settings, enabling a comparative

understanding cdmpowerment outcomes within the state.

The pri mary objective of this study IS
empowerment in Rajasthan with special reference to health and education through a
comparative analysis of Jaipur and Kota districts. The sspdgifically focuses on

the mental health of female adolescents agéd 9 years residing in these districts

and analyzes differences across three criteria: disti®¢ variation (Jaipur and

Kota), age groups (187 years and 1729 years), and living aangements (staying

at home and away from home). It further examines-begking behaviour among
female adolescents. Additionally, the study explores postpartum mental health
through the perspectives of healthcare providers and investigates the declining
enrolment of differently abled females in higher education in Rajasthan from 2017

to 2022, based on AISHE reports. The research seeks to assess the prevalence of
mental health challenges, identify scadministrative factors influencing access to
services,evaluate policy effectiveness, and highlight distiestel variations in

implementation.



The study adopts a mixedethods research design. Primary data for the adolescent
mental health component were collected over ay@ae period through structured
guestionnaires, field surveys, and interviews with female adolescents in Jaipur and
Kota districts. Postpartum mental health data were collected from healthcare
providers using structured questionnaires. For the education of differently abled
women, both pmary data from educators and secondary data from government
reports were used. Quantitative data were analysed using statistical techniques,
primarily chisquare tests and-tésts, while qualitative data were analysed

thematically to understand institutial practices, policy gaps, and lived experiences.

The findings reveal significant gaps between policy frameworks and giteued
implementation. Contrary to popular belief, while adolescent girls in both districts
experience high levels of academic s#restress levels were found to be higher in
Jaipur than in Kota. Students staying with their parents reported greater academic
stress compared to those staying away from home, and older adolescents
experienced higher stress levels than younger adoleséentsrding to healthcare
providers in Jaipur and Kota districts, approximately 10 per cent of women out of
1,000 were reported to be suffering from postpartum mental health issues, with
limited screening, persistent stigma, and inadequate institutiorclamisms. The
study also identifies economic, physical, societal, and cultural barriers in the
education of differently abled women, along with low awareness of inclusive
education policies. Comparative analysis highlights variations in access to services
and institutional support between Jaipur and Kota, challenging generalized

assumptions regarding regional mental health outcomes.

The study concludes that womends empower
by fragmented policy implementation and insti#fnt integration of health and

education sectors. Addressing mental health and inclusive education as core
components of public policy is essential for sustainable empowerment. The findings
underscore the need for gendensitive, districspecific inteventions, improved
administrative coordination, and strengthened institutional accountability to promote
equitable health and educational outcomes for women in Rajasthan. empowerment

cannot be meaningfully achieved when mental health is overlooked, as

Vi



psydoological weltb ei ng f orms a foundati onal compo
exercise agency, participate in education, and access opportunities. Likewise,
inclusive development cannot be realised unless all key sections of society are
adequately representegrticularly differently abled women who continue to face

systemic exclusion within educational and institutional frameworks.

Key Words: Women Empowerment, Rajasthan, Jaipur, Kota, Adolescent, Postpartum,

Divyang Female
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CHAPTER 1
INTRODUCTION

This chapter is divided intfmur sections
The first section discusses th®©verview (Significance of the topic selected for

Thesis)of the chapter.

The Second sectioriscusses the following:

i Review of Literature

0 Adolescent Mental Health

) Postpartum Mental Health

0 Education for Divyang Female
1 Inferences drawn from the Review of Literature
1 Research gap

TheThird section discusses the following:
1 Objectives of the research
1 Hypotheses of the resea
1 Research Methodology
1 Scope of Research

TheFourth sectionprovides a brief o€hapter Scheme
I

Overview
Empower ment , according to the Oxford Dic
giving somebody more control over their

extends beyond mere economic independence or political engagement; it must
include the intrica relationship among physical health, emotional Wwelhg,

educational achievement, feeling of security and social agency. Nina Wallerstein
defines Empower ment as Othe interaction o
transform social conditionslt is this critical thinking based on action, or
conscientization that i nks @eallerstann a | an
1992)
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OWomenbés Empower ment & became popul ar i n
approach concerned with transforming power relations in favev@fme n6s r i ght
for them to achieve greater equalitfCornwall, 2016) Rogers redefined
Empower ment as selefbicacg and/ powver. The empowered person
recognizes use of anger as a motivating force to instigate social change and is
optimistic about the abil i(Rogerdedval. d¥Oért con

Mental healthis a crucial yet frequently neglected component of women's
empowerment, functioning as both a basis and a result of significant development.
The complex interplay between mental health and empowerment becomes more
nuanced when analyzed throughout sevidielstages, as women encounter unique
psychological and emotional challenges at different ages. Adolescent mental health
is a critical phase in which essential psychological patterns are formed, and
unaddressed mental health concerns during this timeextemd into adulthood,
jeopardizing scholastic and economic chances. Poor mental health is a curse to an
otherwise healthy age. Adolescence is a time of transition and confusion and mental
health crisis only makes it worse.

Postpartum mental health, whicincludes postpartum depression and anxiety
disorders, represents a significant vulnerability where women's psychological
resilience is challenged after a major biological and social transition, yet it continues
to be heavily stigmatized and inadequatatidressed in numerous Indian contexts.
Genuine empowerment necessitates a sectoral integration that unites health systems,
marriage institution, social welfare mechanisms, and governance structures to
collaboratively tackle the complex challenges encoedtéy women, especially in

their varied circumstances. No sector can attain sustainable empowerment outcomes
independently; health advancements without educational access is a sloppy,
educational progress without mental health support is meaninglessepalithout

proper implementation is futile and implementation without thorough evaluation is

moot.

Education is yet another component of Empowerment especially for women who

have been denied of this basic right for centuries due to various reasons and
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circumstances. It becomes even more crucial if the woman is differently abled. Her
empowerment in true sense will only emerge if she is well educated and aware of
her rights and opportunities available for her. It is only possible through education

not jug textbook but also skills.

Rajasthan, being India's largest state in terms of geography and demographic
complexity, serves as a significant and illustrative case study for analyzing women's
empowerment through this comprehensive perspective. The ataterly contended

with some of India's most enduring gender disparities, including elevated maternal
death rates, poor female literacy rates, and deeply rooted patriarchal social systems.
Rajasthan exhibits significant variety within its districts, chamdmed by disparities

in socioeconomic growth, urbanisation trends, and social variables, rendering
districtlevel study essential for comprehending contpédcific empowerment

difficulties.

The districts of Jaipur and Kota hold unique yet interrelgiledes within this
environment. Jaipur, the state capital and its most urbanized region, exemplifies
rapid growth juxtaposed with enduring traditional gender neangdichotomy that
renders it essential for examining the intersection of urbanisation addrniy

with women's empowerment outcomes. The district's superior infrastructure,
healthcare services, and educational establishments conceal profound structural
disparities and burgeoning mental health issues linked to urban stress, aspirational
discrepacies, and evolving family dynamics.

Kota, on the other hand, embodies a serban to rural environment distinguished

by varying developmental paths, population structures, and social dynamics. Kota,
historically recognised for its agrarian economy aobsequent development as an
educational center, exhibits unique trends in women's workforce engagement,
educational accessibility, and health vulnerabilities. The intentional choice of these
two opposing yet interrelated districts facilitate a more nudmoenprehension of

the varying manifestations of women's empowerment throughout urbanisation
spectrums, while accounting for stdéeel policies and cultural settings. The
comparative comparison of Jaipur and Kota serves as a microcosm for examining
and wnderstanding broader trends of women's empowerment and disempowerment
throughout Rajasthan.
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Although contemporary research on women's empowerment has provided significant
insights through psychological and academic frameworks, these approaches, while
informative, are inadequate for translating conceptual understanding into concrete,
systemic change in practice. The essential gap exists in this area: awareness of the
psychological obstacles women encounters or comprehension of educational
inequities does noinherently resolve how these issues should be addressed via
institutional frameworks, resource distribution, policy alignment, and program

execution across various regions and social demographics.

At this point, Public Administration arises not as awmiléary viewpoint but as a
crucial and necessary analytical framework. Public Administration, being a field
rooted in governance, institutional architecture, and policy execution, has the
distinct ability to connect the identification of issues with itsotation. While
psychology and education help in analysing and formulating the theories, Public
Administration constructs the institutional framework that implements solutions.
This study fundamentally aims to understand the mental health issues faced by
women in two very different stages of her life that is adolescence and postpartum
and the education of differently abled women to investigate the governance
structures, policy mechanisms, institutional capacities, and implementation
frameworks that eitheatilitate or hinder women's empowerment in practice. Public
Administration emphasizes on intesectoral coordination, institutional
accountabilityresource management, and grassroots implementation. It enables it to
enquire not only what hinders womentagwerment but how governance systems
that align with policies and coordinate with institutions and its implementation
mechanisms are formed. Furthermore, Public Administration ensures what is
guaranteed in the Constitution of India, introduces a cruos on equity and
justice. It does a systematic inclusion or exclusion of vulnerable populatsuth

as women with disabilities, adolescent girls, and postpartum werfrem policy

frameworks and service delivery systems.

The conceptualization of women's empowerment through an integrated; multi
sectoral, lifelong, and intersectional framework within the context of Public
Administration is thus both contemporary and essential. Public Administration offers
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theoretical and mbhbdological frameworks to analyze how government policies and
programs- across health, education, social welfare, or justiegher promote or
obstruct women's empowerment, and how institutional capacity, resource
distribution, interdepartmental collafration, implementation strategies, and
accountability systems influence reabrld outcomes. When analysing mental
health services for women of varying ages from a Public Administration perspective,
the present study not simply record individual psychickigconditions but critically
evaluate the sufficiency, fairness, coordination, and efficacy of public health systems
and their institutional ability to cater to all womérhis study is relevant to Public
Administration because empowerment depends onicypoimplementation,

institutional coordination, and governance capacity, not just awareness.

Investigating educational access and security for differently abled women involves
examining educational theory, institutional adherence to inclusive education
mandates, resource distribution for special needs infrastructure, and the practical
realities of implementation. In this research of women's empowerment in Jaipur and
Kota, it systematically assesses the impact of governance frameworks, policy
execution, ingr-institutional collaboration, and accountability systems on the lived

experiences of women across the empowerment continuum.

Good public policy in health is really tested in implementation; it goes much beyond
formulating ambitious goals. As O'Flyn2016) underlines, many health policies

underplay the complexity of public administration systems that have to be carried

out rather than result from poor design. Policy delivery is frequently hampered by

the O6éhard grinddé of n ergso disjoiatédi govgrnment r e a u C
systems, and conflicting departmental priorities. Multiple social faetedsication,

sanitation, housingo necessary for what O'" F-py nn de
government 6 shape health outcenbonensther es pec
mental health. Still, limits between institutioniinctional, cultural, or jurisdictional

- cause coordination to be hampered. These limits are often reinterpreted instead of

being eliminated by reforms; hence, new competencies and citaedestrategies

are needed to be properly controlled. Therefore, public policy in health has to be

created with great awareness of these administrative dynamics by means of



Chapter 1: Introduction

multidisciplinary cooperation between public health experts and public
administraion scholars, so closing the ongoing discrepancy between policy
intentions and actual outcomgs0O6 FI ynn, 2016)

Even though adolescent mental health is increasingly becoming a policy focus,
evidencebased policymaking is still dispers#troughout India. The effectiveness

of public health policy formation is limited by mental health policy procedures,
which frequently rely on politically motivated arguments or internationally
recognized evidence rather than compelling local facts. Foguahtitative data are
frequently preferred by policymakers over evidence gathered from the community.
This tendency reduces the relevance of interventions in many local contexts and
restricts the inclusivity of public policy in the health sector. impletakeon
mechanisms are necessary for health policies to be effective. Adolescent mental
health policy in India is still hindered by stigma and low political priority. Mental
health risks are frequently overlooked on health agendas unless there is ataeliber
shift in the way public policy is framed. Public health strategies that ignore the lived
experiences of teenagers run the risk of creating ineffectiveddap solutions.
Making health policy more evidendmsed and responsive requires prioritizing

paticipatory policymaking, especially with regard to yo(tory et al., 2024)

India's strategy to address the mental hea&itjuirements of 253 million individuals
aged 15 to 24 is informed by the Mental Healthcare Act 2017 (MHOME
MENTAL HEALTHCARE ACT, 2017) which promotes a rightisased framework

for accessing mental health services, the National Mental Health Policy 2014, and
the National Mental Health Program, which has been in operation since 1982. We
conducted an extensive narrative review of policies, programs, and legislation from
five ministries of the Government of Indiddealth and Family Welfare, Education,
Women and Child Development, Youth Affairs and Sports, and Social Justice and
Empowerment- over the past decade to delineate their strategies and identify

facilitators and obstacles in advancing youth mental health in India.

All five ministries acknowledged mental health as a crucial component of the entire

growth and weHbeing of youth. Nonetheless, their methodology is disjointed, and a
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holistic strategy for youth mental health is absent in the Indian sdtoghy,

2017) Given that thredourths of all lifetime mental health issues manifest by the
mid-twenties, it is imperative for nations to establish a robust and comprehensive
strategy to address the mental healtltheir youth. Existing policies and programs

for adolescents and young individuals prioritize mental health for comprehensive
youth development and wdkeing, acknowledging the necessity to enhance access
to mental health information, resources, and ses/iHowever, the approach across
sectors remains disjointed and insufficient. Significant obstacles, including
inadequate awareness of mental health issues, negative attitudes towards seeking
assistance, and the societal stigma around mental health, nsuéficiently
prioritized (Girase et al., 2022)

Review of Literature

The following section discusses Rewi®f Literature for three different chapters

separately.

Firstly, it deal s wi t h 0Adol escent Me nt

Government Policies/ Programs/ Schemes followed by research papers and Books.

Thereafter, this section presents el abor a
healthd including l|literature from Governn

by relevant research papers and books.

Lastl vy, It deal s wi t h OEducati on of Di

Government Policies/ Programs/ Schemes followed by research papers and Books.

After a thorough review of literature, this section focuses on the inferences drawn
from each section ah identifies research gaps in each of these literatures,

immediately after each of its review of literature.



1.1

Chapter 1: Introduction

Adolescent Mental Health

Government Policies/Programs/Schemes

Mental Health of adolescents, World Health OrganizationAdolescence
(10-19 yearsf age) is recognized as a formative and sensitive period, where
exposure to adversity such as, abuse, and violence which heightens
vulnerability to mental health problems. The estimated prevalence of mental
health conditions is 14.3% in adolescents alirathe globe yet most cases
remain unrecognized and untreated, significantly due to stigma, social
exclusion, discrimination, and limited access to care. Mental health disorders
include Depression, anxiety, ADHD, eating disorders (affecting girls
dispropotionately), and behavioral disorders which has emerged as the
leading causes of illness and disability, with suicide ranking as the third
leading cause of death among those age@4.5Evidently, the issues that
start in adolescence affect the adulthoddjnaddressed and not treated in
time. Finally, the literature underscores the urgent need for early intervention
and comprehensive, muliector efforts to promote adolescent mental-well
being and prevent suicide.

UNICEF mental health initiatives such as Measurement of Mental Health
Among Adolescents at Population level (MMAP) aim to improve data
collection and understanding of adolescent mental health needs to inform
targeted programs. A comprehensive approach invohpegchological,
social, and community support is essential to foster resilience and healthy
development, ultimately ensuring a smoother transition to adulthood.

(World Health Organization, 2025)emphasises that adolescent anxiety and
depression impair school attendance, academic functioning, and social
behaviour, and highlights suicide prevention as a global public health
priority. WHO also urges national mental health strategies, sdiasad
interventions, and community support frameworks.

National Mental Health Survey of India, 2016includes specific findings

for Rajasthan, revealing the state's lifetime mental morbidity prevalence as
15.4% and current mental morbidity at 11.6%. The survey also notes

substantial variation in the prdeace of specific disorders across different
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Indian states, with Rajasthan showing particularly high rates for certain
neurotic and streselated disorders. The adolescent mental morbidity
prevalence in Rajasthan aligns with national trends, sitting theaoverall

figure of 7.3% for this demographic, and is notably higher in urban metro
areas. The treatment gap for mental health disorders in Rajasthan, as in many
other states, remains significantranging from 70% to over 90% for
different disorders.

(Ministry of Education, 2022p & Modul ar Handbook for
Al lied Stakehol der sd prschewol approach toc o mpr e
mental health and webleing for schoehge children and adolescents. It
focusses on early detection and intervention for mental hesdthes,
providing teachers and carers with the required skills for psychosocial first
aid and support. The initiative marks the importance of creating safe,
inclusive, and emotionally supportive learning environments, as well as good
teachesstudent conmgions, in order to increase student attendance,
engagement, and resilience. Key components include sensitisation sessions
for school staff and parents, referral systems for abuse or mental health
concerns, and stresslated behaviour detection trainingndependent
Complaint Committees should be there to address and treat mental health
issues. Overall, the findings are consistent with the NEP 2020 and Safe
Schools standards for creating environments that prioritise emotional well

being and holistic devetment in schools for children and adolescents.

Research Papers

(Shergill & Rathore Hooja, 2025) examines the influence of perceived
familial gender discrimination (PFGD) and entrapment on the mental health
of emerging female adults in India. The sample consisted of 568 unmarried
and unemployed female college stuideraged 18 years and older, from
upper and lowermiddle-class socioeconomic backgrounds, selected using
purposive sampling. The findings demonstrate a substantial positive
correlation between PFGD and entrapment (r = 0.653, p < 0.01), indicating

that elerated perceptions of discrimination correlate with heightened
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experiences of entrapment. This data underscores the significant influence of
familial gender discrimination on the psychological wweding of young
women, resulting in an elevated sense ofagmhent. The study highlights

the significance of tackling gender discrimination in families to enhance the
mental health outcomes of emerging female adults.

(S. Pal et al., 2025)nvestigates the rising incidence of mental health issues
andsuicides among adolescents in India, focusing on coaching hubs such as
Kota, with the goal of analysing mental health conditions and suicide rates
among adolescent coaching aspirants, identifying contributing factors,
assessing existing support systems] @roposing interventions to address
the crisis. The paper finds that the suicide rate among Kota students is much
higher than the national average, and it links parental anticipation, extreme
academic pressure, social isolation, and a lack of mentalhheate as
primary drivers to suicidal thinking. Despite government investments, gaps
in mental health services persist, showing that current approaches are
insufficient to address the multifaceted stresses encountered by students.
(Sharma & Sharma, 2025)examines the disparity in psychotherapy access
for adolescent mental health in India within a tertiary care context. The study
took a mixedmethods approach to investigate individual and socio
contextual determinantaffecting helpseeking behaviours. Quantitative
analyzes of data from 74 adolescents, predominantly urban females from
nuclear families diagnosed with neurotic disorders and largely inexperienced
with psychotherapy, indicated negative correlations betwetitudes
towards seeking psychological treatment and bothssigima and perceived
obstacles to assistance. There was a favourable between working class and
treatmeniseeking attitudes.

(V. Gupta et al., 2025)eports high levels of depression, anxiety, and stress
among young adults in Jaipur (aged betwees3@3 highlighting an urgent
need for comprehensive interventionxiety was found to be 58.11%
followed by depression (48.57%) and stress (25.39%).

(Balamurugan et al., 2024)assess mal health issues among Indian

adolescents by doing systematic reviewing 31 studies of Indian adolescents.

10
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Depression was the most prevalent issue followed by social, behavioural
issues, anxiety, social phobia, and other issues. The review suggesthd that
healthcare professionals should collaborate with the parents and the teachers
to curb the issue.

(Dandona et al., 2023pnalyzes theociodemographic characteristics of the
Indian women who died by suicide in India fio2014 to 2020 from the
surveillance data from the National Crime Records Bureau (NCRB).
Predominance of suicide deaths among educated women, among those who
are currently married and those who have never married at the population
level, as well as variains in the reasons for and methods of suicide at the
state level was found. The study urges for specific and multisectoral
interventions to address these deaths.

(Prabhu et al., 2023)studies the magieeeligious beliefs, stigma and help
seeking for adolescent mental health at the community level in Southern part
of India. It found a correlation between cultural beliefs and the-$eshfiing
behaviour. Animportant step to deal with mental health issues is targeting
the community on sensitizing and destigmatizing issues surrounding mental
health issues.

(Zhou et al., 2020)examined the current state of child and adolescent mental
health (CAMH) policy in low and middleincome countries (LMICS),
identifying significant gaps and challenges in policy development and
implementation. They emphasised that LMI@snerally lack dedicated
CAMH policies, which impedes adequate mental health care for youth. The
authors identified a number of challenges, including stigma, limited public
knowledge, inadequate data, resource limits, and fragmented international
support that make longerm policy efforts challenging. Their systematic
assessment of 31 articles, including research from India, found fragmented
policies, insufficient provider training, and a lack of stakeholder
involvement. The findings emphasised thetical need for standlone
CAMH policies, effective resource allocation, inclusive stakeholder
involvement, and collaboration with the social and educational sectors to

improve outcomes.

11
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(Maheshwari et al., 2020)studies how family structures affect mental
health issues of female adolescents ididn The crossectional study
focused on a small village of Punjab where 900 female (age®)vere
conveniently selected. Mental health issues can be dealt if professionals and
community health nurses take the early initiative to identify any malfumcti

in families.

(Deb et al., 201p examined depression in Indian university students and its
relationship to academic environment, residential situations, and personal
difficulties. Depression is a pervasive and severe disease that affects
academic and psychosadcfanctioning, yet Indian universities lack mental
health support services like counselling. About 53% of 717 Pondicherry
University students had moderate to severe depression, with higher rates
among earlysemester students, humanities/social science reapmorer
academic performers, and those with negative family or university
environments. The findings showed that Indian colleges need mental health
care, targeted counselling, and awareness campaigns immediately.
(Aggarwal & Berk, 2015) analyzes 27 research conducted over the previous
ten years. The research falout suggest an increase in psychiatric illness,
depression, anxiety, and suicidal behaviour among Indian teenagers, but
wide variances and methodological constraints prevent decisive findings.
Female gender, academic challenges, family conflicts, ami@rcontext
specific characteristics such as the mother's job status and nuclear families
are all risk factors. According to the researchers, the socioeconomic
developments in India provide an ideal backdrop for investigating mental
health issues.

(Ram et al., 2014)explores gender socialisation among Indian adolescents
using data from over 44,000 people from six states. The study covers six
states: Bihar, Jharkhand, Maharashtra, Rajasthan, Andhra Pradesh, and
Tamil Nadu. It discovers that young female experiencesentianits on
independence and less rights than male youth, despite having more-gender
equal attitudes. The study focusses on still prevalent gender inequality in

Indian households and its major impact on youth mental health.

12
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(Windfuhr & Kapur, 2011) summarises 15 years of findings from the UK's
National Confidential Inquiry into Suicide, @masising the relationship
between mental illness and suicide risk. Approximately 90% of suicides
include people with mental illnesses, who are at a 5 to 15 times higher risk
than the general population. The Inquiry identified important-higltimes,

swch as the first week after discharge from psychiatric inpatient care, and
emphasised the need for communication and safety measures in mental
health services. But the risk assessment remains complicated.

(Shatkin & Belfer, 2004) analyzes that the global landscape of child and
adolescent mental. Very few watries have dedicated mental health policies
for youth, just 14 of the 191 nations assessed had legislation explicitly
recognising child and adolescent mental health, indicating a global
insufficiency. Evidence from India demonstrates this worldwide tretere
mental health policies operate primarily within broader national health
frameworks, with no unifying child and adolescent focus, despite the high

prevalence of psychiatric disorders among sclageld children.

Books

(Kanfade, 2024)highlights thestruggle, stigma and shame women feel in
their entire lifetime and suffer silently due to mental health issues. Various
aspects of mental health crisis of womennfradolescence to adulthood;
reproductive years to menopause; physical and sexual violence; impact of
parento6és relationship on childdés mind
the genetics, nutritional status, seeiconomic factors, BMI, and other
factors that causes early menarche (beginning of menstrual cycle in female)
in detail. He further discusses the risking behaviour in adolescent girls
related to substance abuse, $&fm, risky sexual behavior and resources to
seek help. The book further discusses the reasons why adolescent girls may
become emotionally unstiband possible and effective remedies for the
same. It also delves deeper into how child marriage impacts overall physical,
mental and emotional welleing of an adolescent girl.

13
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(Harish, 2023) highlights that adolescent mental health is a critical area
because half of all adult mental health disorders often begin by age 14,
making early recognition and intervention extremely crudiatovers the
epidemiology of common mental health disorders, risk factors on

adol escentso ment al heal th at i ndi vi
community levels. It also addresses specific issues such as stress, depression,
anxiety, substance abusefdearm, suicidal behavior, and the impact of

digital technologies, including social media use and gaming addiction. It

urges a nofjudgmental attitude towards the adolescents and to respect their
privacy, and effective communication techniques. If anglpggocial history

is found; healthcare providers should try to connect with adolescents and
facilitate counseling. The inclusion of adolescent mental health in the MBBS
Competencybased Medical Education (CBME) curriculum signifies its

integral role in traning future doctors to address the unique psychological

needs and vulnerabilities of the adolescents.

(Skuse, 2011)incorporates various dimensiorsf child and adol
psychology. The book throes light upon the family and systemic influences,
sibling influences, genetic and bi ol
adol escentsd mentality. 't further di
and suiadal behavior as a result. It also suggests approaches to intervention

by discovering psychiatric pharmacogenomics, Behvioural therapy,
parenting programmes, systemic interventions among many other.

(Lerner & Steinberg, 2009)show how the understanding of adolescents has

really grown up over the past years. Instead of seeing adolescence only as a
difficult, troublesome time or merely a stepping stone to adulthood (as earlier

ideas, like G. fanley Hall's, often suggested), this book presents a much

more positive and entirety of the situation. It highlights that adolescents are

active, smart, and capable individuals who are willing to make their own
choices, think deeply, and navigate manyuiafces around therm from

family and friends to media and the surroundings. The book looks at all sides

of adolescent developmentfrom physical development to mental growth

and emotional attachments with partners and family. It further investigates

14
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how culture shapes them. It brings together ideas from many different fields
including but not limited to psychology, to give a wellnded view.
Ultimately, the goal of the book is to use thisdiepth scientific knowledge

to create better programs and pegthat support the healthy and positive

development of adolescents everywhere.

1.1.1. Inferences drawn from the Review of Literature on Adolescent Mental
Health
Adolescent mental health is a critical global concern, as shown by World Health
Organization (WHO)Wwhich estimates 14.3% of mental health conditions globally,
and the National Mental Health Survey of India (2016) showing a 7.3% prevalence
in Indian adolescents, particularly higher in urban areas. These conditions, includes
but is not limited to depressi, panic attacks, anxiety, and behavioral disorders
which are leading causes suicide. Suicide is the third leading cause of death among
those aged 129, underscoring their severe impact on school attendance, academic
functioning, and social behavior. Ope this high prevalence, a significant
treatment gap persists, often ranging from 70% to over 90% in regions like
Rajasthan, primarily due to stigma, shame, social exclusion, discrimination, limited
access to care, and a general lack of dedicated amildadolescent mental health
policies in many low and middleincome countries, as highlighted by UNICEF,
Sharma & Sharma (2025), and Zhou et al. (2020). The contributing factors to mental
health issue in adolescents are multifaceted, incorporating farsdigds like gender
discrimination and family structure (Shergill & Rathore Hooja, 2025; Maheshwari et
al., 2020; Ram et al., 2014), intense academic pressure and social isolation (S. Pal et
al., 2025), and cultural beliefs and socioeconomic developméngbi{u et al.,
2023; Aggarwal & Berk, 2015). Research from India illustrates the influence of
coaching demands, household dynamics, gendered expectations, stigma, inadequate
counselling resources, and obstacles to-sBeiking on teenage wdilking. Urban
centers such as Kota, the most Literate district of Rajast@amvernment of
Rajasthan, 2025axperience increased stress and elevated suicide risks, particularly
among students in competitive coaching settings. Systematic reviews confirm that

adolescent mental health is influenced by social, academic, and familial
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circumstances, however currenlipies and treatments are disjointed and
inadequate. Consequently, there is an urgent and consistent call across the globe for
early intervention and comprehensive, advocating for national mental health
strategies, schodlased interventions, community pport frameworks, and
collaborative approaches involving healthcare professionals, parents, and teachers to

foster resilience and ensure holistic adolescent development.

1.1.2. Research Gap

The current literature underscores the increasing prevalence of adolesaaal
health challenges in India and worldwide, focusing on depression, anxiety, stress,
loneliness, familial gender discrimination, detrimental academic settings, and
insufficient support networks. International and national recommendations
emphasiséhe necessity for rightsased, accessible mental health care, interventions

at the school level, and frameworks for community sensitisation.

Despite extensive studies, significant gaps exist. Most of the local studies
specifically focus on Kota, leavindaipur, the state capital. This study compares
both the locations. Gap exists in Gender specific study. According to WHO, women
are more susceptible to depression than men, yet no study (to the knowledge of
researcher) has analyzed the mental health 9sspecifically focusing on female

only. The study further investigates the intensity of mental health issues between
students residing at home and those living independently in Jaipur and Kota districts
of Rajasthan. The aggpecific vulnerabilities of yawger (1517) and older (1i719)

female adolescents further lack-depth researches. Despite the prevalent mental
health concerns, there is a severe gap between the issues and the help seeking
behaviour. Hence the study aims to study the -Bekking behawur among
adolescents. This targeted comparative analysis examines a neglected junction of
gender, location, age, mental wb#ing, adolescence and living conditions in the

state of Rajasthan.
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Postpartum Mental Health

Government Policies/Programs/Schemes

(Rajya Sabha, 20250)Q&A session from the Indian Ministry of Health and
Family Welfarementions efforts to improve maternal and newborn health
under the National Health Mission (NHM). The National Health Mission's
Janani Suraksha Yojana and Pradhan Mantri Surakshit Matritva Abhiyan
provide free and higlquality healthcare to mothers and keshi For better
maternal and child health, ASHAs and Village Health Sanitation and
Nutrition Committees should engage the community. Tuberculosis, malaria,
and Kalaazar cases have decreased due to improved control. With millions
of hospital admissions andnaternal and child health packages, the
Ayushman Bharat Pradhan Mantri Jan Arogya Yojana-PABJAY) has
increased health coverage.

(Central Mental Health Author ity, 2017) The Mental Healthcare Act, 2017
(MHCA) is a guidance manual that covers mental healthcare and therapy for
all. It protects their dignity, rights, and mental health through a rlggded
approach. In order to prioritise the mental illnesdigmts’ choices and
respect their treatment decisions, the Act emphasises placing them at the
carecenter. It regulates mental health care, admission, discharge, and
continuous monitoring by authorities help and protect these individuals. The
manual altbugh emphasises emotional support and mental health needs for
mothers after delivery, it does not detail on postpartum care procedures. The
manual recommends awareness, respectful support, timely intervention,
health carer involvement, and access to naenhealth services for
postpartum women with mental health challenges, within the fights
protecting framework of the MHCA.

(Ministry of Health and Family Welfare, 2016) The Pradhan Mantri
Surakshit Matritva Abhiyan (PMSMA) mandates every pregnant woman to
get at least one complete antenatal chgely a doctor or specialist in the
second or third trimester to increase quality aodverage. Early
identification and scheduling of higisk pregnancies allows birth planning

and complication preparation. It emphasises pytlicate partnerships,
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allowing authorised private health institutions and voluntary obstetricians to
provide flee antenatal services on the appointed day and referibigbases

to government facilities. To ensure
and monitoring system includes beneficiary line listing and monthly facility
to-state and central reportingor smooth implementation, facility readiness
requirements include logistics, staff roles and duties, suitable infrastructure,
and targeted communication.

(Ministry of Health and Family Welfare, 2015) Mental health activities at

the district level under the National Mental Health Programme (NMHP)
during the 12th Plan period addresses mental health issues including severe
mental disorders (SMD), common mental disorders such as depression,
anxiety, substnce abuse, conduct disturbances, and psychosocial problems
among oubf-school children and college students. A distiéstel
integrated approach with outpatient (mental health services provided to
patients who visit the facility for consultation, diags) treatment, and
counseling but do not need overnight stay), inpatient (one who stay in the
facility and need continuous attention, care and monitoring), community
outreach, and followap care by psychiatrists, clinical psychologists, and
social workersis recommended. Early identification and referral require
medical officers, health workers, and school and college teachers to be
trained, as well as psychosocial interventions like counselling,
psychoeducation, and rehabilitative support. Awarenessatinégs, |IEC
(Information Education and Communication) activities, Naovernmental
Organisations' help and social benefits promote community engagement. The
program also recommends establishing helplines and day care centers for
continued support and relsg prevention.

(Ministry of Health and Family Welfare, 2014) National Mental Health
Policy promotes mental health, provides guidelines to prevent mental iliness,
ensures accessible and quality mental health services, promotes socio
economic inclusion of people with mental illness as a righted approach.
Equity, integrated care, reducing the stigma attached to it, reform(s) of the

mental health institutions, carer support, and vulnerable populations like the
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homeless and chronically ill are the priorities. The strategy encourages
community nvolvement, research, and leadership and management
mechanisms to improve mental health governance in India.

(Ministry of Health and Family Welfare, 2005) The Accredited Social
Health Activist (ASHA) plan under the National Rural Health Mission
promotes rural hetdd by raising awareness and improving access to health
services for vulnerable women and children. ASHAS, selected from the
community and trained in an integrated, collaborate with Anganwadi
Workers, Auxiliary Nurse Midwives (ANMs), and Panchayats to nisdil
beneficiaries for immunisation, safe delivery, and health chpsk They
receive performanebased pay for basic curative care, health education, and
referrals. Through community engagement and better health systems, the

goal is to improve health amdduce mother and child mortality.

Research Papers

(Behl et al., 2025)nvestigated clinical specialists’ views on the efficacy of
legislative initiatives in treating perinatal depression (PND) in India. The
researchfocusses on the lack of frequent mental health screening and
insufficient policies that fail to incorporate Perinatal Mental Health. It
advises modifying the Mental Health Care Act of 2017.

(Kirpekar et al., 2024) argues that the District Mental Health Program
(DMHP) has gravn and changed since 1996 to close India's mental health
treatment gap by integrating mental health services into primary care and
encouraging community participation. Government studies, the National
Institute of Mental Health and Neurosciences (NIMHANSY the National
Human Rights Commission (NHRC) reviews, policy analyzes, and latest
data on DMHP coverage in 738 districts provide evidence. Evaluation shows
gains in service accessibility, telepsychiatry, and legal safeguards under the
Mental HealthcareAct 2017. Butstill, there are ongoing difficulties such
insufficient mental health workforce, financial transparency, and legal and

infrastructural hurdles. More monitoring, training, resource allocation, and
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policy implementation are needed to strengtliem program and ensure
equal access is recommended in this paper.

(Das & Yadav, 2023)review the India's RMNCH+A strategy (2014) which
reveals limited progress in reducing neonatal mortality rates (NMR) in high
burden states, including Rajasthan, which, along with Madrg@eBh, Uttar
Pradesh, Chhattisgarh, and Odisha, is unlikely to meet the UN SDG target of
12 NMR by 2030 if current trends continue.

(Lodha & Sousa, 2022) ditorial from the Annals of Indian Psychiat
examines postpartum depression (PPD), its prevalence, effects, and
associated challenges, especially within the context of India and the COVID
19 pandemic. It brings to light that approximately 22% of mothers
worldwide encounter postpartum depressiohiclv considerably impacts the
health and development of both mothers and infants. The paper highlights
the significance of universal screening, prompt identification, integrated
healthcare systems, and the active participation of mental health
professiona to address treatment disparities.

This expert editorial examines postpartum depression.

(Poreddi et al., 2021)studied 279 postpartum mothers in India and
determined that merely 50.7% had any awareness diegapostpartum
depression. Significant correlations were identified between postpartum
depression, literacy rate of mothers and maternal age, income level, and
employment status, with older, highecome, and employed mothers
demonstrating higher scorddost mothers demonstrated limited awareness
of the primary symptoms and risk factors associated with postpartum
depression, including persistent sadness and genetic issues. Although
healthcare professionals constituted the primary source of assistance, a
significant minority requested aid from traditional or spiritual healers. The
study emphasised the critical importance of raising awareness among
women.

(Sagar et al., 2020)uses data from different sources within the Global
Burden of Diseases framevkorto give a thorough assessment of the

prevalence and disease burden of mental disorders in all states of India
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between 1990 and 2017. It found out that one in every seven Indians suffers
from mental problems, with the burden virtually doubling throughbigt

time span. Adutbonset disorders are more common in developed south
Indian regions, whereas childhood/adolesaerdet illnesses are more
prevalent in less developed northern areas.

(Arora & Aeri, 2019) did a systematic review and examined eight studies
from northern, western, and southern India with prevalence rates of
Postpartum depression from 9.18% to 65% to determine the burden and risk
factors in pregnant Indian women. Various risk factors weretiftlgh The
review shows little research in the eastern Indian, limiting generalizability. It
advises the healthcare workers to be aware and vigilant about the issue.
(Upadhyay et al., 2017)discuss how @stpartum depression (PPD) is a
major maternal mental health concern in India. The detailed review and
metaanalysis of 38 studies including 19,455 women indicated a 22%
astonishing prevalence of PPD. Data was heterogeneous. The high
prevalence of Depressi in India highlights the need for improved maternal
mental health policies, preventive and curative measures and capacity
building, including guidelines and financial allocation. This analysis
recommends immediate governmental action to include mengdthhato
postpartum treatment in India to I mpro
(Uppadhaya et al., 2016pnalyzed the communilyased poshatal care in

rural Western Rajasthan which involved 198 women who delivered between
July 2013 and June 2014. Study fduthat merely 35.86% of mothers
completed two or more postnatal visits within 42 days postpartum, with lack
of knowledge and awareness identified as the main reason for this
irresponsibility, highlighting the importance of improving access to health
facilities, implementing awareness campaigns, and motivating service
providers to enhance maternal and neonatal health care system.

(Nigam et al., 2016)identified a significantly high prevalence (93%) of
postpartum depression among women in regions surrounding Lucknow.
Factors contributing to Postpartum depression included child care stress
(94%), life stress (90%), low setisteem (82%), limited social support
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(81%), neonate temperament issues (78%), and low socioeconomic status
(77%). The majority of women (89%) experienced five or more contributing
factors concurrently.

(K. lyengar et al., 2012)emphasized that severe maternal problems
following delivery increase the risk of sickness and death in the first year
postpartum. Up to 12 months after childbirth, the mothers face higher
psychological disorders, especially postpartum depression, and pressure and
struggle to resume home chores and-saté. Someace high debt and
catastrophic expenses. The research points out that such needs exceed cash
transfer programs, showing a need for financial and health help. The study
highlights the need for regular, thorough folloyw care for women up to a

year postpaum to address physical, mental, psychological, and economic

issues.

Books

(Kanfade, 2024presents unique challenges faced by women in choosing a
life partner andts impact on their mental health. The books not only discuss
the possible mental burden she feels while selecting a partner but also offers
solutions for the same to encourage healthy boundaries in relationships to
maintain good mental health. The mertahlth of women takes a toll while
navigating through motherhood. The author untangles every social and
personal aspect from delay in conceiving due to career opportunities,
infertility to abortion. Then he also delves deeper into three major types of
mentl health issues which includes postpartum blues, depression and
psychosis- their definitions, causes, prevalence, symptoms, diagnosis,
prognosis, complications and management.

(Sedgwick et al., n.d.have designed the workbook, titled "Gaining Control

of your Life after having a baby,” women who are exgncing mild to
moderate depression during or after pregnancy. The workbook is also
beneficial for those recovering from a severe depressive episode. This also
benefits the motherds supporters.

explained in detail wich provides practical, evidendmsed techniques to
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manage moods by changing thoughts and behaviors. It guides needful
mothers to understand postnatal depression, set goals accordingly, self
monitor, and implement strategies to alter behavior and thinkinglso
emphasizes that recovery requires consistent practice and determination,
suggesting ani@2-week program to learn and apply techniques like time
management, problesolving, stress reduction, and activities to improve
mood and regain control ohe's life.

1 (Maria Castillo, 2012)n their book contribute to a better understanding and
detection of postpartum mental health issues such as anxiety and depression.
It further explores its negative impact on the motttald relationship. Ten
different esays on Postpartum mental health discusses the biological,
psychological, and social foundations of these conditions, acknowledging
that while effective psychological and pharmacological treatments exist,
postpartum depression remains unrdetected and umattreated most of the
times. The book also broadens its scope to include postpartum depression in
fathers and also extends its attention to specific vulnerable populations such

as minorities, immigrants, and rural communities who suffer the same.

1.2.1. Inferences drawn from the Review of Literature on Postpartum mental
health
While India has well established broad government initiatives like the National
Health Mission (NHM), Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA),
and the Mental Healthcare Act, Z0IMHCA) to address maternal health, these
policies often lack precise, detailed provisions for the mental health care of mother
after giving birth. The MHCA, for instance, recommends support for postpartum
women but does not provide any specific carequais. Various research indicates
a high prevalence of postpartum depression (PPD) in India, with estimates ranging
significantly, and notably high figures like 22% nationally and up to 93% in specific
regions. Despite the issue, there is alarmingly lowrawess among mothers and in
general public regarding PPD symptoms and risk factors, with only about half of
postpartum mothers possessing any knowledge about the condition. This gap in
awareness contributes to undimtection and unddreatment. Studiesighlight
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various socieeconomic and personal risk factors for PPD, including lower literacy
rates, maternal age, income level, employment status, child care stress, life stress,
low seltesteem, limited social support, neonate temperament issues, and low
socioeconomic status a few among numerous other reasons foPRigLams like

the National Mental Health Programme (NMHP) aiming for distagel mental

health services exist but not without its own flaws. Because significant challenges
persist in its Hective integration into primary care, and community participation.

An insufficient mental health workforce, financial transparency issues, and
infrastructural hurdles are few among many. Additionally, the lack of frequent
mental health screening for mets and inadequate policies that fail to fully
incorporate postpartum mental health are critical deficits. It is also important to note
that although researches have been done on postpartum mental health, the research
still doesndt cdeisvaediverse nation and Postpattumalepressiom d
can stem from various cultural and social reasons. A reason that may become cause
for postpartum depression in one region may not be an issue in other part. Hence,
customized policies and programs are regfliifor a vast country such as India
where issues change its form and course with caste, class, region, gender and overall

surrounding.

1.2.2. Research Gap

Numerous research has been done on Postpartum mental health throughout the
globe. The researches have be#one from various point of views such as
Psychology, Medical science, etcetera but integrating the issues with Administration

has not been researched deeply and consistently.

