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Introduction

Good mental health in childhood is a prerequisite for optimal
psychological development, productive social relationships, effective
learning ability to care for self, good physical health, and effective
economic participation as adults. “Adolescent mental health is the
capacity to achieve and maintain optimal psychological functioning and
well being. It is directly related to the level reached and competence
achieved in psychological and social functioning” (Department of Health,
2001). Mental health, particularly in adolescents, includes a sense of
identity and self-worth, sound family and peer relationships, an ability
to be productive and a capacity to use developmental challenges and
cultural resources to maximize development (Dawes et al., 1997).

Child and adolescent mental health problems are common, and
frequently associated with high levels of distress and impairment, but is
often treatable. Globally, about 10-20 per cent of children and adolescents
suffer from disabling mental illness (Lopez et al., 2006). In India,
‘mental health of children and adolescents has received low priority in
comparison to their survival and physical health needs. Many mental
health problems have their onset during adolescence; however, diagnosis
and treatment are often delayed makes it likely that the problems will
persist, since many adult mental health problems originate early in life’
(Kessler et al., 2007). Therefore, failing to address the mental health of
children and adolescents leads to problems with lifelong consequences
(WHO, 2003). Further, mental health services for children and adolescents
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are limited and such services are restricted to urban areas, accessible only
by a tiny proportion of children and adolescents, and are substandard in
nature (Shastri, 2009). Historically, there is no evidence of any
specialized services for children and adolescents. Nonetheless, it is
interesting to note the evolution of mental health services in the country.
However, the divergence of child and adolescent mental health services
from adult mental health services is relatively a recent development
(Nayar & Das, 2012).

There are various views regarding the term mental health. The
concepts are socially constructed therefore differ between cultures,
communities, and time. The World Health Organization (WHO) viewed
mental health as a “state of well being in which every individual realizes
his or her own potential, can cope with the normal stresses of life, can
work productively and fruitfully and is able to make contribution to her
or his community.” The positive dimension of mental health is stressed
in the WHO definition of health as contained in its constitution. “Health
is a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity” (WHO, 2014). Therefore,
mental health is a condition which permits optimal development –
physical, intellectual and emotional development of the individuals – so
far as this is compatible with that of other individuals. WHO experts
committee observed, “Mental Health is influenced by biological and
social factors.” Mental health is nothing, but the preservation of the
intellectual, emotional, and physical health of a person. It is the ability
of a person to balance one’s desire and aspirations, to cope with life’s
stresses, and to make psycho-social adjustment.

Unfortunately, so far less attention has been paid to the cause of
individual differences in mental health problems during one of the most
important periods in human life, adolescence. This is surprising since it
has been revealed that the peak age of onset for many psychiatric
disorders is adolescence (Paus et al., 2008). Adolescents are highly
vulnerable to mental health problems. Of late, there has been a rise in
the prevalence of mental illness and maladaptive behaviours among
adolescents (World Health Report, 2001). Studies conducted in different
parts of the world showed that prevalence of behavioural and emotional
problems in adolescents ranges from 16.5% (Robert et al., 1998) to
40.8% (Jenson et al., 1995), and in India, it is in the range of 13.7%
(Mishra & Sharma, 2001) to 50% (Belfer, 2005). As adolescents form
one-fifth of India’s population (IIPS, 2005-06), this means a sizable
disease burden on the society.
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In fact, there is a large population of children, who grow up
without one or both the parents face a very high risk of abuse, and
neglect vulnerable to various kinds of exploitation such as poverty,
illness, unsafe environment, inadequate schooling, lack of access to
education, etc. They are given a second and better chance to safe life in
alternative care, i.e., institutional care. Parents in spite of being primary
care givers often easily pass on the responsibility to institutions to
substitute family care or to give better facilities. Caring for children has
become an increasing burden for working parents (Bosco, 2015). Hence,
many children are deprived of parental care during their early years of
life and grow up in a perverted environment results in deterioration in
mental health.

