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Abstract---Context/Background: Common Mental Disorders, are non 

psychotic affective disorders (depressive and anxiety disorders). These 

disorders predominantly occur in women, is a serious public health 
problem. Majority of these are either undiagnosed or not satisfactorily 

treated. In most of the low- and middle-income countries, the idea of 

primary care for mental health is yet to be understood. 
Aims/Objectives: We undertook this study to estimate the prevalence of 

common mental disorders among ever married women in rural 

Puducherry, and to assess the associated risk factors Methodology: This 
cross-sectional study included 900 ever- married women in Bahour - a 

rural Puducherry  between March 2015 and May 2016. Subjects were 

interviewed with semi-structured questionnaire & General health 
Questionnaire-12 using Bimodal scoring. Chi-square test and multiple 

logistic regression was done. p value < 0.05 was considered statistically 

significant. Results: Prevalence of common mental disorders was 11.4%. 

Age < 20 years, being Widowed/divorced/separated, being Pre obese 
women/obese, having adverse pregnancy outcome and physical abuse 

were identified as risk factors. Conclusions: The preliminary estimate 

prevalence of this disorder which was found to be high. Further 
research is needed to identify various other factors that influence the 

mental health of women. 
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Introduction  

 

One in every four people are affected by some mental disorder and about 450 

million people worldwide are estimated to be affected. At any given time, 10% of 
adults are affected and around 25% will develop these disorders at some period in 

their lifetimes1 These disorders are the chief cause of non-fatal disease burden 

contributing to about 183.9 million DALYs lost contributing to 7.4% of total disease 
burden2. This is projected to increase to 15% by 20303 

 

Goldberg and Huxley coined the term “Common Mental Disorders”, to explain the 
disorders that are commonly encountered in community and primary health care 

settings, and whose occurrence signified a breakdown in normal functioning4. They 

are the non psychotic affective disorders (depressive and anxiety disorders) and are 
classified as separate diagnostic category in the International Statistical 

Classification of Diseases 10 as “neurotic, stress-related and somatoform 

disorders”5. The concept of CMDs is highly suited in community and primary health 

care settings due to its high degree of co morbidity among the categories of 
disorders and the comparable epidemiological profile and treatment 

responses6,7.Women’s health  is  not dependent on just biological factors and 

reproductive factors and is beyond it ,like violence, self inflicted injuries, workload 
,stress, migration ,nutrition and  gender- based discrimination  which directly 

contribute to the burden  of  disability  caused by  poor mental  health8. 

 
Morbidity caused by mental disorders is enormous and it is still being neglected 

and unrealized. Though effective treatments are available in primary care setting, 

majority are either undiagnosed or not satisfactorily treated. In most of the low- 
and middle-income countries, the idea of primary care for mental health is yet to be 

understood. Most of these countries do not have even basic primary care 

infrastructure and services, which undermines the success of integrating mental 

health issues9 10. Public stigma and discrimination of the mental illness still exists, 
leading to social obstacles in obtaining and adhering to treatment ,further 

worsening of the health of affected population11 12.  

 
Population of India is predominantly rural and most of them have access only to 

primary health care13. Various studies in the past had shown that 17-46% of 

patients attending primary care, suffered from CMD14 .Considering high prevalence 
of CMD and paucity of studies in mental health of rural women. we undertook this 

study to to estimate the prevalence of common mental disorders among ever 

married women in rural Puducherry and to assess the associated risk factors  
 

Methodology 

 

We carried out a cross-sectional study in Bahour - a rural commune of 
Puducherry between March 2015 and May 2016, after acquiring Institutional 

Human Ethics Committee clearance. Ever married women up to the age of 45 in 

Bahour commune, who had given consent were included in the study. Those 
women who could not communicate, who were temporarily visiting study area 

and women with psychosis /cognitive impairments were excluded from the study. 
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Sample size was calculated by Open Epi6. Prevalence of CMD from literature- 

10.7% 7, Approximate target population - 11000, Design effect- 2 , 3% absolute 
precision, 95% confidence interval and considering non response rate of 10% , the 

sample size calculated was 900. Multistage cluster sampling technique was used 

for data collection. Bahour commune was selected by simple random technique. 
30 clusters were selected from the defined population area considering 

anganwadis as cluster units. From each cluster, 30 ever married women 

satisfying the inclusion criteria were randomly selected. Data collection was 

started from the street in which anganwadi was located and subsequent houses 
till the end of the street were chosen until required sample size was achieved.  