The guidelines for Accredited Social Health Activists (ASHA) although physical

health issues like antenatal care, immunisation, diet, sanitation, family planning, and
common sickness management, it fails to address mental health or postpartum
maternal mental health. As a community health activist who counsels and facilitates
accesdo health care, ASHA may be able to integrate mental health knowledge and
support into her position yet there is no specific guideline to train them for the same.
National Mental Health Policy (2014) alslmes not address the Postpartum mental

health and elated mother mental health issues. National Mental Health Program
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(2015) too fails to discuss postpartum depression or any other mother mental health
difficulties and care. The main focus is general mental health services. Pradhan
Mantri Surakshit Matrita Abhiyaan (2016) though discuss Antenatal care,
managing higfrisk pregnancies, infection prevention, pregnancy care counselling,
birth preparedness, complication readiness, and postpartum family planning but
postpartummental health issues such as postpen blues, postpartum depression

and postpartum psychosis and its screening, counselling, or management and
treatment are not a part of the Abhiyaan. The National Health Mission's Janani
Suraksha Yojana and Pradhan Maswemains Sur ak
on comprehensive physical healthcare and commuaisgd support systems and

fails to address the mental health issues faced by the mothers. Many research has
been done on the issue but without integrating the -4ssuymptoms, causes,
treatmentwith Government policies, the issue with persist; both in the mothers and

in the system as well.

All the aforementioned Government Policies barely touch mental health issues of
mothers. It solely focuses on physical health. Moreover, research has noobeen

from the healthcare workers | i ke Doctors
State of Rajasthan, specifically Kota and Jaipur districts. These are the people who

are trained and experts in diagnosing the patients. A patient may give only her
opinion but a doctor is in contact with many patients and can provide better insight

into this urgent medical issue that is being constantly ignored and overlooked by the
policy makers. Also, Rajasthan poses unique challenges as compared to other states

of India. District specific study can only reveal unique reasons and solutions of the

issue.

This research is an attempt to fill this research gap through utilizing opinions of
doctors (gynecologists) and Psychologists in the state of Rajasiegifically in
Jaipur and Kota districts.
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Education for differently -abled female

Government Policies

(Ministry of Education, 2020) National Education Policy, 202thighlights

a thorough strategy for fostering inclusive education for children with
disabilities, referred to as "Divyang" in India. This is in harmony with the
2016 legislation that promotes inclusive education, ensuring that all students,
regardless of heir abilities, can learn side by side in a flexible setting
through various means, including specialised devices, tech tools, and
learning resources that are accessible, such as Braille textbooks and large
print materials. Creating effective educationaddules for teaching Indian

Sign Language and fundamental subjects through sign language, aimed at
enhancing communication and learning experiences for children with hearing
challenges. Hiring specialised educators with diverse training and assisting
schoot in implementing customised accommodations for different
disabilities.

(Ministry of Law and Justice, 2016 Rights of Person with Disability Act,

2016 highlights the significance of delivering inclusive education for those
with disabilities, guaranteeing their equitable access to educational
opportunities. It requires accessible educational facilities, specialised
assistance, and skilled educators address their requirements. The
legislation emphasises provisions for the early identification of disabilities
and adaptations for inclusive classrooms. Furthermore, it promotes
engagement, social advancement, and equitable rights throughout all facets
of life, encompassing employment, accessibility, and communal living.
(Ministry of Social Justice and Empowerment, 2015)Sugamya Bharat
Abhiyaan, 2015 (Accessible India Campaign) brings out the significance of
delivering inclusive education for those with disabilities, guaranteeing their
equitable access to educational opportunities. The main focus is on the
accessible educational facilities, specialised assistance, and skilled educators
to address their demands. The legislation mandates provisions for the early
identification of disabilities @d adaptations for inclusive classrooms.

Additionally, it promotes engagement, social advancement, and equitable
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rights throughout all facets of life, including employment, accessibility, and
communal living. The emphasis is on guaranteeing that indigdwéh
disabilities obtain equitable education and chances for comprehensive
society engagement.

(Ministry of Education, 2019, 2020, 2021; Ministry of Human Resource
Development, 2017, 2017)The All-India Survey on Higher Education
(AISHE) provides a representation of higher education in India by gathering
data from all higher education institutions. It contains multiple aspects,
including enrolment, infrastructure, faculty, and programs, tolititei
informed policymaking. The survey seeks to rectify deficiencies in current
data sources by incorporating a variety of stakeholders and institutions
nationwide. Administered annually via an electronic platform, it facilitates
trend monitoring, evaktes educational progress, and guarantees
transparency in higher education.

AISHE reports have not been generated since 2022.

Research Papers

(Jardinez & Natividad, 2024) studied that inclusive education helps
everyone by promoting brotherhood and equal opportunity. But trere
greater issues, such as not having enough resources and lack of trained
teachers, that make it difficult to fully implement. Focussing on educational
ideas can help make modifications that make inclusion more effective. To
fully utilise the potential binclusive education, researcher suggest to work
together on policy, training, and resource allocation to make equity happen.
(Chatzitheochari & Butler-Rees, 2023)researched in the schools of
England, concentrating on disabled students across diverse regions, including
the Midlands, North, and South of England. They examined the influence of
intersecting elements of disability type and socioeconomic class on the
experiences of stigma among handicapped youth in mainstream educational
settings. Evidence from sessiructured interviews indicates that social class
substantially impacts the support pupils receive and their status within the
school, hence influencing tlmeexperiences of stigma. The study reveals

substantial gaps in stigma depending upon the recognition and impact of
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disability, in addition to soci@conomic background. It emphasises the
significance of intersectional analysis in comprehending disabélgted
stigma and highlights discrimination in education and social inclusion.
(Ghosh et al., 2022Jocusses on analysing intersectional prejudice faced by
women and differently abled girls with disabilities about educational
possibilities in India. The research was driven by enduring obstacles
connected to gender and disability in attaining inclusive education. It has
used the National Sample Survey data and regression analysis to demonstrate
diminished enrolment and accomplisént among women with impairments.
Results indicate substantial gendbased differences, with women
encountering further prejudice. The finding underscores the necessity for
focused, inclusive strategies to tackle these intersecting inequities and
enhanceequitable educational access for women with disabilities.

(Vadivelan et al., 2020)present case of Carers of children with cerebral
palsy in Tamil Nadu who encounter complex stressors stemming from socio
cultural, economic, and environmental influences. The study identified
physical discomfort, feelings of remorse, financial strain, social isolation,
discrimination, unsafe public environments, and insufficient government
assistance as primary sources of stréhs.findings of this study underscore
the interconnectedness of gender, poverty, and stigma that intensify carer
burdens, revealing systemic deficiencies in public health policies and social
support frameworks. Tackling these requires policy reforms, tobus
community support systems, and inclusive public infrastructure to enhance
caregiversodé6 quality of [|ife.

(Onyishi & Sefotho, 2020) focusses on theiewpoints of primary school
educators in Enugu State, Nigeria, concerning the implementation of
differentiated instruction (DI) in inclusive classrooms. Research indicates
that educators infrequently employ differentiated instruction methodologies
comprehasively due to limitations including insufficient time, large class
sizes, poor educational resources, and restrictive classroom settings.
Although several educators employ jagsessment with more frequency,
alternative differentiated instruction strategjisuch as flexible grouping and
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diverse instructional materials are seldom utilised. Teachers recognise the
significance of differentiated instruction (DI) but identify various structural
and practical obstacles that impede its comprehensive implemantatio
underscoring important ramifications for teacher education and policy.
(Singal, 2019)critically examines the evolution of inclusive education in
India, highlighting its growth in the enrolment of children with disabilities,
propelled by progressive legislation and outsidBuences such as the
Salamanca Statement. Nonetheless, considerable obstacles persist, such as
low transition rates beyond elementary education, insufficient resources,
substandard teaching quality, and systemic challenges that restrict authentic
involvement and acknowledgement of marginalised populations. Obstacles
like societal prejudices, power disparities, and insufficient genuine
involvement with educators and families impede the full realisation of
inclusive education's potential. The analysis usceres the necessity of
transitioning from just enhancing access to tackling profound social,
institutional, and cultural obstacles that hinder the establishment of genuinely
inclusive and equitable learning environments.

(Palmer et al., 2017) conducts a study using data from the Educational
Longitudinal Study (ELS) by the National Center for Education Statistics,
explores the impact of high school extracurricular activities on
postsecondary degree completion among students wsHbitities in the
United States. The findings reveal a significant positive association between
participation in schoesponsored extracurricular activities during Grade 12
and the likelihood of completing a postsecondary degree for students with
disabilties. The research emphasizes the importance of accessible and
encouraging extracurricular opportunities for students with disabilities,
suggesting that such engagement can improve academic outcomes and help
close the attainment gap between students witabdities and their
nondisabled peers.

(Dean ¢ al., 2017) explores the diverse experiences of differeatied
women in Gujarat, India, focusing on their sexual and reproductive health

rights through an intersectional view point. The research includdsrpitin
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gualitative interviews highlightingow the factors like disability type, soeio
economic status, and social norms shape their access to SRH (sexual and
reproductive health) services and autonomy. This emphasizes that
recognizing heterogeneity among disabled women is vital for their
empowermat. The findings show that disabled women face intersectionality
of discrimination, social exclusion, and barriers to healthcare, highlighting
the need for urgent strategies to address these issues.

(Naraharisetti & Castro, 2016) examines job prospects for disabled people

in India using 2001 Census data. In rural areas, mentdbilitiegs hinder
employment, while being female or having movement or sight impairments
increases it. In urban areas, being female or illiterate decreases employment
chances, while sight, mental, and movement disabilities increase them. To
promote inclusiveemployment in India, the research recommends spatially
focused and disabilitgpecific policy interventions that address local and
disability-related barriers.

(Gillborn, 2015) analyzes intersectional dimensions including race, class
gender, and disability in relation to educational disparities. The report
recognises gender as a significant factor, particularly Black male students,
emphasising challenges such as segregation, increased monitoring,
victimisation, and exclusion from mr@tream services. This research
examines the challenges faced by Black misdess parents in fighting for
their children's needs within the predominantly racist institutions, focussing
specifically on Special Educational Needs (SEN) and discriminatory
behaviours.

(Philip, 2015) focusses on identifying factors that impact the living
opportunities of girls who are differentgbled in rural India (South India, in

this study) and examining sustainable strategies to enhance their autonomy.
A semtstructured interviews indicates that parental worries, insufficient
opportunities, and diminished s&$teem are significant obstacles, in
collaboration with literature on disability and gender marginalization. The
assessment highlights the sigcéince of awareness initiatives, counselling,
and homebased education as efficacious interventions. The study indicates
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that to improve the seHufficiency of girls with impairments in rural
regions, home based tuitions, counseling, etc. (coordinatedsgftan be

used, which is context based, mostly.

(Dawn, 2014)analyzes the significant occurrence of sexual violence against
women with disabilities in India, emphasising sociocultural vulnerabilities
and insufficient legal safeguards. Evidence indicates that the majority of
offenders are male members nevertreldhorough data is lacking. The
study indicates that current legislation and support frameworks are
inadequate, highlighting the necessity for accessible grievance procedures,
legal reform, and increased awareness to safeguard and empower women
with disablities.

(Bhatnagar & Das, 2014)investigates secondary school teachers in New
Del hi , Il ndi adbs concerns and perceived
disabled children. The research findhree main issues: inadequate
infrastructure, low financial resources, and excessive class sizes, based on
focus group and senstructured interviews with inclusive school teachers.
These problems stem from infrastructural issues like ramps and assistive
technologies and resource limits that prevent special education kids from
getting the tools they need. The survey also found eleven thematic hurdles,
including a lack of skilled staff, inclusion policies, and instructional
differentiation. According to wddwide research, teacher preparedness and
resource availability are crucial to inclusive education. The report
emphasises the need for policymakers to address these issues completely,
including professional development, infrastructure upgrades, and enough
funding to increase inclusion and educational success for children with
disabilities. The research adds to India's limited qualitative studies by
revealing Delhi's complicated classroom dynamics affecting inclusive
education.

(Liasidou, 2013) examines how intersectional frameworks enhance the
awareness of disability by emphasising its interrelation with other social
disadvantages, including race, gender, and solzias. The study highlights

the shortcomings of conventional, reductionist approaches to disability that
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concentrate exclusively on individual pathology, advocating for the necessity
of a social justice framework that confronts institutional injusticespameer
disparities in educational settings. It promotes transformative reforms that
acknowledge the fluid and intersectional characteristics of identities and
experiences, urging policymakers and educators to adopt systemic,
multilayered strategies to ae#lly dismantle institutional barriers and
cultivate inclusive, equitable learning environments. The author emphasises
that intersectionality is essential for understanding disability in a manner that
fosters social justice and facilitates successful palegponses addressing
different forms of oppression concurrently.

(V. B. Gupta et al., 2012)explores the intensity of parenting stress among
parents of differently abled children in India. The research shows that parents
specifically of girls, those gaged in important occupations, experience
higher stress, often due to unmet expectations and social pressures, with
limited family support and reliance on religious coping mechanisms. The
study highlights the need for formal support systems and furtipdoraiion

of socioeconomic factors. The findings reveal significant stress across
various class, emphasizing the importance of targeted interventions to
support these parents in every class.

(G. C. Pal, 2011) highlight considerable gender disparitiess among
individuals with disabled feale from marginalized groups such as Dalits,
facing increased vulnerability. In comparison to men, differently abled
women are more married and suffer social and economic disadvantages due
to the intersection of gender, caste, and disability characteri3tis led to
social exclusion and impoverishment, highlighting the necessity for gender
sensitive and castonscious policies to foster social justice and inclusive
development.

(Staples, 2011) employed ethnographic fieldwork characterized by
comprehensive, immersive observations and discussithglisabled males

in India to collect the data. He specifically examined men afflicted by
leprosy and cerebral palsy throughout several communities. The

engagements within communities such as Bethany, a leprosy colony, as well
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as in wider urban environmes in Hyderabad exhibited that men display
masculinity through resilience, humour, or the fulfilment of conventional
roles despite their disabilities. The researcher discovered the impact of social
context on notions of masculinity. The researcher idedtikituations in
which disabled men contested or reinterpreted masculinity, occasionally
embracing their limitations.

(Bouck, 2010)discusses how life skills teaching helps individuals with
intellectual disability (ID) move from school to adulthood in the United
States. Despite overwhelming evidence that life skills programs increase
employment, independence, and community participasohools rarely use
them, especially for mild ID kids. The study shows that academic
requirements have replaced functional life skills training in education. The
paper also examines the controversy surrounding functional curricula in
inclusive educatiorpolicies like No Child Left Behind Act (NCLB) and
Individuals with Disabilities Education AE€IDEA). It emphasises the need

for more research on life skills education and postschool results and calls for
greater integration of life skills training to battprepare ID students for
independent living and work after high school.

(M. Cooper & Alvarado, 2005) examines teacher training, recruiting, and
retaining. In order to improve the supply of teachers and reduce attrition
from teacher education, in difficuio-staff schools especiallyif is
importantthat a more coherent policy framework be developed which links
these stages with national and local needs for quality education. The research
emphasizes that the primary criterion for good teacher preparation should be
high standards, extensive pedagofgmaursework, and meaningful clinical
practice. Recruitment plans should concentrate on varying access routes from
high  school, incentivizingand partnering. Intrinsic  motivation,
administrative support andiork environment highly affect retention,
whereasnduction and mentorship programs provide great help to beginning
teachers. The paper reinforces that teacher quality stability can be

achieved only through a comprehensive strategy.
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Books

(Jain & Sharma, 2022)discusses the Education and Institutionailddngs

in the 4" chapter of the book. The writers take a historical lens and discuss
the foundation of education for women in Rajasthan beginning from great
historical figure Rassundri Devi. They further elaborate the struggles
Rajasthani women faced tget access to education and gain historical
significance. Various struggle stories of heroines are elaborated and the
initiatives taken for womenos educat.
detail. Formation of Banasthali Vidyapeeth, institutions in Mewadhpur

and other parts of Rajasthan has been dealt in detail.

(Jamwal & Silvest, 2022)comprehenigely examine the status, challenges,
and transformative power of women's education in India, from ancient times
to the 21st century. The authors found out that despite the government's
commitment to education, India still faces significant challengescesly

with female literacy rates, which negatively impact women's lives, their
families, and therefore the nation's economic development. They argue that
to empower women in India, education is crucial. Education will also
eliminate inequalities, and ftgs socieeconomic progress by providing
women with strength, autonomy, and the ability to contribute significantly to
society. It delves into various contemporary issues including but not limited
to persistent gender discrimination, sociological drawbatkshigher
education, societal pressures, economic dependence, lack of deciimg
power, gender bias in curriculum, regional disparities etcetera. It also
discusses government schemes Ikd& e t i BachaoamBdadti Padh
promoting female educatioand empowerment for quality education as a
fundamental tool for achieving women's empowerment.

(Central Board of Secondary Education, 2020)emphasizesattitudinal
restructuring. It involves changing mindsets and perceptionsngnadi
stakeholders who are involved in the inclusive education which includes
parents, teachers, relatives, and the community, to eradicate barriers that
hinder inclusive education. There are many myths surrounding inclusive

education. Common myths incledthat segregation is better, inclusive
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education is an expensive option; these beliefs also include that inclusion is
difficult in regular schools and parents are foooperative and the worse

that people with disabilities are a societal burden. To aeheslucational
success, inclusive education must believe that every child can learn and
realize their full potential when provided equal opportunities, appropriate
resources, and instruction tailored to their needs in a least restrictive
environmentTherebre,there is a need to adjust the school system to diverse
needs, and ensure continuous teacher training and strong partnerships with
parents.

(Kataria & Parihar, 2017) present a compilation of various articles on
Womends empower ment . Various di mensi on
India are discussed in detail which includes but is not limited to social justice
and ethics of scriptures, feminist parenting, various legiglatiitiatives to
empower women such as amendments in the Panchayati Raj system,
surrogacy in India, tripléalaqin Islam, anti violence schemes. Feminism is
dealt deeper through addressing the challenges faced by women in science,
entrepreneurship, ptical participation, etc.

(Craven et al., 2015)in their book identify international strategies, proved
and effective theres, relevant research, thoughtful policies, and practices
that promote successful education and positive psychosocial development for
students with who are differenthbled. The book distinguishes itself by
offering a truly global perspective, bringitggether thirtyone scholars from

a wide variety of research areas and ten different countries to provide global
context of the narrative. Rather than merely justifying inclusion, the book
explicitly addressesiow to build effective inclusive learning emenments
through6 c ont i nu o u sandyto roakec tbemicongetitive, ensuring
individuals with intellectual disabilities get opportunities to become
respected citizens. It further focuses on empirieatigessed practices from
across the world, fosteringel-determination by prioritizing the voices of
students with intellectual disabilities, and examining the critical roles of

parents and educators in imparting knowledge.
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1 (Julka, 2015) provides a practical guide for regular classroom teachers,
focusing on how to makeheir classrooms and teaching truly inclusive for
students with special needs. It addresses the equal rights for all children,
including those who are differently abled, to quality education and full
participation in the learning proceds.addresses teaehr s 6 appr ehensi
teaching special children with regular ones and provides a shift from only
placement to Active Participation and Subj8pecific Strategies to children
who need special attention among many other solutions to make them feel

equal, ast is provisioned in the Constitution of India.

1.3.1. Inferences drawn from the Review of Literature on Education for
Divyang Women in Rajasthan
Numerous efforts have been made concerning the education and upliftment of
differently-abled students in India. lincludes focus on establishing supportive
legislative frameworks, conducting various research on intersectional barriers,
providing accessible tools among many. In India, government policies, like the
National Education Policy (NEP) of 2020 and the RiglitPerson with Disability
Act of 2016 mandate inclusive education, ensuring equality, accessible facilities for
all, specialized assistance, and the hiring special educators for all children with
speci al needs, referred t obhigasn (AcEessiblg ang o .
India Campaign, 2015) also highlights the importance of accessible educational
facilities. Research also underscores the importance of useful life skills education
along with the academic curriculum which will be essential for the aotgrand
career opportunities of students with mental disabilities. Intersectionality serves as a
crucial issue, illustrating how gender, caste, disability, and socioeconomic position
amalgamate to ascend disadvantages for differabllgd women, especiglifrom
marginalised communities, increasing their susceptibility to social exclusion,

illiteracy, poverty, violence and other similar issues.

Research specifically targeting differenrtipled women in India has highlighted the
critical issue of intersectionality (gender and disability) (Ghosh et al., 2022). Studies
have also revealed that factors like seetmnomic status, disability type, asdcial

norms profoundly shape their access to sexual and reproductive health services and
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autonomy, highlighting the importance and need of recognizing the heterogeneity
among divyang women for their empowerment (Dean et al., 2017).

Various other studieand researches have collectively emphasized the necessity of
targeted support and systemic changes to improve the autonomy and educational
outcomes for differenthabled women. Practical efforts proposed in various research
include awareness initiativespunselling of both parents and students, and context
based interventions like hortsed education and tuitions to overcome parental
worries, insufficient opportunities, and diminished s=feem, especially in rural
settings (Philip, 2015). Long term aige should emphasize transitioning from
merely providing physical assistance to tackling profound cultural, institutional, and
social obstacles that may hinder inclusion (Singal, 2019). The overall literature
highlights that while legislative frameworkseam place, the true realization of
equitable education requires addressing intersecting inequities, enhancing legal
safeguards against vulnerabilities like sexual violence (Dawn, 2014), and ensuring
targeted interventions to support their societal min@Sébsh et al., 2022; Philip,
2015).

1.3.2. Research Gap

Many research has been done on the education for Divyang students in India. Yet, a
huge gap exists. It is imperative to note that region, gender, caste, class, society have
effect on the education of Diepg women in India. There has been a decline in the
enrolment of female students in Higher education since 2017 (AISHE Reports) in
Rajasthan. Region and gender specific study has not been done in districts like
Jaipur and Kota, especially focusing on teasons of the decline of enroliment of
female students in the higher education. This study covers this gap by finding and

analyzing the probable reasons for the decline.

It also aims to understand various barriers to education specifically for female

Divyang students including Physical, Social, Cultural barrier etcetera. It also aims to

understand the security reasons because

declining in Rajasthan.
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The research also fills the gap by understanding the views of kpdaigators on

inclusive education and whether or not it is suitable for students with special needs;

as advised in the NEP 2020 in the state of Rajasthan particularly in Jaipur and Kota

districts.

[l

1.4. Research Obijectives

1.4.1. Adolescent mental health ofemale students in Jaipur and Kota districts
of Rajasthan

1 To find outFrequency of overwhelmamong female adolescerits Jaipur
and Kota districts of Rajasthan

1 To analyzethe prevalence of Mental health symptomssuch as Anxiety,
Loneliness, Panic Attacks, persistent sadness and suicidal thoughts in female
students aged betwe@aipur and Kota districts.

i To analyze theprevalence of Mental health symptomssuch as Anxiety,
Loneliness, Panic Attacks, persistent ss$nand suicidal thoughts in female
students aged between 157 and 1719.

1 To analyzethe prevalence oiMental health symptomssuch as Anxiety,
Loneliness, Panic Attacks, persistent sadness and suicidal thoughts in female
studentsstudying from home and avay from home.

1 To compare themental health issues prevalence and helgeeking
behaviour for the same in female adolescent students in Jaipur and Kota
districts.

i To understand how satisfied female adolescent girls are with the
administrative support provided by the local, state and National
Government for the mental health issues and academic stress

1.4.2. Postpartum mental health in Jaipur and Kota Districts of Rajasthan

i To understandFramily related factors that cause pogiartum mental issues
in the motlers of Rajasthan.

1 To analyze theDelivery related issuesthat creates in pogtartum mental

health issues in the mothers of Rajasthan.

38



Chapter 1: Introduction

1 To analyze thesocietal and the cultural expectationon Maternal Mental
health.
1 To find out how many healthcare providebelief that cultural issues

impact Postpartum mental health recognition and treatment.

1 To investigate an estimate dflinical diagnosis rate of postpartum
depression
1 To interrogate from the healthcare professionals on how aware a Rajasthani

mother is egarding mental health services and what is Hle¢-seeking
rate.

1 To inquire from the healthcare professionals about gen€wablic
Awareness and Support System provided to the mother.

1 To understand howiteracy rate is associated with the awareness of
postpartum mental health.

1 To understand theole of healthcare providers Government (local, state
and central) in managing postpartum mental health issues.

1 To investigatehe longterm effect of Post partum mental health issueas

perceived by the healthcare providers

1.4.3. Education for Differently -abled female in Jaipur and Kota Districts of
Rajasthan

i To analyze theleclining enroliment of Divyang female students in higher
education institutions in Rajasthan (AISHE Report 20172022) and
identify the underlying causes from educators' perspectives.

9 To evaluate the awareness, effectiveness, and grassrodevel
implementation of government policies and schemes among educators
(including Sugamya Bharat AbhiyaagRPwD Act 2016, and NEP 2020) for
the education of differentigbled female students.

i To identify and analyze thegtitudinal barriers preventing differentlyabled
female students from accessing quality education in Jaipur and Kota districts

of Rajasthan.
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To identify and analyze thsocietal barriers preventing differentlyabled
female students from accessing quality education in Jaipur and Kota districts
of Rajasthan.

To identify and analyze theconomic barriers preventing differentlyabled
female studesstfrom accessing quality education in Jaipur and Kota districts
of Rajasthan.

To identify and analyze thphysical barriers preventing differentlyabled
female students from accessing quality education in Jaipur and Kota districts
of Rajasthan.

To investigite theseverity of safety concerndaced by differentlyabled
female students that is being a hindrance in seeking education.

Hypotheses

Hypothesis Related to District wise Differences (Jaipur and Kota)

Frequency of overwhelm

. There is nosignificant difference in the frequency of overwhelm among

female adolescent students between Jaipur and Kota districts.

: There is a significant difference in the frequency of overwhelm among

female adolescent students between Jaipur and Kota districts

Academic Stress levels

. There is no significant difference in theademic stress levedsnong female

adolescent students between Jaipur and Kota districts.

. There is a significant difference in theademic stress levedenong female

adolescenstudents between Jaipur and Kota districts.

Mental Health Indicators

. There is no significant difference in mental health indicitaraong female

adolescent student between Jaipur and Kota districts.

. There is a significant difference in mentealth indicators among female

adolescent student between Jaipur and Kota districts.
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*Tests will be conducted for each mental health indicator (Anxiety/Excessive
Worry, Loneliness, Panic Attacks, Persistent Sadness or Hopelessness, Suicidal

Thoughts) sepaately.

1.4. Help-Seeking Behavior

H : There is no significant difference in hedpeking behaviéramong female
adolescent student between Jaipur and Kota districts.

H : There is a significant difference in hedpeking behaviéramong female
adolescent student between Jaipur and Kota districts.

*Tests will be conducted for eachlype of help sought Therapy or counselling

services Medication prescribed by a doctor Online resources/sehlnhelp)

separately.

1.5. Awareness of MentalHealth Support Systems

H : There is no significant difference in awareness of mental health support
systems among female adolescent student between Jaipur and Kota districts.

H . There is a significant difference in awareness of mental health support

sydems among female adolescent student between Jaipur and Kota districts.

1.6. Perceived Satisfaction with Security Measures

H : There is no significant difference in perceived satisfaction with security
measures among female adolescent student between JmpurKota
districts.

H : There is a significant difference in perceived satisfaction with security
measures among female adolescent student between Jaipur and Kota

districts.

2. Hypotheses Related to Age Differences

H : There is no significant difference in mental health indicators* between
younger (1517 years old) and older (1719 years old) female adolescents

H : There is a significant difference in mental health indicators* between

younger (1517 years old) and olde(17-19 years old) female adolescents
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* Tests will be conducted for each mental health indicator (Anxiety/Excessive
Worry, Loneliness, Panic Attacks, Persistent Sadness or Hopelessness, Suicidal

Thoughts) separately.

3. Hypotheses Related to Place of Stay
. There is no significant difference in mental health indicators between female
adolescent studenssaying at homeand thosestaying away from home
H : There is a significant difference in mental health indicators between female
adolescent studengsaying at homeand thosestaying away from home
Note: Formal hypothesesire not formulated for the '3 and 4" chapters on
Postpartum mental health and Education of differently abled women respectively
because the nature of the inquiryllbe descriptie and analytical rather than
inferential. These chapte@re designed to systematically collect data from the
stakeholders (their experience and perspectives), docuh@xisting conditions,
institutional practices, and policy implementation gaps using descriptive data. Since
the variables examined such as availability of services, institutional preparedness,
awareness levels, perceived barriers elimes not requirestatstical testing or
measurement of causal relationships, the application of inferential statistical tests

will not bemethodologically apt.

1.6. Research Methodology
This researclis primarily based orprimary data collected through structuresilf
madequestimnaires and interviews from respondents in Jaipur and Kota digtyicts

the researcheihe study adopts research desmgndifferent chapters

In addition to primary datasecondary sourcesuch as government repertslSHE
Reports (201:2022), National Education Policy, 2020, World Health
Organi zat i on, dglicy ddcimentsi @fficial staisti®@ensus report,

etc.) and published research literature were used for conceptual framing, contextual
understanding, and interpretation ofdings. Secondary sources were not subjected
to any kind of analysis likendependent statistical analysis deep study. Instead,
they were utilized taunderstandhe empirical findings within the broader policy

discourse. Data collected from the field e@nalyzed using appropriate quantitative
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techniques like chsquare test,-test, etc.and qualitativeresponses were analyzed
separately.

The detailed research methodology comprising the research design, sampling
strategy, data collection instrumentgata analysis techniques, and ethical
considerations has been discussed separately in each chapter, as each chapter
(Adolescent Mental health, Postpartum mental health and Education for differently

abled women) adopts a distinct methodological approach.

1.7. Scope of Research

The research objective is to examine women empowerment in Rajasthan with a
special focus on health and education of women in the districts of Jaipur and Kota.
Empowerment can be achieved through good health and educating women. Health
canbe divided into two parts i.e., Mental Health and Physical Health. This research
studies the mental health of women specifically adolescent mental health (aged
between 15 to19) and postpartum mental health. Whereas in Education, the research
dives into edoation for differentlyabled women in Rajasthan; focusing on the
declining rate of admission of female differently abled students in the higher

education.

This holistic study of two age variation i.e., Adolescence and Postpartum
(reproductive age) will &lp the policy makers to make policies that are carved for
specific need of the two age groups. Since, the needs and priorities of both age

groups is extremely unique, it demands specific policies for each.

Similarly, the research will also help policy keais to make better policies to limit

the dropout rates of Divyang female and motivate more admissions in the higher
education in Rajasthan. It will also aid in the better understanding about the
complexities of inclusive education, which will help futyrelicy makers to keep

the views of both parents and special educators while making decisions for
differently abled students. It is extremely important to keep security in center for
female students, especially when they are at an intersection of geddisainility;

sometimes even caste, class and region.
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1.8. Chapter Scheme

Chapter 1: Introduction

This chapter is divided into four parts. Section | presents an overview of the core
idea of the research. Section Il discusses the revieWtedadture for each chapter,

along with the inferences drawn and the identified research gaps. Section IIl outlines
the research hypotheses, research methodology, and scope of the study. Section IV

presents the chapter scheme of the entire thesis.

Chapter 2: Adolescent Mental Health

This chapter is divided into three sections. Section | provides an introduction to
adolescent mental health. Section Il deals with the research methodology, profile of
respondents, and presentation of results. The final septiesents the discussion
and conclusion of the chapter.

Chapter 3: Postpartum Mental Health

This chapter is divided into three sections. Section | introduces the theme of
postpartum mental health. Section |l presents the chapeaific research
methodlogy, including the research questions, study locale and context, study
population and sampling strategy, data collection instruments, ethical

considerations, and results. Section Ill comprises the discussion and conclusion.

Chapter 4: Education of Divyang Women
This chapter is divided into three sections. Section | introduces the theme of
education of Divyang women. Section |l discusses the research methodology and

presents the results in detail. The final section offers the discussion and conclusion.

Chapter 5: Conclusion
This chapter synthesizes the key findings of all chapters and presents the overall

conclusions of the study.
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CHAPTER 2
ADOLESCENT MENTAL HEALTH

The objective of this chapter is to understand Adolescent mental health in the state
of Rajasthan; particularly in Jaipur and Kota districts. Thapter is based on data
collected from female adolescents aged betweeh9lgears of age through self

prepared Questionnaire.

This chapter is divideohto three sections
TheFirst sectionprovides arintroduction to the chapter.
The Second sectiomliscusses the following in detail:
1 Research Methodology & Profile of Respondents
o Research Design
o Research Locale
o Sampling Strategy
o Data Collection Instruments
o Data Analysis Techniques
o Ethical Considerations
1 Results
1 Summary of the key findings

TheThird section discusses the following in detail:
9 Discussion
1 Policy Recommendations

1 Conclusion
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2.1. Introduction

India has the largest adolescent population in the world, 25.3 crores, and every fifth
person is between 10 to 19 yedkurthy, 2017) Adolescent of India constitute
17.6% of | ndi aBalmurugan atlal. cpndyctad ass\tstenoatic.review
titled OMent al Heal th | ssues Amang@~oé$Schoo
highlighting the significant prevalence of mental health issues among this
demographic. The analysis revealed that depression was the most common issue,
followed by social, behavioral, and emotional problems, anxiety, psychological
distress, internetechnology addiction, stress, social phobia, sexual and emotional
abuse, violence, and attention deficit hyperactivity disorder (ADHD). The National
Mental Health Survey of 2016 indicated a 7.3% prevalence of mental illness among
teenagers, with highertes in metropolitan areas, where anxiety issues were at 3.6%
and depressiocrelated conditions at 0.8%. The review emphasized the need for
collective responsibility from parents, educators, and society to nurture children's
mental health. However, obstaglsuch as lack of designated spaces for needy, non
cooperation from school administration, infrequent to none counselor availability,
and privacy concerns hinder effective support. Moreover, Mental health issues are
still a misunderstood and considered aagaboo in Indian Society. The review
reported a wide range of mental health issues, with depression affecting 30.65% of
7,749 school children, and referral rates varying from 12.22% to 51.52%. It was
noted that female adolescents exhibited a higher mewal of depression and
anxiety, attributed to poorer social problewlving skills and negative cognitions.
Additionally, hostelstaying students showed a significant association with anxiety
disordergBalamurugan et al., 2024)

In their research and stakeholder analysis, Roy et al. (204l€l)ght that India, with

the largest adolescent population globally, faces significant mental health
challenges, as over half of adult mental disorders begin in adolescence. Common
mental health issues identified include stress, anxiety, and depresitonelevated

due to pressures such as academic andrpiged. The authors also emphasize a

critical lack of clarity regarding mental health as a public health issue, insufficient
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information on adolescent challenges, and the necessity fedefelled problems to

inform policy development. Furthermore, state governments such as Locale of this
study often remain unaware of central directives and fail to secure necessary funding
for mental health initiatives, leading to poor implementation of polidigkile

mental health is recognized in various documents, policies, the depth and detail in
addressing the full spectrum of adolescent mental health issues remain inadequate
(Roy et al., 2019)Due to a serious gap in the existing issue and implementation of
its proper steps and management, the problem continues to exist in adolescence.
Adolescent time period is the fittest time of life. If mental health too is taken care of,

not just the adolescentds future but the

Recent reseah highlights that depression is the leading cause of disease burden
among young individuals, measured in disability adjusted life years (DALNShI
et al., 2021)

Mental health is a global burden, with one in severi3§earolds experiencing a
mental disorder, accounting for 15% of the global burden of disease. Depressi
anxiety, and behavioral disorders are leading causes of illness and disability, and
suicide is the third leading cause of death amon@%¥earolds (World Health
Organization, 2024)

Adolescents in India face high suicide rates, with 23.3% of school children and
adolescents having psychiatric disorderenkl health interventions are crucial to
address this issue, as suicide is the leading cause of mortality in this population,
highlighting the need for comprehensive mental health interveniibtehra et al.,
2022)

The Supreme&C o u r t of l ndi ads consistent jurispt

fundamental constitutional right emanating from Article 21, which guarantees the

right to |ife with dignity. The Court em
componentoftherigit o | i feo and defined | ife not a
dignity, autonomy, andweb ei ngo ( Supreme Court , 2025,

cases such &hatrughan Chauhan v. Union of Ind2014) andNavtej Singh Johar
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v. Union of India (2018) cocr et i z e d t he recognition C
psychological autonomy, and freedom from degrading treatment as essential facets

of human dignity under Article 210 (Supre

The Supreme Courtds i nt esipdisgensabteitodwmars i t uat
dignity, necessitating State protection and positive obligations for promotion,
prevention, and care. This rigitased expansion challenges reductive biomedical

or moralistic views of mental illness, instead framing mental healthin a
constitutional ethos of justice, autonomy, and respect. The Court also referenced the
Ment al Heal t hcare Act, 2017 ( MHCA) , af f i
constitutional mandat e by recogni zing e
healthcag and protection from inhuman or degrading treatment in mental health
settingso (Supreme Court, 2025, para. 31)

Of particular i mportance i s Section 115 c
attempted suicide, acknowledging the need for care and dupgber than

puni shmento (Supreme Court, 2025, par a.
further destigmatizes mental health issues and highlights suicide prevention as a
human rights and public health imperative. The jurisprudential framework thus
mardates a holistic, rightbased approach wherein institutional structures must not

only recognize mental health but actively facilitate its protection, echoing broader

constitutional commitments.

2.2. Research Methodology & Profile of Respondents

2.2.1. Research Design

The present study adoptedmixedmethod research desigomprising both
guantitative and qualitative approaches. The quantitative dimension was intended to
assess trends, relationships, and prevalence of mental health concerrgg amon
adolescent girls, while the qualitative component aimed to capture lived experiences,
perceptions, and the broader secidgtural context influencing their mental health.
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The study utilized arosssectional survey methdd gather primary data from
adolescent females Kota and Jaipur, two major educational hubs in Rajasthan. In
addition, qualitative insights were supplemented through informal conversations,
personal observations, and lived experiences of the respondents, along with one year

of first-hand situational observation by the researcher in both cities.

Research Question
How do academic stress, social and emotional support, institutional and
administrative support, and safetyrelated factors influence the mental health

and well-being of addescent girls in Kota and Jaipur districts of Rajasthan?

2.2.2. Research Locale

One of the most compelling reasons for selecting Rajasthan as the focal point of this
research is the striking difference in mental health indicators as revealed by the
National Mental Health Survey, 20iE (Murthy, 2017) For instance, in the
category of neurotic and stresdated disorders, the survey reported a nearly
tenfold difference in prevalence between Assam andjd®than. This significant
variation raises critical questions about the satilbural, economic, and systemic
factors unique to Rajasthan that may be contributing to such elevated mental health
concerns. A deeper investigation into these localized detants is essential, and

this study seeks to address that very gap in the current body of knoyidgby,

2017)

Moreover, Rajasthan ranks second in the nation with the largest percentage of
adolescat population at 22.9% inside the adolescent age range, following Uttar

Pradesh. Over 33% of the illness burden and nearly 60% of premature deaths in
adults can be linked to behaviors or conditions that originated during the ages of 10
to 19 yeargJoshi et al., 2021)

The study was conducted Kwota and Jaipur districts of Regthan, which were

selected purposively for the following reasons:
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1 Kot a: Known as I ndiabs premier coachir
but also associated with frequent reports of adolescent mental health crises,
including high suicide rates amongi@énts.

1 Jaipur: As the capital of Rajasthan, Jaipur represents an urban and
educationally vibrant environment, attracting students from across the state
as well as other regions of India. In the recent years, Jaipur too has become

the centre for coachingubs attracting students from all over India.

Both cities attract adolescent populations who are studying either at home or away
from home, creating a comparable context for analysis. This design also allowed
for comparative assessmaerit placebased inflences on the female adolescent

mental health.

Primary data collection was conducted over a ongear duration, spanning

August 2024 to August 2025, across Jaipur and Kota districts.

2.2.3. Sampling Strategy

The study relied onon-probability sampling methodshich are as follows:

1 Snowball Sampling: Initial respondents were identified who were distributed
the questionnaire personally and then they helped connect the researcher to
others within their peer networks.

q Purposive Sampling: Respondents were seledeensure diversity across
categories such as schaming students, aged between-1I% coaching
students, students staying with family, and those living away from home.
Respondents were only female.

A total of 560 adolescent femalearticipated in theasearch:

T Jaipur: 290 respondents
1 Kota: 270 respondents

Special care was taken to maintain comparability across the two locations in terms

of numbers and respondent categories.

The age group was purposively restricted %019 years, in line with the Wal
Heal th Organizationbés definition of adol e

|l ife between childhood and adulthood, fro
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Table 2.1: Profile of respondents by age group
Age Group Jaipur Kota
1517 80 75
17-19 210 195

Source:Computed from primary data

Table 2.2: Profile of respondents by the Place of residence
Place of Residence Jaipur Kota
At Home 240 90
Away from Home 50 180

Source: Computed from primary data

2.2.4. Data Collection Instruments

The study utilized onlprimarysourcedor data collection

Primary Sources

1. Questionnaire (Google Forms)

1

A self-designed structured guestionnaire comprising
approximatelyd0 questionsvas used, covering multiple domains
including demographics, academic stress, social and emotional
support, mental health and wlking, administrative support,
security, satisfaction with the existing policies, help seeking
behaviour.

Question types includedlosedended itemgmostly multiplechoice,
Likert-scale questions) arapenended questions.

A few standardized scales/questionnaires (such as WHO mental
health tools and other validated instruments) were adapted.

The selfdesigned questionnaire wpkot-tested on a small sample of

15 adolescent girls, and necessary modifications were done &ased
feedback to improve clarity and relevance.

While most questions yielded usable dataouple of items were
excluded from final analysis due to unsatisfactory or unreliable
responses, ensuring that only higinality and meaningful data were
considered.

The data was further calculated and analyzed using Microsoft Excel.
Tests were applied using Microsoft Excel.
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2. Quialitative Inputs
| Respondents shared personal experiences and perspectives via open
ended questions and informal conversations, enhancing the

gquantitative data.

3. Field Observation
1 The researcher also conductehrintrusive observation over one
year each in Jaipur and Kota distri
especially female students around educational institutions for

contextualunderstanding.

2.2.5. Variables in the study
1. Independent Variables
1 District (Jaipur, Kota)
1 Age group (1517 years, 1i719 years)

1 Residential status (At home, away from home)
2. Dependent Variables
1 Indicators of mental health conditions (stress, anxiety,

depression éndencies, emotional resilience, peer influence,

and coping mechanisms)

2.2.6. Data Analysis Techniques
The collected data was analyzed udifigrosoft Excel. The following procedures
were applied:

Quantitative Analysis:
a) Descriptive statistics: frequenciggrcentages, mean, and standard deviation.
b) Inferential statistics:

i) Chi-square testfor examining categorical associations (e.g., between city,

age group, place of residence and stress prevalence);

i) t-testto compare the mean stress score;

i) Standard deviatiowas used to measure variation in responses.

Qualitative Analysis:
a) Narrative experiences of respondents were examined and discussed in the

Discussion section.
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3) Comparative Analysis:
a) Data was compared betwedsmipur and Kotaage groups (187 vs. 1719
yeas), living arrangements (home vs. away), ke#pking behaviour among
various cities, and age groups.

2.2.7. Ethical Considerations

Verbal consent was obtained from the parents of adolescents during home visits,
after explaining them the purpose of the studyaddition, consent was obtained
directly from the adolescent respondents through the Google Form itself. The form
included a clear introductory paragraph explaining the purpose of the study,
confidentiality assurances, anonymity at all time (from begmnill the end of the
study), voluntariness of participation, and the right to withdraw at any time.
Respondents were required to actively ¢
before proceeding with the questionnaire. This procedure ensured informed
voluntary participation and respected the autonomy of adolescent respondents. To
protect privacy and confidentialityp personal identifying information such as
names or residential addresses was collected. Onbhjideatifiable demographic
details likeage group (1617 or 1719 yearshndliving arrangement (at home or
away from homejvere recorded to use for the comparative analysis. Respondents
were free to withdraw at any stage during the data collection process.