1.1 Concept of Mental Health
The concept of mental health is as old as human beings. Mental

health is an important factor that influences an individual’s activities,
behaviour, happiness and performances that determine a person’s level
of functioning. Mental health represents a psychic condition, which is
characterized by mental peace, harmony and content. It is identified as
the absence of disabling and debilitating symptoms, both mental and
somatic in the person (Schneiders, 1964). Jahoda (1958) and Allport
(1960) have illustrated the concept of positive mental health in terms of
multiple criteria. According to Jahoda (1958), mental health is “attitudes
toward self-growth and self actualization, integration, autonomy,
perception of reality, environmental mastery.” While as per Allport
(1960), mental health is self-objectification, ego extension, unifying
philosophy of life, realizing coping skills, abilities and perceptions,
warm and deep relation of self to others, and compassionate regard for
all living creatures.

The Annual Report of the World Federation for Mental Health
defines mental health as “not merely the absence of mental disorder,
but.…. a state in which the individual lives harmoniously with himself
and others, adapting to and participating in an ever changing social
setting and with the sense that he is achieving self-realization through
satisfaction of his needs.” Similarly, the World Health Organization
defines mental health as “… a condition subject to fluctuations due to
biological and social factors, which enables the individual to achieve the
satisfactory synthesis of his own potentially conflicting, instinctive
drives, to form and maintain harmonious relations with others; and to
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participate in constructive changes in his social and physical environ-
ment” (Schneiders, 1965).

Karl Menninger (1947) describes mental health as, “An adjustment
of human beings to the world and to each other with a maximum of
effectiveness and happiness” (Clare, 2003).

The American Psychiatric Association (APA 1980) defines mental
health as, “simultaneous success at working, loving and creating with
the capacity for mature and flexible resolution of conflicts between
instincts, conscience, important other people and reality” (Sreevani,
2016).

Jagdish & Srivatsava (1996) portray mental health as, “person’s
ability to make positive self-evaluation, to perceive the reality, to
integrate the personality, autonomy, group oriented attitudes and
environmental mastery.” Bhatia (1982) describes it as the ability to
balance desires, feelings, ambitions and ideals in one’s daily living.

From the perspective of the discipline of positive psychology,
mental health may include an individual’s ability to enjoy life and
procure balance between life activities and efforts to achieve psycho-
logical resilience. According to Kumar (1992), mental health is an index,
which shows the extent to which the person has been able to meet his
environmental demands – social, emotional or physical. It is an
expression of emotions and signifies a successful adaptation to a range
of demands. Good mental health is not just the absence of mental health
problems. Being mentally or emotionally healthy is much more than
being free of depression, anxiety or other psychological issues rather
than the absence of mental illness (Rani & Nirmala, 2012). A mentally
healthy person shows a homogeneous organization of desirable attributes,
healthy values, a balanced self-concept, and a scientific perception of
the world as a whole.

Therefore, on the basis of the above mentioned definitions, an
attempt has been made to describe mental health, as the ability of self to
adjust with present and future situations as well as environmental
demands. It is the ability to adopt self and adjust to present situations. In
each of these definitions, ‘ability’ for adjustment is mentioned. Hence, it
could be stated that mental health involves ability towards handling
situations and problems in the daily way of life by making possible
adaptations to it. However, the main task of life is to adjust with the
demands of everyday life. In order to fulfill this objective, it is very
important to be mentally healthy.
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1.2 The Mental Health Care Bill, 2013
The Mental Health Care Bill, 2013 was introduced in the Rajya

Sabha on August 19, 2013. The Bill abolishes the Mental Health Act,
1987. The Government approved the United Nations Convention on the
Rights of Persons with Disabilities in 2007. The Convention required
the laws of the country to align with the Convention. The new Bill was
introduced as the existing Act did not adequately protect the rights of
persons with mental illness nor promoted their access to mental healthcare
(Sreevani, 2016).

There are several positive aspects to the revised Mental Health
Care Bill (2013). It provides the right to access mental health care and
treatment from mental health services run or funded by the appropriate
government. If a particular district has no public mental health services,
an individual has the right to access private services and get refunded.
The Bill mandates the government to provide essential psychotropic
medications free of cost. Insurance companies cannot exclude mental
illness and have to consider it on par with physical illnesses (Bhugra et
al., 2015). However, Parliament received the assent of the President on
the 7th April 2017, The Mental Health Care Act, 2017 (No. 10 of 2017),
an Act to provide for mental health care and services for persons with
mental illness and to protect, promote and fulfill the rights of such
persons during delivery of mental health care and services and for
matters connected therewith or incidental thereto.