 

Women were interviewed with semi-structured questionnaire for socio-
demographic details, Anthropometric measurements and General health 

Questionnaire-128.Bimodal scoring (0-0-1-1) and cut off >5 was used. After 

ensuring voluntary participation, written informed consent in local (Tamil) 
language from the respondents was obtained. The data was entered and analysed 

using Microsoft Excel and SPSS 16.0. Results were described in percentage and 

proportions. Chi-square test was used. p values less than 0.05 were considered 
statistically significant. Multivariate analysis using multiple logistic regression 

was done 

 

Results 
 

The demographic distribution of the study participants is represented in table 1. 

Study was conducted among 875 women who responded, out of the 900 sample 
size. The mean score of the study participants using GHQ12 questionnaire was 

1.65 +1.6.  ,it was found that prevalence of common mental disorders was 

11.4%.Significant association with GHQ scores (table 2)were found to the 
age(p=0.001), marital status(p=0.001), age at first childbirth(p=0.002), adverse 

pregnancy outcome (p=0.000), BMI (p=0.000)  and physical abuse by husband 

(p=0.000).40% of women less than 20 years had high GHQ scores and 66.6% of 
women who were widowed/divorced/separated had high GHQ scores.26.3 % of 

women who had child birth when she was less than 20 years had high GHQ 

scores.42.3 % of women who had adverse pregnancy outcomes had high GHQ 

scores.36.2% of women who were obese had high GHQ scores. 24% of women who 
had physical abuse had high GHQ scores. There was no statistically significant 

association between GHQ scores and the other parameters that were studied. 

 
It is observed that women of age less than 20 years (p=0.009) were 4.339 times 

more likely to have high GHQ scores when compared to women who were 40 

years or more. Widowed/divorced/separated women were 16.66 times more likely 
to get higher GHQ scores compared to currently married women. Pre obese 

women are 4.9 times more likely to get high GHQ scores and obese women were 

8.77 times more likely to get high GHQ scores when compared to women with 
normal BMI. Women with adverse pregnancy outcome are 1.944 times more likely 

to get high GHQ scores .Women who experienced physical abuse were 2.02 times 

more likely to have high GHQ scores compared to those women who do not have 
any such event in the past year. Women with stressful life events have marginal 

change (1.038) GHQ scores when compared to women with no such events(p 

value=0.002).(table 3) 



 

 

11081 

Tables: 

 

Table 1 Demographic data of study participants 
 

Variables Frequency(n) Percentage (%) 

Age < 19 Yrs 
 

20 2.3 

20 - 24 Yrs 116 13.3 

25 - 29 yrs 200 22.9 

30 - 34 Yrs 231 26.4 

35 - 39 Yrs 165 18.9 

> 39 Yrs 143 16.3 

Marital 
Status 

Currently Married 867 99.1 

Separated/widowed  8 0.9 

Religion Hindu 701 80.1 

Muslim 

 

106 12.1 

Christian 68 7.8 

Educational 

status of 

women  

Uneducated 242 27.7 

Primary  121 13.8 

Middle  114 13 

High  136 15.5 

Higher secondary  91 10.4 

Graduate 171 19.5 

Occupation 

of women  

Unemployed 449 51.3 

Unskilled 316 36.1 

Semiskilled 9 1 

Skilled 

 

26 3 

Farmer 19 2.2 

Professional 56 6.4 

Socio 

economic 

status  
 

Upper  47 5.4 

Upper middle  293 33.5 

Middle 403 46.1 

Lower middle 120 13.7 

Lower  12 1.4 

Type of 

Family 

 

Nuclear 711 81.3 

Joint 164 18.7 

Age at First 
child birth  

< 19 Yrs 38 4.3 

20 - 24 Yrs 414 47.3 

25 - 29 yrs 

 

364 41.6 

30 - 34 Yrs 

 

14 1.6 

 

No of  
children 

No children 53 6 

One 

 

225 25.7 
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Two 541 61.8 

Three 54 6.2 

Four 2 0.2 

Physical 

abuse  
 

Yes 

 