2.3. Results

The Objectives, Hypothesis ad the Research Gap has been discussed in the

Chapter 1 (Introduction).

2.3.1. District-Wise Comparison (Jaipur versus Kota)

2.3.1.1Frequency of Overwhelm Among Adolescents

H . There is no significant difference in the frequency of overwhelm among
female adolescemstudents between Jaipur and Kota districts.

H : There is a significant difference in the frequency of overwhelm among

female adolescent students between Jaipur and Kota districts.

To understand the stress frequency, students were asked how often they fee
over whel med, with five response options

O6Never 0.
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Table 2.3: District-wise Frequency of Feeling Overwhelmed; ChSquare test
Frequency Jaipur Kota Total Chi- _value
Category (n=290) (n=270) (N=560) | Square b

Almost Every Day | 65 (22.4%)| 30 (11.1%) | 95 (17.0%)

Almost Every 0 0 170

Week 80 (27.6%) | 90 (33.3%) (30.4%)

Almost Every 0 0 160

Month 75(25.9%) | 85(31.5%)| (g 60) | 15.08 | 0.0045
Very Rarely 120

(Oncein 6 60 (20.7%) | 60 (22.2%) (21.4%)

Months) A

Never 10 (3.4%) | 5(1.9%) | 15 (2.7%)

Source: Computed from primary datayalue 0.05 is significant

Table 2.3. showghat more students in Jaipur feel overwhelmed almost daily
(22.4%), while students in Kota show a higher tendency for weekly or monthly
overwhelm. The research indicates that more than 97% of students reported
experiencing some level of overwhelm, whilenely 2.7% claimed they never feel
overwhelmed. This suggests that stress is concerning at an alarming level among

adolescents in the sample.

A Chi-square test of independence was used to test if the difference in response
patterns between cities wastsacally significant. This test examined if the two
categorical variables that is Districts (Jaipur and Kota) and the Frequency of

Overwhelm are associated

Since the pralue is below 0.05%he null hypothesis stands rejectedHence, there
is a significat difference between city and how frequently students feel

overwhelmed.

2.3.1.2 Academic Stress Levels

H : There is no significant difference in the academic stress levels among female
adolescent students between Jaipur and Kota districts.

H : There is asignificant difference in the academic stress levels among female
adolescent students between Jaipur and Kota districts.

Table 2.4: t test of District-wise comparison of Academic Stress among |

54



Chapter2: Adolescent Mental Health

Adolescent Girls
Sample Size|  Mean Standard t-test | p-value
District P Stress Deviation 558
(N) (558)
Score (SD)
Jaipur 290 3.50 0.97
5.07 <0.001
Kota 270 3.09 0.93

Note: Scores are based on a setported 5point Likert scale, where 1 = least
stressed and 5 = most stressed.

A comparative study to assemsademicstressamong adolescent girls in the Jaipur
and Kota districts on &-point Likert scale (1 = least stressed, 5 = most stressed)
showedmean stress level idaipur as3.50 (SD = 0.97)compared t8.09 (SD =
0.93)in Kota. An independent sampletest shav that this difference is statistically
significant,t (558) = 5.07p < 0.001

Since the pvalue is < 0.05, thusthe null hypothesis stands rejected These
findings indicate that adolescents in the Jaipur district report significantly higher

academic stress compared to their counterparts in Kota.

2.3.1.3Mental health issues/symptoms in female Adolescents

H : There is no significant difference in menkedalth indicators* among female
adolescent student between Jaipur and Kota districts.

H : There is a significant difference in mental health indicators* among female
adolescent student between Jaipur and Kota districts.

*Tests will be conducted for each rantal health indicator (Anxiety/Excessive

Worry, Loneliness, Panic Attacks, Persistent Sadness or Hopelessness, Suicidal

Thoughts) separately.

A comparison of Mental health symptoms/indicators was done between Jaipur and
Kota districts. The symptoms incda Anxiety or Excessive worry, Loneliness, Panic
attacks, Persistent sadness or hopelessness and suicidal thoughts. Every single

symptom was compared against each district to get a keen insight.

Table 2.5: Comparison of Mental Health Issues in Jaipur vesus Kota Districts;
chi-test
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(Respondents can choose more than one option)
Mental Health Jaipur | Kota (n, | Statistical Significance | Higher
Symptom (n, %) %) (p-value) in
Anxiety or excessivg 190 150 Statistically significant Jaibur
worry (66%) (56%) (p = 0.020) P
Highly significant
Loneliness 1405 95 (35%) gy sig Jaipur
(50%) (p = 0.0006)
) 60 Not significant )
Panic attacks 0 50 (19%) Jaipur
(21%) (p = 0.5894)

Persistent 155 o Highly significant .
sadness/hopelessng (53%) 85 (31%) (p < 0.001) Jaipur
. 50 Highly significant i
Suicidalthoughts 20 (7% Jaipur

g (17%) (7%) (p = 0.0007) P
55 Not significant
None of the above 0 65 (24%) Kota
(19%) (p =0.171)

Source: Computed from primary data

Table 2.5 clearly indicates that the majority of reported mental health
issues/symptoms are among adolescent girls in Jaipur as compared to Kota, with
most differences attaining statistical significance. Anxiety or excessive worry is the
predominant sympta in both the districts; however, it was reported substantially
more in Jaipur (66%) compared to Kota (56%) (p = 0.020). Persistent loneliness
(50% in Jaipur vs. 35%in Kota) and persistent sadness or hopelessness (53% in
Jaipur vs. 31%in Kota) exhibit caderable disparities and are statistically
significant (p < 0.001 for sadness; p = 0.0006 for loneliness), highlighting a greater
mental health crisis among respondents from Jaipur. Instances of suicidal thoughts
were more than twice as prevalent in Jai(#%) compared to Kota (7%), with a
statistically significant difference (p = 0.0007), indicating a critical mental health

crisis for Jaipur's adolescent girls.

Panic attacks exhibited no variation between the two cities (21% vs. 19%, not

significant),b u t a marginally greater
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abovedo (24% vs. 19 %, not significant),
symptom reporting in Kota.

Since the pvalue is below 0.05 in the following cases
1 Anxiety or excessive worrfp = 0.020); Jaipur is higher
1 Loneliness (p = 0.0006); Jaipur is higher
1 Persistent sadness or hopelessness (p < 0.001); Jaipur is higher
1 Suicidal thoughts (p = 0.000aipur is higher

The Null hypothesis stands rejected for these cases
Hence, thisndicates a statistically significant difference between Kota and Jaipur

for the above four stated mental health symptoms.

The following table 2.6 analyses thidean of average stress among all the

respondents across both districts and age groups

Table 2.6 Mean of average stress among all the respondents across both
districts and age groups
(Respondents can choose more than one symptom

Symptoms M?S?Pe':‘g?ggmc No. of Respondents
Anxiety or excessive worry 3.56 340
Loneliness 3.60 240
Noneof the above 2.58 120
Panic attacks 3.82 110
Persistent sadness or hopelessi 3.65 240
Suicidal thoughts 4.14 70

Source: Computed from primary data

Table 2.6.shows that students reporting symptoms like panic attacks, persistent
sadness, loneliness, anxiety, or especially suicidal thoughts expesidrstantially
higher average academic stress (meansi 8.58 on a gpoint scaleompared to

those with no sympms (mean 2.58).

The mean perceived academic stress levels were higher among respondents
reporting one or more thamne symptom (3.66)compared to those reporting
symptoms (2.58).
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Further, students reporting the symptom Siicidal thoughts had the highest

mean stress score (M = 4.14hdicating that more severe psychological symptoms
are strongly linked with elevated academic stress, followed by panic attacks at (M =
3.82), Persistent sadness or hopelessness at (M = 3.65), Loneliness at (M = 3.60),
and Anxiety or excessive worry (M = 3.56). While respondents reporing

symptoms had the lowest mean stress score at 2.58.

As individuals could report multiple symptoms, this ordering reflects patterns of
association rather than statistically testetedences. So, although these findings are
descriptive in nature, the observed symptoise ordering of mean academic stress
levels offers useful starting point for identifying symptoms that appear to be

associated with higher perceived stress.

Table 2.7:District wise mean stress per symptom
Mental Health SAvg. Count SAvg. Count Higher
Symptom tress (Jaipur) tress (Kota) | Stressin
(Jaipur) (Kota)

Anxiety or excessive 5 gg 190 3.40 150 Jaipur
worry
Loneliness 3.90 145 3.16 95 Jaipur
None of the above 2.73 55 2.46 65 low overall
Panic attacks 4.00 60 3.60 50 Jaipur
Persistent sadness ¢ 3 g 155 318 | 85 | Jaipur
hopelessness
Suicidal thoughts 4.30 50 3.75 20 Jaipur

All scores are on ai'b scale (1 = least stressed, 5 = most stressed).

Students wergiven option to select multiple symptoms, but their stress score was

recorded only once.

Each mental health symptom was treated as an independent indicator. Average
academic stress levels were compared between respondents from Jaipur and Kota
who selecteceach symptom. Although students could select multiple symptoms,
their academic stress was sedported as a single value, allowing comparison

symptomwise without violating independence of stress scores. Table 2.6 presents
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the mean level of academic sseindicated by female adolescents expressing
particular mental health symptoms, integrating data from both districts and age

demographics.

This was not a comparative analysis among districts, but a comprehensive
assessment of stress levels over comparaple. Students experiencing suicidal
thoughts showed a disturbing mean academic stress intensity (mean = 4.14),
followed by those with panic attacks (mean = 3.82) and those with persistent sadness
or hopelessness (mean = 3.65). These scores are niotaloleparison to feelings

like anxiety or loneliness, which, although elevated, had marginally lower means
(3.56 and 3.60, respectively). Respondents without mental health symptoms
exhibited a much lower average stress score of 2.58, underscoring tHaticorre
between mental health problems and academic stress.

2.3.1.4 Help-seeking Behavior

The following section analyzes the hapeking behavior among female adolescent

in both the districts i.e., Jaipur and Kota. Firstly, the analysis is among students who
arein mental health crisis and sought help and students who are in mental health
crisis but did not seek help. Then understanding the statistical difference among help

seeking behavior among adolescents.

Among 560 total respondents, 440 reported to have experienced one or more than
one mental health issues. While 150 female adolescent (75 from Jaipur, 75 from
Kota) sought help, 290 students did not seek any help.

Table 2.8: Helpseeking behavior among Jigur and Kota districts
District Sought Help Did Not Seek Help Total
Jaipur 75 160 235

Kota 75 130 205
Total 150 290 440

Source: Computed from primary data
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34% of students sought help (Jaipur and Kota combined (150 out of 440). 66% of
students did not seek help (Jaipur and Kota combined (290 out of 440).
This is further divided into two

1 Students who sought help

9 Students who did not seek help

The followingsection analyzes the trend amatgdents who sought help.

Hypotheses for this section

H : There is no significant difference in the type of help sought* among female
adolescent student between Jaipur and Kota districts.

H . There is a significantlifference in the type of help sought* among female
adolescent student between Jaipur and Kota districts.

*Tests will be conducted for each type of help sought (Therapy or counselling

services, Medication prescribed by a doctor, Online resources/sditlp)

separately.

Table 2.9: Analysis of trend where students sought help (Respondents can
choose more than one option)

Type of Help Kota (n=75 students) Jaipur (n=75 students)
Ther_apy or counselling 45 (60%) 20 (27%)
services
(I;/Ioecotli)cration prescribed by 25 (33%) 15 (20%)
Online resources/selfelp 20 (27%) 20 (27%)

Other resources 25 (33%) 30 (40%)

Source: Computed from primary data

Table 2.10: ChiSquare Test Results Comparing Types of Help Sought by
Students in Kota and Jaipur

Type of Help Chi2 p-value Statistical Significance
Therapy or counselling 15.64 0.0001 Highly significant
services
Medication prescribed by 2.76 0.0966 Not significant

doctor
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Online resources/selelp 0.00 1.0000 Not significant

Other resources 0.46 0.4979 Not significant

Source: Computed from primary data

As depicted inrable 2.9. and table 2.10. trethigher proportion of students in Kota
(60%) reported seeking therapy or counselling services compared to Jaipur (27%)
although the issue is severe in Jaipur (Table 2.3, Table 2.4, Table 2.5).

The chi-square test confirmed this difference to be statigtally significant (chi?
=15.64, p = 0.0001).

For medication, use was somewhat higher among Kota students (33%) relative to

Jai pur students (20%), though this diffe
2.76, p = 0.0966). Use of online or sk#lp resources was identical across the two
di stricts (27% each; )] = 0.00, p = 1.00!
small variation (33% in Kota vs. 40% in Jaipur), but again without statistical
significance (6] = 0.46, p = 0.4979).

The followingsection analyzes the trend amorgistdents who did not seek help.

Hypothesis for this section

H . There is no significant difference in the reason of not seeking help* among
female adolescent student between Jaipur and Kota districts.

H : There is asignificant difference in the reason of not seeking help* among

female adolescent student between Jaipur and Kota districts.

*Tests will be conducted for each type of help sought (Belief that issue will
resolve on its own, financial barriers, Lack of access to resources, Stigma or
shame, Others) separately.

The following table discusses the number of female adolescent studentidanot

seek help and what were the probable reasons for the same.

Table 2.11: Analysis of trend where students DID NOT seek help
(Jaipur and Kota)
(Respondents can choose more than one option.)

Reason Kota Jaipur
(n =130 students)| (n = 160 studens)
Belief that issue will resolve on its owr 95 (73%) 95 (59%)
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Financial barriers 10 (8%) 25 (16%)
Lack of access to resources 10 (8%) 40 (25%)
Stigma or shame 15 (12%) 20 (13%)
Others 40 (31%) 20 (13%)

Source: Computed from primary data

Table 2.12:Chi-Square Test Results for Differences in Reasons for Not Seekir
Help Between Jaipur and Kota Districts
Reason Chi? p-value Stap_stlcal
Significance

Belief issue will resolve on its 537 0.0205 M_oderately
own significant
Financial barriers 3.54 0.0600 Not significant
Lack of access to resources 13.87 0.0002 Highly significant
Stigma or shame 0.00 0.9452 Not significant
Others 13.50 0.0002 Highly significant

Table 2.11 shows that the most common reason for not seeking help among female
adolescents in both districts wie belief that the issue would resolve on its own

It was reported by 73% of students in Kota and 59% in Jaipur (Table 2.11). Financial

barries and lack of access to resources were reported more frequently in Jaipur
(16% and 25%, respectively) compared to Kota (8% each) (Table 2.11).

Chi-square analysis in Table 2.12 indicates that differences between Kota and Jaipur

were statistically significant for the beliefs that the issue would resolve on its own

(6] = 5.37, p = 0.0205), |l ack of access
ot her reasons (6] = 13.50, p = 0.0002).
shame did not differ significdly between the two cities.

Additionally, a space was provided to the respondents for open ended response and

6l ack of timed was noted as a significant

Since the pralue for the female students is less than 0.@Bearfollowing cases
Therapy or counselling services (0.000Mgble 2.10

Belief issue will resolve on its own (0.0209pble 2.12

Lack of access to resources (0.0002&ble 2.12;
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Hence, théNull hypothesis stands rejected for the above three cases.

2.3.1.5Awareness of mental health support systems

H : There is no significant difference in awareness of mental health support
systems among female adolescent student between Jaipur and Kota districts.

H : There is a significant difference in awareness of mehéalth support

systems among female adolescent student between Jaipur and Kota districts.

Following section discusses the perceived adequacy of Institutional, Local and State

by the female adolescents of Jaipur and Kota Districts

Table 2.13:Citywisesd i sfaction with I nstitu
system

, - Somewhat e

City Neutral Not Satisfied Satisfied Very Satisfied
Jaipur (N=290) 130 25 75 60
Kota (N=270) 120 35 75 40
Source: Computed from primary data
As shown in Table 2.13, i n both | ocation
(Jaipur : 44 . 8%, Kot a: 4 4. 4 %) . Kota exhib
Satisfiedd response (13. 0%) i n compariso

marginally greger in Jaipur (20.7%) as compared to Kota (14.8%).

Following Table 2.14 discusses the eitise awareness of mental health schemes by

the State Government of Rajasthan

Table 2.14:City-wise Awareness of Mental Health Schemes (State Governmer
for Female Students in Rajasthan

Row Labels No Yes Chi? p-value

Jaipur (N=290)| 230 (79.3%) | 60 (20.7%)

35.35 <0.001
Kota (N=270) | 260 (96.3%) 10 (3.7%)

Source: Computed from primary data
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Table 2.14 shows that a higher proportion of female students in Jaipur (20.7%)
reported awareness of state government mental health schemes compared to Kota
(3.7%). Conversely, 79.3% of respondents in Jaipur and 96.3% in Kota reported no
awareness of suckchemes. The clsquare test revealedsignificant difference

between city and awareness of mental health schemgss | = 35.35, df
0.001).

Hence Null hypothesis stands rejected.
This suggests that there is a significant difference betvaeereness of mental

health schemes female among adolescent students in two districts.

2.3.1.6Perceived satisfaction with security measures

H : There is no significant difference in perceived satisfaction with security
measures among female adolescent studmttveen Jaipur and Kota
districts.

H : There is a significant difference in perceived satisfaction with security

measures among female adolescent student between Jaipur and Kota districts

Security is a very important factor for female, not just forrtipiysical safety but
also mental health. Following table discusses the perceived adequacy of security

provided by their institution.

Table 2.15:Perceived Adequacy of Institutional Security for Female Students
Districts Maybe No Yes Chi? p-value
Jaipur 95 35 160
2.10 >0.05
Kota 80 25 165

Source: Computed from primary data

Table 2.15 shows a majority of female students in Jaipur (55.2%) and Kota (61.1%)
regarded institutional security as sufficient. Approximately-tiniel of participants

in both areas responded with 'Maybe' (32.8% in Jaipur, 29.6% in Kota). The
percentagendicating insufficiency declined, with 12.1% in Jaipur and 9.3% in Kota.
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Since the prvalue is more than 0.0%, fails to reject the null hypothesiswhich
indicates that there is no significant difference in perceived adequacy among two
di stri cld df=2,e%0.08). 2

2.3.1.7. Feeling of Security while commuting

Out of a total of 560 respondents (290 from Jaipur and 270 from K8),in
Jaipur (82.8%) and 210 in Kota (77.8%)reported feeling safe on their everyday
commutes to and from their educatimstitutions

A

232. Agegroupso6 comparison (Younger and Ol de

H : There is no significant difference in mental health indicators* between
younger (1517 years old) and older (1719 years old) female adolescents
H : There is a significant difference in mental health indicators* between

younger (1517 years old) and older (1719 years old) female adolescents
* Tests will be conducted for each mental health indicator (Anxiety/Excessive
Worry, Loneliness, Panic Attacks,Persistent Sadness or Hopelessness, Suicidal
Thoughts) separately.

Following table discusses the Mental health indicators such as anxiety, hopelessness,
etc. by age groups i.e., age group betweeh7l&nd 1719 in female adolescents of
Jaipur and Kotdlistricts.

Table 2.16: Psychological Symptoms by Age Group
(Respondents can choose more than one option)

Mental Health Indicators Age 1517 Age 1719
Anxiety or Excessive Worry 85 (55%) 255 (63%)
Loneliness 45 (29%) 195 (48%)
Panic Attacks 25 (16%) 85 (21%)
Persistent Sadness or Hopelessneg 45 (29%) 195 (48%)
Suicidal Thoughts 25 (16%) 45 (11%)
None of the Above 45 (29%) 75 (19%)

Source: Computed from primary data

Table 2.17: ChiSquare Test of Independence for Symptom Frequency by Age

Group
Symptom G)] Val| p-Value | Significant?
Anxiety or Excessive Worry 2.77 0.096 No
Loneliness 15.95 <0.001 Yes
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Panic Attacks 1.38 0.240 No
Persistent Sadness or Hopelessnes 15.95 <0.001 Yes
Suicidal Thoughts 2.14 0.143 No
None of the Above 6.75 0.009 Yes

Source: Computed from primary data

The results of Table 2.16 and table 2.17 is discussed in detail below.

1. Anxiety or Excessive Worry

Anxiety and excessive worry are the most common symptoms among female
adolescents of both age groups. Notably, anxiety appears to increase with age. In the

data representing 1%7 age group, 55% (n=85) reported experiencing anxiety,

which increased to 63%m=255) among 1i719-yearolds; however, this changeas

not statistically significant( ¢ )] = 2. 77, p = 0.096) . Al t h
achieve statistical significance, the observed upward trend is noteworthy. Since the

p value is equal to 0.098,fails to reject the Null Hypothesis.

2. Loneliness

Loneliness is much higher among older adolescents. Among students &d&d 15

29% (n=45) experienced loneliness, which rose sharply to 48% (n=195) inithe 17

19 age group. This difference satistically significant ( G | = 15. 95, p <
indicating that the fear of loneliness is profound in the older adolescent as compared

to the younger ones.

Hence,it rejects the Null Hypothesis Therefore, there is a significant difference
between the age grouptfemale adolescents (aged-1% and 17 to 19) and mental

health indicator i.e., Loneliness.
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3. Panic Attacks

Again, Panic attacks are more common in the older age group. While 16% (n=25) of
adolescents aged 11567 reported panic attack. It was 21% (n=8®ong 1719

yearolds. However, this change not statistically significant ( 6 | = 1.38, P
0.240).

Hence, iffails to reject the Null Hypothesis

4, Persistent Sadness or Hopelessness
Older adolescents reported higher rates of persistent sadn#sén245) of 1517-

yearolds reported such feelings, which rises sharply to 48% (n=195) in the older

group.

This difference wastatistically significant ( G | = 15 . 9ibdjcating that0 . 00 1
there is a feeling Hopelessness as adolescent slowly move towards adulthood and
persistent sadness as compared to the younger ones. Since the p value is less than
0.001,Null Hypothesis stands rejected.

4. Suicidal Thoughts

Unlike other sympoms which is more concerning in the older adolescent, suicidal
thoughts is higher among younger adolescent. However, the difference is not
statistically signifi caibhfails o eelect the Null 14, p
Hypothesis.

6. None of the Aove

While 29% of younger adolescents reported no symptoms, only 19% of older
adol escents did a significant difference
Aboved across age groups. This difference
0.009). Hence th&lull Hypothesis stands rejected.

2.3.3. Residencebased Academic Pressure (At Home vs. Away from home)

H : There is no significant difference in mental health indicators* between
female adolescent studersimying at home and those staying awaydm
home

H . There is a significant difference in mental health indicators* between female

adolescent studenssaying at home and those staying away from home.
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* Tests will be conducted for each mental health indicator (Anxiety/Excessive
Worry, Loneliness, Panic Attacks, Persistent Sadness or Hopelessness, Suicidal

Thoughts) separately.

This section analyzes mental health symptoms based on responses from adolescent

females living at home or in alternative accommodations such as Hostel, PG, etc.

Each symptom was regarded as an independent binary variable (present or absent),
and the percentage for each symptom was calculated using the total number of
students in that living arrangement group as the (n = 330 for those residing at home,
n = 230for those living away from home). For example, if 215 girls residing at

home experienced anxiety, the prevalence is computed as (215 + 330) x 100 =
65.2%. These percentages indicate the frequency of specific symptoms within each
group. Chisquare tests oindependence were conducted for each symptom to

determine if there was a statistically significant difference between the two groups.

Table 2.18: Mental health symptoms among female adolescent based on
Residence (Jaipur and Kota combined)
(Respondents camark more than one symptom)

At Home % of Away from % of

Symptom (n =330) Grou Home Grou
- Pl (n=230) P
Anxiety or excessive 215 65.29% 125 54.3%

worry
Loneliness 140 42.4% 100 43.5%
None of the above 70 21.2% 50 21.7%
Panic attacks 60 18.2% 50 21.7%
Eersstent sadness or 160 48.5% 80 34.8%
opelessness

Suicidal thoughts 50 15.2% 20 8.7%

Source: Computed from primary data. The percentage is based on group totals.

The above table illustrates an interesting shift from the widespread societal belief
that students feel the safest at home. On the contrary, female adolescent staying at
home reported more mental health symptoms as compared to the students staying
away fran home (Hostel, PG, etc.). Students staying at home reported higher
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percentage of Anxiety or excessive worry, persistent sadness or hopelessness and
suicidal thoughts as compared to their counter parts whereas Loneliness was more
prevalent among studentsging away from home, although marginally (42.4% vs.
43.5%). Students who did not report any symptom were similar in both the

situations that is ~ 21%.

The following Table discusses whether there is any significant difference between

each of these symptts against the Place of Residence usingt&iti

Table 2.19: Chi square test to test the symptoms of mental health issues in
female adolescent based on residence

Away from Group
Symptom Al '__gr;g Home Va?lule V;Le Significant?| More
(n= ) (n = 230) Affected
Persistent 160
sadness or 80 (34.8%)| 9.84 | 0.002 Yes At Home
(48.5%)
hopelessness
Anxiety or 215 o
excessive worry| (65.2%6) 125 (54.3%) 6.19 | 0.013 Yes At Home
. | 50 0
Suicidal thought: (15.2%) 20 (8.7%) | 4.59 | 0.032 Yes At Home
. 60 0
Panic attacks (18.2%) 50 (21.7%)| 0.87 | 0.350 No L
Loneliness 140 1100 (a35%) 003 | 0872 |  No i
(42.4%) 70 '
None of the 70 0
above (21.2%) 50 (21.7%)| 0.00 | 0.964 No -

Source: Computed from primary data.

In Table 2.19., statistically significant differences were noted for persistent sadness
or hopelessness (48.5% vs. 34.8%, p = 0.002), anxiety or excessive worry (65.2%
vSs. 54.3%, p = 0.013), and thoughts of suicide (15.2% vs. 8.7%, p = 0.032), with the
athome sample demonstrating a higher rate in each instance. Hend¢ulthe
Hypothesis stands rejected.

In contrast, the rates of loneliness (42.4% vs. 43.5%) and panic attacks (18.2% vs.
21.7%) were nearly same in the two residential groups, with no statistically

significant differences observed.
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Thereforeijt fails to reject the Null Hypothesis.

2.4. Summary of the Key Findings

)l

More than97% of female adolescermstudents reported experiencing some

level of overwhelm while merely2.7% never felt overwhelmed.

Adolescents in theJaipur district reportsignificantly higher academic
stresscompared to their couatparts in Kotgp<0.001)

66% of adolescents in thdaipur district reportedanxiety or excessive

worry in comparison t®6% in Kota (p=0.020).

50% of adolescents in th#aipur district reportedLonelinessin comparison
to 35% in Kota (p=0.0006).

53% of adolescents in theJaipur district reported Persistent

sadness/hopelessnesscomparison t@1% in Kota (p<0.001).

17% of adolescents in thdaipur district reportedsuicidal thoughts in
comparison t@% in Kota (p=0.0007).

Students reporting the symgon of Suicidal thoughts had the highest mean
stress score (M = 4.14indicating that more severe psychological symptoms
are strongly linked with elevated academic stress, followed by panic attacks
at (M = 3.82), Persistent sadness or hopelessness aB(65) Loneliness at

(M = 3.60), and Anxiety or excessive worry (M = 3.56). While respondents
reportingno symptoms had the lowest mean stress score at 2.58.

In District wise mean scordaipur showed higher mean scoren All the
mental health symptoms widti includesanxiety or excessive worry (3.68
Loneliness (3.90), Panic attacks (4.00), Persistent sadness (3.90) and
suicidal thoughts (4.30).

440 out of 560 studentsJaipur and Kota combingaxperienced one or
more than one mental health issue.

Only 150 students out of 440 (34%3¥tudentsoughtany kind ofhelp.

290 out of 560 (66%)studentglid not seekany kind ofhelp.

Therapy or counselingwas themost soughtafter help by students oKota
(60%) in comparison talaipur whereonly 27% of students tok therapy.
The difference is highly significant statistica(ly=0.0001).
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1 73% of students irKota and59% of students inJaipur did not seek help
with theBelief that issue will resolve on its own
25% of students reportddck of resourcesto seek help idaipur.

96.3% students irKota and 79.3% students inJaipur areunaware of any
Mental health schemes by the State Government.

i Older adolescents (aged between 1I8) experiencanore anxiety (63% vs
55%), loneliness (48% vs 29%), panic attacks (21% vs 16%ersistent
sadness or hopelessness (48% vs 29%) as compatedtheir younger
counterpartaiged between 187 years of age.

1 Suicidal thoughts are experienced more by tlgeunger adolescent (16%)
in comparison to older adolesce(it4%).

1 Studentsstaying a& homereportedmore persistent sadness or hopelessness
(48.5% vs. 34.8%), anxiety or excessive worry (65.2% vs. 54.3%) and
suicidal thoughts (15.2% vs. 8.7%)n comparison to thosstaying away
from home.

1 Out of a total of 560 respondents (290 from Jagmuat 270 from Kota)240
in Jaipur (82.8%) and210 in Kota (77.8%)reported feeling safe on their

everyday commutes to and from their education institutions.

2.5. Discussion

This chapter discusses the adolescent mental health in the state of Rajasthan. It is
specific to only one gender that is Female because female suffer from Depression

more than mer(Dandona et al., 2023; Worldealth Organization, 2025) This
genderspecific focus underlines an urgent need for targeted mental health
interventions for female coaching student
the National Crime Records Bureau and IC3 Institute progelederaggregated

student suicide data showing a 7% increase in female student suicides from 2021 to

2022(IC3 Insttute, 2024) city-level official data remains unavailable.

The research focuses on two districts of Rajasthan that is Jaipur, the state Capital

and Kota, the coaching hub. A total of 560 respondents from both the district
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participated in the study. €hdata was collected via Google forms and personal
meetings. The sample was collected through Purposive sampling, Convenient
sampling and Snowball Sampling. The collected data was further analyzed in detalil
between the two districts, two age groups anaelaf residence. Each of these
comparisons were done to understand the frequency of overwhelm by the female
adolescents and its impact of mental health. Various mental health indicators were
used such as anxiety, persistent sadness, panic attacks, dgl. iMatth issues were
compared further between two age groups i.e-171%nd 1719. Any responses
which did not fit into the necessary age group were omitted. Mental health issues
were further compared between the place of residence. Statistical testsiome

wherever it was necessary.

Some of the results that came out of the thorough research and its testing are
consistent with previous findings. Whereas others contradict the precious results.
There are certain results in this research which habewt researched yet, hence is
new to this field of literature. All the findings are discussed in detail in this section.

In the District wise comparison between Jaipur and the Kota districts, the frequency
of overwhelm (to have such a strong emotional otftbat you struggle to react
(Oxford Dictionary)), female adolescents residing in Jaipur showed more frequency
of overwhelm in comparison to students residing in Kota. Female adolescent in
Jaipur felt overwhelmed almost every day whereas students in f&dta
overwhelmed either weekly or monthly (Table 2.3). This was consistent with the
result (Table 2.4) where girls in Jaipur report higher level of stress as compared to
students in Kota. When the mental health symptoms were dealt in detalil, it
confirmed he above findings as among all the studied mental health indicators such
as Anxiety or excessive worry, Loneliness, panic attacks, persistent sadness and
suicidal thoughts, four of the symptoms (Anxiety or excessive worry, loneliness,
persistent sadnessuisidal thoughts) were not only higher in Jaipur but also
statistically significant difference was found (Table 2.5). Overall, the mean stress per
symptom was highest in Jaipur (Table 2.7). All the above findings are consistent
with the findings ofShergill & Rathore Hooja, 2029 hey found that percedd

familial gender discrimination significantly predicts feelings of entrapment and poor
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mental health outcomes, accounting for 42.6% of the variance in Jaipur girls. The
study perceives that possible reason for this result could be attributed to thal famil
pressure to perform better in tests, dual burden of gender, and family issues
unrelated to academia indirectly affecting the students' stress level. Their findings
highlight that gender discrimination by parents and family members is associated
with traumarelated and stregelated psychological distress, reinforcing the notion
that domestic environments can be sites of significant psychological strain for young
women(Shergill & Rathore Hooja, 2025)

Narratives during the field study by female participants also indicate the reason for

higher level of stress,

A | ndieaboth college and coaching together. After
college, | come back and immediately rush back to
coaching. Piles of reading pile up if | get sick for one
day or procrastinate. | cannot afford to take a single
day break. This will be my '3 attempt for the
National level competitive exam that | am preparing
for. When | take a break, I donot
worry what if failé how wil!/l my fu
What will be the point if | am not someone, | always
aspired to beébo
(Female student, 19, Jaipur, Fieltlotes)

Narratives like this highlight the reality of strain, stress and haste in a competitive
atmosphere in metropolitan educational hubs especially for female gender as she
struggles with academic stress and societal expectations combined, whereyworkin
hard and managing everything remains no guarantee of academic success. Such high

stress levels begin at an early age.

Contrary to widespread news positioning Kota as Country's most psychologically
distressing educational environméglar & Arafat, 2023; Saharan, 2023; Shekhawat

et al., 2023) this study reveals that female students in Jaipur consistently report
significantly higher rates of mental health distress in comparison to Kota. Yet, it is

73



Chapter2: Adolescent Mental Health

imperative to note that although the present study indicates a higher level of stress in
female adolescents of Jaipur, it does not diminish the mental health crisis of Kota.
Media @& well as previous researches have shown multiple evidences of mental
heal th crisis in Kota. Studies such as
health in Kota- | ndi ads ¢ o0 aexphoses gn acusepciisis avith systemic
dimensions. Kota recorde32 student suicides in 2023 alone (includes both the
genders), which is indicative of such extreme s@dacational stressors (Pal,

2025) . Pal identi fies Aparent al anticip
isolation, and insufficient mental heakhu ppor t 6 as <criti cal con
t hought s, with NA44. 45% of coaching aspir
(Pal, 2025, Purpose of Review). There has always been a considerable media and
policy attention on Kota's student suicide crisigporting 127 cases over the past

decade (includes both genders), including 16 in 202ghtly underscores a grave

issue in Kota. Yet, the elevated levels of academic stress, particularly during
examination periods, suggest a wider mental health dgaleéhat exceeds the
prominently reported incidents in Kot@/. Gupta et al., 2025; Niazi, 2025pne

such narrative from the field note is as follows,

AiWhile preparing for competitive exams, especially

as the dates approach, | interact very little with my

friends because everyone is focused their own

preparation. I feel l i ke Il 6m t he

behind. At least those living in hostels have company

and friends to talk to. Sometimes, | feel lonelier at

home-even though I 6m with my family. o
(Female student, 18, Kota, Field Notes)

The @ove narrative is consistent with the result obtained while comparing the
mental health symptoms of female adolescent staying at home and away from home.
Female students staying at home reported feeling of Persistent sadness or
Hopelessness, Anxiety or esgsive worry, suicidal thoughts more than female
students staying away from home (Table 2.18).
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(Mueller & Abrutyn, 2016)construct a sociological model that indicates that social
participation and regulation dishances such extreme academic pressure, peer
isolation, or strained family relations greatly increase adolescent mental health issue,
sometimes even leading to the suicide risk. According to their findings, building
social relationships and monitoring statlsocial connectivity could be an important

preventive measure.

In the review of 15 years of UK National Confidential Inquiry into Suicide clinical

and public health findings, Windfuhr and Kapur stress the significance of
comprehensi veatsiuskepét asoacedbodnd i ntegrate
community outreach, schebbhsed screening, and clinical follayp to improve

overall mental health and minimize suicide. Thus, educational institutions need
coordinated early warning systems to prevask from growing (Windfuhr &

Kapur, 2011)

In the present research, the suicidal thoughts issue is reported mostly by the students
residing in Jaipur more than it is in Kota which is a surprising result because Kota is
usually seen as the epicenter f othe st uden
mean of average stress among all the respondents across both districts and age
groups (1517 and 1719) in this study show a concerning Mean Academic stress

among the all the symptoms; being highest in case of Suicidal Thoughts that is 4.14,
indicatinga strong association between high academic stress and suicidal thoughts.
(Table 2.6).

It is more concerning since students who are of younger group reported more feeling

of suicidal thoughts in comparison to older adolescents (Table 2.16). It inditates

although the older adolescents are more affected by the other mental health issues,

they are dealing it better than their younger counterparts. This concern has been
probably noticed by the Government of India and it is advised in the Guidelines for
Regulation of Coaching Center By Ministry of Education that a coaching center will

only be registered if they 6édonét enroll
enr ol ment shoul d be onl vy af (Maistry efecondar

Education, 2024)probably to decrease the dual burden of school and coaching. The
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abovementioned guideline is again repeated in the Code of Conduct of the same
document but as observed by the researcher in One year field observation in both the
districts, almost no coaching institutes follow this instruction mandated by the

Ministry of Education.

Various factors of mental health issues were analyzed against both the age groups,
both the districts as well as for place of residence. Anxiety ast rprevalent
symptom among them all followed by the feeling of Loneliness (Table 2.5, Table
2.16, Table 2.17). The finding is consistent with the studyBalmurugan et al.,
2024 which provides compelling evidence that anxiety is one of the most recurring
mental health @mplaints among adolescents, with a reported prevalence ranging
from 20% to over 50%.The impact of Anxiety is a widespread issue. Global reports
by the World Health Organization emphasize the consequences of anxiety
particularly its impact on school attgance, academic performance, and social
withdrawal, which can increase the risk of isolation and loneliness, and in some
cases, may escalate into depression or suicidal thoudk¥srld Health
Organizations, 2024)

The next concerning mental health issue is the constant feeling of Loneliness. While
Loneliness standat@ may not seem like a major concern, its impact can be severe
and longlasting if not dealt at time and gentle care. Several factors are often linked
to loneliness in adolescentssuch as staying away from home, separation from
familial support systemsnd the pressures of rigorous academic schedDkds et

al., 2016; Hemalatha & Prince024) While it is commonly believed that
loneliness may only stem from being away from one's family, insights from recent
studies suggest that adolescents may also experience loneliness even when living at
home(Bajaj et al., 2024)In the present study, 65.2% students felt anxiety at home
in comparison to 54.3% students who were staying away frome. Even more
concerning is the data of suicidal thoughts that is more in students staying at home

in comparison to staying away from home (Table 2.18).

Another striking finding of this study is the clear agéted increases in

psychological vulnebility, with 17 19-yearolds showing significantly higher rates
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of loneliness and persistent sadness or hopelessness comparéd #yeksolds

(Table 2.16). Moreover, the evident upward trend during late adolescence may be
attributed to the dual burdexi academic stress and gendered cultural norms, which
together contribute to increased psychological presspesticularly in Rajasthan,
where the mean age of marriage is 21.5 years to 22.9 yearsZ@R@{Ministry of
Statistics and Program Implementation, 2023)

In the qualitative part of the present study, most female students revealed that
staying away from home gives them a sense of relief because they can schedule their
routine acording to their own convenience. This finding is consistent with literature
suggesting that autonomy and control over one's environment are critical protective
factors for mental health among adolescents. Societal norms frequently require
young women egeially in India to engage in household duties, and distancing
themselves from home seems to liberate them from these daily tiring chores,
affording more mental peace and autonomy. Research indicates that the dual burden
of academic responsibilities andmestic work disproportionately affects female
adolescents, contributing to increased stress, anxiety, and depr@3amnet al.,

2014) In previous comparative studies, females reported more mental health issues
in comparison to male child as the prevalence of gentserimhination in their
households grew. The household environment is a critical setting in which gender
inequality is embedded in the intricate web of social life, with related effects on
mental health and welleing (Ram et al., 2014)A study examining mental health
against the two genders among Indian adolescents found that females from urban
backgrounds and nuclear families had significantly poorer mental health than males,
attributing this to gendespecific risk factors such as gender discrimination,
domestic violace, overwork, and social disadvanta@®gjumdar & Srivastava,

2023)

Additionally, several individuals in the presentudy indicated that an adverse
familial situation adversely impacted their mental health, with distance providing
essential relief. Research reveals that poor family structure impacts negatively on

adolescent mental healthggarwal & Berk, 2015; Maheshwari et al., 2020)
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A detailed study on the role of family structure found that adolescents from joint
families had higher meal health scores than those from nuclear families,
suggesting that larger family systems provide better emotional support, emotional
ventilation and catharsis. Family should provide love, care, support, and affection
towards the child, regardless of thender and other family members, and should
act as a mode of emotional expression and sharing of experiences. The absence of
these supportive mechanisms in any nuclear family settings, particularly when
amalgamated by gender discrimination and parentakyprescan lead to mental
disturbances and distorted psychological functioning in any gender. Behere et al.
(2017) highlighted that psychosocial factors, including family structure, have
adverse effects on the mental wading of children and adolescengsnphasizing

the need for famihbased intervention@dgarwal & Bahadur, 2023)

Studies have also shown that peer relationships play a very important role at this age
especially on the mental health of adolesd®&dach, 2018)Coexisting with own

age group, rather than parents, enhanced the emotionabeugd) of numerous
students, indicating the significant influence of supportive peer networks. According
to researchythe Peer Support Programs for Youth Mental Health, peer support has
been shown to improve seadbteem, increase salbnfidence, and enhance coping
skills among adolescentéHalsall & Raimundo, 2022)Peer support provides
validation, understating, and reduces stigma surrounding mental health issues,
creating a safe and ngmdgmental space for sharing thoughts and emotions. It
found that young people feel more comfortable sharing information about their
mental health issues and asking for heith the peers of their own age. The present
study's finding that students staying away from home in hostels or paying guest
accommodations experience better mental health outcomes can be partly attributed
to the availability of peer support networks iock residential settings, where
students can share experiences, provide mutual support, and develop healthy coping

mechanisms collectively.

A significant proportion of female adolescent students in this study reported feeling
comfortable while commutingni Jaipur and Kota, even when living away from

home, which can be strongly tied to the recent increased security measures
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undertaken in both cities. Out of a total of 560 respondents (290 from Jaipur and 270
from Kota), 240 in Jaipur (82.8%) and 210 in K¢I&.8%) reported feeling safe on
their everyday commutes to and from their education institutions. These results
indicate that security initiatives such as enhanced street lighting, dedicated women's
patrol squads, and greater enforcement of safety temngan student housing have
resulted in a supportive urban environment that enhances physical security for

female adolescents (University Grants Commission, 2018).

Despite the enhanced security measures and high reported sense of safety, 440 out of
560 respondents (78.6%) reported at least one mental health symptom. However,
only 150 students (34.1%) sought any kind of help, which is evenly split between
Jaipur and Kota (75 each) (Table 2.8).