1.3 Adolescents
WHO identifies adolescence as the period in human growth and

development that occurs after childhood and before adulthood, from
ages 10 to 19. It represents one of the critical transitions in the life span
and is characterized by a tremendous pace in growth and change that is
second only to that of infancy. Biological processes drive many aspects
of this growth and development, with the onset of puberty marking the
passage from childhood to adolescence (WHO, 2016). Some writers
advance specific, though admittedly approximate, age ranges for
adolescence. For Jones (1922) and Holmes (1964), adolescence is the
period from age 12 to 18, and for since the beginning of adolescence is
usually defined in physiological terms and its duration and cessation
(Horrocks, 1954), these age ranges can be taken to represent biological
sexual maturation at one end and the completion of secondary education
on the other.
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Hurlock (1967) on the other hand, endorses the significance of
pubescent growth changes, but dates the beginning of adolescence from
“sexual maturing”, which she ascribes on an average to the 13th year of
life for girls and the 14th year for boys.

Adolescence period is universally known as a period of fundamental
biological, cognitive, and social changes (Hill, 1983), and it is also
characterized by a complex series of bio-psychosocial changes. The
main event, which characterizes adolescence are the attainment of
separation and independence from parents, establishment of sexual
identity, commitment to work, development of a personal moral system,
the capacity for sexual love in heterosexual relationship, and a return to
the parents in a new relationship based on a relative equality (Bhatia &
Singhal, 2011). According to Erikson (1963), the chief task of the
adolescents are to develop a sense of personal identity. Early adolescent
period extends from about twelve years to fifteen years. The important
theme in adolescence is the rediscovery of one’s self. The early
adolescent has to incorporate into his/her own self concept, the new
feelings, the new body image and the new conceptions about her role.

1.3.1 Stages of Adolescence
The period of adolescence can be broadly divided into five sub-

stages (Bhuvaneshwari, 2011) as shown below:
Stages and Characteristics of Adolescence

Stage (Age) Characteristics

Pre-adolescence
(10-12 years)

Small number of same sex close peers dependent on
family

Early adolescence
(12-14 years)

Same sex groups, interest in opposite sex at a distance,
begins conflict with parents, especially same sex
parents

Middle adolescence
(14-16 years)

Strong peer ties with group or individual with whom
they identify, peak of turmoil, questioning of
authority

Late adolescence
(16-18 years)

Heterosexual contact on individual level, lessening of
conflict with parents, interest in family

Post-adolescence
(18-21 years)

Establish close friendship, more adult relationship,
and becomes attached to parents and family members.
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1.4 Institutional Care
Institutional care is a place for children between the age group of

6 to 18 years in Karnataka. It is also referred to as alternative care,
which is a temporary place for the needy they can stay until they attain
18 years of age. Later they will be relocated to their own home or other
State owned institution for further stay. Children in institutions are
ensured protection, along with the basic needs required for their
upbringing. Institutional care caters to the needs of children and
adolescents, who are in need of care and protection. Also, there is a
growing need for alternative care in the State and many young
adolescents have been transferred to institutional care due to various
reasons such as poor economic conditions, single parent, desertion,
abuse, runaway, beggary, orphans, eloped cases, protection from
external threat from step parents, uncles/aunts, employers, etc., are
brought under one roof and provided with the basic needs of living.
Under such circumstances, alternative care becomes a helping hand and
is considered as place of safety for those who had led life under difficult
circumstances.