212 24.2 

No 

 

663 75.8 

Adverse 

Pregnancy 
outcome 

Yes 28 3.2 

No 847 96.8 

Presence of 

debt  

 

Yes 90 10.3 

No 785 89.7 

Stressful 

events 
 

Yes 

 

90 10.3 

No 

 

785 89.7 

BMI  
 

 

Underweight  76 8.7 

Normal  500 57.1 

Pre obese  263 30.1 

Obese   

 

36 4.1 

 

Alcoholism 

in partner 
 

Yes 

 

749 85.6 

No 

 

126 14.4 

 

 
Table 2 Univariate Analysis of various factors and GHQ scores 

 

NO  VARIABLE  N(%)  GHQ > 5  GHQ < 5  P-value 

1 Age of Women     

  < 20 Yrs 20 (2.3) 8(40) 12(60) 0.001 

  20 - 24 Yrs 116 (13.3) 13(6.7) 103(88.7)  

  25 - 29 yrs 200 (22.9) 24(12) 176(88)  
  30 - 34 Yrs 231 (26.4) 22(9.5) 209(90.5)  

  35 - 39 Yrs 165 (18.9) 22(13.3) 143(86.7)  

  > 39 Yrs 143 (16.3) 11(7.6) 132(92.3)  

2 Marital status       

  Currently Married 867(99.1) 96(11.1) 771(88.9) 0.001 

  Separated/widowed 8(60) 4(40) 12(60)  

3 Number  of children    

  0 10(22.7) 34(77.3) 44 0.016 

  1 31(13.8) 194(86.2) 225  

  2 51(9.4) 490(90.6) 541  
  3 5(9.2) 49(90.8) 54  

  4 1(50) 1(50) 2  

4 BMI      

  Underweight 76(8.7) 10(13.2) 66(86.8) <0.001 
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  Normal 500(57) 45(9) 455(91)  

  Preobese 263(30) 32(12.2) 231(87.8)  

  Obese 36(4.1) 13(36.2) 23(63.8)  

5 Alcoholism in partner      

  Present  749 ( 85.6) 81(10.8) 668(89.2) 0.173 

  Absent  126 (14.4) 19(15.1) 107(84.9)  

6 Adverse pregnancy outcome    

  Yes 11(42.3) 15(57.7) 26 <0.001 

  No 88(10.4) 759(89.6) 847  

7 Physical abuse     

  Yes   51(24) 161(76) <0.001 

  No  663 (75.8) 49(7.3) 614(92.7)  

 

Table 3 Multivariate analysis of various factors and GHQ scores 
 

S.no  Variable  B Exp (b) P value 

1 Age of the women  

 < 20 Yrs 4.339 76.64 0.009 

 20 - 24 Yrs 0.382 1.465 0.765 
 25 - 29 yrs 0.631 1.88 0.556 

 30 - 34 Yrs 0.576 1.778 0.499 

 35 - 39 Yrs 1.206 3.342 0.069 

 > 39 Yrs - 1 - 

2 Marital status 

 Separated/divorced/widowed 16.66 0.06 0.023 

 Currently married   -  1   

3 BMI 

 Underweight 1.706 0.204 0.141 

 Preobese  4.9 0.182 <0.001 
 Obese 8.77 0.114 0.001 

 Normal    1   

4. Adverse pregnancy outcomes 

 Yes 1.944 6.985 0.002 

 No   1   

5 Physical abuse by partner    

 Yes 2.027 7.59 <0.001 

 No    1   

6 Stressful life events  

 Yes 1.038 2.554 0.002 

 No     

 

Discussion 
 

Morbidity caused by mental disorders is enormous and it is still being neglected 

and unrealized. The prevalence rate of common mental disorders varied in various 
studies conducted in India.15 16 17 18 and globally19 20 21. This can be attributed to 

the study setting, population under study and the questionnaire that was used to 

screen the disorders. 
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In our study, the prevalence of Common mental disorders was 11.4% with GHQ 

12 questionnaire, using bimodal scoring(0-0-1-1) and taking scores equal to or 
greater than five as cut off .This  result is similar to that of Shidaye(2010) who 

conducted the study using same tool  among married women  and found the 

prevalence to be 10.7%22. Median prevalence rate of CMD in South Asian 
countries was 10 % 23and our study is close to this approximation.  