Of the 290 who did not seek help, the majority cited berseich as the belief that

their symptoms would resolve on their own, financial constraints, and stigma (Table
2.11) which is consistent with the findings of the study where stigma related to
mental health continues to be one of the major barriers toiatgtyention (Prabhu

et al., 2023; Sharma & Sharma, 2025). In each district, in the present study, 95
students refrained from seeking help because they believed their issues would
improve over time (73% in Kota; 59% in Jaipur). The remainingmep-seelers

stated reasons like limited access to mental health resources. Notably, 40% of Kota
students and 20% of Jaipur students provided no specific reason for not seeking
support. This finding highlights the ubiquitous normalization of mental issues
among adlescents, where symptoms such as anxiety, sadness, loneliness, panic
attacks, suicidal thoughts among many mental health issues are perceived as
transient phases rather than reasonable health concerns requiring professional
intervention. The stigma surrodimg mental health remains a significant barrier,
despite increased despite policies on the issue. Research indicates that adolescent
girls are at risk of having and/or developing mental health problems, yet their help
seeking behavior is limited by pooremtal health literacy and social stigma. The
lack of awareness about available mental health resources, combined with financial
constraints and the absence of accessible services, further compounds the problem
(Majumdar & Srivastava, 2023)
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Among the 150 students who did seek help, most of them chose therapy or
counseling as their preferred intervention, particularly in Kot@mgared to Jaipur.

This preference highlights the value adolescents place orphmemmacological,
supportive interventions that offer a safe space for expression of their emotions.
However, the significant geographic disparity in kegeking behavior suggts that
access to counseling services and awareness about their availability vary
considerably between the two cities. The higher uptake of therapy in Kota may
reflect greater institutional emphasis on mental health support in coaching centers
following high-profile suicide cases and subsequent government interventions. The
National Mental Health Policy (2014) emphasizes psychological treatments as the
first line of care for depression and anxiety, including behavioral activation,
cognitive behavioral thrapy, interpersonal psychotherapy, and probsetring
therapy. These evidentrmsed interventions have been shown to be effective in
managing adolescent mental health conditions and should be made more widely
available and accessible across educatiorssitutions(World Health Organization,
2024)

Despite the prevalence of mental health issues in both eitlegour and Kota
awareness of mental health schemes among female adolescents is significantly low.
In Jaipur, only 60 out of 290 female respondents (20.7%) reported being aware of
any ongoingprograms and schemes, while in Kota, merely 10 out of 270 students
(3.7%) were aware of any schemes or programs. This indicates a significant lack of
outreach of schemes to the public and highlights a fundamental failure in
communication and disseminatiostrategies by government and institutional

stakeholders.

The Supreme Court's 2025 guidelines mandate that all educational institutions
maintain anonymized records and prepare annual reports indicating the number of
wellness interventions, student refds:, training sessions, and mental headilated
activities, which must be submitted to relevant regulatory authorities. However, the
mere existence of policies and programs is insufficient if the target population

remains unaware of therfSupreme Court of India Judgmer2p25)
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2.6. Policy Recommendations

The policies for mental health crisis already exist in India. It is only matter of proper
implementation followed by thorough Evaluation. ThepSue me Cour t é6s i n
guidelines issued under Article 32 and Article 141 manifest an outstanding judicial
intervention in the policy and administrative arena of adolescent mental health.
Recognizing the | ack of d&éa urmirfeived,t i @emfoéon
studentcentric settings, the Court mandated a comprehensive set of institutional

obligations as interim protective measures (Supreme Court, 2025, para. 33).

Centr al to these S the directive for é
i mpl ement a uniform ment al heal th policy
Ummeed UnderstandM otivate, Empathize Empower,Develop), Manodarpan, and

the National Suicide Prevention Strategy (paral)39here is a clear requirement

for periodic revew and public accessibility of such policies, fostering transparency

and accountability.

The Supreme Court of India has to step in for the Mental health of studests
future of India. The recerfukdeb Saha vs. The State of Andhra Pradesh & Ors.
(Supreme Court of India JudgmenB025 signifies a pivotal intervention in the
student mental health issue, highlighting the necessity for structural transformation.
The Court emphasized a statisticabis, noting that student suicides escalated from
5,425 in 2001 to 13,044 in 2022, with 2,248 fatalities directly linked to examination
failure, notwithstanding fragmented interventions by state agencies and
organizations. The constitutional right tdelias articulated in Article 21 (dignity,
autonomy, and mental wdbdeing) are essential components of human rights.
Consequently, the Supreme Court has promulgated 15 binding directives, which
includes but is not limited to: a standardized mental headticyp across all
educational institutions; obligatory counsellors in centers with over 100 students;
optimal studento-counsellor ratios with assigned mentors; prohibition of batch
segregation and public ranking; biannual staff training on psychologistlafd,;
conspicuous display of helpline numbers (including -ENAS); and safety
measures such as tamypeoof ceiling fans in hostel§Supreme Court of India,
2025)
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The guidelines emphasize the importance of optimal stttdesdgunsellor ratios and

6dedi cated mentors or counsellors assign
examind i on periods and academic transitions
confidenti al 41l prpeo Supréme Coue rofa India 3pecifically
mentioned six cities of India namely Kota, Jaipur, Sikar, Vishakhapatnam,
Hyderabad, and Delhi (NCRSupreme Court of India, 2025Jwo of the crisis

cities is dealt in detail in this regeh.

The prohibition against practices such &
performance, public shaming, or -W) spropo
signifies a recognition of psychological harm caused by hypercompetitive
educationalculues. The use of Owritten protocol s
health services and suicide helplines, including -MANAS, ensures institutional

responsiveness and bridges emergency and preventive care (pdja. 35

Repeated mandatory trainingfarl | st af f i n -ail,gdentifcdtianiofo g i ¢ a |
warning signs, response to sklfa r m, and referral-Vilmechani
institutionalizes ment al health |literacy

- an essential step toward normalizmental health suppo(Supreme Court of
India, 2025)

Perhaps the most innovative governance thrust lies in the establishment of a formal,
confidential reporting and redressal mechanism for issues such as sexual assault,
ragging, harassment, and bullying, managed by internal committees empowered to
act swiftly (para. 35VIIl). This redefines institutional cultures by embeddayo
tolerancefor retaliatory actions against complainants and ensuring psaitial
support for victimgSupreme Court of India, 2025)

Ministry of Educationods gui del ines for
implemented and continuously evaluated. The Guidelines iadbud is not limited
to (Departmat of Higher Education, 2024)
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1 General Mental Well-being and Support

Coaching centers should take steps for the mental-beelly of students and
conduct classes without putting undue pressure on them, pay due attention to
students to check whether they are comfortable or living in distress. If students are
found in distres of any kind, there should be a counseling system that should be
developed by the coaching center itself for both students as well as parents. Only the
trained counselors could be appointed and the information of the psychologists or
the counselors shoulde shared with all the students and their parents who are
attending coaching. Psychologists or the counsellors should make sure the students

are free of distress.

i Workshops, Training, and Awareness

Workshops and sensitization sessions regarding stdédentse nt a | heal t h s
conducted regularly by the coaching centers for both students and the parents. These
sessions should not just focus on mental health but also on the basic training in
health, balanced diet, civic sense, disaster management straddirlt is imperative

that they talk to young minds about the adverse effects of drugs, alcohol etc. The

teachers should also be trained regarding mental health issues.

OPositive parentingd should be encgourage:
responsibility, independence in the youth. Parents should also be counseled about
the negative impact of their undue expectations on the young growing mind of a

child and an adolescent.

1 Counseling and Guidance
The ¢ oun skolulbbe tofocusanthe st udentsd i nterests
should be well trained to understand the

the students but also the parents to und:«
from undue expectations. Pegroup inteactions should be an integral part of the
process.

It is extremely important for the counselors to provide information regarding endless
opportunities. Students should be imparted enough knowledge and information that

they are able to choose acare¢rtiey coul dnédét cl ear Medi cal
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Needful students can be identified by their deteriorating performance. Such students
should be dealt in confidentiality and with utmost c@bepartment of Higher
Education, 2024)

Various initiatives such as advertisements, billboard&spaper articles, television
advertisements, social media campaigns, and sdfasald orientation programs can

be used to increase awareness regarding mental health schemes and services.
Educational institutions must play a proactive role in disseminatifagmation

about available resources, including helpline numbers such asMPANAS,

institutional counseling services, and government mental health programs.

2.7. Conclusion

This chapter has undertaken a comprehensive examination of adolescent mental
health in India, with particular attention to the experiences of female adolescents in
the contrasting educational contexts of Jaipur and Kota, Rajasthan. Through an
integration & constitutional frameworks, policy analysis, empirical evidence, and
gualitative insights, the study has illuminated the multifaceted nature of mental
health challenges confronting adolescent girls while also identifying critical gaps in
awareness, accelgity, and administrative responsiveness. The findings not only
challenge prevailing assumptions about the geographic concentration of student
mental distress but also underscore the urgent necessity for evidfarosed,
gendersensitive, and regionglicontextualized policy interventions. The recognition

of mental health as a fundamental right under Article 21 of the Indian Constitution
represents a paradigm shift in how mental seeling is understood and protected

within India's legal and policy arithcture.

Three major results were found. First, female adolescents in Jaipur report
significantly higher rates of mental health distress compared to their counterparts in
Kota - a finding that fundamentally challenges the dominant narrative positioning
Kota as the epicenter of student psychological crisis. While Kota'sphnajie
student suicide cases have rightly attracted media and policy attention, the elevated
prevalence of anxiety, loneliness, persistent sadness, and suicidal thoughts among

femalestudents in Jaipur demands equal, if not greater, urgency in intervention. This
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6Jai pur paradoxd suggests that -prefiet al h e :
coaching hubs but are pervasive across diverse educational contexts. The higher
academic tsess levels reported by Jaipur students indicate that competitive
pressures, familial expectations, and systemic inadequacies characterizing the Indian
educational landscape are widespread and deeply entrenched. The findings
underscore that visible mansfations of crisis such as suicidesrepresent only the

tip of a much larger iceberg of silent suffering, particularly among female
adolescents who face compounded pressures arising from gendered expectations and

social norms.

Second, the study reveat$ear ageelated escalations in psychological distress,
with older adolescents (11@) exhibiting significantly higher rates of loneliness and
persistent sadness compared to younger counterparts/}13his developmental
vulnerability coincides with dtical life transitions, including approaching marriage
age, intensifying academic pressures, and evolving social identiteegors that

collectively heighten emotional strain.

Thirdly perhaps the most counterintuitive finding concerns to residestaslis.
Contrary to widespread assumptions that students living away from home
experience greater psychological distress, the data reveals that female adolescents
residing at home report significantly higher rates of persistent sadness, anxiety, and
suicidal thoughts. This pattern suggests that familial environments, while offering
physical security, may also be sites of intense pressure, surveillance, and gendered
expectations. Qualitative narratives reveal that staying away from home can provide
a sense forelief, liberty and autonomy, and freedom from domestic responsibilities
and familial judgment, thereby facilitating better mental health conditions, even

t hough It doesnoét guarantee results as
necessitate a criét reexamination of the assumption that home is inherently
protective and highlight the need for fambpsed interventions that address parental
expectations, communication patterns, and the gendered division of labor within

households.
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Despite the higlprevalence of mental health symptoms among female adolescents,
help-seeking behavior remains alarmingly low, with only 34.1% of symptomatic
respondents seeking help. The majority cited beliefs that issues would resolve on
their own, financial barriers, ¢& of access to resources, and stigma. This reflects
deeprooted barriers including normalization of distress, stigma surrounding mental
illness, financial constraints, lack of awareness about available resources, and
limited institutional support mechanis. Notably, therapy or counseling emerged as
the most preferred form of help, underscoring the value adolescents place-on non
pharmacological, supportive interventions. However, awareness of state government
mental health schemes is critically low, higiiing a fundamental failure in
communication and outreach wherein watentioned policies remain invisible to

the very populations they are designed to serve. Bridging this gap through targeted
awareness campaigns, institutional orientation programd, ammunitylevel
mobilization is essential for enhancing the uptake and impact of mental health

interventions.

The findings clearly define the deeply gendered nature of adolescent mental health.
Female adolescents face intersecting vulnerabilities gridiom academic
pressures, familial expectations, social norms around marriage and gender roles, and
limited autonomy. Research examining women's agency and mental distress reveals
that while increased agency in attitudes supporting gender equality s refidh
reduced mental distress, increased agency in public speaking or assertive behavior
may paradoxically increase distreseflecting the complex social penalties women
face for defying traditional gender norms. These nuanced findings highlight that
mental health interventions must be culturally attuned and geedsitive,
recognizing the specific challenges faced by female adolescents within patriarchal

social structures.

The study's findings regarding low satisfaction with institutional mehéallth
support systems and poor awareness of government schemes indicate that current
administrative efforts are insufficient. There is a pressing need for proactive
outreach, transparent communication, accessible service delivery, and

institutionalized acountability. Mental health interventions must be geographically
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and contextually nuanced, recognizing that distress is widespread across diverse
settings. Interventions must be gendensitive, addressing the specific
vulnerabilities faced by female ad@sktents through family counseling, sensitization

of parents and community members, institutional policies protecting female
students, and empowerment programs. Enhancingdeelking behavior through
awareness campaigns, destigmatization efforts, acoessidl affordable counseling
services, and institutional mechanisms that normalize mental health care is critical.
Administrative responsiveness must be strengthened through capacity building,
robust monitoring and accountability mechanisms, iséstoralcoordination, and

participatory policymaking that includes adolescent voices.

Adolescent mental health is not a peripheral concern but a fundamental public health
and human rights imperative. The constitutional recognition of mental health as
integral tothe right to life, combined with the Supreme Court's binding guidelines
and the National Mental Health Policy's vision for universal access, provides a
robust legal and policy foundation. However, the realization of this vision requires
sustained, coordin@d, and compassionate action across multiple levels of

governance.

This chapter has demonstrated that mental health challenges among female
adolescents in Rajasthan are widespread, multifaceted, and deeply rooted in social,
cultural, and institutional antexts. The findings challenge dominant narratives,
reveal hidden vulnerabilities, and underscore the urgent need for evidéroeed,
gendersensitive, and contextually appropriate interventions. As India navigates the
complex terrain of adolescent ntehhealth governance, it must embrace a paradigm
that is rightsbased, equitpriented, and participatorgne that recognizes
adolescents not merely as passive recipients of policy but as active agents of their
own welkbeing, and that values dignity, anbmy, and emotional welleing as

essential to the constitutional promise of life.
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CHAPTER 3
POSTPARTUM MENTAL HEALTH

The Objective of this chapter is to understand the Postpartum mental health issues in
the state of Rajasthan particularly in Jaipur and Kota districts through the lens of
healthcare providers such as gymecologists, psychiatrists and others.

This chapter is divideohto three sections

The First section provides anintroduction to the chapter with discussion on

Nati onal mat er nal health and Rajasthanos

The Second sectiordiscuses the following in detail:
1 Research Methodology & Profile of Respondents
0 Research Question and Approach
0 Study Locale and Context

0 Study Population and Sampling Strategy

) Data Collection Instruments
) Ethical Considerations
Results

Summary of the keyfindings

The Third section discusses the following in detail:

i Discussion
i Policy Recommendations
i Conclusion
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3.1. Introduction

Postpartum mental health in mothers throughout globe plays a crucial role in
shaping maternal webeing and overall family functioning. Postpartum psychiatric
conditions are classified majorly into three categqiBad-lorio et al., 2013; Stewart

et al., 2003)

1 postpartum blues,
i postpartum psychosis, and
1 postpartum depression

When postpartum mental health is taken care of, mothers experience better
emotional adjustment and recovery, as seen in cases of postpartum blues which
usually resolve within a week with support, attention and (Stewart et al., 2003)

But, when mental health requirements are not addressed adequately, the
consequences can be severe. For example, postpartum psychosis, the most severe
case of postpartum mental health, although rare, emerges within four weeks after
childbirth and often requires hospitalization, demonstrating the serious risks
associated with untreated postnatal psychiatric is¢umsderKruik et al., 2017)
Similarly, postpartum depression can begin soon after delivery. Without proper
treatment, recovery can be disrupted, parenting will be intervened, andgetomg
maternal mental health issues may a(&ewart et al., 2003 herefore, precenting
postpartum mental health is essential, as timely interventions and cure help prevent
escalation into severe psychiatric conditions and enbateer life for mothers,

fathers, infants, and families.

3.2. Indian maternal mental health context

India was the first caury to take an initiative on Mental health issues. It launched
the Natonal National Mental Health Programme in 1982espite thatmaternal
mental health remains insufficiently integrated within national policy and service
delivery systemdndia has implemented numerous foundational policies concerning
maternal and mental heaglthseparately however, none explicitly prioritize

postpartum mental health. The National Mental Health Programme (NMHP),
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initiated in 1982 underlineghe integration of mental health services within primary
healthcare. The District Mental Health Programme (DMHP), djps@ in 767
districts including all 33 districts of Rajasthan, aims to deliver comnuanignted
mental health services at Community Health Centres (CHCs) and Primary Health
Centres (PHCs). However, the National Mental Health Survey (261 inhdicated

that implementation has been insufficient despite comprehensive goals and
objectives(Priyadarshini et al., 2023y he Mental Healthcare Act (2017) safeguards
the rights of individuals with mental illnesses and mandates integrated Ardtrer

care during maternal admission for mental health emergencasgevdr, clinical
specialists involved in qualitative research have confirmed that perinatal women
have not been acknowledged as a 'special populditeninfants and the elderly,
despite evidence indicating a high prevalef@Behl et al., 2025)Critically, India

lacks a discrete national perinatal mental health policy or plan. The absence creates a
foundational void in which state and distrievel implementation occurs without

strategic directioriMellers et al., 2025)

Dedicated maternal mental health services continue to be largely absent at most
healthcare facilities, and frontline health workers often lack adequate mental health
training and facilities As a result, postpartum psychological concéreguentlygo
unrecognizedand thenuntreated, particularly in settings where specialized mental

health professionals are limited or entirely absent in peripheral public health units
(Baron et al., 2016)Due tosuch gaps, mothers face heightened vulnerability to
undetected postpartum mental health problems, whichstam downrecovery,

affect caregiving, anchinder longterm maternal welbeing. Thus, prioritizing

maternal mental health services am$ourcebuilding within the existing health
infrastructure becomes essent mentalando saf e

emotional health.

Moreover the absence of a desaged national screening tool for routine clinical use
and lack of systematic data collection further restrict the effective identification and
management of postpartum depression in India. Without consistent mechanisms for
screening or monitoring perinatavomen, the true burden of postpartum mental

health conditions remainsnknown and opportunities for earlgneasuresare lost
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(Baron et al., 2016) This gap accentuatesghe need forplanned assessment
consistent reportingand traied healthcaravorkforce. Strengthening these systems
would not only facilitate early detection and timely management but would also
reflect India's commitment to integrating maternal mental health into the broader
public health agenda, improving outcomes finothers, infants, and families across
the country.

33. Rajasthandés maternal ment al healt
Global estimates suggedhat Postpartum depressi®PD)affects roughly 1020%

of women after childbirtl{Soni et al., 2025)Even inindia, PPD is a significant but
underrecognized issue. Recent metgalyses indicate high burden, thowghdies

vary by region and timing.

Rajasthan instituted the Rajasthan State Mental Health Authority (RSMHA) in
September 2024, in accordance with the provisions of the Mental Healthcare Act,
2017. While RSMHA functions as a regulatory authority for esgemng the
implementation and registration of mental health facilities, it lacks a dedicated state
level maternal mental health strategy and does not have an allocated budget for
perinatal mental healit@overnment of Rajasthan, 2025b)

The RMNCH+A Strategy designated Rajasthanddgyh Priority District®due to
inadequate maternal health indicators. High Priority Districts are allocated an
additional 30% of resources for general reproductive health, without designated
funds specifically for mental health components. Research on RMNCH+A
implementation indiates no significant disparity in program efficacy between-high
priority and norhigh-priority districts, implying that resource allocation alone is
insufficient to resolve implementation gaps. In fact, analysis at the state level
indicates that larger nibrern Indian states, including Rajasthan, are unlikely to meet
the UN SDG(Sustainable Development Goat®) INAP( | ndi adés Newborn
Plan)targets by 2030 under current implementation trajectfibas & Yadav, 2023)

Data specific to Rajasthan are sparse, but ememgidence highlights notable
prevalence. For instance, a 2025 hosftded study in Bikaner (northern
Rajasthan) reported that 12% of postpartum women screened positive for depression

on the Hamilton scaléSoni et al., 2025)
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Recent studies havdiscovered multiple psychosocial correlates: women with a
negative obstetric history, littlsocial support, and pregnancy anxiety had higher
PPD scores, whereas planned pregnancies and strong supportive relatibadhips
lower scores These findings are consistent with general patterns in India, where
poverty, gender disadvantage (e.g., pressamnale offspring), and household stress
have all been linked to prenatal depression, albeit regpegific data are scarce. In
short, available data from Rajasthan indicate that a sizable proportion of new moms
develop depressive symptoms, often in sle&ing of persistent socioeconomic and
family stresqSoni et al., 2025)

Despitethis burden, government responses to PPD have been limited. Maternal
health programs in India (including the Reproductive, Maternal, Newborn, Child
and Adolescent Health initiative) have traditionally focused on physical outcomes of
pregnancy, with littleexplicit attention to mental heal{Priyadarshini etla 2023)
National guidelines now mandate routine postnatal visits by community health
workers (ANMs/ASHAS), and these do call for psychosocial support: for example,
Il ndi an Ministry of WCD guidelines requir
women durig their 2nd and 3rd postnatal visits for any signs of postpartum
depression, with referral to higher care if nee@&histry of Women and Child
Development, 2023)Similarly, quality standards for institutional childbirth in
Rajastha (the dJtkrishthinitiative) explicitly include screening for PPD based on
clinical history and symptomgé O6 Ne i | e Utkrisht Developté@n® Ifpact
Bond (DIB), Theworld's first maternity and newborn health bond, founded in 2018,

will fund improvements in quality of care aimed at lowering maternal and neonatal

mortality rates in the state of Rajasthan, India, over ayieas period.

These arenascenttoward integating maternal mental health into regular care. In
2023, the Indian Council of Medical Research approved a project to scale up a
prenatal depression program in rural Rajasthan, with the goal of adapting lay

counsellor models for local circumstances.

Nonetheless,no dedicated scheme or funding streamexists for postpartum

depression at state or national level. Broad mental health policy in India has so far
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overlooked maternal needs: reviews note that the National Mental Health Program

and the National Menk#lealth Policy (2014) dishot recognize perinatal women as

a key target groufPriyadarshini et al., 2023)n Rajasthan, mental health services

remain scarcéothin ruraland urbarareasEven t he Dbiggest hospi
enough facilities to address the issue, let alone community serinicgsactce,

therefore, many cases of PPD likely go unrecognized and untréétezligh while

some guidelines mandate PPD screening, comprehensive government action (such

as training,care pathwayor psychosocial services for new mothers) is largely

absent.

Thes gaps underscore the need for focused study. A rigorous appraisal of PPD
prevalence, determinants, and care gaps in Rajasthan can inform policy. In
particular, identifying the scale of PPD and the barriers to care will justify
interventions (for exampleraining ASHAs in mental health, or adding maternal
ment al heal t h to state heal t h mi ssi ons)
reflects significant structural and so@emographic challenges that make
postpartum mental health support particularly icait The data given show
remarkable gains in maternal health in Rajasthan over time, with the maternal
mortality ratio (MMR) falling from 627 per 100,000 live births in the early 1980s to
around 445 per 100,000 by 202003. Institutional deliveries clingdal dramatically,
reaching nearly 32% by 20906, while the proportion of newborns attended by
health professionals increased to 43% during the same period. Despite these
advances, urbarural inequities remain, with urban women seeking institutional
delivery support more than twice as frequently as rural women. Antenatal care
coverage increased from 33% in 198293 to 73% in 2002006, however anemia
remained common among women, with 51.4% affected in-1998 and rising to

61% in 20052006. Furthermorenearly half of maternal deaths are due to reasons
such as hemorrhage and anemia, highlighting persisting maternal health issues,

particularly in rural and tribal populatioS. D. lyengar et al., 2009)

In a situation where maternal undernutrition, high parity, and biological risk factors

remain pressing, incorpomag) postpartum mental health screening and assistance
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into Rajasthan's maternal health system is critical to ensuring holistic maternal well
being after childbirti{S. D. lyengar et al., 2009)

Postpartum mental health in India and Rajasthan reveals a significant disparity in
policy implementationdue to structural, administrative, and systemic challenges.
Despite the existence of various national policies (such as the National Mental
Health Program, the Mental Healthcare Act 2017, RMNCH+A, and others), their
implementation remains fragmented acrosdesaind local levels. This disparity is
most evident in Rajasthan, where maternal mental health has not been incorporated

3.4. Research Methodology

3.4.1. ResearchQuestionand Approach

Research Question

What are healthcare professionals' perspectives on the risk factors, barriers,
and management approaches for postpartummental health issues in
Rajasthan?

This study used amixed-methods research design combiningguantitative,
gualitative and descriptive reseach components The mixedmethods approach

was selected to triangulate data sources and provide both depth and breadth of
understanding regarding healthcare professionals’ perspectives on postpartum

depression in Rajasthan's urban healthcare settings.

The qualitativeangleprovided narratives and emergent patterns from professionals'
clinical experiences, observations, and interpretations. The quantitative dimension

offered frequency distributions, percentagéthe issues

Rather than exclusively exaning individual patient experiencéahich may vary

with the mood of mother and her personal experience and many mother themselves
are unaware of the isgyehis study centers healthcare professionals as primary data
sources. Professionals' perspectiva® dheoretically valuable because each
practitionerhasobsened manyclinical encounters. A single gynecologist in a high
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volume government hospital managheusands of deliveries annually (approx.)

providing observational data vastly exceeding wimalividual patient interviews

could generate. This approach required a design capturing bobretuth of

patterns (quantitative frequencies) and thepth of explanations(qualitative

interpretation).

34.2. Study Locale and Context

GeographicSelection: Jaipur and Kota, Rajasthan

Research was conductedJaipur and Kota, two major urban centers in Rajasthan,

India, purposively selected for their distinct but complementary healthcare contexts.

Jaipur (State Capital)

il
f

Serves as Rajasthan's adisiirative center and largest urban center

Reflects diverse population from across Rajastlad, patients who come
from all parts of Rajasthan for treatment.

Contains approximately 12 major government hospitatsl numerous
privatehospitals.

Includes tertiary care and secondary care facilities serving urban,- semi

urban, and referred rural populations

Kota (Medical and Educational Hub)

1

Recognized as a significant medical education center with multiple teaching
hospitals

Presentsa different urban helthcare context different from state capital
dynamics

Contains approximately 5 significant government hospitals alongside private
hospitals.

Healthcare Infrastructure and Delivery Context

Both cities serve as major maternal healthcare hubs with signifioatitutional

delivery infrastructure:

il

High-Volume Government Hospitals:Principal tertiary hospitals in Jaipur
and Kota manage several thousand deliveries monthly. Based on reported
daily delivery volumes (2@®5 cesarean sections andi23 vaginal
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deliveries daily in major government hospitals), these institutions conduct
approximately 16,00QL8,000 deliveries annually per facility, reflecting their
critical roles as statkevel maternal healthcare providefapproximate
numbers).

Healthcare System Divesity: The inclusion of both government and
private facilities in both cities enabled examination of postpartum mental
heal th across diverse institutional
healthcare context is critical for understanding the ssudyndings:
healthcare professionals such as doctors, psychologists from these hospitals
possess observational experience spanning hundreds of thousands of
maternal encounters, providing perspectives on populiian patterns in

postpartum mental health

3.4.3. Study Population and Sampling Strategy

Population Definition

The study population comprisééalthcare professionals actively practicing in

maternal healthcare settings in Jaipur and Kota specifically individuals

involved in obstetric carematernal health management, or postpartum care

provision.

Sample Composition

The final sample consisted 62 healthcare professionalrom Jaipur and Kota

combined:

Professional Composition (n=52):

il

Gynecologists: 34 (65.4%) primary obstetric care providers and frontline
observers of maternal mental health

Psychiatrists: 7 (13.5%) adding specialized mental health expertise and
clinical perspectives

MBBS-trained General Physicians: 6 (11.5%)

Others (Block Managers, AssistaProfessors, specialists): 5 (9.6%)
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® Gynecologists = Psychiatrists ® MBBS = Others

Figure 3.1 Professional composition of respondents.
Figure 3.1. shows that more than 50% of the respondents are Gynecologists and
seven Psychiatrists who have firgind experience with the new mothers.
Following figure 3.2. represents theClinical Experience:
1 Oi5year so experience: 32 (61.5%)
1 6/ 10 yearsod6 experience: 4 (7.7%)
1 11115 yearsd experience: 8 (15. 4%)
1 15 yearso6 experience: 8 (15. 4%)

Clinical Experience

0

15.40%

7.70%

m (-5 years' experience  ®6-10 years' experienc
11115 years6 m>15 years¢

Figure 3.2 Clinical experience of the respondents
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Inclusion Criteria
Participants were selected based on the following inclusion criteria:
1. Minimum Clinical Experience:At leastO1 year of active cl
in maternal healthcare settings
1 Rationale:Ensures  professionals possesseehough clinical
experien@ topostpartum cases
2. Institutional Capacity: The hospital got enough patients with more than
10,000 deliveriesnnually(both vaginal and caesarean).
T Rationale:Ensures exposure tenoughmaternal cases for reliable
observational patterns
3. Clinical Caseload:Each professional had personal clinical experience with
05, 000 patients over their career
1 Rationale:Ensures deep clinical insight and pattern recognition
across large numbers of cases
4, Active Practice: Currently engaged in maternal healthcaas doctor,
psychologist®r consultation
1 Rationale:Ensures current knowledgewith current postpartum
mental health challenges and management approaches

Sampling Strategy
Sampling Method: Purposive and convenience samglin

Purposive Component:Healthcareprofessionals were deliberately selected based
onexpertise and institutional context - specifically from major tertiary care
hospitals with high patient volumes, wedicognized for their maternity services in

Jaipur and Kota.

Convenience ComponentSelection criteria also incorporated convenient

availability and willingness to participate

Sample Size JustificationThe final sample of 52 healthcare professiopatsided
professional depth. ltcollectively represented approximat@y6 years of

cumulative clinical experiencel mean & 7 years per responde
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many thousands of maternal cases, providing substantial data depth despite a modest

sample size.

3.4.4.Data Collection Instruments
Questionnaire Development
Data were collectk using astructured questionnairethrough Google Forms and

Personal Interviews.

Development Process:

1. Extensive literature review on postpartum depression, risk factors, cultural
influences, and healthcare barriers
Thematic synthesis of key domains affiegtpostpartum mental health

3. Pilot researchwith 3i 5 healthcare professionals to assess clarity, relevance,
and feasibilityof the questionnaire.

Questionnaire Structure and Domains:

The final questionnaire comprised 24 itetinat were thematicallgrganized

Section 1: Demographic and Professional Context (Q4)
Q1: Professionatiesignation

Q2: Years of healthcare practice experience

Q3: Type of healthcare facility

Q4. Geographic location of practice

Section 2: Risk Factors for PostpartumDepression ((Bi 7)

Q5. Significant risk factors for PPD (biological, psychological, social)

Q6: Family-related factors associated withdgpartum mental health issues

Q7:  Delivery-related or childbirth factors associated witlhsgartum mental

health isses

Section 3: Cultural and Societal Influences (@i 9)
Q8:  Societal and cultural expectations' influence on maternal mental health
Q9. Cultural beliefsin Rajasthan thaimpact Postpartum mental health issues

recognition and treatment
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Section 4:Prevalence and Diagnosis (Q)
Q10: Estimated percentage of women clinically diagnosed wostgartum mental
health issueper 1,000 births

Section 5: Barriers to Management (Q1i 13)

Q11: Barriers to effective &stpartum mental health issugsanagementin
healthcare facilities

Q12 Maternal awareness of mental health services

Q13. General public awareness ad$®partum mental health issues

Section 6: HelpSeeking and Support Systems (QI 15)
Q14: Percentage of mothers seeking professional help &stpBrtum mental
health issues.

Q15: Support systems for mothers witlogtpartum mental health issues

Section 7: Healthcare Provider Role and Policy Context (L 20)

Q16: Perceived Association Between Maternal Education axdp@rtum mental
healthissues

Q17: Healthcare providers' roles in addresdiogtpartum mental health issues

Q18: Local/StateGovernment initiatives for postpartum mental health

Q19: Central government schemies maternal mental health

Q20 Perceived effectiveness gbvernment initiatives

Section 8: Longterm Effects and Future Directions (QZLi 23)

Q21 WhetherPost partum Depressiasa "disease of modern civilization”

Q22 Longterm effects of untreatdébstpartum mental health issuasnothers

Q23. Additional resources/policies needed foosBartum mental health issues

support

Question Formats
The questionnaire employ@dixed question formatsto capture both quantitative
and qualitative data:
1. ClosedEnded Multiple-Choice Questiongdemographic iteis)
1 Example: Q (Designation), @ (Facility type)
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1 Purpose Generate categorical frequencies
2. Multiple -Response Checkbox Questions
1 Example: @ (Risk factors), ® (Family factors), Q% (Support
systems)
T PurposeTo understand Variousulti-layered reasons for Postpartum
mental health issues in mothers.
1 Analysis Frequency of each option reported as percentage of

respondents selecting it

3. Likert -Scale Questiongordinal responses)
1 Example: @ (Cultural beliefs' influence: "significantly hinder" to
"little impact”)
1 Example: QP (Initiative effectiveness: "very effective" to "not
effective")
1 PurposeTo cepturethedegree operception.
4, PercentageBased Estimation Questiongquantitative estimas)

1 Example: QD (% clinically diagnosed), QL(% seeking help)

T Purpose Generate clinician estimateslodlp-seeking behavior.
5. Open-Ended Questiongnarrative responses)
1 Example: @ (Observational narrative), @ZRecommendations)
1 PurposeCapture qualitive narratives, recommendations, and

unnoticed themes/issues.
Primary data collection was conducted oversix months duration, spanning

January 2025 to July 2025, across Jaipur and Kota districts.

3.4.5. Ethical Considerations

Verbal informed consent was taken from all participants, ensuring they understood
the study purpose, confidentiality protections, and their right to withdraw at any
time. Confidentiality was rigorously maintained by anonymizing questionnaires and

securelystoring data wittaccess only to the researcher

No patients were involved in this studydata were collected exclusively from
healthcare professionals. The study posed minimal risk and dnsespectful,

voluntary participation.
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3.5. Results

3.5.1. Risk Factorsfor Postpartum Depression (Q57)

This section comprises of risk factors comprising of biological, psychological,
sociatrisk, family-related, deliveryrelated, childbirth factors as identified by the
healthcare professionals.

a) Biological, Psychologicaland Social Risk Factors (Q5)

Table 3.1 Identified Risk Factors for Postpartum Mental health issues (N=52)
(Respondents can choose more than one option)

Risk Factor N=52 %
Female child born in current pregnancy 36 69.2
Financial difficulties 36 69.2
Past history of psychiatric illness/anxiety/low mood 36 69.2
Low maternal education 32 61.5
Child care related stressors 28 53.8
Congenitally malformed infant 24 46.2

Table 3.1.identifies six risk factors that may lead to mental health issues after
delivery. The issues are biological, psychological and social. 69.2% respondents
chose Female child born, financial difficulties and past history of psychiatric illness
or anxiety as the majoisk factors. Other three factors too are considered major
factors making a total of more than five factors above 50% according to the

healthcare providers.

b) Family-Related Factors (@)

Table 3.2 Family-Related Factors Associated with Postpartum Mentahealth
issues (N=52)
(Respondents can choose more than one option)

Family Factor N=52 %

Lack of partner support 40 76.9
Lack of family support 36 69.2
Marital discord 28 53.8
Living in nuclear family 24 46.2
Partner alcoholism 24 46.2
Living in joint family 8 15.4
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Table 3.2 underscores th&amily-related factors can also contribute significantly
in Postpartum mental health conditions adversely. Lack of partner support followed
by lack of family support is the leading factor in this categbiying in joint

family is the least contributing factor to mental health issues postpartum.

C) Delivery-Related and Childbirth Factors (Q7)

Table 3.3 Delivery-Related Factors Associated with Postpartum Mental health
issues (N=52)

(Respondents can chooseore than one option)
Delivery-Related Factor N=52 %
Unplanned pregnancy 36 69.2
Multiple pregnancies (twins, triplets) 20 38.5
Cesarean delivery 16 30.8
Normal vaginal delivery 8 15.4

Table 3.3. highlights the delivery related factors that may contribute to the
postpartum mental health issues. Unwanted pregnancy has the highest risk for
postpartum mental health issues. Normal vaginal delivery, though least probable is

yet a possible reason for postpartunmtaéhealth issue.

3.5.2. Societal and Cultural Influences (Q89)
This section discusses the societal and cultural influences that may influence
postpartum mental health issues in mothers.

a) Societal Expectations (Q8)

Table 3.4 Societal Expectations InfluencingMaternal Mental Health (N=52)
(Respondents can choose more than one option)
Expectation/Pressure N=52 %
Gender preference pressure 40 76.9
Pressure to return to normal roles quickly 32 61.5
Expectation to prioritize child over personal health 28 53.8

Table 3.4. discusses Societal Expectations that influences the maternal mental

health. All the three listed reasons are marked above 50%y the healthcare
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professionals that include Gender preference pressure followed by the pressure to
return to normalales of being a mother, wife and other relations as soon as possible

and wunfair expectation to prioritize <chi
backseat.

b) Cultural Beliefs (Q9)

Table 3.5: Impact of Cultural Beliefs on Postpartum Mental Health
Recognitionand Treatment (N=52)
Cultural Beliefs N=52 %
Significantly hinder recognition and treatment 24 46.2
Somewhat influence recognition and treatment 16 30.8
Not sure 8 15.4
Little to no impact 4 7.7

Table 3.5 identifieswhat percentage of healthcare providers believe that cultural
beliefs impact mothers. And 46.2% of healthcare providers believe that cultural
beliefs have significant hindrance over recognition and treatment of postpartum

mental health issues in Rajasthan

3.5.3. Prevalence and Diagnosis (Q10)

Table 3.6.Estimated Percentage of Women Clinically Diagnosed with PPD pe
1,000 Births(N=52)

Diagnosis Rate N=52 %

No such data available 16 30.8

0i 10% 24 46.2

10i 20% 4 7.7

40i 50% 4 7.7

501 60% 4 7.7

Table 3.6 notes the estimated percentage of women clinically diagnosed with
Postpartum depression per thousand births in Rajasthan. It is important to note that
this data is an estimation by the healthcare professionals and not the recorded the

data by the hospital Twenty four out of fiftytwo professionals noted that on an
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average a.0% mothers are suffering from postpartum depression in Rajasthan. It is
important to note that 31 percent of healthcare providers mentioned that no data is

officially noted for the ame.

3.5.4. Barriers to Management (Q11 13)

Following section highlights the various barriers to management in managing the

mental health issues in Rajasthan.

a) Barriers to effective Postpartum mental health management in
healthcare facilities (Q11)

Table 3.7 Barriers to Effective PPD Management (N=52)
(Respondents can choose more than one option)
Barrier N=52 %
Lack of awareness among mothers 20 38.5
Availability of mental health professionals 16 30.8
Fear of stigma among patient's families 16 30.8
Availability of mental health professionals 12 23.1
High patientto-provider ratio 4 7.7
Inadequate maternity leaves policies 0 0.0
All of the above 24 46.2

Table 3.7.finds a very intriguing result that many factors contribute to effective
management of postpartum mental health issues in Rajasthan. Major contributing
factors as marked by the healthcare professionals are Lack of awareness among the
mothers followed by availadily of mental health professionals and the fear of

stigma among many other factors.

It is important to note thahadequatematernity leave policies is not opted by a

single healthcare provider.
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b) Maternal Awareness of Mental Health Services (Q2)

Table 3.8:Mothers6Awareness of Mental Health Services in Healthcare
Facilities
Response N=52 %
No 28 53.8
| dond know 20 38.5
Yes 4 7.7
Combined No/Unsure 48 92.3

Table 3.8 notes thatmore than 50% of healthcare professionaldelieve that
Mothers are not aware of any mental health services that are available in the
healthcare facilities whereas 38.5% are unaware whether or not the mothers are

aware of the same.

The data is represented through-gieart below.

Chart: Maternal Awareness of Services

B Combined No/Unsure
mYes

Figure 3.3 Mothers' Awareness of Mental Health Services in Healthcare

Facilities

Figure 3.3. representshow aware the mothers are according to the Healthcare
providers about the healthcare facilities. 92.3% of the total respondents say that the
mothers are available of the services whereas only 7.7% of the respondents were

either unsure or sure thatthegda 6t know about the same.
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C) General Public Awareness of PPD (Q13)

Table 3.9:General Public Awareness of PPD and Symptoms
Awareness Level N=52 %
Somewhat aware 24 46.2
Not very aware 24 46.2
Not at all aware 4 7.7
Very aware 0 0.0

Table 3.9 mentions general public awareness (other than the mother herself)
regarding the mental health issues postpartum, as experienced by the Healthcare
providers.46.2% of the professionals believe that the general public is not very
aware of the issue and its remediewhile other 46.2% of professionals believe

they are somewhat aware of the issue. None of them believe that anyone is very

well aware of the issue in Rajasthan.

3.5.5. Help-Seeking and Support Systems (Q145)
Following section discusses the hskeking behavior and available support
systems for the same in the state of Rajasthan.
a) Percentage of mothers seeking professional help for Postpartum mental
health issues (Q14)

Table 3.10:Percentage of Mothers Seekingrofessional Help for Postpartum
mental Health Issues
Help-Seeking Rate N=52 %
<10% 36 69.2
10i 20% 12 23.1
>20% 4 7.7

Figure 3.10highlights that less than 10 percent of mothers seek professional help

even if they are suffering, as noted by 69.2% professionals.
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b) Support systems for mothers with Postpartum mental health issues

(Q15)

Table 3.11 Support Systems Believed MosBeneficial
(Respondents can choose more than one option)
Support System N=52 %
Support from extended family 44 84.6
Access to professional mental health services 40 76.9
Community outreach programs (ASHA workers) 32 61.5
Local peer support groups 24 46.2

Figure 3.11mention the support systems that are most valuable for the mothers who
have recently given birth or are suffering from postpartum mental health issues. The
support system believed to be most beneficial are support from the extended family
(84.6%) and if hey have access to professional mental health services (76.9%) and
additionally if there are community outreach programs by the ASHA workers

(61.5%) for the same. The same is represented through horizontal bars below.

Support Systems Preferences

Local peer support groupH

Community outreach programs (ASH_
workers)

Access to professional mental heal_
services

Support from extended famil m

T T T T T

0% 20%  40% 60% 80% 100%

Figure 3.4: Horizontal bars representing the support system preferences by the
needfu
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3.5.6. Healthcare Provider Role and Policy Context (Q1620)
a) Perceived Association Between Maternal Education and Postpartum
mental health (Q16)

Table 3.12:Perceived Association Between Maternal Educain and
Postpartum mental health
Educational Level N=52 %
Similar prevalence across all educational levels 16 30.8
No formal education 16 30.8
Primary education 12 23.1
Higher education (undergraduate and above) 8 15.4

Table 3.12. analysdbe association between the education level of the mother and if

they suffer from any postpartum mental health issues. 30.8% of healthcare providers
note that It iI's similar across al/l educa
have any impact of wdther they suffer from postpartum mental health issue or not.