1.4.1 Institutionalized Adolescents and Mental Health
Though children are placed in institutional care, so that their needs

are met and they can attain good health and well-being…..? However,
this may not always be the result. Researchers, who have studied the
health of institutionalized children, have found that they have poor
health and quite often display levels of psychological problems, which
are higher than that of their peers, who live with their families (Simsek,
Erol Oztop & Ozer Ozcan, 2008; Erol, Simsek & Munir, 2010). Parental
deprivation and institutionalization at an early age leads to high risk of
mental health problems and bring imbalances in the life of young
adolescents. It is observed that the mental health of institutionalized
adolescent girls is completely dependent upon their childhood, familial,
environmental, and other factors. The family acts as a protecting factor
required for their overall growth and development. But due to some
unavoidable circumstances, these children and adolescents are away
from family where adolescent girls cannot live with their parents. Under
such circumstances, receiving care under caretakers does not meet their
needs, especially their emotional needs, and thus their mental health is
affected.
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1.5 Behavioural Problems
Behavioural problems/disturbances are notable child health problems,

the importance of which is increasingly recognized in most countries by
WHO in 1977. During the year 1980, WHO viewed that Children and
adolescents abandoned by their family, present severe social and health
problems. The International Union for Child Welfare has estimated that
there are 1.5 million such children in India alone (Park, 2005).

Behavioural problems may be identified as reaction patterns of a
child, which are not up to the expectation of the parents, members of the
family or community. It is a deviant or distorted behaviour. It does not
fit in with or conform to the accepted norms of behaviour appropriate to
the age, sex and cultural background of the child, and also differ from
culture to culture and society to society. Behavioural problems are of a
wide variety, viz., anxiety, depression, withdrawal, social problems,
somatic complaints, attention and thought problems, rule breaking, and
aggressive behaviour. Adolescent girls exhibit more of internalizing
problems compared to boys (Kapur, 1997). These problems may not be
openly expressed by adolescent girls and thus, cause greater prevalence
of psychiatric disorders (Bhatia & Singhal, 2011).

The behavioural problems in children and adolescents may be
classified as:

(a) Problems antisocial in nature: Stealing, lying, gambling,
cruelty, sexual offences, and destructiveness.

(b) Habit disorders: Thumb sucking and nail biting.
(c) Personality disorders: Jealousy, temper-tantrums, timidity,

day-dreaming, fears and anxieties, unsociability, and hysterical
manifestations.

(d) Psychosomatic complaints: Tremors, headache, asthma, and
depression.

(e) Educational difficulties: Backwardness in studies, school phobia,
school failures, etc. (Park, 2005b).

1.6 Emotional Problems
Emotion is a strong feeling of the whole organism. Emotions

motivate human behaviour. An emotional experience is characterized by
both external and internal changes in a human being. External changes
are those, which are apparent and easily seen by others such as changes
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in facial expression and changes in posture. By studying the facial
expression, we can find out if a person is angry, happy, depressed or
elevated. Internal changes brought about by emotions are psychological
such as rapid pulse, respiration, increased blood pressure, tension, and
pain. Usually these changes are temporary, and subside when the
individual returns to “normal” (Park, 2005c).

Some of the major emotions are:
Fear Jealousy Sympathy

Anger Moodiness Pity

Love Joy Lust

Hate Sorrow Grief

1.6.1 Some specific emotions
1. Fear: Fear is the most common emotion of human beings. It

may produce excitement or depression, flight or fight. Some of
the common fears are fear of the dark, fear of dogs, fear of
snakes, fear of ghosts, fear of sickness, fear of death, etc. When
the fear becomes exaggerated or unnecessary, it is called phobia.

2. Anger: Anger or rage is another basic emotion among human
beings. It is a reaction of the offensive type. Anger is a destruc-
tive force. If it is not controlled, it may impel a person even to
commit murder.

3. Anxiety: Anxiety may manifest in such symptoms as rapid
pulse and breathing, flushing, tremors, sweating, dry mouth,
nausea, diarrhoea, raised blood pressure, etc.

1.7 Self-esteem
Self-esteem is a ratio or relationship between a person’s achieve-

ments and his/her aspirations (James, 1890). It is an evaluative measure
of one’s self-image (Coopersmith, 1967). It includes a person’s
subjective appraisal of himself or herself as intrinsically positive or
negative to some degree (Sadikides & Gregg, 2003).