 

In our study, 26.4% of women were between 30-34 years and age of the women 

was significantly associated with Common mental disorders. Women less than 
twenty years were at higher risk compared to women who were above forty years, 

similar to the study by Karim(2006) in Bangladesh using SRQ questionnaire 24 , 

Leach et al(2014) using Goldberg depression and anxiety scale 25and WHO study 
using CIDI questionnaire26. This might be due to early marriage, stress in 

domestic relationships and increased responsibilities. Certain vulnerabilities for 

young women can be attributed to the methodological factors, age related recall 
which might contribute to this finding26. 

 

In our study, Majority (99.1%) was currently married and marital factors were 
significantly associated with Common mental disorders. Divorced, separated and 

widowed women have more risk of CMD than married women which might be due 

to the social isolation and stigma, financial difficulties faced by the single women 

who has to take care of the family27. This is similar to the study by Patel et al in 
India vi and Skapinakis(2013)  in Greece 21. 

 

Almost half of the women in the study (51.3%) were unemployed. We observed 
that women in rural area are still working within the household. No association 

between women’s occupation and common mental disorders. This is in 

concordance to study by Patel et al (2012) 6and Panigrahi et al (2014)28. However 
many studies in the past (Patel et al 200627, Robert el al 201129 Lang et al 201130, 

Faisal et al 200931) found unemployed women and low occupational status to be 

associated with mental disorders. We believe this variation is due the reason that 
employment status and expectation is influenced by demographic, reproductive, 

socio-cultural and religious factors32 

 

No association with socio economic class and common mental disorders was 
observed in this study. Panigrahi (2014)28 .But there are various epidemiological 

studies that have found strong association of socioeconomic factors and common 

mental disorders.6 20 22 .The probable reason for our finding might be attributed to 
the sample which was predominantly middle class and various factors that like 

the perception of the person ,influence of environment , state policies and health 

care which are unrelated and independent of social class might influence the 
outcome33. Further research is needed to understand influence of various psycho 

social factors. Thus it is premature to conclude that socioeconomic factors and 

CMD are not related.  
  

In our study there was no association with marital duration and common mental 

disorders 34.Rabbani et al(2000) in Karachi found longer duration of marriage to 
have a positive association with mental disordersiand Gibbs et al(2011) on 

contrary found increasing marital duration has a protective effect on mental 
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health of women35. The reason for our finding needs further exploration, by 

undertaking follow up study. 

 

Nearly half (47.3%) of women in our study had their first child birth when she 
was 20-24 years and it was significantly associated with common mental 

disorders in univariate analysis. Patel et al (2006)6 in India found no association 

of age of women at first child birth and mental disorders. On other hand, Faisal et 
al (2009)31 found association. 10.3% of the target population reported to have 

experienced some stressful event in the past year. There was no statistically 

significant association with stressful events in past one year and CMD in 
univariate analysis. But in multivariate analysis, it was found to be significantly 

associated in presence of all the other factors. Robert et al(2011) 29and Axinn et 

al(2013)36 found association with stressful events and mental health of women  
but Lawson et al(2005)17 found no association between stressful events and 

mental disorders among women in primary care settings.  

 

In our study the prevalence of physical abuse to women was 24.2%. WHO 
reported that lifetime prevalence rate was between 16 % to 50%7. NFHS 3 

reported physical violence among ever married was 37%37. In other studies ,the 

prevalence varied from 14-30% in India38, 28.3% in Nepal 39and 11 % in New 
Zealand40.We found that physical violence by the partner was significantly 

associated with common mental disorders. This finding is supported by various 

studies6 22 27 12. Experiencing violence can lead to hopelessness, low self esteem 
and insecurity resulting in increased risk of  mental disorders22.  

 

In our study 66% of the population reported that her husband and in laws were 
satisfied with dowry and we found no significant association with common mental 

disorders. But Shidaye(2011)22 and Kumar(2005)41  found harassment by in laws 

due to dowry related issues was strongly associated with mental illness. Our 

study showed that, dowry is still existent and it has been culturally accepted .The 
explanation of our finding, could be that the effect of dowry lasts only in the initial 

years of marriage and predominance of middle aged women in our study sample. 