On the other hand, equal proportion of healthcare providers noted that mothers who

never got any formal education are more prone to suffer from mental health issues

postpartum.

b) Healthcare providers' strategies in addressing Postpartum mental health
issues(Q17)

Table 3.13 Healthcare Provider Strategies
(Respondents can choose more than one option)
Providerd Role N=52 %

Providing emotional support and referrals to mental health 40 76.9
services

Identifying depressive thoughts 24 46.2
Applying behavioral modification techniques 24 46.2
Assisting with decisiommaking 24 46.2
Providing practical support through problewmiving 20 385
Only diagnosing the condition 16 30.8
Implementingcommunication strategies 16 30.8
Building personal connections with new mothers 16 30.8
Using group psychotherapy techniques 12 23.1
Focusing solely on physical health 8 15.4
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Table 3.13enlists many strategies thatused by the healthcare providers to deal
with the issue of postpartum mental health issues faced by the mother; providing
emotional support and referrals topping the lth almost 77% ldentifying
depressive thoughts during regular infant checkupshénnmothers and applying
behavioral modification techniques using communication and assisting with

decisionmaking is followed right aftewith 46.2% each

It is important to note that 30.8% note that they only diagnose the condition without
doing anythingo help the mothers.

C) Local/State Government initiatives for postpartum mental health (Q18)
Table 3.14 State Government Initiatives to Address Postpartum Mental Health
(Respondents can choose more than one option)
Initiative N=52 %

No such initiativesare currently being taken 28 53.8
Collaborating hospitals with NGOs and ASHA workers 24 46.2
Integrating mental health screening in routine visits 8 15.4
Specialized training for healthcare providers 4 7.7

Table 3.14.noteshow State Government acts to address postpartum mental health
issues in Rajasthan according to the healthcare professionals. 53.8% note that no
such initiatives are being taken by the government to address the grave concern
whereas 46.2 % note that thatstgovernment try to collaborate the hospitals with

the NGOs and ASHA workers for the same.

d) Central government scheme$or maternal mental health (Q19)

Table 3.15. Central Government Schemes Impacting Maternal Mental Health
(Respondents can choose mdh&an one option)
Scheme/Program N=52 %
Maternity leave policies 36 69.2
Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA) 32 61.5
Community support programs (ASHA workers, ANMSs) 28 53.8
National Mental Health Program (NMHP) 16 30.8
National MentaHealth Care Act, 2017 12 23.1
District Mental Health Program (DMHP) 8 154
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Table 3.15.note that the Maternity Leave Policies have been taken in the direction
of improving the maternal mental healas noted by 69.2%py the Central
Government followed by the PMSMA as noted by 61.5% of healthwaraders.
Community Support Systenikke ASHA and ANM are also a noteworthy step by
the Central Government for maternal healds noted by the 53.8% of the

respondents.
e) Perceived effectiveness of government initiativg€)20)
Table 3.16:Perceived Effectiveness of State/Local Government Initiatives
Effectiveness Rating N=52 %

Somewhat effective 44 84.6

Not effective 4 7.7

No initiatives in place 4 1.7

Very effective 0 0.0

Table 3.16estimate that although the initiatives by the Government at various levels
are effective but it is important to note that none of them reported that it is very
effective. It means the problem remains despite the efforts. 84.6% of thadesp®

say it is somewhat effective.

3.5.7. Long-term Effects and Future Directions (Q21 23)

a) Postpartum depression as modern Phenomenon (Q21)

Table 3.17:1s Postpartum Depressionan issueof Modern Civilization?

Response N=52 %
Yes 32 61.5
No 20 38.5

Table 3.17explores a very important question that whether or not the postpartum
depression a modern phenomenon &icb% of respondents note that it is a
modern issue Although 20 of the respondents believe that the issue has always

been there.
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Long-term effects of untreated Postpartum mental health issues in
mothers (Q22)

Table 3.18:Long-Term Effects of Untreated Postpartum mental health issues
(Respondents can choose more than one option)
Long-Term Effect N=52 %
Relationship issues witbartners or family members 40 76.9
Impact on mothechild bonding 28 53.8
Ongoing mental health challenges 28 53.8
Changes in parenting style 20 38.5
No noticeable longerm effects 4 7.7

Table 3.18answers a very deep future issue that may arise if postpartum mental

health of mothers that require help is unmet with desirable aid (76.9%). Issues such

as fragile relationship with partner and family members or impact on-ictattier

bond (53.8%) or eveworse, continued mental health challenges, if the current issue

is not taken care of as mentioned by 53.8% respondents.

3.6.

T

Summary of Key Findings

Sample comprised 52 healthcare professionals; 65.4% gynecol@jiéts,
years of cumulative clinicalexperiencel mean a 7 years per
Top risk factors: Gender preference pressure (76.9%), lack of partner support
(76.9%), female child birth (69.2%)nplanned pregnancy (69.2%).

Cultural beliefs significantly hinder d3tpartum mental health
recognition/treatment (46.2%).

Maternal awareness of services extremely I¢W7% aware, 92.3%
unaware/unsure).

Help-seeking rates very lowless than10% according to 69.2% of
respondents i.e., 36 out of 52 respondents

Extended family support modieneficial (84.6%), followed byaccess to
professionaimental healthservices (76.9%j)o deal with the mental health
crisis after child birth for the mothers.

Majority (53.8%) of the healthcare providenmgport no state government
initiatives to address thgostpartum mental healtissue in the state of

Rajasthan.
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Existing initiatives rated onlgsomewhat effectivi84.6%).
Long-term effects: relationship issues (76.9%), bonding disruption (53.8%),
ongoing mental health challenges (53.8%).

i Current stratege to deal with the postpartum mental health crisis include
Providing emotional support and referrals by the healthcare providers
(76.9%).

1 Healthcare providers are having split opinion on association between
education of mothers and postpartum mental hesisue; 30.8 % split
between similar prevalence across all educational levels and no formal
education, each.

1 Even though the issue is prevalent in Rajasthan (more than 10% per 1000

birth according to 46.2% of the respondents), the awareness of General

Pud i c 1 s | ow. Not a single respondent
awar e?o.
1 92.3 % of the respondents believe that even the mother is unaware or unsure

(combined data) of the services for mental health issues postpartum.

3.7. Discussion

The presentieear ch gives a thorough understandi
on Postpartum mental health of mothers in the state of Raja$tiiamew approach

helps us understand the opinion of the doctors such as gynecologists, psychiatrist,
Professors workingn the similar field. This research is a diversion from the
previous studies on Postpartum mental health which underscores the opinion of the
patients on the same. Previous studies have focused on the postpartum mental health
of mothers(Lodha & Sousa, 2022; Nigam et al.,, 201é8ing the Edinburgh
Postnatal Depression ScdEPDS)(Nigam et al., 2016)While individual mothers

offer invaluable firstperson accounts of their experienoc&kich is crucial in
understanding the lived experience afsgpartummental health issues such as
postpartum bluegiepressin and psychosigheir perspective is inherently limited to

their own singular case. A single mother can speak authoritatively only about her

own journey through postpartum mental health llenges but the healthcare
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providers provide unbiased and expert opinion on the issue and can underline the
gravity of the issue with their experience.

Each doctor or healthcare provider working in obstetrics, gynecology, psychiatry, or
general practicencounters dozens, if not hundreds or thousands of cases annually
in the present studyrhe major hospitals in Rajasthan does 16,000 to 17,000
deliveries per yeafGandhi, 2020; Haaland & Sitaraman, 20ZR)is delivery load
reflects the high volume of obstetric cases seen in tertiary govermogpitals in
Rajasthan. As part of a multidisciplinary team, individual gynecologists attend and
supervise a subset of these deliveries, with personal caseloads varying according to
staffing and duty rotationsThis concentrated clinicakxperience createsn
invaluable lens for understandirthe existent crisis, beliefs anpatterns, risk
factors, culturaland socialinfluences, protective factors, and systemic barriers to
care that emerge only when observing hundreds to thousands of cases rather than

examning a single case in isolation.

Furthermore, healthcare professionals observe not merely the patient's subjective
perspective but also the family dynamics, the social and cultural context of maternal
distress, the interaction between mental health symptand systemic healthcare
failures, and the longitudinal consequences of untreated depression. They witness
what mothers may not articulate due ttee lack of understanding and literacy
regarding the sameshameand stigma, or lack of awarenesthe docbrs and
psychiatristsrecognize symptoms that patients themselves may not acknowledge
understandor misunderstandand they observe the broader societal and cultural
forces shaping maternal mental health outcomes across diverse populations. Whe
patient describes her own emotional experience, a doctor describes patterns
observed across many women, making their testimony richer in terms of population
level insights. In higtvolume tertiary care government hospitats Rajasthan
especially in capital cityaipur and urban hub Kotserving large populations,
thousands of deliveries occur annualpatients coming from all over Rajasthan
(Haaland & Sitaraman, 2022Jhese institutions represent microcosms of broader

population trends and challenges in maternal mental health.
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This approach represents a genuinely novethodological contribution to the
literature on postpartum mental health. By centering the voices, observations, and
clinical expertise of healthcare professionals, this study provides a complementary
and essential perspective to existing patearitered @search, creating a more
complete understanding of postpartum depression as a phenomenon shaped by
individual vulnerability, family dynamics, healthcare system capacity, cultural
beliefs, and policy failures. The research demonstrates that truly compvehens
understanding of maternal mental health requirederstandingpot only from those

who experience it, but equally from those who observasitan expertcross
populationsa distinction that has methodological significance and ethical

implications forevidencebased maternal health interventions.

The presensstudy sample comprised 52 healthcare professionals from urban settings
in Jaipur and Kota, Rajasthan. The majority (65.4%) were gynecologists, with
psychiatrists (13.5%), general physicians (11,5864 other specialists (9.6%) also
represented. Most respondents (61.5%) Hdgly@ars of clinical experience, while
15.4% each had 115 years or more than 15 years of experience. The sample was
drawn predominantly from government hospitals (53.8%), vagresentation from
private hospitals (23.1%), private clinics (15.4%), and community health centers
(7.7%), ensuring a diverse range of healthcare settings and professional

perspectives.

Among the biological, psychological, and social risk factors ifiedf gender
preference pressure and lack of partner support emerged as the most commonly cited
factors, each identified by 76.9% of respondents. Female child birth (69.2%),
financial difficulties (69.2%), and past history of psychiatric illness, anxietiow

mood (69.2%) were also frequently recognized as significant risk factors. Low
maternal education was identified by 61.5%, while child care related stressors were
noted by 53.8%. Notably, congenitally malformed infants (46.2%) and lack of
supportive family members (7.7%) represented the lower end of identified risk

factors.
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These findings align with research demonstrating that unplanned pregnancy,
multigravidity, history of abortion, current obstetric complications and advancing
pregnancy are assdated with increased likelihood opostpartum depression
(Ajinkya et al., 2013; Arora & Aeri, 2019; Tsakiridis et al01®).

Gender preference pressure emerged as the dominant cultural force, identified by
76.9% of respondents as shaping maternal mental h#aléflects the unfortunate
existence of gender preference still prevalent in Rajasthan. The prevalen¢ge and
impact are so severe that it is one of the concerning factors and a contributing reason
to postpartum mental health crisis in Rajasthani mothers. According to the present
study approximately 70% of the healthcare providers have withessed birth of femal
child as one of the reasons in their clinical experier®ecietal and cultural
expectations profoundly influence maternal mental health in the Rajastioatext.

This pressure manifests as disappointment when female children are born, blame
directed at mothers, reduced care and support, and internalized guilt and shame
among mothers themselves. Healthcare professionals observed that mothers who
give birthto female children, particularly in families that already have daughters or
where there is explicit desire for male children, face significant psychological
distress. The gender preference pressure does not discriminate by education or
economic status, gparing to be a deeply rooted cultural issue affecting diverse
populationgHegde et al., 2013; Shidhaye et al., 2017)

Beyond gender preference, 61.5% of respondents identified pressanetherso

return to normal roles quickly as a sificant cultural expectation, while 53.8%
recognized that mothers are expected to prioritize the child over their own health.
These cultural norms contribute to maternal exhaustion and depression, particularly
in economically disadvantaged families wheree timother's labor remains
economically necessary despite recent childbirth. Healthcare professionals noted
that new mothers face expectations to resume household duties, cooking, cleaning,
and even fieldwork or employment with minimal recovery time, efiebti
shrinking traditional postpartum rest perio@milar results have been shown by
previous researches where gender preference leads to antenatal depression in
mothers(Arora & Aeri, 2019; Shidhaye et al., 2017; Takegata et al., 2017)
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As observed by the healthcare providers in the current study of Rajasitiarf |
partner support does not only lead to postpartum depression in mothers but is in fact
one of the leading causes for it; 76.9% of respondents reporting it. The result is
supported by previous studies on mothers which suggests that lack of partner
support is far worse than being a single mot(i&iszta et al., 2008)Lack of partner
support include taunt, trauma and other forms of negligence that may lead to
depression in mothe(8iaggi et al., 2016; Cheng et al., 2014; Galbally et al., 2019;
Hildingsson et al., 2008; Raymond, 2009)

Financial difficulties too contribute to postpartum distress in mothers. As per the
present study, 69.2% of healthcare providers believe that their patients have suffered
from the mental health crisis due to the same. Some previous studies have gone as
far to report financial issues as the leading cause of postpartum mental health issues
in mothers(Upadhyay et al., 2017)Socioeconomic status with lower and lower
middle class families report most casespobtpartum issues in mothers in India
(Arora & Aeri, 2019)

Beyond individual risk factors, the family structure and dynamics emerged as crucial
contexts for postpartum depression. Lack of partner support was overwhelmingly
recognized (76.9%), with lack of family support similarly prevalent (69.2%). Marital
discordand living in nuclear family structures were identified by 53.8% and 46.2%
respectively, while partner alcoholism (46.2%) and living in joint families (15.4%)
represented additional famihglated dimensions. The finding that nuclear family
structures (42%) show higher association with postpartum depression than joint
families (15.4%) challenges traditional assumptions about family support. While
nuclear families offer greater autonomy and privacy, they may lack the practical
support and childcare assiate that joint families can provide. However, healthcare
professionals also acknowledged that joint family living can introduce its own
stressors, including interference, criticism, and lack of agency for new mothers.
Healthcare professiona#dso stresskthat the relationship between family structure
and maternal mental health outcomes is complex and multifaceted, with isolation
appearing to represent a more significant risk factor than the interference inherent in

joint family dynamics.
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Lack of family sipport may stem from various reasons such as birth of female child
when a boy was desired or birth of more children when the family is already going
through financial constraints especially in lower socioeconomic conditions. It is
important to note that asons for postpartum depression can be one but is mostly an
amalgamation of various factors. Approximately 70% of the respondents identified it
as one of the reasons for postpartum depression in the present study. It is consistent
with the previous studieshich identified it as one of the probable cau$&sandran

et al., 2002; Upadhyay et al., 2017)

The research further identified delivemiated and childbirth factors associated with
postpartum depression. Unplanned pregnancy was recognized by 69.2% of
healthcare professionals, while multiple pregnancies (twins, triplets) were noted by
38.5%. Cesa@an delivery (30.8%) and normal vaginal delivery (15.4%) were also
cited as delivenyrelated factors, though with lower frequency than unplanned
pregnancy. These findings align with existing literature where obstetric factors
including unplanned pregnangyrora & Aeri, 2019) have been documented as

contributors to maternal mental health challenges.

When queried about the impact of cultural beliefs on postpartum depression
recognition and treatment, 46.2% of healthcare professionals reported that cultural
beliefs significantly hinder recognition and treatment, while 30.8% indicated that
cultural beliefs somewhat influence these processes. Only 7.7% believed cultural
beliefs have little to no impact. This distribution suggests that while cultural factors
create gbstantial barriers, they are not insurmountable and can be addressed through
education and awareness initiatives. Healthcare professionals noted that cultural
resistance varies by educational level, urban versus rural settings, and generational
attitudeswith younger, more educated families showing greater openness to mental
health care. Respondents described how postpartum mental health symptoms are
dismissed as temporary weaknessnetimesattributed to supernatural causes like

evil spirits or black mgic, stigmatized as insanity that brings shame to the family,
and normalized aénaturab struggles of motherhood that all women must endure
silently. These perspectives align with policy gaps identified in comprehensive
reviews, wherelfhe Mental Healthcar Act of 2017and Pradhan Mantri Surakshit
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Matritva Yojana, 202%locumentation fail to specifically address postpartum mental
health (Ministry of Health and Family Welfare, 2025; THE MENTAL
HEALTHCARE ACT, 2017) and the National Mental Health Policy does not
extensively address postpartum depression or mataeraal health after childbirth

as a primary focu@Central Mental Health Authority, 2017)

Regarding clinical prevalencand diagnosis, a striking 30.8%f chealthcare
professionals statedNo such data availalerevealing a fundamental gap in
systematic screening, documentation, and data collection regarding postpartum
mental health in the region. Nearly half of respondents (46.2%) estimated- that O
10% of women arsufferingwith postpartum depression, while 7. #4ch estimated
10-20%, 4050%, and 580% respectively. This strikingly low figure for the
majority stands in stark contrast to global prevalence estimate$5-@6%,
suggesting massive underdiagnosis rather than genuinely low prev@gracihyay

et al.,2017; Wang et al., 2021)

Barriers to effective management proved both multiple and overlapping. Notably,
46.2% of respondents select@édll of the abové when asked about barriers,
indicating that challenges are multifaceted and pervasive througt®tiealthcare
system. Lack of awareness among mothers (38.5%) emerged as a significant barrier,
while availability of mental health professionals was cited by 30.8%, and fear of
stigma by 30.8%. Additional barriers included high patierprovider ratios
(7.7%), with no respondents identifying inadequate maternity leave policies as a
barrier. These findings align with research indicating that beyond lack of awareness
of postpartum depression by health professionals, there are issues that may be
barriers © prompt recognition and management, and that in India, women who
deliver at a health facility often stay for less than 48 hours after delieanying

little opportunity for health personnel to counsel mothers and families on signs and
symptoms of postptum depressio(Rajeev et al., 2024)

The awareness crisis in maternal mental health proved particularly stark. When
asked whether mothers were aware of mental health servibeglthcare facilities,

53.8% of healthcare professionals respondddd while 38.5% statedd don't
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knowd fresulting in 92.3% of respondents confirming either a lack of maternal
awareness or uncertainty about awareness levels. Only 4 respondents (7.7%)
confirmed that mothers possessed such awareness. This devastatingly low figure
constitutes amrraignmenbf health communication and patient education efforts. If
mothers do not know that mental health services exist or are available to them, they

cannot acess them regardless of need.

Public awareness of postpartum depression was similarly limited. When asked about
general public awareness of postpartum depression and its symptoms, 46.2%
characterized the public @&Somewhat awateanother 46.2% sai@Not very awaré

and 7.7% reported the public waslot at all awaré Notably, no respondents
believed the general public wagery awaré Help-seeking behavior reflected this
awareness deficit. When asked about the percentage of mothers seeking professional
help for postpartum depression, 69.2% of healthcare professionals estimated less
than 10% seek help, 23.1% estimated209, and only 7.7% believed more than
20% seek professional assistance. This overwhelmingly low-deslking rate
represents a criticgdublic health failure. The vast majority of women experiencing
postpartum depression suffer in silence, without professional intervention,
counseling, or treatment. Prior studies have documented patient, provider, and
systemlevel barriers and facilitaterto addressingostpartumdepression, anthe
currentresults showed that women had lower literacy levels concerning depression
related treatment{$-onseca et al., 2015, 2017; Grissette et al., 2018)

When asked about beneficial support systems for postpartum depression
management, extended family support emerged as the most valued (84.6%),
followed closely by access to professional mental health services (76.9%).
Community outreach programs involvingAA workers were identified by 61.5%,
while local peer support groups were noted by 46.2%. The finding that 84.6%
endorsed extended family support underscores the continued importance of family
networks in the Indian context. Grandmothers, aunts, sishtes, other female
relatives can provide practical assistance with childcare and household tasks,
emotional support and validation, traditional postpartum care practices, and advice
based on their own experiences. However, such support cannot be assumeg and
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carry its own complications. The recognition of ASHA workers (61.5%) reflects
awareness of their potential role. These Accredited Social Health Activists serve as
important connectindinks betweenpeopleand healthcare systems, particularly in
rural aeas, with potential to identify aisk mothers, provide basic psychoeducation,
facilitate referrals, and conduct follemp; roles currently recognized as valuable but
underutilized. Guidelines oAccreditedSocial HealthActivists ASHA) document
focuseson their role in facilitating antenatal and postnatal care, but does not cover
postpartum depression screening, identification, or management or referral pathways

for maternal mental health issuddinistry of Health and Family Welfare, 2005)

Regarding the retenship between educational level and postpartum depression
prevalence, responses revealed nuanced perspectives. Exactly 30.8% believed
similar prevalence exists across all educational levels, suggesting that mental health
challenges transcend educatiormundaries. Another 30.8% associated higher
prevalence with no formal education, pointing to vulnerabilities related to limited
health literacy, economic disadvantage, and reduced autonomy. An additional 23.1%
identified primary education with higher padence, while 15.4% associated higher
education with increased postpartum depression. This minority perspective that
educated women face heightened vulnerability reflects important observations:
educated women may face heightened expectations and pressypesience
careermotherhood conflicts, demonstrate greater awareness of mental health
(leading to more reporting), and may suffer social isolation if educated but living in
traditional joint family structures. These finding challenges simplistitd
steeotypicalassumptions that education is universally protective and highlights the

need for tailored support across all educational demographics.

Healthcare provider roles in addressing postpartum depression revealed significant
variations. The majority 76.9%) identified providing emotional support and
referrals to mental health services as their role. A substantial proportion also
identified identifying depressive thoughts (46.2%)ereforeapplying behavioral
modification techniques (46.2%)pr assistng with decisiormaking (46.2%),
sometimegroviding practical support through problesolving (38.5%)as possible
solutions Concerning gaps emerged: 30.8% indicated their role limited to only
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diagnosing the condition, while 15.4% stated they focus solelphysical health.
These variations suggest inconsistent understanding of healthcare providers'
responsibilities in comprehensive maternal mental health whieh is consistent

with the previous studies suggestimgdevelop targeted interventions antbrove

mental healthcare delivery at primary care facili{féangwan et al., 2024)

Regarding government initiatives addressing postpartum mental health, 68.8%
healthcare professionals reported that no such initiatives are currently being taken by
the state governmenthis reflects that elspite occupying a central role in cliild
development and the reproduction of human capital, mothers continue to experience
structural and institutional gender disadvantages, including neglect of their mental
health needsWhile motherhood is socially valorized, her personal needs are
systemicaly underrecognizedn additional 46.2% identified collaboration between
hospitals, NGOs, and ASHA workers, while only 15.4% mentioned integrating
mental health screening in routine visits. Specialized training for healthcare
providers was identified by jus7.7%. This distribution reveals that systematic
screening using validated toolsuch asremains exceptionally rare, despite
representing a fundamental requirement for effective postpartum depression
detection.It also underlines a graver issue arfi asyrmetry wherein women are
expected to provide continuous emotional and physical care, while institutional care

for mothergparticularly psychological camremains inadequate

Despite the existence of multiple government schemes and acts at natiositand
levels, healthcare professionals' responses reveal a critical gap: these policies and
programs do not adequately address postpartum depression or maternal mental
health after childbirthThe Maternity Benefit Act, 1961 regulateshe employment

of women around childbirth, providing essential protections and benefits, including
paid leave, nursing breaks, and prohibitions against dismissal due to maternity
related absence. The subsequdaternity Benefit (Amendment) Act, 2017 (The
Maternity Benefit (Amendment) Act, 2017, 20 extendspaid maternity leave to a
maximum of 26 weeks with additional leave for pregnarmagted sickness and
medical complications. While these legislative measures ensure job protection and
wage security during the critical postpartum periody ttenain focused exclusively

on employment rights and physical recovery, making no provisions for mental health
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screening, identification, or treatment. Mothers with postpartum depression receive
job protection and paid leave, but awailability of mentalhealth supporfrom the
Governmentdespite evidence that psychological wellbeing profoundly impacts their
capacity to benefit from this leave or engage in effective parenting archself

The Reference Manual for Implementation Méntal Healthcare Act, 2017 for
Caregivers is a comprehensive guide covering general mental health conditions,
rights of persons with mental iliness, and treatment guidelines. However, it contains
no mention of postpartum depression, postpartum psychosis, perinatal metial heal
or maternal mental health issues specifically. The document focuses on general
mental illnesses such as schizophrenia, bipolar disorder, depression, anxiety, and
substance use disorders, with no consideration of the unique biological,
psychological, ath social dimensions of depression occurring specifically in the
postpartum period. Healthcare providers trained under this manual receive no
guidance on how postpartum depression differs from general depression, what
specific screening tools are appropgidbr identifying maternal mental health
problems, or how to manage pregnant and postpartum women with mental health
conditions(Central Mental Health Authority2017)

The Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA) , 2016 (Maternal
Health Division, 2016)s exclusively focused on antenatal (prenatal)e provision
through monthly fixeeday clinics. Ithas provisiongor delivering quality antenatal

care services and screening for medical complications during pregndudy is
mostly focused on physical ailmentsuch as anemia, gestational diabetes,
hypertension, and infectious diseases. While the document mentions postpartum
family planning counseling and postnatal care briefly in some sections, it does not
address postpartum depression, postpartum anxiety or other mental health disorders,
postpartumpsychosis, maternal mental health screening or management, or the
emotional wellbeing of mothers after delivery. The focus is entirely on maternal
medical and obstetric care during pregnancy and delivery, not on mental health after
childbirth. This represdgs a significant implementation gap: women receive

comprehensive medical screening during pregnancy for complications but no mental
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health screening for perinatal depression, yet the postpartum period is the window o

maximum vulnerability for postpartudepression onset.

The National Mental Health Policy (NMHP) of India was launched in 2014
following a 2012 resolution by the World Health Organization (WH} policy is
aligned with international framewor ks
Plan and Program (2005) and thenitéd Nations Convention on the Rights of
Persons with Disabilities (UNCRPD, 2007). Was also supported bythen
contemporary Indian legislation, including the Rights of Persons with Disabilities
Act (RPWD, 2016) and the MaltHealthcare Act (MHCA, 2017)ts goals ardo
promote mentalhealth overall prevent mental illnesses, enable recovery, and
encourage destigmatization, desegregation, and s@donomic inclusion for
persons with mental illness (PWMI). It aims to pravidccessible, affordable, and
quality health and social care to all within a rightsed frameworkThe NMHP
generally addresses the needs @filnerable populatiosand includes the
promotion of MH at the level ohnganwadi centers which are crucial for maternal
and child health in India. Howevethere are nespecific programgor the mental

health of mothers grostpartum depressi¢8. Gupta & Sagar, 2022)

The Guidelines on Accredited Social Health Activist{Ministry of Health and

Family Welfare, 2005)document focuses extensively on the role, responsibilities,
selection, tining, and institutional arrangements for ASHA workers under the
National Rural Health Mission. The guidelines cover ASHA roles counseling on
pregnancy, safe delivery, breastfeeding, immunization, and contraception, antenatal
and postnatal cheealp facilitation, awareness of physicalealthand community
gettogether care of pregnant women and children, and prevention of common
infections. However, the document does not camyr kind of postpartum mental
health symptoms or issues be it postpartum blyestpartum depressioor
postpartum psychosiscreening, identification, or managementshould however,
considering the current scenario should along with the aforementioned
responsibilities also cover aternal mental health concerns after childbirth,
emotional wellbeing or psychological support for mothers, recognition of
postpartum mental health symptoms, referral pathways for maternal mental health
issues There should be proper organizatiortraining on mental health suppdor
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mothers byASHAs. Given that ASHA workers serve as the primary link between
communities and healthcare systems in rural areas and are uniquely positioned to
identify atrisk mothers during regular home visits in the early postpartum period,
the absence of postpartum mentaalth training represents d&errible loss of
opportunity for early identification and interventiaaf mental health crisis in
mothers, if any.

Further, theGuidelines for Implementing District Level Mental Health Activities

under the National Mental Health Program (NMHP) (Ministry of Health and

Family Welfare, 2015) provide overarching administrative and operational
guidelines for districtevel mental healttservices. The guidelines cover District
Mental Health Program implementation structure, management of common mental
disorderslike substance abusend the uncommon ones such as but not limited to
psychosis, depression, neurosis, demefidpatient and ipatient services, training

of health professionals, community awareness activities, day carersgeahd
integration of mental health into primary healthcare a part of the program
However, like the National Mental Health Policy, these guidelines db n
specifically covematernal mental health such @sstpartum depression or perinatal
mental healthspecifically Care dter childbirth, screening, identification, or
management of postpartum depression, special considerations for mothers in the
postpartim period, training for healthcare providers on postpartum mental health, or
community awareness specific to maternal mental hea#tmot incorporated in the
same The irony is stark: district mental health programs address depression broadly
but make napecific provision for the woman most likely to experience depression

the newly delivered mother.

Thes above discussedeven government schemesollectively address maternal
health broadly through employment protection, institutional delivery promotio
general mental health servicespmmon mental health issuesid community
mobilization Yet, rone of them, individually or collectively, specificallgentions,
acknowledge®r mandates anguidelines for postpartum mental health screening,
identification, clinical diagnosis, or treatment. While each scheme contributes

something to the broader maternal healthcare ecosystem, none recognizes
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postpartum depression as a distinct clinisslue requiring any specific, targeted
interventions. The cumulative effect is that a mother experiencing postpartum
depression may be employed under protections of the Maternity Benefit Act, may
access physical postnatal care throwgher may receive general m&l health
counseling under the Mental Healthcare Act if she actively seeks it, and may be
contacted by ASHA workers for routine health updateshe is residing in rural
areasyet nowhere in this entirecesystem is there a systematic, coordinated @m®ce

for identifying her depressiowalidating her concerns, examining thereening for
severity, offering evidenebased treatment, or monitoring her recovery. She falls
through the spaces between schemes, each of which addresses components of her
care bt none of which takes responsibility for her mental health in the postpartum

period.

When asked about central government schemes impacting maternal mental health,
respondents identified maternity leave policies (69.2%), the Pradhan Mantri
Surakshit Matrita Abhiyan (61.5%), and community support programs involving
ASHA workers and ANMs (53.8%). The National Mental Health Program was cited
by 30.8%, the National Mental Health Care Act 2017 by 23.1%, and the District
Mental Health Program by 15.4%. Thesedfilgs indicate that while multiple
schemes exist, their specific focus and effectiveness for postpartum mental health
remain uncleaevento the practitioners. Healthcare professionals recognize these
programs as part of the broader maternal health lapedmat lack clarity regarding

how these schemes specifically address postpartum depression or whether they
provide the tools and training necessary for implementation in their facility settings.
Some of them even mentioned in the opaded answers a comagor the lack of
mental health provisions on paper and in practice. A couple of doctors even offered a
simple yet unavailable solution @bunseling the needful mothers immediately

after delivery regardless.

Regarding the perceived effectiveness otestand local government initiatives,
84.6% rated existing efforts a&omewhat effectiv@while 7.7% each reported
initiatives as eitheé\ot effectivédor noted that no initiatives were in place. Notably,
no respondent rated any initiative @dery effectved ndicating consensus that
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current efforts are insufficient in scope, reach, or quality to significantly impact
maternal mental health outcomes. This perception aligns with the content analysis of
policy documents: efforts exist batre nottargeted tothe specific problem of

postpartum mental health.

The respondentwere divided on whether postpartum depressios diseas® of
modern civilizatio® (HahnHolbrook & Haselton, 2014)Exactly 61.5%approve

this perspectivepossibly attributing increased prevalence to increased nuclear
family structures and isolatiotack of partner suppqgrtoreakdown of traditional
support systemsstill persistingspecific gender preferencand decreased physical
activity, adulterated food availabilityor altered lifestyles. Conversely, 38.5%
rejected this characterization, potentially recognizing that postpartum depression has
always existed but was undiagnosed and unnansgherstitions and shame
surrounding the issue at@ditional societies also imposed tremendous pressures on

mothers through gender preference and high fertility demands

The longterm consequences of untreafgastpartummental health issues such as
depressiorbe severe and multifacetedt. can lead to relationship issues which in
current study came t36.9 percent.53.8% noted impact on mothehild bonding

and ongoing mental health challenges. Changes in parenting style were identified by
38.5%, with only 7.7% reporting no noticeable ldegn effects. These findings
highlight thetumbling consequences of untreatddpression. Untreated depression
can lead to persistent marital conflict and emotional distance, poor robilcker
bonding with reduced maternal sensitivity and responsiveness, decreased
breastfeeding success, developmental delays in children, evolutmnchnonic
depressive disorders, anxiety disorders, increased risk of depression in subsequent
pregnancies, and reduced overall quality of life for both mother and (&yldn et

al., 2006; Slomian et al., 2019)

Healthcare professionals providathportant recommendationsspecifically for
postpartum depression. Multiple respondents emphasized the importance of
dedicated mental health infrastructure within maternal care settings, with

suggestions for dedicated counseling rooms and mental health professidalbts
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and delivery area®r both partnersFamily engagement was emphasized as critical,
reflecting the findings regarding protective factarsl suggesting that interventions
must target families through family counseling, partner education progeards,
community awareness. Healthcare provider sensitivity and training was repeatedly
highlighted as necessary, pointing to the need for training in trénforened care,
empathetic communication, and routine psychoeducation. Multiple providers
emphasizedthe need for institutional investment through establishment of

counseling centers at all tertiary care facilities.

The current study and its finding®llectively reveal that postpartum depression in
Rajasthan is not primarily a clinical problesampliantto purely medical solutions.
Rather, it is a multifaceted public health challenge rooted in gender discrimination,
lack of awarenessnadequate social support, cultural stigara tabop systemic
healthcare failures, and policy implementation gaps. Wiilemerous government
schemes address components of maternal health,aidhem addrespostpartum
mental healtrspecifically Healthcare professionals recognize these dimensions but
feel constrained by limited resources, inadequate training, overwhepaitngnt
loads, and lack of institutional support for addressing mental health specifically in
the postpartum periodAnother important aspect to note is that even when the
mother is literate and aware of the issue, there are very few or no resourcaseavail
adjacent to her place of residens®hat emerges powerfully is that healthcare
professionals are not merely service providdémsy are potential change agents
whose perspectives can inform more effective, contextually appropriate
interventions. Theidocumented observations and recommendations offer a roadmap
for transforming postpartum mental healthcare in Rajasthan, requiring coordinated
action across multiple sectors includifgo ver nment 0s hedltcareer f er er
infrastructure developmengeneralknowledge regarding the same to both patients
as well as general physiciamargeted provider training and sensitization in
postpartum mental health, comprehensive integration of mental health screening in
all postpartum care programs, family engagemeategies, community awareness
campaigns, and most critically, modification of existing government schemes and
creation of new targetedschemes exclusively for Depression alomgth
accountability mechanisms to specifically address postpartum depressian as
priority maternal health condition.
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3.8. The Three-Tiered Implementation Gap

Tier 1: Policy Translation Gap

The most significangap thatexists during the translation phasdransforming
national policy into operational guidelines at the state leNehe of the current
national policies on maternal health or mental health explicitly include postpartum
mental health as a quantifiable outcome or an integral part of programmatic
initiatives (Priyadarshini et al.,, 2023)The India Mental Health Observatory
identified dnonitoringdas thedmost neglected aonainbof NMHP implementationln

India only Tamil Nadu and Gujarat reported systematic monitoring mechanisms.
Most states likeRajasthanlacks any systematic monitoring of its schemes
(Priyadarshini et al.,, 2023)This highlights that even if there is integration of
maternal mental health policy, the resufire not guaranteed. Also, without any
proper monitoring the policymakers cannot identify or justify resource.

Tier 2: Resource Allocation Gap

The burden opostpartummentalhealthis growing, but the countriacks exclusive
policies to address it Funding for mental health generallyadocated but there is

no specific mention of a budget soléty maternal mental health within the existing
schemes angrograms. For 2022022, the Indian government dedicated a total of
Rs. 5970 millionto mentalhealth careout of whichonly Rs. 400 million was
dedicated to the National Mental Health Program (NMH®®st mental health
funds supported two centrally controlled institutions: Rs. 5000 million to the
National Institute of Mental Health and SciencesMNIANS) in Bangaloreandto
Lokpriya Gopinath Bordoloi Regional Institute of Mental Health in TezBst 570
million was allocatedAlthough e NMHP has been repeatedly revised, but still

fails to incorporatanaternal mental heal{Priyadarshini et al., 2023)

The consequences of the lack of policies aedlicated resources for maternal
mental health in India arsignificant which includes but is not limited to under
recognition and unddreatment of 14£4% prevalence of postpartum depression
(Priyadarshini et al., 2023; Upadhyay et al., 2Ql1ack of inclusion inexisting
policies primary focus on Reproductive, Maternal, Newborn, Child and

Adolescent Health (RMNCH + A) Progrant unavailability or inferior treatment;
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inadequate information about mental health, specifically materaatal health and
intergenerational impact on childi@riyadarshini et al., 2023)

In India, oly Kerala and Gujarat had dedicated budget for mental health in their
state budgets. Rajasthan, along with most states, allocates less than 1% of total
health budget to mental health services. This createscal fisipossibility for
integrating postpartum mental health services even where policy frameworks exist
(Priyadarshini et al., 2023)

In certain states likd&rajasthan, distrielevel programs report difficulty accessing
centrally allocated funds due to cumbersome administrative procedures, leading to
program delays and service gaSrpekar et al., 2024)

Tier 3: Human Resource and Capcity Gap

India faces a severe psychiatrist shortage: 0.3 per 100,000 population nationally,
with most states falling below thedNd Health Organizationrecommendation of 1

per one lakh patientsRajasthan is among the most underserved states, with
psychiatrists concentrated in urban areas like J¢lpupekar et al., 2024and tha

too is unequipped with sufficient resources.

Auxiliary Nurse Midwife (ANM) andAccredited Social Health Activist(ASHA)

are already overburdened with reproductive health service delivery, disease
surveillance, and nutrition programs. Incorporating memalth screening without
corresponding workload reductioor proper trainingand incentive and salary

restructuring creates implementation resistgAs&ineni et al., 2025)

3.9. Policy Recommendations

1 Addressing the Stigma associated with postpartum mental health issue:
Stigma is noanindividual prejudice but a systemic, structural phenomedesply
rootedin the health institutiongherefore leading to a lack of any policy or scheme
for mental health of womefThis is aviolation of women's rights. Absence of policy
signals to women and communities that postpartum mental heakither an issue

nor a medical priorityespecially in a country of billion mothers.
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Therefore, there is a need for mental revolution not just for the common people but
also the healthcare industry in India.

1 Timely implementation of programs
A comprehensive case study ofj&&than's maternal health (lyengar et al., 2009)
documented persistent implementation failures across multiple national programs

despite policy existend&. D. lyengar et al., 2009)

The RCH (Reproductive Child Health) programme (1992002) was not
effectively implemented in Rajasthan until 198300, creating yearsf policy-

practice lagindicating extremely slow implementation.

Rajasthan doesndét only need i mpactful and

but also a timely implementation and continuous monitoring of the same.

1 Human Resource Alignment
Accading to (S. D. lyengar et al., 200988% of ANMs did not stayni their
designated subcenter villages despite residential facikinesfrst Referral Units

remained noroperational due to specialist staff shortages in Rajasthan.

Strict Human Resource Alignment can ensure the crisis is not only addressed but
alsotackled in time. Postpartum depression ought to be treated as an immediate and

urgent issue because lack of thus sometimes has drastic consequences

i Smart Integration Strategy

Rather than creating a separate maternal mental health program (whichbgould
cumbersome and add to administrative burden) it could be integrated into any of the
existing seven maternal health policies like in National Mental Health Policy or

Pradhan Mantri Surakshit Matritva Abhiyaan among many.

Utilizing the ANMs and ASHA workers efficiently can also bring considerable

difference as they know the ground reality of the situation.
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1 Strengthening Monitoring and Accountability

There must be a amdabry districtlevel reporting of postpartum mental health
screening States should seablish baseline prevalence surveysaih the tertiary
healthcare centers where hundreds of deliveries take place every single day.
Technical support to undeesourced districtshould be provided and knowledge

sharing across higperforming and lowperforming districts

3.10. Conclusion

This study examined healthcare professionals' perspectives on postpaentai
health crisisin Rajasthan, revealing a critical gap between existing policy
frameworks and the lived reality of maternal mental health in clinical practice. The
research centered 52 healthcare professigraidominantly gynecologists (65.4%)
from both government anprivate institutions as primary data sources, capturing
their systematic observations across thousand$elieries and casesther than
relying on individual patient narratives. This methodological choice proved essential
as a single gynecologist's ebrvational experience encompasses hundreds to
thousands of maternal cases annually, providing populbie insights
unattainable through traditional patiez@ntered research alomgnich can generate

in-depth response but also include personal bias.

The findings underscore that postpartum mental health in Rajasthan is
fundamentally & amalgamatiorof personal, familialclinical, cultural, systemic,

and administrative challenges. Gender preference pressure and lack of partner
support emerged as the mdmant risk factors, each identified by 76.9% of
respondents, reflecting deeply rooted gender discrimination embedded within
Rajasthan's social fabric. Female child birth (69.2%), financial difficulties (69.2%),
and past psychiatric history (69.2%pgravéed these vulnerabilities. Yet these
individual risk factors exist within a broader ecosystem of family dysfunetiack

of partner support (76.9%), marital discord (53.8%), and nuclear family isolation

(46.2%) that healthcare professionals recognizeamplifying maternal distress.

The research documented a profound awareness crisis within Rajasthan's healthcare

system. When asked about maternal awareness of mental health services, 92.3% of
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healthcare professionals reported mothers were either unawahneir awareness
status was uncertainwith only 7.7% confirming maternal knowledge of available
services.Moreover 69.2% of professionals estimated fewer than 10% of mothers
seek professional help for postpartum depression, representing massive
undeutilization of care despite obvious need. This awareness gap is not individual
in nature- it persists regardless of provider experiend®mit structural: a systemic
failure of health communication and patient education. Public awaresrssslarly

bleak with no respondents believing the general public ey awaré of
postpartum depression. The research thus identified and quantified what healthcare
professionals have long observed clinically: the majority of women experiencing
postpartum depressiauffer in silence, isolated by stigma, lack of information, and

absence of accessible services.

The study identified cultural beliefs as significant barriers to care, with 46.2% of
healthcare professionals reporting that cultural beliefs significantly hinder
postpartum depression recognition and treatment. Postpartum mental health
symptoms are disnmsed as temporary weakness, attributed to supernatural causes,
stigmatized as family shame, and normalized as inevitable maternal suffering. This
cultural barrier cannot be addressed through clinical innovation alone; it requires
gendeftransformative polig integrating violence prevention, womeggucational

and economic empowerment, and gendemare healthcare provider training

componentsnajorly absent from Rajasthan's postpartum mental health strategy.

Critically, the research documented that while tipld government schemes and
acts existon Central level the Maternity Benefit Acts (1961 and 2017), Mental
Healthcare Act 2017, Pradhan Mantri Surakshit Matritva Abhiyan, National Mental
Health Policy, District Mental Health Programme guidelines, and AStdrker
guidelines- none specifically or adequately addresses postpartum depression as a
distinct health issue These seven schemesand programscollectively address
maternal health broadly through employment protection, institutional delivery
promotion, general mental health services, and community health activation, but
none mandates or provides guidelines for postpartum mental health screening,

identification, treatmentor monitoring The Maternity Benefit Acts ensure job

133



Chapter3: Postpartum Mental Health

protection and paid leave buotake no provisions for mental health support. The
Janani Suraksha Yojana emphasizes physical postnatal care without mental health
components. The Mental Healthcare Act 2017 provides general mental health rights
but does not specifically recognize perinatedmen as a priority population. The
PMSMA focuses exclusively on antenatal care. Most devastatingly, the National
Mental Health Policy fails to identify postpartum depression as a clinical priority
despite it being the most common mental health condéftecting women in the

postpartum period.

A mother experiencing postpartum depression therefore falls through the spaces
between schemeas she receives employment protection but no mental health
support, accesses physical postnatal care but no deprasseeming, andanany

rural womenmay be contaced byASHA workers for routine updates but encounters

no systematic identification of her psychological distréssdone Healthcare
professionals recognized this implementation failure; 53.8% reported rm® stat
government initiatives for postpartum mental health, while 84.6% of those aware of
initiatives rated them onlgsomewhat effectiv@@ No respondent rated any initiative

asovery effectivdéd , whi ch is concerning and al ar min

The research documented thend-term consequences of this systemic failure.
Untreated postpartum depression resulted in relationship deterioration (76.9% of
cases), impaired mothehild bonding (53.8%), ongoing maternal mental health
challenges (53.8%), and parenting style chang@8.5%). These cascading
consequences from individual suffering to family dysfunction to developmental
impacts on children- ultimately on Human Resource Developmeaepresent

preventable public health failures.

What distinguishes this research is nat ithentification of existing problems, which
prior studies has documented extensivelgnd most effectively Rather, the
contribution lies in systematically capturing healthcare professionals' direct
observations of these failures in réiahe practice, the identification of where
policy mandates exist but implementation falters, and their specific

recommendations for bridging the gap. Healthcare professionals emphasized the
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need for integrated mental health screening into existing postpartum care
infrastiucture rather than parallel programs; training of ASHA workers and ANMSs in
mental health assessment with corresponding workload and incentive restructuring;
establishment of referral protocols from primary health centers to district mental
health servicesand dedication of institutional resourcesunseling rooms, mental
health professionals embedded within maternity serviggsn existing healthcare

facilities.

From a public administration perspective, Rajasthan's postpartum mental health
challenge isfundamentally a governance challenge. It reflects oy policy
deficiency but structural misalignment: fragmented administrative structures
separating reproductive health from mental health pathways, inadeouddget
transfers despite stated policyiguities, insufficient human resource investment to
support screening and intervention at scale, weak monitoring mechanisms that
render postpartum mental health invisible in data and accountability systems, and

intersectional inequalities

The findings ctectively establish that closing the poliayplementation gap in
Rajasthan requires neither new policies nor additional programs layered atop an
already fragmented system. Rather, it demands deliberate administrative integration
of mental health componen into existing infrastructure, accompanied by
accountability mechanisms and political commitment. Such integration requires
amending existing guidelines to include postpartum depression screening using
standardized tools at postnatal visits; establishiegr referral protocols; redefining
healthcare worker roles with explicit mental health responsibilities and
corresponding incentive restructuring; ensuring statel coordination through the
recently established Rajasthan State Mental Health Authoritgaintain minimum
service standards, monitor equity, and facilitate knowledge sharing across districts;
and establishing systematic monitoring of screening coverage, treatment linkage,

and outcomes.

Decentralization should not mean fragmentation. WHistrict-level flexibility in

implementation is necessary given Rajasthan's diverse geography and capacity
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from urban centers like Jaipur and Kota to the reseseceaece tribal districts of
southern Rajasthanstatelevel coordination mechanisms musisare proportional
resource allocation to underserved areas, technical support tpelbovming
districts, and regular monitoring of equity and outcomes. The India Mental Health
Observatory has documented that monitoring represents the "most neglected
domain” of implementation; Rajasthan must establish baseline prevalence surveys,
particularly in tribal areas where data is sparse, and mandate destacteporting

of screening coverage, treatment completion, and referral outcomes.

The research demonates that healthcare professionals are not merely clinical
service providers but potential change agents whose systematic observations and
recommendations offer a blueprint for transformation. Their findintQat 76.9% of
postpartum mothers lack partngupport, that 92.3% remain unaware of available
mental health services, that 69.2% of those with depression seek no professional
help - constitute evidence for why existing government efforts, while -well
intentioned, have failed to address this criticablmuhealth challenge. The study

thus provides the evidence base necessary to justify policy modification, resource
reallocation, and administrative reform to integrate postpartum mental health into
Rajasthan's healthcare systemransforming what currelyt remains a hidden,
unaddressed burden into a visible, measurable, and addressable priority within the

broader maternal health agenda.

The postpartum mental health gap in Rajasthenan example ofpublic
administration's central challengbe persistendistance between policy aspiration
and implementation reality. Yet, on the ground, most women experiencing

postpartum mental health conditions remain invisible to these policies.

This gap emerges nonly from policy deficiency but fronstructural misagnment
across administrative systemBagmented governance, inadequatelgettransfers,
absentor improperhuman resource investment, weak monitoring, anmeéaarded
mental health crisis in postpartum moth&stching the gap efficientlyequires not

only fresh policies butdeliberate administrative integration, accountability
mechanisms, and political commitment to maternal mental health as a core maternal
health issue.

136



Chapter3: Postpartum Mental Health

From a public administration perspective, Rajasthan’'s maternal miesddth
challenge is fundamentally governance challengentegrating, maternal mental
health policy into existing policies; imto coordinated implementation acradkthe
districts, training required health workers, establishing referral networks, and
monitoring outcomes and competing health priorities. Solving this requires

administrative reform as much as clinical innovation.
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CHAPTER 4
EDUCATION OF DIVYANG WOMEN

The Objective of this chapter is to find the probable reasons for the decline of
enrollment of Female PwD category students in Higher Education (AFS¢iiort)
in the state of Rajasthan. The information is gathered from the special educators and

educators involved with the Divyang students.
This chapter is dividethto three sections

The First section provides anintroduction to the chapter withDefinition of

Divyang, Types of Disabilitiesand the Existing Policies.

The Second sectiorliscusses the following in detail:

i Research Methodology

0 Research Design and Approach
0 Participants and Sampling
0 Data Collection
0 Data Analysis
0 Ethical Considerations
i Results

i Summary of the key findings

The Third section discusses the following in detail:
1 Discussion
1 Policy Recommendations

i Conclusion
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4.1. Introduction

4.1.1. Definition of Divyang

According to the Ministry of Social Justice aBdmp o wer ment , the ternm
refers to people with impairments, who are also known as "differently abled" in
policy terminology. The Ministry uses 0D
with disabilities, emphasising their abilities rather than timitations.

The term o0Divyang6 was first officially n
the 2016 Railway Budget address. On December 3, 2015, Prime Minister Narendra

Mo d i initially proposed the term 6Divyanc
for 6vi kl angé (di sabl ed) during the | au
Ssubsequently reiterating this suggestion
December 27, 2018Ministry of Home Affairs, 2025)

It was coined to promote respect, dignity, and appreciation of potential in differently
abled individuals. Government policies emphasise that disability should be viewed

as an aspect of human diversity and a social isatteer than a medical problem.

Having defined the terminology O0Divyang®b
Disabilities that has been identified by fReghts of Persons with Disabilities

(RPwD) Act, 2016 This legislative action was taken by the Indian Parliament to

align the country's laws with the United Nations Convention on the Rights of
Persons with Disabilities (UNCRPD)ncreasing the number from seven to 21,

almost triple in the year 2016.

4.1.2. Typesof Disabilities

Under the Rights of Persons with Disabilities Act, 2016, India recognizes 21
categories of disabilities. These inclUéess Information Bureau, 2016)

1 Blindness

1 Low vision

1 Leprosy cured
l

Hearingimpairment
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Locomotor disability

Dwarfism

Intellectual disability

Mental illness

Autism spectrum disorder
Cerebral palsy

Muscular dystrophy

Chronic neurological conditions
Specific learning disabilities
Multiple sclerosis

Speech and language disability
Thalassemia

Hemophilia

Sickle cell disease

Multiple disabilities, including dedblindness
Acid attack victim

Parkinson's disease.

=A =4 =4 =4 =4 -4 -4 -4 -4 -4 -4 A4 -4 -4 -4 A -4

With the types of disabilities enlisted, the next sections provide a brief
understanding of Department responsible forEngpowerment of such people and

various educational measures taken to ensure the same.

4.2. Department of Empowerment of Persons with Disabilities
(DEPwWD)

The Department of Empowerment of Persons with Disabilities (DEPwD) is a
government agency in India thatovks under the Ministry of Social Justice and
Empowerment. It is committed to advancing the rights, -bveihg, and
empowerment of people with disabilities (PWDs), also known as Divyangjan.
DEPwD is in charge of developing and executing policies, programnasinitiatives

to promote inclusion, accessibility, and equal opportunities for people with
disabilities across the country. The department's mandate comprises a variety of
areas such as education, employment, social security, accessibility, and
rehabiltation to guarantee that people with disabilities can fully engage in societal,
economic, and cultural activities.
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4.3. Education for Divyangjan

The 2011 Census of India reports that there are 2.68 crore persons with disabilities,
which iss about 2.21% of thetal Indian population, compared to a global average

of 15%. The literacy rate among people with disabilities (Divyangjan) is
approximately 55%, with male literacy at 62% and female literacy at 45%.
However, only about 5% Divyangjan have achieved edutatidhe graduate level

or higher. Employment rates among this population further down the lane, with 36%
employed overall, 47% of males employed, and only 23% of females in

employment.

Various legislative measures have been upheld to protect and enthevildvyang,
including the Rehabilitation Council of India Act (1992), the National Trust Act
(1999), the Rights of Persons with Disabilities (RPwD) Act (2016), and the Mental
Healthcare Act (2017). The first three are under the Ministry of Social Jastete
Empowerment, while the Mental Healthcare Act is under the Ministry of Health and
Family Welfare.

Education plays a critical role in improving the lives of everyone and persons with
disabilities are no exception. It also includes the socializationhiddiren with
disabilities who often face marginalization. Despite all the schemes/policies and
programs, the educational index for children with disabilities remains low compared
to the general population. Programmatic efforts such as the Sarva ShiksfianAbh
(SSA) launched in 2001 have also attempted to provide uninterrupted, quality
education with inclusive policies, including a zeegpection approach for children
with special needs.

The RPwD Act, 2016 aligns with the spirit of the United Nations Cotiwe on the
Rights of Persons with Disabilities and mandates that children with benchmark
disabilities have access to free education up to 18 years of age, either in special

schools or inclusive neighborhood schools.

Further the National Education Pgli¢gNEP) 2020 and initiatives like Sugamya
Bharat Abhiyaan play critical roles in reinforcing inclusive education and

accessibility.
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Despite these extensive policy efforts and programs, admission rates for females in
higher education in Rajasthan has cambusly declined between 202D22
(Ministry of Education, 2019, 2020, 2021; Ministry of Human Resource
Development, 2017, 2017)highlighting persistent challenges in educational
inclusion for females with disabilities in Rajasthan. It was reported in the AISHE

Report.

Since 2016011, the Ministry of Education has conducted an annuatbesied All

India Survey on Higher Educati¢AISHE) to depict the country's higher education
situation. The survey covers all institutions in the country that provide higher
education. Data is being collected on a variety of parameters, including teachers,
student enrolment, programs, examinatiomtcomes, education financing, and
infrastructure. The data acquired by AISHE is also be used to calculate indicators of
educational development such as institution density, gross enrolment ratie, pupil

teacher ratio, gender parity index, and per studgrerediture.

Government of India has taken various measures over the years to ensure equality
and empowerment of Divyangjan. The following section provides a brief overview

of four such landmark initiatives.

4.4. Existing Policies

4.4.1. Sugamya Bharat Abhiyaan(Accessible India Campaign) (2015)

Sugamya Bharat Abhiyan, or the Accessible India Campaign, aims to make the
country barrietfree for persons with disabilities (PwDs). The Campaign focuses on
accessibility across three pillarduilt environment, transptation, and information

& communication. The goal is to create an obstacle free environment in public
buildings such as schools, hospitals, and government offices through ramps,
accessible toilets, lifts, and tactile paths. The campaign also promotesiblece
public transportation by improving facilities in buses, railways, and airports, and
ensures that information and digital spaces are inclusive by adopting globally
recognized accessibility standards, providing sign language, and increasing the

numberof trained interpreters.
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Beyond improving physical and digital access, the campaign promotes inclusivity,
equality, and independence for PwDs while benefiting society altogether. It includes
senior citizens and parents with small children. It suppoxisa@ic participation,
awareness, and sensitivity toward disability issues, fulfilling legal obligations under
the Rights of Persons with Disabilities Act, 2016.

4.4.2. Rights of People with Disabilities Act, 2016

(Ministry of Law and Justice, 2016)

The Rights of Persons with Disabilities Act of 2016 was enacted to implement the
United Nations Convention on the Rights of Persons with Disabilities (UNCRPD),

which was adopted by the UN General Assembly on December 13, 2006. The
Convention emphasises equality, dignity, and empowerment for people with
disabilities, as well as the idea of gender equality and other essential values.

Rights and Entitlements

According to Chapter Il of the Act, the government and local authorities
must ensure that women and children with disabilities have same rights as others.
They must also provide chances for children with disabilities to openly express their
opinions on all isses that impact them, with appropriate support based on their age

and kind of disability.

Social Security, Healthcare, and Rehabilitation

Chapter V requires assistance for women with impairments in earning a living and
raising their children. It also asgsrthat disabled women have access to healthcare,
particularly sexual and reproductive health services. The Act mandates special
schemes for individuals with benchmark disabilities, including a 5% reservation for
women with disabilities in agricultural ldnand housing allotment and poverty

alleviation and development programs.

Governments are also expected to provide rehabilitation services and programmes
within their economic means, particularly in the health, education, and employment

sectors.
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Education and Training

In higher education, all government and governragaéd institutions must reserve

at least 5% of places for people with benchmark disabilities. Furthermore, these
students are eligible for a fiweear waiver of the maximum age linfidr admission.

The Act also provides for free schooling in an appropriate environment for all

children with qualifying disabilities until the age of eighteen.

Definitions and Principles

The Act defines "high support” as intensive physical, psychological, or other
assistance necessary for people with benchmark impairments for daily activities,
independent decisiemaking, and involvement in all aspects of life, such as
education, employménand community engagement. "Inclusive education” refers to
a system in which students with and without disabilities learn together using
teaching methods tailored to varied learning requirements. "Information and
communication technology” refers to aligal, electronic, weklbased, print, and

telecom services that promote communication and access to information.

Measures for Inclusive Education
To encourage inclusive education, the government and local authorities should
conduct surveys every five yaato identify children with disabilities, assess their

special requirements, and ensure their needs are satisfied.

1 Surveymust be conducted within two years of the Act's inception.
1 Establish appropriate teacher training institutions.
1 Provide training andemployment opportunities for instructors with

disabilities who are adept in sign language and Braille, as well as those who
specialise in teaching children with intellectual disabilities.

1 Train professionals and personnel to promote inclusive educatiail a
levels.
Establish sufficient resource centres to support educational institutions.
Encourage individuals with speech or language challenges to use alternate
ways of communication, such as Braille, sign language, and augmentative

technologies, to fily participate in society and communicate successfully.
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4.4.3. Measures taken by the Ministry of Education(Rajya Sabha, 2025a)

Shri K.R. Suresh Reddy asked a question in the Rajya Sabha about the steps take
by the Indian government to ensure that digital education programs are readily
available to differenthabled students, the current state of status of assistive
technologies for online learning in schools and colleges, whether there are plans to
expand hese initiatives for full inclusivity, and other details.

The Government of India has introduced a comprehensive set of measures to make
digital education accessible for differentipled students. Regulatory frameworks,
guidelines, and special featurlesve been deployed across platforms like DIKSHA,

which has a dedicated section for Children with Special Needs offering a range of
Universal Design for Learning (UDWased eontent- such as audiobooks, Indian

Sign Language (ISL) videos, guides, and an ISL dictionary. The platform is also
equipped with an accessibility plugin allowing customization of text size, contrast,
and reader compatibility. I ni trmikgt i ves
Il nterventions for |l nclusive Classroomso
SWAYAM MOOCs supporting audiwisual content, and the-EG Pathshala with

over 23,000 accessible postgraduate resources further support inclusivity.
Additionally, UGC egulations now mandate scholarships, fee waivers, learner

support centres, and quality standards for disabled learners in higher education.

To expand and strengthen these initiatives, the government has introduced the 2020
AICTE guidelines requiring tectical institutions to provide materials in accessible

formats like large print, braille, tactile graphics, and digital reading devices. The
National Education Policy (NEP) 2020 emphasizes assistive devices, accessible
technology, and teaching materialsfammats suitable for children with disabilities;

these expectations are embedded in the National Curriculum Frameworks of 2022

and 2023. | mpl ement ati on varies across i
commitment aims at steadily progressing towafdl inclusivity - seen as a

continuous process supported by policy, technology, and institutional mechanisms.
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4.5. National Education Policy, 2020

(Ministry of Human Resource Development, 2020)

The National Education Policy (NEP) 2020 is consistent with the global education

development goal SDG4 of the 2030 goal for Sustainable Development, which India
endorsed in 2015, and intends to "ensure inclusive and equitable quality education

and promotdifelong learning opportunities for all" by 2030.

The policy specifically prioritises the inclusion and equal participation of children
with disabilities in early childhood education and care (ECCE) and the educational
system, allowing them to fully pactpate from the foundational stages through
higher education. It supports the Rights of Persons with Disabilities (RPWD) Act
2016's concept of inclusive education as a system in which students with and
without disabilities learn together, with teachingl dearning tailored to the learning
needs of varied disabilities. There is a decline in the enrolment of female differently

abled students all over India, Rajasthan being one of the worst.

Recognising the decline in enrolment of differently abled childgarticularly
female students, the NEP recommends strengthening and modernising communities
and educational institutions, such as schools, colleges, universities, and public
libraries, to ensure an adequate supply of accessible, affordable books and
educaional software. All software will be written in major Indian languages and
designed to be usable by kids in remote places and Divyang students. Teaching
learning econtent will be created in regional languages and distributed through
platforms such as DIBHA, which will also be expanded to support teacher
professional development. The policy emphasises the integration of technology
platforms (DIKSHA, SWAYAM) in schools and higher education, as well as user

feedback systems for content enhancement.

NEP 202 also recognises the need for more special educators who are
knowledgeable in both subjects and understand the needs of children with
disabilities. It presents shernd longterm training courses for piervice and in
service teachers, available astifeates, fulttime, parttime, and blended courses,

and frequently held in multidisciplinary settings. The strategy asks for collaboration
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between National Council for Teacher Education (NCTE) course curricula and the
Rehabilitation Council of India (RCIto ensure an adequate supply of competent

special educators who can teach subjects to children with disabilities. Overall, the
NEP emphasises developing enabling mechanisms to ensure that children with

special needs have fair access to quality educatiqrar with other children.

4.6. Research Methodology

4.6.1. Research Design and Approach

This study has a descriptive, exploratory, and mixed (qualitative and quantitative)
research design. This approach was selected to systematically analyze the attitudinal,
economic, physical, societal, and safety barriers that has led to decline in ebrolmen
rate of divyang female in Higher Education in Rajasthan. The quantitative method
provided numerical frequencies, percentages that illustrated the prevalence of
barriers as perceived by educators working directly with differaafilgd students
(female).

Research Question

What are the views of Special Educators omeclining rate of enroliment of
female differently abled students in Higher Education in the state of Rajasthan
for the past 5 years (as presented by the AISHE Repojtand what are various
barriers and issues Divyang female students face, according to special

educators in Jaipur and Kota Districts of Rajasthan?

4.6.2. Participants and Sampling

Population

The target population comprised special educators and teachers engaged in
education of differenyl abled students in the higher education levels in Rajasthan.
Special Educators were purposefully selected from both Government and the Non
Governmental Organizations of Rajasthan (Jaipur and Kota Districts).
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Sampling Strategy and Participant Selection

A purposive (norprobability) sampling method was done. Participants were
selected based on: (1) active employment in special/inclusive education settings, (2)
geographic location in Jaipur or Kota, (3) formal qualifications in special education
or teachng experience with differentigbled students, and (4) willingness to

participate.

Educators were specifically chosen because they are the ones who interact with both
students and their guardian, becoming the connecting link between the system and

family of special students.

Sample Composition
A total of 40 educators participated: Jaipur (n=22, 55%) and Kota (n=18, 45%).

The sample comprised 65% female (n=26) and 35% male (n=14) educators; 60%
(n=24) had % years of teaching experience; 65% (n=26) h&fzkcial B.Ed.
gualifications; and 55% (n=22) worked in NGO/Special Education Centers.

Prior to questionnaire finalization, sestructured interviews were conducted with 5

educators to identify primary barriers.

Locale of the study

According to theCensus oR011 Censudlotawas the most literate district
in Rajasthan, with a literacy rate of 76.56#owed by Jaipur with a literacy rate of
75.51%(Directorate of Census Operations, 20H8ijce most of the major facilities
and institutions are available in these two educationdl districts of the study,
these were best suited for the study. These two districts host students not only native
to the city but from the entire Rajasthan presenting a holistic picture of the situation.
Hence the decline in enrolment of overall Rajastban be understood by deeply

interrogating these two microcosms of Rajasthan.

4.6.3. Data Collection
Google Form was distributed via mail and WhatsApp and Personal visits were used

as instruments to collect data.
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A structured questionnaire with closeddedmultiple-choice items was designed
consisting of the following
A Demographic information (age, gender, qualification, experience, institution

type, location)

A Economic barriers (transportation, equipment costs, hostel facilities, school
fees)
A Physical barries (infrastructure accessibility, trained teachers, school

proximity, rural school availability)

A Attitudinal barriers (family sympathy, social shame, lack of support, safety
concerns)
A Societal barriers (gender preference, orthodox beliefs, community suppor

A Safety concerns (transport inadequacy, harassment vulnerability, hostel

insecurity, lack of female staff)

A Policy awareness and implementation perceptions
A Perspectives on NEP 2020 inclusive education
A Reasons for declining higher education enrollment

(Thequestionnaire was administered in English and Hindi to ensure accessibility.)

Data collection occurred in three stages
Pilot Stage: Sermstructured interviews with 5 special educators to identify thematic

barriers and refine questionnaire design.

Administration Stage: Questionnaires distributed via two methods for maximum
accessibility: (a) digital Google Forms distributed via email/WhatsApp, and«b) in

person administration at institutions in Jaipur and Kota.

Consolidation Stage: All responses (digiand paper) were compiled into a unified
dataset.

Data Integration

National higher education enrollment statistics for female students with disabilities
in Rajasthan were sourced from the-ltlia Survey on Higher Education (AISHE)
Report (201718 to D21-22) to examine
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4.6.4. Data Analysis

Data Preparation

Survey responses were systematically entered into spreadsisagis Microsoft

Excel For items where respondents could select multiple options, each barrier was
recorded as a binary indicator (selectetiselected)to understand thmmdependent
analysis of each barrier's frequency and regional prevalence. All 40 questionnaires

met completion criteria and were retained for analysis.

Analysis Methods
Descriptive Statistics: Frequencies and percentages calculated for all barrier
categories; some were organized by type while others by geographic location (Jaipur

vs. Kota) to document prevalence and enable regional comparison.

Rationale and Justification

A quantitative survey design was optimal fatdeessing the research question of
identifying and comparing multiple barrier types across the data. Mixed data
collection methods (digital and -person) balanced convenience and personal
interaction. Pilot interviews ensured that survey items reflededl Icontext and
educator language, maximizing validity and relevance.

Primary data collection was conducted oversix months duration, spanning

November2024 to May 2025, across Jaipur and Kota districts.

4.6.5. Ethical Considerations
Informed Consent: Alparticipants received written information about study aims,
procedures, confidentiality, and voluntary participation.

Confidentiality and Anonymity: Data were stored securely with access restricted to
the researcher only. Providing names was completelprmal. Even then, it was

nowhere used in the research.

After collecting the Data and analyzing it in detail, following results were obtained

from thedescriptive study.
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4.7. Results

4.7.1. Demographic Characteristics of Respondents

A total of 40 respondents which included special educators with special and regular
B.Ed. participated. A questionnaire was framed on the basis of-evmkd

interviews from 5 special educators.

Table 4.1: Demography of the Educators
Characteristic Category N=40 %
Gender Female 26 65.0
Male 14 35.0
Age Group Below 25 06 15.0
25-35 14 35.0
36-45 10 25.0
46-55 8 20.0
Above 55 2 5.0
Educational General B.Ed. 4 10.0
Qualification Special B.Ed. 26 65.0
Masters/Diploma in Special Ed. 08 20.0
Master of Occupational Therapy 2 5.0
Teaching <2 years 4 10.0
Experience 2.5 years 24 60.0
6-10 years 4 10.0
11-15 years 2 5.0
>15 years 6 15.0
Institution Type | Private (Exclusive) 16 40.0
NGO/Special Education Center 22 55.0
Governmenschool (Inclusive) 2 5.0
Primary Teaching Jaipur 22 55.0
Location Kota 18 45.0

Table 4.1 indicatea predominantly female workforce, with women constituting 65
percent of the sampl®&lajority of therespondents fall within the 285 years age
group (35%), followed by those agedid6 years (25%), reflecting a relatively
young to midcareer teaching population. In terms of qualificaticamssignificant
number of respondentsold a Special B.Ed. degrdé5%), suggesting that most

educators possess specialized trainwich is relevant to the fieldand
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understanding of differently abled femalith respect to teaching experience, 60
percent have been in the profession fids ears, indicating atrongconnectedness
with moderate practical exposure. The sample is largely drawn from-mNGOr
special education centres (55%), while 40 percent work in private exclusive
institutions, and aery small fraction (5%) are from governmentlusive settings
(beause special educators are hired on temporary basis @d#pgraphically, the
educatorsis fairly distributed between Jaipur (55%) and Kota (45%), ensuring

representation from both locatioasd ensuring comparative study.

The Primary data was collecteda group Discussions, Personal Interviews and

Questionnaire which is thematically discussed below.

4.7.2. Barriers to Education

a) Economic Barrier

Following is an analysis of the economic barrier faced by girls with disabilities in
accessing education; a comgan between Jaipur and Kota districts.

Table 4.2 Economic Barriers to Education of Differently abled Female
(Respondents can choose more than one option)
Probable Reasons Jaipur Kota
(N=22) (N=18)

Lack of transportation facilities 18 (82%) | 16(89%)
High costs of disabilityrelated equipment 16(73%) | 10(56%)
Lack of safe hostels for female differentipled students 16(73%) | 18(100%)
School fees for special schools 18(82%) | 10(56%)

Table 4.2. represeni®% of respondents in Jaipur and 89% in Kota have cited
transportation issues, indicating widespread concern in both disffiocgs.most
striking reason as unanimously said by all the respondents of Kota is the &tk of
hostels for female differentlgbled students; 100%.arge percentage of educators
report high expenses for disabilitglated equipment (73% in Jaipur and 56% in
Kota) and special school fees (private) (82% in Jaipur and 56% in Kota), indicating

significant economic constraints in baotgions.

b) Attitudinal Barriers
The following section analysdsow the family and societal attitudes impact the

education of Divyang girls in Jaipur and Kota.
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Table 4.3 Attitudinal Barriers to the Education of Divyang Female
(Respondents can choose mdhan one option)

Probable Reasons Jaipur Kota
(N=22) (N=18)

Families show excessive sympathy, undermining

confidence. 16 (73%) | 2(11%)

Families feel shame in taking differentiypled children

0 0
out in public, hindering their social skills 16 (73%) | 32(89%)

Society does not provide strong support for the educat

of disabled girls 18(45%) | 28(100%)

Families are overly concerned about the safety of their

0, 0
female child, especially ghe is dferently abled 14(82%) | 32(78%)

Table 4.3.shows thasocietal and familial attitude significantly affect the education
of differently abled female in the state of Rajasthan, specifically Jaipur and Kota
districts. While 73% of families in Jaipur exhibit excessive sympathy, which
undermines confidence, tHigure is substantially lower at 11% in Kota. In contrast,
89% of Kota residents feel ashamed about taking differattlyd children out in

public, compared to 73% in Jaipur, showing a deeper societal stigma.

Notably, 100% of respondents in Kota indecat lack of strong societal support for
disabled girls' education, a complete unanimity, whereas just 45% in Jaipur believe
this.

Respondents were given a free option as
additional attitudinal barrier is that fdlies live in denial for a very long time and
keep sending their children with special needs to inclusive setting where they

develop inferiority complex and don't learn anything.

C) Societal Barriers
Societal issues that contribute most to the wedecat o n o f Di vyang

education(Respondents can choose more than one option)
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Table 4.4 Societal Barriers to the Education of Divyang Female
(Respondents can choose more than one option)

Probable Reasons Jaipur Kota
(N=22) (N=18)

Gender preferender educating boys 16 (73%) | 10(56%)

Orthodox beliefs about the purpose of educating a girf 18(82%) | 16(89%)
child, which are amplified when it comes to females w
disabilities

Lack of community support systems for disabled 10(45%) | 12(67%)
individuals

Table 4.4. represents the societal barriers that may hinder the educational
opportunities to female Divyang students in Rajasthan. Tiieodox attitudes
regarding the purpose of education for femaleparticularly for girls with
disabilities- are amajor sociecultural barrier in both districts, with 82% reporting it

in Jaipur and 89% in Kota. Gender preferences for males' education are extremely
prevalent, particularly in Jaipur (73%Jemonstrating a major cultural barrier still
prevalent in socigt Furthermore, the absence of community support structures is
particularly noticeable in Kota, where 67% of respondents consider it a barrier,
compared to 45% in Jaipur.

Respondents were given a free option as
additional societal barrier is that people believe that there is no benefit of teaching

these kids; they treat them as a burden. Additionally, they fear that despite education

they won't be able to compete with regular children and thus viewing educsation a

unnecessary and optional.

d) Physical barriers
Following are the probablehgsical barriers preventingnrolment ofDivyang girls
school in Jaipur and Kota.
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Table 4.5 Physical Barriers to the Education of Divyang Female
(Respondents can choose more thame option)

Reasons Jaipur (N=22) Kota (N=18)
Inaccessible school infrastructure 12(55%) 12(67%)
Lack of trained teachers 10(45%) 8(44%)
Proximity of schools to their homes 10(45%) 12(67%)
e o penoos ordferensed | 0@ | 14009

In Table 4.5.The most noticeabl®hysical Barriersn both districts is the lack of
schools for differently abled in rural regions, which was observed by 91% of Jaipur
respondents and 78% in Kotidous limiting the enrolmentnfrastructure concerns

are also prevalent, with 55% of Jaipur residents reporting inaccessible school
buildings and 67% in Kota. Furthermore, school proximity is a greater worry in
Kota (67%) than in Jaipur (45%), yet a lack of trained instructors is medtane

comparable percentages in both districts.

4.7.3. Policy Awareness & Implementation

When asked about government schemes that are effective and policy

i mpl ementation for f emal efolldwingyr wasntlle st ude

response of the educators (N=40).

Effetiveness of Governement Scheme

80% 70%
70%
60%
50%
40%
30% . .
200 | 15% 0% 15%
e 1 ]
0% ||

Sugamya Bharat Initiatives taken by Rights of Persons with  No schemes or

Abhiyaan the Ministry of Disabilities (RPwD) policies are
Education Act, 2016 implemented as
effectively as they
should be

Source: Primary data

Figure4. L Per cei ved Effectiveness of Poli

PerspectivegRespondents can choose more than one option)
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As represented in Figure 4.1het majority of educators (70%, n=28%perienced
thatno schemes or policies are implemented as effectively as they should be, while
only 10% (n=4) acknowledged initiatives taken by the Ministry of Education, with
the remaining responses distributed between awareness of the RPwD Act, 2016
(15%, n=6) andSugamya Bharat Abhiyaan (15%, n=6), collectively indicating a
significant policyimplementation gap at the grassroots level.

Following section discusses the response of educators on the effectiveness of
National Education Policy of 202@igure 4.2 denonstrates the responses on the

guestion of Mtional Education policy d&2020and Inclusive Education.

National Education Policy (2020) and Incluvice Education
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Teaching regular Teaching both Teaching them If taught An exclusive
students categories of  together may together, setting for such
alongside students will  undermine the differently-abled students is best

students with promote a sense confidence of students should and should
special needs isof brotherhood; differently-abled have a separate  continue
impossible it ds a gstudents special setting
initiative rather than being
seated together

® Number of Respondent

Source: Primary data

Figure 4.2 Vertical Bar Graph on opinions of Respondents on thslational
Education Policy (NEP) 2020 and Inclusive Education

As demonstrated in the Figure 425% of respondents (n=22) agreed tiaaching
both categories of students will promote a sense of brothedhpod substantial
reservations remain: 40% (n=16) felt that inclusive classrooms may undermine the
confidene of differentlyabled students; 35% (n=14) preferred a separate special
setting even if taught together; 30% (n=12) supported continuing exclusive settings
for such students; and 25% (n=10) consideretugive teachingimpossiblé an

opti on owas |étChtatkefar any additional response and a \&mall
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number (5%, n=2) advocated special classes for difficult topics, reflecting the

diversity of perspectives and concerns aboutginefits-all inclusion.

4.7.4. Declining rate of enrolment in Higher Education in Rajasthan of female
students (AISHE Reports)

According to theAll-India Survey on Higher Education (AISHE) Repaditte

enrolment of female PwD students in higher education has been consistently

declining in Rajasthan

Table 4.6: Female PwD Enrolment in Higher Education in Rajasthan
(AISHE Report)
Academic Year Female PWD Enrolment
201718 2,496
201819 1,864
201920 6,519
202021 1,729
202122 1,661

Source: Data has been extracted from AISHE websiteegmdsented in tafar form

Female PwD Enrolment in Rajasthan
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Figure 4.3 Graph representing the declining rate of Enrolment in the Higher

Education (AISHE Report)
Source: The graph has been gelide using secondary data from AISHE Reports (20P2)
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If the anomaly in the ye®019320 is omittedthe graph is continuously declining.

Female PwD Enrolment in Rajasthan
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Figure 4 4: Graph representing thecontinuousdecline in the enrolment in

Higher Education (omitting the anomaly).
Source: The graph has been gelide using secondary data from AISHE Rep@@47#2022)

Probable reasons for this continuous decline veaquired from the educatoasnd

following are thereasonsas per their experience.

Table 4.7. Probable reasons for the decline of admission in the Higher
Education
(Respondents can choose mdh&an one option)
Lack of accessibility in higher education institutions 20 50%
Financial constraints and limited scholarships for fema 14 35%
PwD students
Societal norms discouraging higher education for disal 24 60%
women
Fear of safety and lack of secure accommodations for 30 75%
differently-abled women
Limited awareness and guidance regarding opportuniti 30 75%
for PwD in higher education
According toTable 4.7,
1 75% of instructors believe thdear of safety anda lack of secure hostel

facilities, as well agimited understanding and assistanceegarding higher
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education choices for PwD students, are the most significant causes for
decreased enrolment.

1 60% of respondents indicated thabcietal norms discourage dabled
womenfrom pursuing higher education.

1 Half of the participantg50%) identify alack of accessibility in higher
education institutions.

1 35% acknowledge financial constraints and limited scholarships
indicating that while economic factors are imjpot, sociecultural and

safetyrelated barriers are viewed as more critical.

4.7.5. Safety Concerns for Differently-Abled Female Students

When enquired whether educatorsé drhemsel
their studentgegedally femalg or whetler they knew someone whever faced

safety concerns while accessing education as a female diffeadatdlg studentthe

response is alarming (N=40).

Safety Issues in the past

BYES ENO

Source: Primary Data

Figure 4.5 Pie-chart Representation of respondents who have faced security
issuesin relation to female Divyang students

1 Among the 40 respondents, the vast majority (90%, n=3&)laimed that
they or someone they know had experienced safety issues while attending
school as a female differentfbled student, illustrating the neabiquity of

this problem.
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1 When asked about the most important safety concerns, the most common
responses wermadequate transport facilities and greater vulnerability
to harassment or discrimination (30 each)

1 26 respondentlighlighted ashortage of secure bstels while 16 reported a
lack of female support staff at educational institutions

These findings highlight that for differentgbled female students in Rajasthan, the
educational environment is shaped by persistent and-lay#tied safety concerns,
with transportation, personal security, and institutional support remaining pressing

gaps, according to educatorsdé collective

4.7.6. Summary of Key Findings

A Economic barriers are almost universal, with inadequate transi89®0
across districtsand a scarcity of safe hostels {¥30%) posing significant
challenges, notably in Kota.

A Attitudinal Barriers indicate strong regional differences, with Jaipur showing
more excessive sympathy (73% vs. 11% in Kota), yet both districts had
universal family afety worries (782%).

A Societal barriers persist in both districts, with orthodox opinions concerning
educating disadvantaged females nearly universal8982), indicating
widespread cultural reluctance.

A Physical barriers, particularly the lack of sclsoim rural areas of Rajasthan
(78-91%), result in significant geographic exclusion for the great majority of
differently abled students especially female.

A The policyimplementation gap is crucial, with 70% of educators reporting
inefficient scheme implenméation despite full legislative frameworks
(RPWD Act 2016, NEP 2020, Sugamya Bharat Abhiyaan).

A NEP 2020 implementation is still being debated among educators, with
considerable worries (405%) about inclusion and practical difficulties
despite ideologial commitment to inclusion (55%).

A Higher Education Enrolment Decline is a 33% decrease from-2810
202122, caused equally by safety concerns (75%), knowledge gaps (75%),

and societal discouragement (60%).
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A Concerns about safety are nearly univers@f4), with transport inadequacy
and harassment vulnerability being equally essential (75% each), resulting in
an intersectionality of gendered disability vulnerability that institutional

mechanisms do not address.

[l
4.8. Discussion

The research was motivatellie to the declining rate of admission of differently
abled girls in Higher education in Rajasth@inistry of Education, 2019, 2020,
2021; Ministry of Human Resource Development, 2017, 200 study's results
show that there are maiarriers to education for differentBbled female students

in Rajasthan. Educators who spend most time with such students were interrogated
via online and offline mode. They made suggestions for how to improve the
situation. The educators' proposals pdevessential insights into the implementation

of policy frameworks such as the Right of Persons with Disabilities (RPwD) Act
2016, the National Education Policy (NEP) 2020, and the Sugamya Bharat
Abhiyaan- at the grassroots level to foster significaalucational inclusion. This
research brings together these suggestions in five important areas: making systems
more accessible and inclusive, combining resources and infrastructure, developing
educators’ skills, raising awareness and getting people imobwed providing

security.

A primary recommendation from educators is the implementation of the Least
Restrictive Environment (LRE) principle a fundamental concept in inclusive
education that requires the integration of students with disabilities aentieeir
nondisabled peers to the greatest extent feasible. The RPwD Act 2016 and NEP
2020 both stress that neighborhood schools should be open to everyone. Studies
have previously shown concern over inclusive education. One such study mentioned
that

GVany teachers are, however, unwilling

to includespecial needs students

in their cl assrooms©d
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(Bhatnagar & Das, 2014fven the current research shows that 40% of teaghers
this study are worried that inclusive classrooms might make differahtéd
students undeconfident, and 35% prefer separate special settings even when they

are taught together.

Educators’ recommendations indicate a significant implementation iethefjc
whereas the legal framework necessitates inclusion, the actual means to facilitate
effective inclusive practice are lackigg8ingal, 2019)
One teacher said that

damilies live in denial for a long time and keep

sending their kids with special needs to inclusive

setings where they feel inferior and don't learn

anything 6

This finding highlights a basic issue: inclusion devoid of adequate support, trained

educators, and tailored curricula becomes superficial rather than transformative.

The educators say that LRE should be put into place slowly and based on facts, not

as a onesizefits-all rule. This necessitates:

(1) initial evaluations of each student's educational requirements,

(2)  structured professional development for educatans differentiated
instruction,

3) resource assistance within general education settings, and

(4) continuous oversight to confirm that students with disabilities are not only
present but actively engaged in classroom activifiesyishi & Sefotho,
2020)

The proposals stress thétee and appropriate educatidirAPE) - a key part of the
RPwD Act 2016- must involve not just getting rid of scHdees but also changing

the curriculum so that it matches the real learning needs of children with disabilities.
The study indicated that 82% of teachers in Jaipur say that high school fees for
special schools are a problem, and 73% say that the higlofcdsability-related

equipment is a problem.
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One important piece of advice from teachers is to
@make the syllabus useful for everyone, like teaching

them life skills instead of (a+b@? .

This shows a big change in the way we think about education. Instead of making
children with intellectual disabilities follow the same academic path as their non
disabled counterparts, special educators suggest a curriculum that focusses on
practical lifeskills, financial literacy, job preparation, and so&aiotional learning
(Bouck, 2010)

The NEP 2020 says that "teachilegrning econtent created in regional languages”

is important, however teachers say that not many people at school know about these

kinds of resourcegMinistry of Human Resource Development, 202Byitting the

plan into action entails not just making policies, but also giving out resources,
training teachers, and setting up systems to make sure that materials get to the right
peopk . Al t hough there are abundant scheme
advertisement for the same. TV advertisements, Newspaper articles, Advertisements

through streeacts ukkad natakcan be utilized for proper public outreach.

Teachers stress thagrsices that are not connected make things more difficult. A
crucial suggestion is:

"The government should give money to make sure

that all services are in one place.”

Right now, children with disabilities get help through a lot of different, unrelated
channels. For example, special educators are in one place, assistive technology
resources are in another, vocational training is in another, and health services are in
hospitals. This dispersion makes things even harder for families and students.
Educators gggest that schools have or be near integrated disability support centres
that offer special education, help with and maintenance of assistive technology,
health and rehabilitation services, vocational training, transportation coordination,

and hostel fatities for people who need a place to live.

163



Chapter4: Education of Divyang Women

The Sugamya Bharat Abhiyaan (Accessible India Campaign) focusses on three
areas: the built environment, transportation, and information and communication
(Ministry of Social Justice and Empoweent, 2015) However, there is still not
enough information about how well it is working. The study indicated that 67% of
teachers in Kota and 55% of teachers in Jaipur say that the school infrastructure is
not accessible. This means that even thoughcimpaign's goal was to improve

physical accessibility at schools, it is still not being done well.

Teachers have made suggestions for infrastructure, such as: Sugamya Bharat
Abhiyaan requires ramps, accessible bathrooms, lifts, and tactile walkweytbegn

must be kept up on a regular basis. Classrooms and play areas that can be used by
people with a wide range of disabilities. Schools should supply reliable transport
instead of putting the burden on families.

The most common advice from educatolis & big gap:
"Government schools must have Special Educators
mandatorily, and students should be encouraged to

go into sports and other activities."

The study indicated that 45% of teachers in both districts say that not having enough
educated teachers a problem. Only 2 of the 40 people who answered the survey
work in governmentinclusive schools; the rest (55%) work in private or NGO
special education centres. In Jaipur, as informed by the Special Educators working
in Central Schools are only on emporary basis. It is conditional; based on the
admission of any differently abled student in a year. Most regular mode schools
dondt get any admissions in the whole ye;:
the students but also for the faculty wdre seeking jobs in the Government schools.
The NEP 2020 clearly says that

"there is a need for more special educators who are

knowledgeable in both subjects and understand the

needs of children with disabilities."