In our study 95.4% of women reported to have debt and this was not found to be 
significantly associated with Common mental disorders. But on the other hand 

various authors such as Meltzer et al (2013) ,Gong et al(2013) ,Turunen et al 

(2014), Patel et al (2006) ,Clark et al (2012) and Fitch et al (2007)6 42 43 44 45showed 
that indebted person had an increased risk of mental disorders. The reason for 

our result might be due to the high prevalence of debt in community. Also, strong 

belief over one’s competency and ability to cope with the financial strain could 
reduce the effects of indebtedness14. 

 

In the present study, 81.3% belonged to nuclear family and the type of family did 

not have any association with common mental disorder. Panigrahi(2014) had 
comparable result 28 . But  in contradiction, Sethi et al (1980)46 and Mumford et 

al(1997)47 found mental illness to be more in nuclear family and  Shah et al(1995) 
48found women in extended family reporting more mental illness. In our study the 
61.8% of the women had two children and there was a significant association with 

the number of children and common mental disorder in univariate analysis but 

not in multivariate analysis. Shindaye et al(2011) and Patel et al(2012) in India 
found no association between number of children and risk of mental 22 27. On the 
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other hand various studies, by Manichandran et al (2002) ,Hackett et al (2007) 

,Lawson, et al (2005) and Madhabika et al (2010)49 17 16 15 have found association. 
In our present study it was observed 67.2% of women had normal BMI according 

to Asian classification and there was significant association between BMI and 

CMD in both univariate and multivariate analysis. This is supported by studies by 
Shidaye et al(2011), Subramaniyam et al (2013) and Maguen et al (2013) who 

found similar results 22 50 51. However studies by Atlantis(2008) et al  and Patel et 

al(2012) found no such association between BMI and common mental disorders 27 

52.Common mental disorders can be a cause and a consequence of obesity and a 
number of plausible mechanisms may underlie these bidirectional associations53. 

 

In our study 85.6%  of the partners were everdrinkers .There was no association 
with partners personal habits and CMD.This  is similar to finding from studies by 

Patel et al(2011) and Lawson et al(2005) 6 17. On the other hand various studies 

have found association with partner’s personal habits and mental health 
outcome. It was observed that partners alcohol misuse was associated with poor 

mental health among married women in studies by Madhabika et al 15 (2010) and 

Panigrahi et al(2014) 27.  This finding might be due to high prevalence of 
alcoholism in Puducherry54 and the fact that, people are exposed to this right in 

early age in their families and influence of peers which might have nullified the 

association. In Puducherry, alcoholism has become culturally acceptable and 

women might have become resilient.  
 

The main strength of the study was that large number of women was assessed 

and various factors were identified using a validated questionnaire. The response 
rate among the study population was good. The study method was cross sectional 

so exploration of various factors was not possible. Study was conducted in only 

one rural commune So, our findings cannot be generalized to unmarried and 
women in urban area. Inclusion of all of them would have made comparison 

possible. Quality of life of women was not assessed and partners alcohol pattern 

and duration was not assessed which would have modified the outcome. 
Disclosure related bias about physical violence and personal habits might have 

lead to underestimation of physical violence. GHQ measures only current mental 

health status and identifies distress but is not a measure of specific disorder 

hence classifying the disorders was not possible. Better scale could have been 
preferred to classifying disorders into various ICD categories. 

 

Conclusion 
 

We identified the magnitude of common mental disorders and various risk factors 

of CMD in rural area in Puducherry. Factors like younger Age, certain marital 
factors, BMI, adverse pregnancy outcome and physical abuse were identified as 

risk factors. This study can be considered as an adequate preliminary evaluation 

of the real prevalence of common mental disorders among married females in a 
rural setting.  

 

Recommendations  
 

There is a need to detect the disorders at the earliest and assess various 

contributing factors associated with it for designing appropriate intervention. 
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Identifying CMD should be done at the earliest at primary care settings. There is a 

urgent need to train all health workers to identify this illness at grass root level 

and introduction of coping up strategies for affected women should be 

encouraged. Periodic screening of the affected women and appropriate treatment 
should be given to prevent the progress and consequences of these disorders. 

Further research should be undertaken to identify various factors that influence 

the mental health of women and also the inter relationship between the factors. 
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