But to do this, the system needs to alter. It is important to prepare, recruit and retain

the special educators in Government sch@disCooper & Alvarado, 2005)
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Educators suggest that every government school with twenty or more differently
abled students should have at least one Special B.Ed. qualified teacher on staff. The
National Council for Teacher Education (NCTE) and the Rehabilitation Council of
India (RCI) are working together to standardize the training and qualifications of
special educators. Special Educators stress that children sho@ddoeiraged to

go into sports aim édditiont to etheir sEhodlwork.i $kill e s 6
development should be ndetory especially for differently abled students,
specifically female who are at an intersection of gender, disability and other

marginalized group.

Sports and extracurricular activities develop confidence, social skills, and peer
relationshipgPalmer et al., 2017However, 90% of instructors cite safety concerns
for female divyang students, which often limit their engagement in school activities.

Creating psychologically safe and physically secure educational environment is a

cruci al component . One Speci al Educator
saf e, secur e, and friendly environment
security system with female employees 1is

educadrs believe that fear of safety and a lack of secure accommodations are the
leading causes of falling higher education enrolment among female students with
disabilities. 90% of respondents had personal experience with safety issues

involving female differatly-abled students.

Safety considerations may include (according to the respondents of this research)

1 Transportation vulnerability (mentioned by 30 educators out of 40):
Inadequate school transport exposes female students to harassment and
accidents.

i Harassment and prejudice (as reported by 30 instructors out of 40) Female
students with impairments are more vulnerable to sexual harassment and
exploitation.

1 Hostel insecurity (mentioned by 26 educators out of 40): Current hostel

facilities frequently lak security measures and female staff.
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The educational exclusion of females with disabilities cannot be understood solely
via a disability or gender lens. Girls with disabilities confront compounded forms of
discrimination as a result of the confluence vafrious identification markers
disability, gendersocioeconomic class, and locatiercreating unique experiences
that are qualitatively distinct from the sum of their individual parts. An
intersectional approach demonstrates how gendered dimensiondnefability,
safety, and access interact with disabitiéyated barriers, necessitating

comprehensive policy solutiorfsiasidou, 2013)

The educator's suggests highlight:
@pread awareness among parents and society run
programmes for parents of special children teach
them how to handle special children more

effectively. O

The study found significant attitudinal and cultural impediments, wit8®2 of
educators reporting traditional ideas about teaching impaired girls and 100% of Kota
respondents indicating a lack of societal support for disabled girls' education.
Currently, 70% of educators claim that government plans are not being adequately
implemented at the grassroots level, indicating a lack of awareness among both
implementers and the general population. Educators recommend comprehensive
awareness efforts that addre§®undational understanding that education is not
optional for differentlyabled youngsters and that they can compete on par with their
nondisabled counterparts Parent and community involvement through a specialised
parent training program. Teaching effiee techniques to support learning at home.
Schootbased awareness by including disability education into regular curricula to
foster peer acceptance and understanding should be included in the curriculum.
According to one educator,

0 Peopl e iatyrbelieve theredsma benefit to

teaching these kids; they treat

Furthermore, they are concerned that despite their schooling, they would be unable

to compete, which underscores the fundamental misunderstanding that must be
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addressed Evidencebased awareness campaigns should include instances of
differently abled people achieving in education and employr(iéataharisetti &
Castro, 2016)

Although more than 50% of the special educators are in favour of inclusive
education yet rest of them have mixed thoughts regarding the same. Still 40 % of the
respondentdbelieve that inclusive education will undermine the confidence of the
special children. an85% (n=14) preferred a separate special setting even if taught
togetherwhich is contradictory to the previous suggestions by NCERT which
advocategor strategieshat integrate all students within the regular classroom rather

than removing some for learning in segregated setfihgka, 2015)

4.9. Policy Recommendations

1. Provide Economic Assistance at every step

Economic constraints remain one of the most major impediments to education for
differently abled female students. Educators frequently report transit issues, lack of
safe hostel failities for girls, high equipment prices, and high school fees for private
tuitions. While laws such as the RPwD Act of 2016, Samajik Suraksha Pension, and
disability-focused scholarship schemes exist, these benefits are not widely known or
accessible (ean by the special educators). Financial assistance must be tailored to
genuine disabilityrelated expenses, and transportation subsidies or sahraolged

transportation should be offered.

2. Improve Inclusivity

To improve inclusion, plans must be communicated through many channels in local
languages, a streamlined singlendow application and payout through schools, and
eligible kids must be identified in advandexternal audits, female wardens trained

in child protection, confidential grievance processes, medical and mental health

care, and community oversight committees are all required for hostels

3. Security for female students
A secure hostel infrastructure with regular surveillance, female staff, armtemge
sensitive services is required. Although policy frameworks are broad, gleveld
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execution is inadequate. Institutions report inadequate resources, irregular

monitoring, and a lack of trained people.

4. Infrastructure in rural areas

Many speciakducators mentioned that the female divyang students who are in rural
areas go to regular schools in the initial years, later they drop out due to lack of
special facilities in the rural areas. To improve service delivery, NGOs and special
education centee require targeted funding, technical support for eviddérased

approaches, and the regularisation of special educators and support workers.

5. Continuous monitoring of Quality Education

Quality assurance should be reinforced with regular inspectiandits, and
accreditation. Tracking student outcomes from school to job will assist in
determining the effectiveness of inclusive education initiati&isdents should

learn at least one skill that can give them employment while they are in school itself.

6. Bridge the gap between Policy and Implementation

The gap between policy aims and implementation remains large. Translating
national frameworks like the RPwD Act, NEP 2020, and Sugamya Bharat Abhiyaan
into schoollevel action plans necessitates clstndards, committed oversight at

the block and district levels, and ongoing capacity building for administrators.
Monitoring systems must keep track of critical metrics such as the identification of
children with disabilities, the recruitment of speciallueators, accessibility
improvements, and scholarship awarding. Frontline educators’' feedback should
inspire policy refinement, and resource allocation must be commensurate to need,

especially in places with a large number of differently abled learners.

7. Ambitious Awareness Schemes

Outreach programs and awareness schemes should be ambitiously done via media,
posters, nukkad natak for general public to generate awareness regarding
differently abled citizens of India. Everyone should be aware of their yigbt®nly

the differently abled students. Although schemes exist on paper, lack of awareness
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even among the speci al educators doesnot

Government which cannot spread awareness as much as it should have been.

Disability, gender, economic constraints, geographic isolation, and institutional
limitations all play a role in educational exclusion for differently abled females.
Improving inclusiveness requires a comprehensive and coordinated effort. An
effective systenmust be founded on rightsased law, supported by skilled staff and
accessible infrastructure, financially sustainable through coordinated schemes,
socially transformative through stigma reduction activities, and institutionally safe,
with special safeguds for girls. Focusing on outcomeseducational attainment,
social integration, and transition to employmentwill ensure that inclusive
education leads to meaningful empowerment. The present legal and policy
framework is good; what is required now is nuuitted, weltcoordinated
implementation supported by enough resources, institutional capability, and strong
accountability mechanisms.

4.10. Conclusion

The decline in admission of female students (divyangjan) in Rajasthan is not due to
absence of policy, but due to the fundamental gap between comprehensive legal
frameworks and their grouddvel implementation. While the RPwD Act 2016,
NEP 2020, and Sugagm Bharat Abhiyaan provide robust policy architecture,
special educators' voices, who spend most of their time with such students reveal
that these policies remain disconnected from the lived realities of diffesdritdy
female students. They continue fece compounded barriers rooted in economic
deprivation, social stigma, geographic isolation, and institutional inadequacy. The
educators' recommendations point toward a coherent vision: inclusive education for
girls with disabilities requires not merelpolicy initiation but committed
implementation through trained personnel, integrated services, accessible
infrastructure such as safe and secure hostel facilities for female, special toilets,
financial support mechanisms, and unwavering institutional safdg. It should be

a fundamental understanding that education is not a privilege but a right, and that
differently-abled girls possess both the capacity and entitlement to educational
achievement and participation at par with their -d@abled peers. Wibut such
coordinated, multlevel action, the gap between policy initiation and educational
outcomes will persist, creating the exclusion that current data tragically
demonstrates.
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CHAPTER 5
CONCLUSION

The objective of this chapter is to summarize the major findings of the study and to
suggespolicy interventions emerging from the analysis of the data. This chapter has

been organized intlour sections

Thefirst section discusses thllowing:

A Rationale and Contemporary Relevance of the study
A Summary of Review of Literature

A Summary of Research Gap and Inferences drawn

A Locale of the study

A Scope of the study

Thesecond sectiomiscusses thiollowing:
A Objectives
A Hypotheses

Thethird sectiondiscusseshe Major Findings from each chapter:
A Adolescent Mental Health
A Postpartum Mental Health
A Education for Divyang Women

Thefourth section discusses thillowing:
A Policy Recommendations
A Contribution to Knowledge

A Limitations of the study

A

Future Research Directions

170



Chapter5: Conclusion

5.1. Rationale and Contemporary Relevance of the study

Wo menos E mpcannat benemsidered as a static goal; instead, it is a
continuouyy evolving process shaped by social, economic, political, and
institutional contextsThe access to mental health services to women at every age
and need is not only a matter of equity aodial justice but also holds significant
implications for the soci@conomic development of a country. The same is true for
the education of differently abled women and monitoring their enrolment and drop
out rate in educational institutions. Ensuring@ltie of female in totalitymental and
physical and Education for altegular and special will bring a holistic change and
make the nation Developed in true sense.

Mental health issues, as mentioned before, especially Depression affects more
female tharmen. In their adolescence age it affects their interests in study and thus
negatively affecting the future. And in the reproductive age, it can severely affect not
only the motherdés health in the future

weakmothekrchild bond.

As inclusive members of the nation, Divyangjan contribute significantly to the
human resource pool, and their inclusion in higher education is significant for
harnessing their potential. It becomes imperative when the gender is female due to
her intersectinality of gender and disability sometimes topped with caste, class,

region and poverty.

Thus, present study becomes highly relevant. This study aims to determine and
assess the mental health of women in to crucial stages of their life and the access and
hindrance to higher education for differer#ligled female in the state of Rajasthan.

The aim is to identify various factors that contribute to postpartum mental health
crisis in women, how and how much does stress and other mental health indicators
affed adolescent female and what are the various reasons for the drop in enrolment

of differently-abled female of Rajasthan in the higher education.
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5.2. Summary of Review of Literature

The reviewed literaturen Chapter 1 (Introductionfor all the three lapters
coll ectively establishes ment al heal t h
empowerment, examined across the life courBem adolescence to motherhood
and disability. In the context ofdolescent and Postpartum mental health
government policies and international frameworks (WHO, UNICEF, National
Mental Health Policy, Mental Healthcare Act, National Mental Health Programme,
and other maternal health schemes) recognise mental health as abéag#d and
public health priority Despite that across botHife stages i.e.adolescents and
reproductive agea persistenfireatment gafiemergesVarious reasons are attributed
for the same which includes but are not limitedstgmaand shameinadequate
screening, limited speciakd services, and weak integration of mental health into
primary and maternal healthcare. Research evidemog Government data
(International and Nationalxonsistently highlights high prevalence rates of
depression, anxiety, stress, and suicide risk gmadolescents and mothers
stemming fromacademic pressureinrealisticfamilial expectationsdual burden,
socioeconomic vulnerability, and lack ofieneral awareness acting as key
determinants. Studies further demonstrate that while policy intent exists,
implementation remains fragmentedparticularly for postpartum mental health,
which continues to lack explicit, structured interventions despite its proven impact
on maternal and child welleing becoming a strong example of gender
discrimination. Poli@s exist to address other mental health crisis. But no special
attention has been given thus far because it affects just one gender i.e., female.
Books and expert works reinforce the need for early identificationjudgmental
support systemsawarenesschemescommunity sensitization, and continuity of

care across adolescence and motherhood.

The other section of the study. educatior for differenthabled womeg policies

such as the National Education Policy 2020, Rights of Persons with DisabAdt

2016, Sugamya Bharat Abhiya&tc. emphasize inclusive, accessible, and rights
based education. Yet empirical studies reveal substantial gaps between policy and

practice.Previous esearch consistentljighlights intersecting barriers of gender,
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disability, class, caste, and geography that limit enrolment, retention, safety, and
postschool opportunities for disabletemale Constraints such as inadequate
infrastructure, shortage of trained teachers, societal stigma, safety concerns, and
weak trangion pathways beyond elementary education continleetan excuse to

avoid inclusion. International and Indian scholarship stresses that inclusion must
move beyond physical access to address deeper institutional, cultural, and attitudinal
barriers throughjoined efforts of individual and institutionBooks further
contextualize these challenges historically and pedagogically, highlighting education
as a transformative tool for womends empo
sustained teacher trainingarental engagement, data transparency (notably the
absence of recent AISHE reports), and systemic reféomshe disabled female
Overall, the literatureneetson the conclusion thdtolistic empowerment requires
integrated, continuous apropos and intesectional policy approaches that
simultaneously address mental health, educationiraeectionality of both.

5.3. Summary of Research Gap and Inferences drawn

The review of literature across the thiimensions (which is discussed in detail in
Chapter 1 Introduction) which includesadolescent mental healthof female
postpartum mental health and education of Divyang women It reveals
substantialresearchespolicy attention, and empirical evidencé raational and
international levelsDespite this breadth of work, the literature also expepesific
policy interventions, geographicdisparities, genderspecific, and administrative

gapsthat justify the present study.

First, in the area o&dolescentmental health, existing research establishes a high
prevalence of mental health disorders amdagor lack of identification of the same
for a very long timeparticularly in urban and competitive academic environments.
Yet, most Indian studies disproportately focus on higiprofile locations such as
Kota which is always in mediattention often neglecting Jaipur, the state capital,
which has distinct urban, soetwltural, and educational dynamics. Moreover,
despite global evidence that adolescensgare more vulnerable to depression and
anxiety, genderspecific studies focusing exclusively on female adolescents are
notably scarce The literature further lacksomparative, agedisaggregated
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analysis (15117 vs. 1719 years) and systematic examinati@f living
arrangements (homebased vs. independent livingwhich automatically believes
that students are suffering because they are away from. bohdé@ionally, while
prevalence is wellocumentedhelp-seeking behaviour remains underexplored
particulaty in the context of stigma, accessibility, and soeaiaél culturalnorms in
Rajasthan.

Second in the domain ofpostpartum mental health, research highlights
alarmingly high prevalence rates of postpartum depression in India and persistent
issues of low awareness, undéagnosis, and undéreatment. However, a
significant gap exists at thgolicy-administration convergence Major maternh

and mental healtlpolicies and programs such #s National Health Mission,
Pradhan Mantri Surakshit Matritva Abhiyan, National Mental Health Programme,
and National Mental Health Poliapajorly focus orphysical health and provide no
specific operatimal framework for postpartum mental health cakéoreover
frontline health workers such as ASHAs are not institutionally trained or guided to
identify or manage maternal mental health concerns. From a research perspective,
most studies are clinical or pdylogical in nature, withimited administrative,
policy-oriented, or systemlevel analysis and very few incorporate the
perspectives ohealthcare providers such as gynecologists and psychiatrists
Regionspecific evidence frorthe state oRajastharpaticularly Jaipur and Kot&

al so sparse, des pi-clwraland bealhdalgatrier¥ s uni que s

Third , with regard to theducation of Divyang womenwhile inclusive education
frameworks such as the Rights of Persons with Disabilities Adit 2nd Mtional
Education Policies2020 exist, the literature consistently shows a gap between
policy intent and grountevel implementation. Research confirms that
intersectionality of gender and disabilityare a troubling issyeyet district -level,
gerder-specific analysegemain limited. In Rajasthan, the documented decline in
female Divyang enrolment in higher education since 2017 (as per AISHE reports)
has not been adequately investigat@dditionally, the perspectives ddpecial
educators on inclusve education its feasibility, and its effectiveness under NEP
2020 are insufficiently studied, despite their central role in implementation.
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In light of these gaps, the present studyb&sed ona comparative, gender
sensitive, and public administratiororiented framework. It aims to address
neglected intersections génder, age, location, living conditions, disabilityhelp
seeking behaviorand governancewithin the state of Rajasthadaipur and Kota
districts act as microcosm of RajasthaBy centring female adolescents,
postpartum mothers, and Divyang women it foregrounds populations that
experienceintersectionalvulnerabilities yet remain underrepresented in pelicy
responsive research. Finally, by incorporating the perspectivebealthcare
professionals and special educatorghe study aims to bridge the persistent divide
between lived experiences, service delivery, and policy ddsgieecontributing
empirically and analytically to public administration, gender studies, and

psychological necesss of the time

5.4. Locale of the study

The state of Rajasthan, particuladgipur and Kotalistricts were chosen for the

study for the following reasons.

A Rajasthan is the largest state of India with an are2d@f23%m? and it is
not feasible to cover the entire state. Hence two districts were chosen for the
study since theswvo districts together capture the diversity and intensity of
Rajasthandéds healthcare | andscape.

A Rajasthanin particular was selected because agleu in the National
Mental Health Survey (20136), Rajasthanreports alarmingly higher
prevalence of neurotic and strestated disorders in the state, pointing
toward the need for distridével inquiry.

A Jaipur, as the state capital and largest udsanerof the stardunctions as
the primary referral hub for Rajasthan, with a dense concentration of tertiary
and secondary healthcare institutions serving urban,-gdran, and rural
populations from thentire state. Moreover, Jaipur is becoming athdor
educational centres.

A Kota, while smaller in administrative stature, represents a distinct urban
health context as a medical education center with multiple teaching hospitals

and a sizeable government and private healthizanéties. Kota also is a
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traditional hub for coaching centres and still attracts lakhs of student every
year.

A Examining of these two districtshelps in comparative understanding of
mental health service availability, access, and utilization across differing
urban health systemsyhile capturing the experiences of adolescent
populations drawn from varied soey@ographic backgrounds.

A For the education component, Jaipur and Kota were purposively selected due
to their centr al role in Rajasthanos

concentration oflivyang women from all over Rajasthan.

5.5. Scope of the study

The currentresearchexamned women empowerment in Rajasthan with a special
focus on health and education of women in the districts of Jaipur and Kota.
Empowerment can be achieved through good health and educating women. Health
was divided into two parts i.e., Mental Health andyBleal Health. This research
studed the mental health of women specifically adolescent mental health (aged
between 15 td9) and postpartum mental health. Whereas in Educktioivomen

the researchaVeinto education for differenthabled women in Raghan; focusing

on the declining rate of admission of female differently abled students in the higher
education.

This holistic study of two age variation i.e., Adolescence and Postpartum
(reproductive age) will help the policy makers to make policiesdha carved for
specific need of the two age groups. Since, the needs and priorities of both age
groups is extremely unique, it demands specific policies for each.

Similarly, the research will also help policy makers to make better policies to limit
the drop-out rates of Divyang female and motivate more admissions in the higher
education in Rajasthan. It will also aid in the better understanding about the
complexities of inclusive education, which will help future policy makers to keep
the views of both arents and special educators while making decisions for
differently abled students. It is extremely important to keep security in center for
female students, especially when they are at an intersection of gender and disability;
sometimes even caste, classl region.
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Objectives of the study

To find out Frequency of overwhelm in Jaipur and Kota districts of
Rajasthan amongst female students aged betweé&@ &hd 1719 years of

age and analyze the same.

To analyze the prevalence of Mentaalth symptoms such as Anxiety,
Loneliness, Panic Attacks, persistent sadness and suicidal thoughts in female
students aged between-1% and 1719.

To analyze the prevalence of various mental health indicators in female
adolescent students in Jaipur &ata districts.

To study the residence based (at home versus away from home) mental
health issues in female adolescents in Jaipur and Kota districts.

To compare the mental health issues prevalence aneséeking behavior

for the same in female adoleststudents in Jaipur and Kota districts.

To understand how satisfied female adolescent girls are with the
administrative support provided by the local, state and National Government
for the mental health issues and academic stress.

To understand Family rafed factors that cause pgstrtum mental issues in

the mothers of Rajasthan.

To analyze the Delivery related issues that creates inpaogtm mental
health issues in the mothers of Rajasthan.

To analyze the societal and the cultural expectations orerhit Mental
health.

To find out how many healthcare providers belief that cultural issues impact
Postpartum mental health recognition and treatment.

To investigate an estimate of clinical diagnosis rate of postpartum depression
and barriers to effectivedBtpartum Depression Management.

To interrogate from the healthcare professionals on how aware a Rajasthani
mother is regarding mental health services and what is theddeking rate.

To inquire from the healthcare professionals about general PubliccAess

and Support System provided to the mother.
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1 To understand how literacy rate is associated with the awareness of
postpartum mental health.

1 To understand the role of healthcare providers, Government (local, state and
central) in managing postpartum medrtealth issues.

1 To investigate the lonterm effect of Post partum mental health issues as
perceived by the healthcare providers

il To analyze the declining enrollment of Divyang female students in higher
education institutions in Rajasthan (AISHE Report 20022) and identify
the underlying causes from educators' perspectives.

9 To evaluate the awareness, effectiveness, and graskroelts
implementation of government policies and schemes among educators
(including Sugamya Bharat Abhiyaan, RPwD Act 2016, and NEP 2020) for
the education of differentigbled female students.

i To identify and analyze thegtitudinal barriers preventing diferently-abled
female students from accessing quality education in Jaipur and Kota districts
of Rajasthan.

i To identify and analyze thsocietal barriers preventing differentlyabled
female students from accessing quality education in Jaipur and Kotetslistr
of Rajasthan.

i To identify and analyze theconomic barriers preventing differentlyabled
female students from accessing quality education in Jaipur and Kota districts
of Rajasthan.

i To identify and analyze thphysical barriers preventing differentlyabled
female students from accessing quality education in Jaipur and Kota districts
of Rajasthan.

i To investigate the severity of safety concerns faced by differabtgd
female students that is being a hindrance in seeking education.

5.7. Hypotheses

1. Hypothesis Related to District wise Differences (Jaipur and Kota)
1 Frequency of overwhelm
1 Academic Stress levels
1 Mental Health Indicators
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1 Help-Seeking Behavior
1 Awareness of Mental Health Support Systems
1 Perceived Satisfaction with Security Measures
2. Hypotheses Related to Age Differences
3. Hypotheses Related to Place of Stay

Note: Formal hypothesesvere not formulated for the '3 and 4" chapters on
Postpartum mental health and Education of differently abled women respectively
because the nature of thaquiry was descriptive and analytical rather than
inferential. These chaptersere designed to systematically collect data from the
stakeholders (their experience and perspectives), docuh@xisting conditions,
institutional practices, and policy implementation gaps using descriptive data. Since
the variables examined such as availability of services, institutional preparedness,
awareness levels, perceived barriers elicl not requirestatigical testing or
measurement of causal relationships, the application of inferential statistical tests
was notmethodologically apt.

5.8. Summary of the Results

5.8.1. Major Findings from Chapter 2 (Adolescent Mental Health)

Data was collected frorB60 female adtescentsfrom Jaipur (N=290) and Kota
(N=270) agedbetween 15819. FromJaipur, 80 female adolescents were between
1517 age group whereas210 were from 1719 age group From Kota, 75
students were from 1517 age groupwhereasl95were in theage group of17-19.

The data was collected usimgurposive, convenient and snowball sampling
through Questionnaire distributed personally and through Google Forms.

The data was further calculated and analyzed using Microsoft Excel. Tests were
applied using MicrosofExcel.

The following table enlists all the statistically significant results obtained from the
collected data and its interpretation
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Table 5.1: Summary of Statistically Significant Hypothesis Testing Results anitis Interpretation from Chapter 2: Adolescent
Mental Health

S.No. Null Hypothesis Test used p-value Decision Meaning of the Result
There is no significant difference Null Hypothesis ?S|gn|f|cant association between district aj
Reiected requency of overwhelm was found, fem:
the frequency of overwhelm amor . | . :
1. Chi-Square Test 0.0045 o adolescents from Jaipur reported higl
female adolescent students betwg Statistically f f hel d h
Jaipur and Kota districts anificant requency of overwhelm compared to thg
' significa from Kota
The rejection of the null hypothesis indical
There is no significant difference Null Hypothesis a significant difference in academic stre
. Reiected levels among female adolescent stude
the academic stress levels amq Independent ) . L , :
2. <0.001 o between Jaipur and Kota districts. With Jaij
female adolescent students betwq sample itest Statistically S . . :
Jaiour and Kota districts oS district reporting  gnificantly  higher
P ' significant academic  stress compared to tH
counterparts in Kota
NUIIRZYSS?(?S'S The results revealed a significant difference
There is no significant difference J anxiety or stress among female adolesq
anxiety or stress among femald -, . 0.020 students between Jaipur and Kota distri
3. .| Chi-Square Test - .
adolescent student between Jai Statistically Female adolescents from Jaipur repor
and Kota districts. significant significantly higher anxiety or stress th;
those fromKota
.| The rejection of the null hypothesis indicat
There is no significant difference Null Hypothesis | 5 sjgnificantdifference in loneliness amor
4 Lonelinessamong female adolesce| .« -+ 50006 Rejected female adolescent students between Ja
' student between Jaipur and K¢ q ' and Kota districts, with students from Jaif
districts. Highly significant reporting significantly higher lonelineg

compared to their counterparts in Kota
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There is no significant difference
Persistent sathess/hopelessnes
among female adolescent studs
between Jaipur and Kota districts.

Chi-Square Test

<0.001

Null Hypothesis
Rejected

Highly significant

Rejection of the null hypothesis reveal
significantly higher Persister
sadness/hopelessness. among female
adolescents in Jaipur compared to Kota

There is no significant difference
suicidal thoughts among female
adolescent student between Jai
and Kota districts.

Chi-Square Test

0.0007

Null Hypothesis
Rejected

Highly significant

The results remaled a significant difference |
suicidal thoughts among female adolesg
students between Jaipur and Kota distrij
Female adolescents from Jaipur repor
significantly higher suicidal thoughts thg
those from Kota

There is no significant difference
help seeking with Therapy or
Counselling among female
adolescent student between Jai
and Kota districts.

Chi-Square Test

0.0001

Null Hypothesis
Rejected

Highly significant

The rejection of the null hypothesis indies
difference in the two cities when it comes
help seeking with Therapy or Counsellir
with female students in Kota reportir
significantly higher levels of helpeeking
through therapy or counselling

There is no significant difference
help seking with Therapy o
Counselling among femal
adolescent student between Jai
and Kota districts.

Chi-Square Test

0.0205

Null Hypothesis
Rejected

Moderately
significant

The rejection of the null hypothesis indical
a significant association betweére districts
of Kota and Jaipur, and avoidance of ke
seeking due to the belief that issues \
resolve on their own. With female adolesc
students from Kota reporting significant
higher avoidance.

There is no significant difference

not seekig help due to the lack ¢
access to resources among fem
adolescent student between Jai
and Kota districts.

Chi-Square Test

0.0002

Null Hypothesis
Rejected

Highly significant

A significant association between district a
avoidance of hehseeking due to lack ¢
access to resources was found, fen
adolescents from Jaipur reported higl
avoidance due to lack of access to resou
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compared to those from Kota

10.

There is nosignificant difference in
awareness of mental health
support systems among femalg
adolescent student between Jai
and Kota districts.

Chi-Square Test

<0.001

Null Hypothesis
Rejected

Highly significant

Rejection of the null hypothesis reveal
significartly higher awareness of ment
health support systems. among fem
adolescents in Jaipur compared to Kota

11.

There is no significant difference

Lonelinessbetween younger (157

years old) and older (X9 years
old) female adolescents.

Chi-SquareTest

<0.001

Null Hypothesis
Rejected

Highly significant

The results revealed a significant difference
loneliness among female adolescent stud;
between the two age groups. Fem
adolescents from 1¥9 age group reporte
significantly higher lonelings than those fror
1517 age group.

12.

There is no significant difference
Persistent Sadness or Hopelessne
between younger (357 years old
and older (1719 years old) femals
adolescents.

Chi-Square Test

<0.001

Null Hypothesis
Rejected

Highly significant

The rejection of the null hypothesis indical
a significant difference in Persistent Sadn
or Hopelessness between younger -1¥5
years old) and older (1¥9 years old) femal
adolescents, with age group-19 reporting
significantly higher Persistent Sadness

Hopelessness than those from-1I5 age

group.

13.

There is no significant difference
Persistent sadness or hopelessne
between female adolescent stude
staying at home and those staying
away from home

Chi-Square Test

0.002

Null Hypothesis
Rejected

Statistically
significant

A significant association between place
stay (at home, away from home) and issug
Persistent sadness or hopelessness was fi
female adolescents staying at home repo
significantly higher persient sadness @
hopelessness compared to those away 1
home.

182



Chapter5: Conclusion

14.

There is no significant difference

Anxiety or excessive worry
between female adolescent stude
staying at home and those staying
away from home

Chi-Square Test

0.013

Null Hypothesis
Rejected

Statistically
significant

The rejection of the null hypothesis indical
a significant difference in Anxiety @
excessive worry between female adolesq
students staying at home and those staj
away from home. With those staying at ho
reporting significantly higher Anxiety o
excessive worry.

15.

There is no significant difference

Suicidal thoughts between femalg
adolescent studenstaying at home
and those staying away from
home

Chi-Square Test

0.032

Null Hypothesis
Rejected

Statistically
significant

The rejection of the null hypothesis indical
a significant difference in Suicidal thougHh
between female adolescent students stayir]
home and those staying away from hor
With those staying at home reportil
significantly  higker  Suicidal  thought
compared to those staying away from homg
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5.8.2. Major Findings from Chapter 3 (Postpartum Mental Health)

Data was collected from52 healthcare professionalfrom Jaipur and Kota
combinedwith 34 Gynecologists(65.4%), 7 Psychiatrists (13.5%)as the major
population.

Data was collected using Purposive and convenient sampling. The data was
collected through personal interviews and Google Forms.

Summary of key findings are tabulated below.

Table 5.2: Summary of he Key Findings from Chapter 3: Postpartum mental

health
S.No. Thematic Area Consolidated finding
1. | Biological, Female child born, financial difficulties ar
Psychological, and past history of psychiatric illness or anxig
Social Risk Factors were reported as the main causes by more

69 % of doctors.

2. | Family-Related Factors | Lack of partner supporaind lack of family
support were reported by77% and 69%
doctors respectively.

More than 50% reportMarital Discord as one
of the major risk factors for postpartu
depression.

3. | Delivery-related Factors | Unplanned pregnancywas reported by mor
than 69% of doctors as thalelivery-related
causefor postpartum depression.

4. | SocietalExpectations Gender preference pressure, Pressure t
return to normal roles quickly, Expectation
to prioritize child over personal health was
reported by more than half of the responde
as contributing factors to postpartum mer
health issues.

5. | Impact of Cultural Maximum respondents that adé.2 % report
Beliefs on Pstpartum that cultural Dbeliefs ignificantly hinder
Mental Health recognition and treatment

6. Prevalence and On one hand, 16 out of 52 respondents re
Diagnosis thatno such data is availablevhich estimates

number of cases found per 1000 patients
postpartum depression whereas 24 out of
suggest thad-10% of casescome according t
their clinical experience per 1000 patients.
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7. Barriers to Management | Lack of awareness among mothersnon-
availability of mental health professionals
and Fear of stigma amongpatient's families
are few among many barriers to effect
postpartum Depression management. Th
reasons are frequently marked by the health
providers (more than 30%).

8. Maternal Awareness of | More than 50% of respondents believe that

Mental Health Services | mothers are unaware of the mental healt
services facilities.

9. General Public 92.4% of respondents are split between
Awareness of opinion that the general public is eith
Postpartum mental somewhat aware or not very aware (46.
health issues each) of the postpartum mental health issues

10. Help-seeking rate in Almost 70% of the healthcare providers ha
Mothers observed thatess than 10% of the mothers

seek help even when they need it.

11. Methods used by 84.6% of the healthcare providers believed t
mothers to get help for | support from extended family is most
mental health issues beneficial followed by77% of them belieuvng

in professional help.

12. Effect of education level | Healthcare professionals are split between
of mother on formal education and similar prevalence
Postpartum mental across all educational levelseachreported by
health 30.8% of the respondents.

13. Heal t hcare More than 75% of the respondents provid
strategies emotional support and refer them to mental

health services Whereas more thaa5% of
them identify depressive thoughts, apply
behavioral modification technique or assist
with decision making But, without any
standard tools for testing the issue.

14. State Government As per their clinical experiencanore than
Initiatives 50% of the respondents believe thato

initiatives are being takenfor the preventior|
and cure of postpartumental health issues.

15. Central Government Almost 70% of the respondents repg
Initiatives maternity leave policies as beneficial 1

mothers followed by Pradhan Mantri

Surakshit Matritva Abhiyaan (as reported by
more than 60% of the respondents
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16. Perceived Effectiveness | No healthcare professional reported any

of State/Local initiatveaso very effective
Government Initiatives | More than 80% reported it asSomewhat
effective.

17. Postpartum issue as an | More than 60% of respondents not
issue of modern postpartum depression as an issue of mo
civilization. civilization

18. Long term effect of More than 75% of healthcare professionals
untreated postpartum their clinical experience have seesationship
mental health issues issue with partners or family members in

long term if mental health issues after delive
are ignoredand more than 50% report its
impact on mother-child bond.

5.7.3. Major Findings from Chapter 4 (Education of Divyang Women)

Data for this chapter was collected from educators ffaipur (22) and Kota (18)
combined.16 of them were from Private (Exclusive) setting, 22 from NGOs and
Special Education Centres, and 2 from Government school with inclusive setting.
Most of the educators had Special B.Ed. degree. The data was collectgd us
Purposive sampling via Google Forms and personal interviews. Group Discussions

were also conducted for Qualitative study.

Table 5.3: Summary of the Key Findings from Chapter 4: Education for
Divyang Female

S. Key Areas Explanation

No.

1. | EconomicBarrierto | Lack of safe hostels for female differentlyabled
education students is major reason irKota with 100% of

educators reporting it as an issue.
In Jaipur, School fees for special schools wg
reported byB82% of the educators.

2. | Attitudinal Barrier 100% of educators inKota believe thatSociety
does not provide strong support for the educatio
disabled girlswhereasF a mi | y épsotection
and safety of female disabled childvas reportec
as a major concern by the educat¢82%) in
Jaipur.

3. | Societal Barriers Both Jaipur (82%) and Kota (89%) blame
orthodox beliefssuch as theurpose of educating

186



Chapter5: Conclusion

a girl child,especially disabled oneas the leading
societal barrier.

Physical Barriers

Both Jaipur (91%) and Kota (78%) believe
Absenceof schools for differently-abled students
in rural areas as the leadinghysicalbarrier.

Policy Awareness

70% of educators believe thato schemes ol
policies are implemented as effectively as the
should be for the education of differently able
female students in Rajasthan.

Inclusive Education

55% of respondentsagreed thateaching both
categories of students will promote a sense

brotherhood.

40% of respondentgelt thatinclusive classrooms
may undermine the confidenceof differently-

abled students 35% preferred aseparate specia
setting even if taught together

Declining rate of
admission

75% of respondentsbelieve thatFear of safety
and lack of secure accommodations for

differently-abled womenand Limited awareness
and guidanceregarding opportunities for PwD

higher educatiorare major reasons for the decli
of enrolment of female PwD students in Rajast
from 20172022 (AISHE Report).

Safety concerns for
students

90% of educators claimed that they or someot
they know had experienced safety issues wik
attending school as a female differerdlyled
student

75% of educators identified inadequate
transport facilities and greater vulnerability to

harassment or discrimination as the most urger
safety concern.
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\Y
This section discusses the Policy Recommendations, Contribution to Knowledge,

Limitations of the study and the Future Research Directions.

5.9. Policy Recommendations

A Exclusive Government Policy for Adolescent Population

India has the largest adolescent populaiiotne world, with 253 million, and every

fifth person is between 10 and 19 years @UNICEF, n.d.) But no policy exist

which is exclusively for this age group. Indmeeds a policy which is directed
towards the mental and physical health of adolescents, thus securing the future of a

nation with million youth.

A Mandatory and Regular mental health screening foAdolescents

Currently, mental health services are available for studemésvoluntary and self
reporting basisBut the current research underscores a deeperassileghlight a
critical limitation of this approachMany students who are suffering from mental
heath issues are not seeking help even when the facilities are available due to
stigma shame belief that it will resolve on its owand inability to recognize
symptoms of psychological distress.

In this context, regular and mandatory mental health sergdihke regular health
checkups for physical health) will help identify students who are facing mental
health crisis. Periodic screening within schools, colleges, and coaching institutions
would facilitate early identification of anxietpanic attacksloneliness, academic
stress that leads to depressibareby enabling timely intervention and reducing the
risk of severe mental health crissasd risky behavior.

A Regular Monitoring of Mental Health in Coaching and Educational
Hubs

Kota has received suwtantial media and governmental attention due to reported

student suicidesnakingit as a focal point of concern for adolescent mental health.

However, the findings of this study present a more nuanced pltaiegecontinues
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to warrant focused interventipbut the mental health issue in Jaipur has spread its
root deeper and wider in female adolescents.

This indicates that mental healibsuesare not confined to a singlBistrict in
Rajasthanbut are widespread across institutional clusters with high student

concentration.

Hence, monitoring of mental health of students should be regular and uniform
wherever there are student crowd and institutional hub, throughout Rajasthan.

A Attitude shift amongParents andAdolescents

Contrary to the ammonly heldbelief that students staying away from home feel
more loneliness, anxiety and other mental health issues, this research shows that

students in Jaipur and Kota districts feel lesser stress avrayhivme.

This requires urgent attention and attitude shift from parents whose unintended
pressures exerted by excessive monitoring, academic expectations and control

somehow cause stress on the young growing minds.

These findings necessitate urgent atlibal shift among both parents and
adolescents. Awareness schemes and regular counseling should be institutionalized
and mandated, similar to parem¢acher meetings in schools. Such initiative will
help parents better understand their adolescents avut adpportive rather than

pressuré nduci ng approaches for their wardos

A Exclusive Government Policy on Postpartum mental health

The findings of the present study indicate the absenceeatlasive and specific
policy framework addressing postpan mental health issues in IndigVhile
maternal health policies primarily emphasize physical outcomes such as safe
delivery and postnatal recovemental health of mothers remain largely neglected.
Although District mental health programs exist, thaltieare providers in current
study report that there is no screening at all for any signs of postpartum mental

health issues; focus remains on physical health only.
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The data on current and previous studies show a prevalence -26% Oof
postpartum issum Indian mothers. A country with billion mothers deserves a policy
that should consist of awareness schemes not only among the mothers but also the
general public. Integrated approach in the existing health institutions is required to

strengthen the mentaealth crisis in mothers.

A Strengthening Screening and Integration within Existing Health Systems

The study highlights the need to strengthen and operationalize existing maternal and
mental healtipoliciestoo. Frontline healthcare workers such Ascredited Social
Health Activists(ASHA) workers have greater outreach and are trustworthy by the
families usually in the rural background. They should be trained to identify and then

counsel the new mothers and their families in gentle manner.

In additon, cultural shift should be targeteHrecautionary counseling should be
institutionalized in the hospitals itself, irrespective of the presence of visible
symptoms. This will help the familyith a basic understanding of postpartum

mental healtlenablirg them toact accordingly isymptomsemerge.

A Attitude shift of new motherdés Family
Most mental health issues stem due to-sopportive partner and lack of support

from family. Families in Rajasthan as reported by the healthcare providers usually

are waware of this and usually force the mother to get back into normal life as soon

as possible creating pressure and wunnece
which is already going through hormonal changes and physical discomfort leading

to postpartum isges.

Awareness schemes through media, newspapers, etc. can mitigate the situation more

efficiently.

A Strengthening Access, Enrolment, and Ground.evel Monitoring in

Rural Areas for Divyang students
The study highlightsa continuous dron enroliment rate of female PwD category
students in Rajasthan since 2017 (according to the AISHE report). Hence there is a

need for strict and continuous monitoring of school enrolment and attendance of
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female Divyang student&choolsin rural or urban areashould not be permitted to
deny admission to any student on the basis of disabilig compliancewith
inclusive educatioifas per NEP 2020 guidelinesiust be actively enforced through
regular inspections and reporting mechamsis@iven thantersectionalityfaced by
differently-abled girls in Rajasthan due to prevailing sexudtural beliefs, targeted

monitoring at the grassroots level is essential.

It can be achieved througimcentivebased mechanisms whefamilies receive
material or welfardinked benefits if differentlyabled girls attend school regularly

for an assignedhumber of day$®y the government

If cases of persistent neglect or denial of educatrerfoundthe State may assume

a protective and supervisoryledo ensure the educational rights of the child.

A Institutionalizing Skill -Based Educationthat generatesEmployability

The findings indicate that academic education aloneoissufficient To ensure
long-term empowerment of differentigbled womenit is importantthat all schools
incorporate skilbased education as a compulsory component of the curriculum.
While such training should be universal, special emphasis must be placed on
Divyangstudents, and within this group, on female students who fgberhiisks of

dropout and economic dependence.

Skills should besuch that it generatemsmploymentand income generatiorit will

not onlyenabé students to secure livelihoolist also make the female empowered,
even if formal education is discontinuedeafsecondary or higher secondary levels.
These skills may include typing ammdmputerwork, tailoring, pottery, carpentry,
music and vocal trainingjancing, actingfashion desigimg, rangoli mehndiand
other craft work, or other locally relevant vooatis. Skill certification linked to
recognized employment pathways would significantly enhance economic

independence and social inclusion Bovyangwomen.
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A Strengthening Inclusive Education through Special Educatoi® Job
Security
Although inclusive education remains a challenging policy initiative, the study
emphasizes that it must hargetedmore systematically rather than selectively.
Currently, special educators are appointed only when schools enroll differently
abled studentgéa certain number of admissioriepding to employment instability
This approach discourages qualified individuals from entering or remaining in the
profession.Hence, to ensure continuity of dedicated expert educators, their job

security should be tartg.

It is recommended that every school, irrespective of current enrolment patterns,
appoint at least one qualified special educaiostable cadre of special educators
would not only improve educational outconfes such studentbut alsoprepare

institutions for futureinclusion.

A Ensuring Safetyand Institutional Support for Divyang Girls

The sfety concerns emerged as a major barrieddolining rate of enroliment
amongDivyang female students. Special educators reported that girlsspéhial
needsare more vulnerable to harassment, abuse, and violenceetidar students
particularly in residential and hostedsed settings. Any expansion of hostels or
residential facilities must therefore be accompanied by robust security arramigeme
for both students and its female staffendersensitive supervision, and strict

accountability mechanisms.

A Supporting the existing Independent Institutions

Numerous special schools operated by private individualsnangjovernmental
organizations auently provide essential support tDivyang students. These
institutions should be formally recognized and fairly fundgdthe government
subject to regulatory standards. Eligibility critewauld include maintaining a
minimum number of enrolled studisrover a sustained peri@ehay be introduced to
ensure accountabilityand reduce fraudulent activityvhile providing financial
stability. Strengthening and regulating suekisting institutions would expand
educational access for students who requiréimoous and specialized support
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5.10. Contribution to Knowledge

A Life-cour se perspective on womenodés ment al
The study contributes to knowledge by providing a-dibeirse, governandeased

anal ysi s of womenos ment al h e adeg the i n Ra
understanding that womends ment al heal th

unique attention, prevention and cure at different stage of life.

A Mental health as a governance and administrative concern

By integrating mental health issue with healthcare systems and administrative
mechanisms of educational institutions, local and state bodies, this study contributes
uniquely to the existing literature. It highlights how interdisciplinary study of
psycholog and administration can bring groundbreaking changes in Indian society.

A Empirical evidence from Jaipur and Kota districts of Rajasthan

Thesetwo districts remain undeepresented in existing literature when it comes to
comparative studies. Kota is heavily studied as the epicenter of mental health crisis.
This study not only compares it with the Capital city of Kota district but also brings
to light a new perspective that stress in adolescent students is equally significant in
other educational hubs, if not more.

A Providing unique perspectives

This study provides perspectives of healthcare providers in Postpartum mental
health study and educats per spectives in research on
It is unique because in the past, researches have mainly focused on the perspective

of patients while studying for Postpartum depression and on administration while
studying Di vy antmpn. Although,e patiest® pravideu pesesonal
narratives of their experience, healthcare providers provided a deeper, expert and
unbiased opinion on the issue. And, special educators provided insights from their
personal experience not only with the studenisatso with their parents because a

teacher is the one who spends most time with the students and interacts with the

parents, not the administration.
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5.11. Limitations of the study

A Geographical Scope of study

This study wadimited to only two districts oRajasthan that is Jaipur and Kota
districts only, due to time and budget constraints. To get a better understanding about
the mental health of women in Rajasthan in general, this study could be done in

more districts of Rajasthan.

A Variables of Research
Since the study was focused on 6Women Emg
female adolescent. But to gather a comprehensive understanding of mental health in

adolescents, data could be collected from male students as well.

For postpartum mental healtexperience of mothers along with the healthcare

providers would have provided a complete picture.

For the education of Divyang Female, interview with the parents of such children
with the special educators would have provided an overall understandihg o

ground reality.

A Limited Respondents

Data for Adolescent mental health was collected f&@t female respondent®ata

for Postpartum mental health was collected from 52 healthcare providers. Data for
Education of Divyang Women was collected from 40 special educators. The
respondents were limited due to many reasons such as permission hurdles, time
constraints, budgf issues among other. A bigger sample size would have provided

more space for generalizability.

5.12. Future Directions

A Inter -state comparisons

Comparison of mental health of adolescents can be done by comparing students
from two states such as Rajasthan anikighboring state or Rajasthan and a state
where mental health of student is much better and then compare the existing policies
in that state with Rajasthan. Similar studies can be done for Postpartum mental
health and education of Divyang female.
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A Independent Researches
For Adolescent Mental health interviews can be conducted with parents, teachers
from schools as well as coaching institutes along with the students. This will provide

an indepth knowledge of the existing mental health crisis.

Similarly, for postpartum mental health an indepth study could be done
exclusively by interviewing not just the healthcare providers but also with ASHA
workers or patients who have either gone through the issue or going through it with

due permission.

Insights fom parents oDivyang studentsalong with special educators will provide
a holistic picture of their current situation and offer better solution. Moreover, in this

study the focus was on female students only. It could be extended to all the genders.

Research is a continuous andverending process, built upon the vast body of
knowledge generated by earlier scholars. The present study represents a modest
attempt to address identified gaps within tengrexpandingbridge with the hope

that its findnhgs will contribute meaningfully to existing scholarship and serve as a

foundation for future research.

I n hope for a more equitable, inclusive
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QUESTIONNAIRE

1 For Chapter 2: Adolescent Mental Health

Before Proceeding (Informed Consent)

By completing and submitting this questionnaire, you voluntarily consent to
participate in this research study mental health. Please note that while personal
data will not be collected, any information provided will be treated with the utmost
confidentiality and used solely for research purposes. Participation in this study is
entirely voluntary, and you reserveethight to withdraw at any time without any

consequences.

If you have any questions or concerns regarding this study, please feel free to contact

the researcher.

Consent

3 | Consent

SECTION I: DEMOGRAPHIC DETAILS
1.  Age

6 15117 years
5 17119 years

2. Gender
5 Female
5 Male
3. Number of siblings (excluding yourself)
5 0
5 1
5 2
5 3
5 More than 3
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City of current residence
5 Jaipur
5 Kota

g Other (please specify):

Current place of residence

g At home (with @rents)
5 With a relative
5 Away from home (Hostel / PG / Apartment, etc.)

Duration of stay in current residence

5 Less than 6 months
5 6 months to one year
g More than one year

Current educational institution

g School
5 College
5 Coaching Institute

5 Other (please specify):

| am answering the following questions for my:

5 School
5 College
5 Coaching Institute

Distance of educational institution from place of residence

5 Less than 1 km
5 1i 3 km
5 3i 6 km
5 6/ 9 km
5 More than 9 km
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SECTION II: ACADEMIC STRESS

10.

11.

12.

13.

14.

On a scale of il5 (1 = least stressed; 5 = most stressed), how stressed do you

feel about your academic performance?

)

)

)

)

)

1

2
3
4
5

Do you feel that being awdyom home affects your academic stress?

)

)

Yes

No

How often do you receive academic guidance from your teachers?

)

)

)

)

)

Daily
Weekly
Monthly
Rarely

Never

How helpful do you find the academic guidance provided by your teachers?

)

)

)

)

)

Always helpful
Mostly helpful
Sometimes helpful
Rarely helpful

Never helpful

Do you find the academic environment supportive and inclusive as a

woman?

)

)

Yes

No
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SECTION llI: SOCIAL AND EMOTIONAL SUPPORT

15. Does youiinstitution provide career counselling?

)

)

Yes

No

16. How frequently do you communicate with your family?

)

)

)

)

Daily
Weekly
Monthly
Rarely

17. How supported do you feel by the local administration (Hostel authorities /

Collegeadministration / Coaching administration, etc.) with respect to your

safety and security?

)

)

)

)

Very supported
Somewhat supported
Neutral

Not at all supported

SECTION IV: MENTAL HEALTH AND WELL -BEING

18. How often do you feel homesickness?

)

)

)

)

Very often
Often
Occasionally

Never

19. How often have you felt overwhelmed in the past year (with respect to

career/studies)?

)

)

)

Almost every day

Almost every week

Almost every month

Very rarely (once in six months or so)

Never
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Have you experienced any of the following in the past month? (Select all that
apply)

5 Persistent sadness or hopelessness
5 Anxiety or excessive worry

5 Panic attacks

5 Loneliness

5 Suicidal thoughts

5 None of the above

Have yousought help for mental health issues in the past?
5 Yes

5 No

If yes, what resources did you use? (Select all that apply)

5 Therapy or counselling services

g Medication prescribed by a doctor

5 Online resources or sdlielp materials
5 None of the above

5 Not applicable

If no, what barriers have prevented you from seeking help? (Select all that

apply)

5 Stigma or shame

5 Lack of access to resources

5 Financial barriers

5 Lack of time

5 Belief that the issue will resohan its own
5 Not applicable
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SECTION V: ADMINISTRATIVE SUPPORT

24.

25.

26.

How satisfied are you with the mental health support services provided by

your institution?

g Very satisfied

5 Somewhat satisfied
5 Neutral

5 Not satisfied

Do you feel your mental health needs are adequately understood and
addressed by the administration (State Government / Educational

Institutions, etc.) as a woman?

5 Yes

5 No

Are you aware of any psychological counselling centres in your current
residence praded by local administration?

5 Yes (please specify):

0 No

SECTION VI: SECURITY AND MODE OF CONVEYANCE

27.

28.

Are you aware of any ongoing schemes or policies provided by the State or
Local Government to address career stress or mentah hesltes faced by

female students in Rajasthan?

5 Yes (please specify):

5 No

How secure do you feel on your educat:i
5 Very secure

5 Somewhat secure

5 Neutral

5 Not secure
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What is your primarymode of conveyance to and from your educational

institution?

5 Walking

5 Cycling

5 Public transport (Bus / Autackshaw, etc.)
g Institutionprovided transport

When do you usually leave for classes?
5 Mostly before 5 AM

5 Mostly between 68 AM

5 After 8 AM

5 Evening classes

g Time varies every day
When do you usually return after classes?

5 Before 7 PM

5 Between 78 PM
5 Between 89 PM
5 After 9 PM

5 Time varies every day

Based on the above, do you feel safe whidenmuting to and from your

institution?
5 Yes
g No

Do you feel that your institution provides adequate security measures for

female students?

5 Yes
5 No
5 Maybe, but I am unaware of the same
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34. How often do you study in the library?

5 Daily

5 Regularly (more than 4 days a week)
g Occasionally (once a week)

5 Rarely (once a month)

5 Never

35. How safe do you feel while studying in the library?

6 Very safe

5 Somewhat safe

5 Neutral

5 Unsafe(please specify reason):

SECTION VII: OPEN -ENDED QUESTIONS
(Please feel free to express your views.)

36. What additional security measures in the following places would make you
feel safer as a woman?

a) educational institution campus

b) During commute
C) Library
d) Place of residence

37. What do you think are the biggest challenges to your mental health as a
female student (studying from home/away from home)?
38. What do you expect from the Central, State, and Local administration

improve support for young women like yourself?

1 For Chapter 3: Postpartum Mental Health
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SECTION I: RISK FACTORS FOR POSTPARTUM DEPRESSION

1.

Which factors are identified as significant risk factors for postpartum
depression among women in Rajasthan?

(Select all that apply)

5 Female child born in the current pregnancy

5 Financial difficulties

5 Past history of psychiatric iliness, anxiety, or low mood
5 Low maternal education

5 Childcarerelated stressors

5 Congenitally malformed infant

5 Other (please specify):

Based on your clinical experience, which fanmgfated factors do you
observe as most associated with postpartum depression (PPD)?

(Select all that apply)

5 Living in a joint family

g Living in anuclear family
5 Lack of partner support
5 Lack of family support

5 Marital discord

5 Partner alcoholism

5 Other (please specify):

What deliveryrelated or childbirth factors do you find most associated with
postpartundepression (PPD)?
(Select all that apply)

5 Cesarean delivery

5 Normal vaginal delivery
5 Unplanned pregnancy
5 Multiple pregnancies

5 Other (please specify):
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4, How do societal or cultural expectations influence new maoths 6 ment al
health, in your observation?

(Select all that apply)

g Pressure to return to normal roles quickly
5 Expectation to prioritize child over personal health
5 Gender preference pressure

5 Other (please specify):

5. How do cultural beliefs in Rajasthan influence the recognition and treatment

of postpartum depression among women?

5 They significantly hinder recognition and treatment
5 They somewhat influence recognition and treatment
g They have little to no imp

5 Not sure

SECTION II: DIAGNOSIS AND PREVALENCE
6. On average, what percentage of women in Rajasthan, are clinically

diagnosed with postpartum depression (PPD) per 1,000 births?

5 0 10%

5 10i 20%
5 201 30%
5 30 40%
5 401 50%
5 501 60%

5 Above 60%

g No such data is available
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SECTION llIl: BARRIERS AND MANAGEMENT
7. What are the common barriers to effective management of postpartum

depression in peripheral healthcare facilitieRajasthan?

(Select all that apply)

5 High patientto-provider ratio

5 Limited availability of mental health professionals

5 Lack of awareness among mothers

5 Fear of stigma among patientsd f ami
5 Inadequate maternity leave policies

5 All of the above

5 Other(please specify):

SECTION IV: ACCESSIBILITY AND USE OF SERVICES
8. Are mothers aware of mental health services provided in healthcare facilities

in Rajasthafd

5 Yes
5 No
5 | dondt know
9. How aware do you think the genemlblic in Rajasthan is about postpartum

depression and its symptoms?

5 Very aware

5 Somewhat aware
5 Not very aware

5 Not at all aware

10. What percentage of mothers seek professional help for postpartum
depression?
5 Less than 10%
5 10i 20%
5 More than 20%

5 Other (please specify):
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11.  Which types of support systems do you believe are most beneficial for new
mothers in Rajasthan experiencing postpartum depression?
(Select all that apply)

g Support from extended rialy

5 Local peer support groups

5 Access to professional mental health services

5 Community outreach programs (e.g., ASHA workers)
5 None of the above

5 Other (please specify):

SECTION V: EDUCATIONAL FACTORS

12.  According to your clinical experience and available data, which educational

level of women is most commonly associated with a higher prevalence of

postpartum depression (PPD)?

5 No formal education

5 Primary education

6 Secondary education

5 Highereducation (undergraduate and above)

5 Postgraduate education or above

5 Similar prevalence across all educational levels

SECTION VI: INITIATIVES AND INTERVENTIONS

13.  What role do healthcare providers play in addressing postpartum depression

amongmothers in Rajasthan?

(Select all that apply)

5 Diagnosing the condition
5 Providing emotional support and referrals to mental health services
5 Focusing solely on physical health

5 Providing practical support through problewmiving

5 Usinggroup psychotherapy techniques
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)

)

Questionnaire

Identifying depressive thoughts

Applying behavioral modification techniques
Assisting with decisiormaking

Implementing effective communication strategies
Building personal connections with new mothers

Other (please specify):

What initiatives are being taken by the administration or State Government

to address postpartum mental health for new mothers in Rajasthan?

)

)

)

)

)

Specialized training for healthcare providers

Integraing mental health screening in routine maternal health visits
Collaboration between hospitals, NGOs, and ASHA workers

No such initiatives are currently being taken

Other (please specify):

SECTION VII: POLICY AND GOVERNANCE FACTORS

15.

16.

Which existing Central Governmémtitiated schemes, public policies, or

programmes do you believe have an impact on maternal mental health?

(Select all that apply)

)

)

)

)

)

Maternity leave policies

Mental Healthcare Act, 2017

District Mental Health Programme (DMHP)

Community support programmes (ASHA workers, ANMs, etc.)
National Mental Health Programme (NMHP)

Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA)

None of the above

How effective do you think Stat Government or Local Government

initiatives are in promoting mental health awareness among new mothers?

)

)

Very effective

Somewhat effective
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g Not effective

5 No initiatives in place

SECTION VIII: BROADER PERSPECTIVE

17.

18.

19.

l

Do you considerpostpartum depression to be a disease of modern

civilization?
g Yes
5 No

What longterm effects do you observe in mothers in Rajasthan who have
experienced postpartum depression?

(Select all that apply)

5 Impact on mothérchild bonding

g Relationship issues with partner or family members
5 Ongoing mental health challenges

6 Changes in parenting style

5 No noticeable longerm effects

g Other (please specify):

What additional resources or policies do ybink would be effective in

supporting mothers with postpartum depression?

For Chapter 4: Education for Divyang Women

Demographics

1.
2.

Name (Optional):

Age:

A Below 25
A 25135

A 36i 45

A 46i 55

A Above 55
Gender:

A Male
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A Female

A Other

Educational Qualification:
A General B.Ed.

A Special B.Ed. (Specify specialization):
A Other (Please specify):

Years of Teaching Experience:

Less than 2 years
2i 5 years

61 10years

11715 years

o Do Do Do Do

More than 15 years
Type of Institution:
Government school (Inclusive)

Government school (Exclusive for differentipled students)
Private school (Inclusive)

Private school (Exclusive for differentgbled studnts)
Special Education Center/NGO

Other (Please specify):

To o o o o I

Have you received any formal training on inclusive education?
A Yes

A No

If yes, what kind of training have you received?

A In-service teacher training

A Cettification course in special education

A Workshop/seminar participation

A Other (Please specify):
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Section 1: Barriers to Education

Economic Barriers

9. What is the primary economic barrier faced by girls with disabilities in

accessing education?

o Do o Do Do

Lack of transportation facilities

High costs of disabilityelated equipment

Lack of safe hostels for female differenrtipled students
School fees for special schools

Other (Please specify)

Attitudinal Barriers

10. How do family and societal attitudes impact the education of girls with

disabilities?

A Families show excessive sympathy, undermining confidence

A Families feel shame in taking differentiypled children out in public,
hindering their social skills

A Society does not provide strong support for the education of disabled
girls

A Families are overly concerned about the safety of their female child,

especially if she is differently abled

Societal Barriers

11.  Which societal issue contributes mastthe undeeducation of girls with

disabilities?

A Gender preference for educating boys

A Orthodox beliefs about the purpose of educating a girl child, which
are amplified when it comes to females with disabilities

A Lack of community supposystems for disabled individuals

A Other (Please specify)
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Physical Barriers
12.  What is a significant physical barrier preventing girls with disabilities from
attending school?
A Inaccessible school infrastructure
A Lack of trained teachers
A Proximity of schools to their homes
A

Absence of schools for differenthbled students in rural areas

Section 2: Policy Awareness & Implementation

Effectiveness of Sugamya Bharat Abhiyaan
13. How effective is the Sugamya Bharat Abhiyaan for femaleifitly-abled
students?
A Very effective
A Somewhat effective
A Not effective
A There should be gendspecific facilities for differentlyabled

students in government schemes

Awareness of Government Policies
14.  Are you aware of the specifigrovisions for the education of differently
abled female students under the Rights of Persons with Disabilities (RPwD)

Act, 2016 and other government initiatives?

A Yes, | am well aware
A Somewhat aware but need more information
A Not aware

National Education Policy (NEP) 2020 and Inclusive Education
15. The National Education Policy (NEP) 2020 promotes inclusive education.

What are your views on this?

A Teaching regular students alongside students with special needs is
impossible

A Teaching bdt categories of students will promote a sense of
brotherhood; ités a good initiative
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A Teaching them together may undermine the confidence of differently
abled students

A If taught together, differentigbled students should have a separate
special saing rather than being seated together

A An exclusive setting for such students is best and should continue

A Other (Please specify)

Section 3: Institutional Implementation & Safety

Barrier -Free Environment in Schools

16. The Ministry of Educationhas instructed Centrally Funded Educational
Institutions to ensure a barriree environment. Which of the following
provisions exist in your institution? (Select all that apply.)

Ramps

Rails

Lifts

Adapted toilets for wheelchair users

Braille signage

Auditory signals

Tactile flooring

o Do Po Do Do Do Do Do

None of these
A | am unsure

Safety Concerns for DifferentlyAbled Female Students
17. Have you or someone you know faced safety concerns while accessing
education as a female differentipled student?

A Yes
A No
18. What is the most critical safety concern for differertbled female
students?
A Lack of secure hostels
A Inadequate transport facilities
A Lack of female support staff in educational institutions
A Increasedvulnerability to harassment or discrimination
A Other (Please specify)
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19. There should be specific provisions for the education and safety of female
differently-abled students.

A Strongly agree (The need for safety for female students, especially
differently-abled ones, is a major concern)

A Agree

A Neutral

A Disagree

A Strongly disagree (Because disability affects both men and women

equally; there is no difference)

Section _4: Higher Education & Declining Enrolment (AISHE Report -

Rajasthan)

Declining Enrolment of Female PwD Students in Higher Education

20.  According to the All India Survey on Higher Education (AISHE) Report, the
enrolment of female PwD students in higher education has been consistently

declining in Rajasthan. What do yourtkiis the main reason for this?

A Lack of accessibility in higher education institutions

A Financial constraints and limited scholarships for female PwD
students

A Societal norms discouraging higher education for disabled women

A Fear of safety andack of secure accommodations for differently
abled women

A Limited awareness and guidance regarding opportunities for PwD in

higher education

Effectiveness of Government Schemes
21.  Which government schemes are working effectively at the grasdevats
for the education and inclusion of female differergtibled students? (Select
all that apply.)
Sugamya Bharat Abhiyaan
Initiatives taken by the Ministry of Education
Rights of Persons with Disabilities (RPwD) Act, 2016
Other (Pleasep=cify)
No schemes or policies are implemented as effectively as they should
be

o Io o Do >
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Section 5: OperEnded Insights

Suggested Improvements
22. What is the single biggest change that could improve the education and
safety of differentlyabled female studenin Rajasthan?

(Openended response)
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ANNEXURE 1

Table 15. State-wise Enrolment in PWD and Minority Community

s Persors with Disakility Muslim Other Minority Communities
- State/UTs
Male | Female | Total Male | Female | Toml Male | Female | Toral
1 2 3 4 5 [3 El & 9 10 11
T [ s 18 10 m w07 an 530 416 678 1094
2 |Andhra Pradesh 1832 1374 a206| 3207 23rea| se100 2839 2530 6469
3 |Arunachal Pradesh 26 13 19 70 50 120 1409 1358 2767
4 |Asam 538 am4 sez|  asazal  az4ms]  e7mes 4368 A384 8663
5 |Bihar 1596 589 2as|  74ess|  e7mas| 1a27es s08 847 1755
& |chandigarh 78 49 127 70 214 484 2448 o3 4881
7 |ehhattisgarh 284 171 458 2232 2848 soa2 1800 2011 4811
8 z::i"d""" a 5 ] 27 S L o1 as 66
5 |paman and Diu 1 1 89 73 162 10 10 0
10 |peihi 4714 3385 7a6a|  1semz 7600  23mEr 4869 ssas|  10asa
11 |Goa a8 25 80 1028 1118 7186 2169 age1 8060
12 |Gujarat 1081 744 1825|  1se3s|  1ssse|  asaes 5550 asaa| 10004
13 |Haryana 418 1m0 768 5702 1308 7607 5957 6437 12404
14 |Himachal Pradesh 213 77 200 813 ags 1402 553 1180 1742
18 and K 286 180) aes| 72901  sese1| 1418e 21325 1068 5893
16 |iharkhand 500 m3 752|  1moms|  1m702|  aever 5050 7a1s| 12388
17 |Kamataka 2098 1510 agos| 61778| s7ems| 11sue7|  ans0s|  aoves| 71108
18 |kerala 1388 1386 a7aa|  easzs| es3is| 1as1e1|  sseos|  eesas| 117184
18 |Lakshadweep 58 183 38
20 |Madbya Pradesh 1781 1089 aaen|  22408| 17082 3016 7038 seez2| 18730
21 |Maharashtra 4938 2071 7006| 78997 71303| 1s13so|  aeasy|  azser|  misas
22 |Manipur &7 a3 P 2548 2236 agsa 2048 2126 6172
21 |Meghataya a5 a0 & aa1 588 147a|  10ssa|  12u23| 23493
24 |Mizoram 14 14 P 58 10 e8| 11ms1| 11377 23xas
25 |Nagaland 7 & 13 103 112 2715 s551] 7ose|  14smas
26 |odisha 267 500 1567 se52 s236] 1108 1645 1786 2431
27 |Puduchery 122 a3 208 1395 1060 2485 204 1784 2698
2% |punjab 498 138 834 6106 2324 sa30| e2604| m26ma| 14m308
29 |rajasthan 2528 2488 so2a| 22280 1s276|  2esss 7776|  101s8| 17874
30 eikkim & 1 7 70 26 106 258 708 267
31 framil Madu 3386 2466 sao3| emss2| aems| 1177e7|  sasys|  sziea| 1avove
12 |refangana 1617 1084 2671| sezaa|  sio06] 10e240 4285 5580 2866
1 |rripura 124 1§ 160 10582 840 1892 555 a8 aaa
24 |uttar Pradesh 531 s106|  18627| 13mema| 1e2sse| sose7a a1ag) sar1| 1mssy
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Annexure 2

Table 15: State-wise Enrolment in PWD and Minority Community

Persons with Disability

Annexures
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Annexure 3

Table 15. State-wise Estimated Enrolment in PWD and Minority Communities
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Annexure 4

Table 15. State-wise Estimated Enrolmen in PWD and Minority Communities
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Annexure 5

Table 15. State-wise Enrolment in FWD and Minority Communities [including Estimation)
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Women Empowerment and Inclusive
Education: Addressing the Challenges
Faced by Differently-Abled Women
in Jaipur for Viksit Bharat @2047

Mrs. Vasudha Pandey*

ABSTRACT

This study delves into the crucial role of women'’s participation in the vision
of Viksit Bharat @2047, with a particular focus on the education of differently-
abled women in Jaipur. By conducting interviews with special educators and
analyzing existing policies and programs, this research aims to highlight the
current state of educational opportunities and challenges faced by differently-
abled women in the region. The insights gathered from special educators
provide a ground-level perspective on the effectiveness of current initiatives
and identify gaps that need addressing. Furthermore, the analysis of existing
policies and programs sheds light on their impact and efficacy in fostering
inclusive education.

Asignificant aspect of this study is its focus on the inclusion of marginalized
groups, recognizing that true inclusivity and proper development can only be
achieved when all segments of society are given equal opportunities. Ensuring
that differently-abled women have access to quality education and support
systems is essential for their empowerment and integration into mainstream
society. Addressing the needs of marginalized groups is crucial for India to
genuinely aspire to and achieve the title of a developed nation.

This research emphasizes the importance of tailored educational strategies
and policy enhancements to ensure that differently-abled women are not left
behind in India’s march towards development. The findings are expected to
inform policymakers, educators, and stakeholders about the necessary steps to

*Research Scholar, Department of Public Administration, Government Arts College, Kota,
University of Kota, Kota, Rajasthan. E-mail: vasudha1496@gmail.com
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create an inclusive and empowering educational environment for differently-abled

women, thereby contributing to the broader goal of a developed India by 2047.
Keywords: Women Empowerment, Inclusive Education, Differently-Abled

Women, Special Educators, Educational Policies, Viksit Bharat @2047

Viksit Bharat @2047 envisions India becoming a fully developed country by
2047, coinciding with the centenary of its independence. This vision encompasses
a holistic approach to development, emphasizing robust economic growth, social
advancement, sustainable environmental practices, and exemplary governance.

Women'’s education is crucial as it empowers them to break free from societal
norms, gain financial independence, and contribute significantly to their communities.
Educated women are more likely to participate in the workforce, make informed
health decisions, and advocate for their rights, leading to overall societal progress
(Rana, 2022). For differently-abled women, education is even more vital. It provides
them with the skills and confidence needed to overcome additional barriers they
face due to both gender and disability. Educating differently-abled women ensures
they can achieve economic independence, reduce their vulnerability to exploitation,
and actively participate in social and political spheres, fostering a more inclusive
society. (UNICEF, 2022)

Inclusion and empowerment of differently-abled women in education is crucial
for several reasons.

Importance of Inclusion in Education

Equal Opportunities: Differently-abled women often face multiple layers of
discrimination based on both gender and disability. Ensuring their inclusion in education
helps to level the playing field, providing them with the same opportunities as others
to learn, grow, and contribute to society. (Nair, 2023)

Economic Independence: Education is a key factor in achieving economic
independence. By providing differently-abled women with access to education, we
enable them to acquire skills and knowledge that can lead to better job opportunities
and financial stability. Educated differently-abled women can participate more effectively
in the workforce, contributing to economic growth and reducing dependency ratios.

Social Integration: Inclusive education promotes social integration by bringing
together students of all abilities. This helps to break down stereotypes and build a
more inclusive and tolerant society. (Nair, 2023)
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Improved Quality of Life: Education empowers differently-abled women to
make informed decisions about their lives, health, and well-being. It also enhances
their self-esteem and confidence. (Lawrence & Belinda, 2019)

IMPORTANCE IN RELATION TO THE CONSTITUTION

Fundamental Rights: The Constitution of India guarantees the right to equality
(Article 14), the right to non-discrimination (Article 15), and the right to education
(Article 21A).

Directive Principles of State Policy: The Directive Principles of State Policy
(Article 41) emphasize the state’s responsibility to provide education and assistance
to differently-abled individuals

Promoting Social Justice: The Constitution aims to promote social justice and
equality. Inclusive education for differently-abled women is a step towards achieving
these goals by addressing historical injustices and ensuring that all citizens have
the opportunity to participate fully in society.

By focusing on Jaipur, a city with significant socio-economic diversity, this research
aims to identify the specific challenges and opportunities for differently-abled women
in education. This will help in formulating targeted strategies to ensure their inclusion in
the developmental agenda, ultimately contributing to a more equitable and just society.

REHABILITATION COUNCIL OF INDIA

The Rehabilitation Council of India (RCI) began as a registered society in 1986.
In September 1992, Parliament enacted the RCI Act, transforming it into a Statutory
Body on June 22, 1993. This Act was further amended in 2000 to broaden its scope.
RCI's mandate includes regulating and monitoring services provided to persons with
disabilities, standardizing educational syllabi, and maintaining a Central Rehabilitation
Register of all qualified professionals and personnel in the fields of Rehabilitation
and Special Education. Additionally, the Act enforces punitive measures against
unqualified individuals who offer services to people with disabilities.

Rajasthan has more than 200 institutions that provide special education to or
for individuals with different needs. In Jaipur itself there are more than 55 institutions
that provide education to and for the differently abled students. Students are not
refrained from taking admission in Central Schools (seats are reserved for students
of PwD category). But, the enrolment is lesser for girl than boys (RCScE, 2024).
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SPECIAL EDUCATORS

A special education teacher works with children of all ages who have cognitive,
emotional, or physical disabilities. They may teach in specialized classrooms or
resource centers exclusively for students with special needs, or they might assist
in inclusive classrooms, supporting general education teachers. Their primary role
is to provide personalized attention and employ unique strategies to help these
students achieve their full potential.

Special education teachers often design Individualized Education Programs (IEPs)
to establish goals and track student progress. They collaborate with other teachers
and counselors to develop lesson plans and write reports. Additionally, they frequently
communicate with parents to keep them informed about their child’s development.

Samagra Shiksha Abhiyaan

The key points from the Inclusive Education Programmes under Samagra
Shiksha that specifically address the needs of girls:
1. Stipend for Girls with Special Needs:

o The financial support for girls with special needs has been extended.
Previously, only girls from classes IX to XII received a stipend under
RMSA. Now, under Samagra Shiksha, this support is available for girls
from classes | to XII. This aims to encourage their enroliment and ensure
they stay in school. The stipend is provided via Direct Benefit Transfer.

2. Home-Based Education for Girls with Severe/Multiple Disabilities:

o The home-based education provision has been expanded to include
children with severe or multiple disabilities up to class XII. This allows
girls with significant disabilities to continue their education from home.
In the 2018-19 academic year, this initiative supported 43,996 children
with an allocation of Rs. 9.22 crore.

These points highlight the program’s efforts to support the education of girls
with special needs, ensuring they have access to the necessary resources and
opportunities to complete their education.

METHODOLOGY

A couple of Special educators were interviewed with closed ended questions
on Enhancing Educational Opportunities for Differently-Abled Women in Jaipur.
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Questions targeted current facilities, required facilities, government support and
initiatives.

Sampling Technique: Purposive Sampling was used to interview Special
Educators.

FINDINGS AND DISCUSSION

The research revealed that while there are several policies in place, their
implementation is inconsistent. Differently-abled women in Rajasthan face significant
challenges, including:

* Infrastructure: Lack of accessible infrastructure in schools.

* Resources: Inadequate educational materials and support systems.

* Training: Insufficient training for educators on inclusive teaching practices.

Findings of the Research on Education for Differently-Abled Women in Jaipur
Government Schools

1. Infrastructure and Accessibility:

o Many government schools in Jaipur have accessible classroom facilities,
specialized teaching materials, and basic infrastructure. However, there
is a significant need for improvements in special infrastructural facilities
such as tactile pathways, roadmaps for classrooms and facilities for
blind students, signage, and special washrooms for dwarf students.

2. Availability of Special Educators:

o Some Central Schools have special educators, but there is a notable
shortage of special educators in most government schools.

3. Training and Assistive Technologies:

o Special educators interviewed emphasized the need for more specialized
training programs to support differently-abled women. They also
highlighted the necessity for more assistive technologies to aid these
students.

4. Funding:

o Although the Samagra Shiksha Abhiyaan provides funding to different
states and stipends, especially for girl children, special educators at the
grassroots level believe that increased funding is needed to offer better
educational facilities for differently-abled women.

5. Effectiveness of Government Policies:
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o Special educators generally agree that current government policies are
effective in supporting the education of differently-abled women. However,
they acknowledge that there is considerable room for improvement.

6. Community Awareness:

o There is a consensus among special educators on the importance of
community awareness programs about the education of differently-abled
women. These programs require special attention to be effective.

7. Inclusive Curriculum Content:

o Special educators advocate for more inclusive curriculum content, such
as braille textbooks for visually impaired students, simplified language for
those with cognitive disabilities, and skill development programs. These
enhancements are seen as crucial for improving student performance.

Key gaps (identified)

* Policy Implementation: Discrepancies between policy and practice.

* Awareness. Low awareness among communities about the rights and

capabilities of differently-abled women.

* Support Systems: Need for more robust support systems, including

counseling and career guidance.

* Technical Assistance: Require more facilities like Braille, Tactile Pathways,

etc in school system.

The case studies of Cleves Primary School in London, the Sophie-Scholl-Schule
in GielRen, and the Public School Padre Jerénimo in Madrid all showcase different
approaches to inclusive education, emphasizing the importance of a supportive
environment, diverse teaching methods, and the role of the community. Here are
some key takeaways:

Cleves Primary School, London, UK

* Inclusive Environment: The school integrates students with high-level
support needs, creating a learning environment that values diversity and
inclusion.

* Curriculum and Support: The curriculum is designed to accommodate
all students, with a strong focus on peer support and relationships.

» Community and Partnerships: There is active collaboration between staff,
parents, and external agencies to support inclusive education.
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* Ethos and Policy Implementation: Cleves follows a borough-wide policy
of inclusion, resulting in a unique school culture that supports all students.

SOPHIE-SCHOLL-SCHULE, GIESSEN, GERMANY

* Acceptance of Heterogeneity: The school's approach is based on
recognizing and valuing the diversity of students.

* Innovative Teaching Methods: Lessons are tailored to the needs of each
child, allowing all students to participate in learning.

* Multi-professional Collaboration: Teams of teachers, educators, and
therapists work together to support students.

* Parental Involvement: Parents are deeply involved in school development,
contributing to the school’s inclusive culture.

PUBLIC SCHOOL PADRE JERONIMO, MADRID, SPAIN

*  Customized Curriculum: The school adapts materials and teaching strategies
to meet the needs of students with special educational needs (SEN).
+ Teacher Development: There is ongoing teacher training to support inclusive
practices.
*  Community Involvement: The school emphasizes dialogue and collaboration
among all stakeholders, including teachers, parents, and students.
* Multi-disciplinary Coordination: A system of coordination and record-keeping
ensures that all students’ progress is monitored and supported effectively.
These schools highlight how inclusive education can be successfully implemented
by embracing diversity, fostering collaboration, and continuously adapting teaching
methods to meet the needs of all students.

RECOMMENDATIONS

To achieve the vision of Viksit Bharat@2047, the following recommendations
are proposed:
1. Policy Implementation: Strengthen the implementation of inclusive education
policies with regular monitoring and evaluation.
2. Infrastructure Development: Invest in accessible infrastructure in all
educational institutions for student’s special needs.
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3. Teacher Training: Provide comprehensive training for special educators
on inclusive practices and the use of assistive technologies.

4. Community Awareness: Conduct awareness campaigns to change societal
attitudes towards differently-abled women.

5. Financial Aid: Government must provide more financial aid for differently
abled students.

CONCLUSION

This study highlights the vital role of inclusive education in empowering differently-
abled women in Jaipur, aligning with the broader vision of Viksit Bharat @2047. While
some government schools in Jaipur offer accessible classrooms and specialized
teaching materials, there are still significant gaps in infrastructure, such as the need
for tactile pathways and specialized signage for blind and dwarf students.

The effectiveness of inclusive education is further hindered by the shortage
of special educators in most schools. These educators emphasize the need for
more specialized training programs and assistive technologies to better support
differently-abled women.

Despite the funding from Samagra Shiksha Abhiyaan, there is a consensus
that increased financial support is essential to improve educational facilities. Special
educators generally agree that while current government policies are effective, their
implementation needs improvement. Community awareness programs are crucial
to fostering a supportive environment for the education of differently-abled women.

The research findings stress the importance of a more inclusive curriculum,
incorporating materials like braille textbooks and simplified content for students with
cognitive disabilities. Addressing these gaps will significantly contribute to empowering
differently-abled women, ensuring their full participation in society, and advancing
the goal of a developed India by 2047.
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Unveiling the Gap: The Lack of Women-Centric
Mental Health Interventions in Rajasthan

Dr. Anil Kumar Pareek* and Vasudha Pandey**

ABSTRACT

This study examines the current state of mental health provisions and policies
in Rajasthan, India, with a focus on women's mental health. The analysis reveals
significant gaps in coverage, availability of services, human resources, and
treatment provision for women's mental health. The study emphasizes the need
for gender-specific and culturally appropriate interventions, increased investment,
capacity-building, and awareness. The methodology involves gathering and
analysing available data and literature to assess the current state of mental health
provisions, policies, and gaps in Rajasthan, with a particular focus on women's
mental health. It calls for comprehensive reforms to bridge the gap between
policy intentions and implementation, enhance accessibility and availability of
mental health services, and prioritize women's mental health. By adopting a
gender-specific approach, Rajasthan can work towards achieving equitable and
quality mental health care for all.

Keywords: World Health Organization, District Mental Health Programme,
Mental health, Women, National Mental Health Programme.

INTRODUCTION

The preamble to WHO's constitution provides a definition of health- Health
is a state of complete physical, mental, and social well-being and not merely the
absence of disease or infirmity. “Indian culture from time immemorial recognises
the relationship between mind, body & soul and its impact on mental health.” says
Dr. Harsh Vardhan, Former Minister of Health and Family Welfare, GOI. Despite
all the awareness India still has a long journey ahead to truly achieve a mentally
healthy society.

*Assistant Professor, Department of Public Administration, Government Arts College, University of
Kota, Kota.

**Research Scholar, Public Administration, Department of Public Administration, Government Arts
College, University of Kota, Kota.
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Mental health encompasses a range of conditions, such as depression,
schizophrenia, OCD, anxiety disorders, bipolar disorder, PTSD, psychosis, eating
disorders, disruptive behaviour disorders, and neurodevelopmental disorders like
intellectual development disorders, autism spectrum disorder, and ADHD. Mental
health conditions are increasing worldwide. Mainly because of demographic changes,
there has been a 13% rise in mental health conditions (World Health Organisation). It
is estimated that more than 75% of people suffering from mental disorders in the
world do not receive treatment (World Health Organisation).

Speaking or discussing about mental health is still a taboo, not just in India
but across the globe; let alone acknowledging it. In the context of mental health
concerns in development practice, the present paper attempts to analyse how
women'’s health, especially mental health have been focussed on a specific regional
context. It critically reviews some Policy Interventions for Women in the State of
Rajasthan, to infer the depth of the issue and gender- based justice.

The paper is divided into three sections, with Section | providing a broad
overview of mental health, Section Il analysing the programs implemented by the
Government of India and the Government of Rajasthan, and the concluding section
synthesizing the main issues and insights derived from the analysis. By focusing on
these interventions, this study aims to shed light on the current state of women's
mental health and the efforts made by the government to address this critical issue
in the State of Rajasthan.

SECTION |
Mental Health: An Overview (World Health Organization)

The World Health Organization is an agency of the United Nations responsible
for International Public Health. It was established in 1948 and in the same year the
first International Congress on Mental Health took place in London. At the second
session of the WHO'’s Expert Committee on Mental Health (September 11-16, 1950),
‘mental health” and “mental hygiene” were defined (Bertolote, 2008). But, after
decades of debates and conferences, World Health Organization defines mental
health today as “a state of mental well-being that enables people to cope with the
stresses of life, realize their abilities, learn well and work well, and contribute to
their community.”
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Mental health is more than absence of mental ailment. It is a basic Human
Right. Itis essential to understand that like any other health disorder mental health
can be treated if diagnosed in time.

In recent years there has been increasing awareness for mental health as visible
in the inclusion of mental health in the Sustainable Development Goals (Target 3.4
- Reduce premature deaths from noncommunicable diseases by one-third through
prevention and treatment and promote mental health and well-being by 2030).

World Health Organization has taken various steps to curb the evil. Major recent
initiatives include:

* Mental Health Action Plan (2013-30)

* Mental Health Gap Action Programme (mhGAP)

* Problem Management Plus manual

*  Group Interpersonal Therapy for Depression manual

* Thinking Healthy manual

In May 2013, WHO's Mental Health Action Plan 2013-2020 was adopted at
the 66" World Health Assembly which was extended until 2030 by the 72" World
Health Assembly in May 2019 with refinement of a couple of targets, ensuring its
continuity with the 2030 Agenda for Sustainable Development (Singh, 2021). The
vision of the plan is ambitious: to make a world where mental health is promoted
and valued; mental health treatments and facilities are culturally flexible to extend
human rights to all. There should be highest level of health and society be free
from discrimination, harassment, stigma and shame. (Saxena, Funk, & Chisholm,
2014). The original four major objectives remain unchanged: (Comprehensive Mental
Health Action Plan 2013-2030, 2021)- a. More effective leadership and governance
for mental health; b. The provision of comprehensive, integrated mental health and
social care services in community-based settings; c. Implementation of strategies
for promotion and prevention; d. Strengthened information systems, evidence and
research.

Mental Health Gap Action Programme (mhGAP) aims at scaling up services
for mental, neurological and substance use disorders in countries, especially those
in the low- and middle-income categories. Since it was introduced in 2008, mhGAP
has been introduced in over 100 countries, so that many people have been treated
for depression, schizophrenia, and epilepsy, prevented from suicide and supported
to lead normal lives — even where resources are scarce. Mental Health Atlas 2020
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aims to provide up-to-date information on the existence of mental health services
and resources around the world, including mental health policies, legislation and
financing, the availability and utilization of mental health services, human resources
and information/data collection systems (Kestel, 2021).

While some initiatives are necessary for global mental health improvement, they
may be perceived as symbolic rather than substantive. This raises concerns about
the level of commitment to inclusive mental health among international, national
institutions, authorities, and the public. Notably, India is not a member country of the
Mental Health Atlas 2020, resulting in a lack of data on its policies and response to
mental health. Weak monitoring and limited efforts to establish strategic alliances
with civil society/NGOs hinder policy implementation. The WHO emphasizes the
vision, objectives, and goals for achieving universal mental health, including cultural
appropriateness. However, solutions provided are often generic, failing to address
why goals are unmet and neglecting the need for culture-specific measures. These
gaps persist in policymakers' considerations.

SECTION II

Government Policy and Perspectives for Mental Health in India:
A Select Study of Rajasthan

Implementation of the Programmes

“India was one of the first countries in the developing world to formulate a
national mental health programme” (Welfare, 2022) (Prakash, 2018) (Khurana
& Sharma, 2016). As early as 1982, the highest policy making body in the
field of health in the country, the Central Council of Health and Family Welfare
(CCHFW) adopted and recommended for implementation, a National Mental
Health Programme for India (NMHP). The objectives of the programme were to
cinch the attainability of mental healthcare, especially to the most vulnerable
and underprivileged; to create general awareness regarding mental health; to
encourage civic participation in the improvement of mental well-being and to
foster self-help attitude in the society.

The District Mental Health Program (DMHP) was launched under NMHP in
the year 1996 (in IX Five Year Plan) in four districts (Prakash, 2018). Now, it has
developed to include 241 districts under the Xl 5-year plan (2012-2017). The DMHP



Research Publications and Conference Certificates