Healthy self-esteem is an armour against the challenges of the
world. A person with high self-esteem is fundamentally satisfied with
the type of person he/she is, yet he/she acknowledge his/her faults while
hoping to overcome them (Rosenberg & Owens, 2001). Greater levels
of self- esteem can be effective in many aspects of lives such as,
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improving academic performance and efforts towards achieving goals
(Guest & Biasini, 2001). People with high self-esteem report more
positive attitudes, feelings and life satisfaction, hopefulness and less
anxiety (Crocker, 2002).

In contrast, low level of self-esteem has been linked to behavioural
problems (Raj & Agarwala, 2003). Low self-esteem can lead to the
development of a variety of emotional disturbances and an increased
risk of suicide (Thompson, 2005). Low self-esteem can actually trigger
higher levels of stress, anxiety, sleeplessness, and many other health
depriving symptoms (Vonk et al, 2006).

1.8 Stress
Stress is defined as the environmental demands that tax or exceed

the adaptive capacity of an organism, resulting in psychological and
biological changes that may place persons at risk of disease (Cohen et
al., 1995). “Stress is the sum total of all nonspecific biological
phenomena elicited by adverse eternal influences” (Gurubabu, 1999).
Right from the time of birth until the last breath drawn, an individual is
invariably exposed to various stressful situations. “Stress spares none,
not even those who advice how to prevent it” (Shah & Kanwar, 1999). It
is an inevitable part of life, expressed as “the state of stress-less-ness
comes only after death.” Stress is part of one’s response to any
challenge, any demand or any change. It mobilizes one’s untapped
potential. It can generate the impetus necessary to convert thought into
action and can motivate an individual to accept a challenge. Thus, stress
not only aids man’s continued survival, but also facilitates his growth.
Stress helps in converting a “Passive existence” into an “Active business”
of living by shaping one’s lifestyle, setting the tempo and determining
the rhythm at which one lives (Dubat et al., 2007).

1.9 Adjustment
Adjustment is an act of adopting oneself to a situation/environment.

No human being can adopt to his/her own physical environment without
proper adjustment. Adjustment is a kind of interaction between the
individual and his or her environment. According to Lazarus,
“Adjustment consists of the psychological process by means of which
the individual manage or cope with various demands or pressures.”
Adjustment is an in- built mechanism for coping with the problems or
other realities of life. Adolescents are considered as an index of
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integration, a harmonious behaviour of the individual by which other
individuals of the society recognize that an individual is well-adjusted
(Pathak, 1990). Good (1959) states that adjustment is the process of
finding and adopting modes of behaviour suitable to the change in
environment. Kulshreshta (1979) is of the view that the adjustment
process is a way in which an individual attempts to deal with the stress,
tension, conflict, etc. and meet his/her needs. Adjustment also demands
individual efforts to maintain harmonious relationship with the environ-
ment. In case of institutionalized adolescents, they have to adopt
themselves to the different levels of adjustment such as home, peer
group, environment, rules and regulations, routine activities, food habits,
etc. If they are able to cope with the challenges, they are well-adjusted
or otherwise maladjustment would lead to psychological problems, which
could lead to mental health problems.

1.10 History of Women and Child Welfare
The Women and Child Welfare Movement received impetus with

the spread of modern education, liberal thought, and the social reform
movements in Karnataka. Christian missionaries did pioneering work in
the field for female education by starting Mitralaya in 1842 in Bengaluru.
As early as 1881, the Maharani’s high caste school was founded at
Mysuru by the efforts of Ambale Narasimhalyengar to encourage female
education. It became a college in 1901. In 1894, the Mysuru Infant
Marriages Regulation was passed and marriage of girls below eight
years was banned. Shama Rao Vittalkaikini, the renowned lawyer of
Uttara Kannada district translated a book on widow marriage into
Kannada. Ganapathi Bhat Akkadasa, a veteran fighter and social worker
of the same district translated a book on widow marriage into Kannada.
He strongly advocated widow marriages and conducted more than 100
widow marriage until 1932. He also wrote books and articles on widow
marriages. The Civic and Social Progress Association of Bengaluru
arranged a lecture tour on widow marriage in the erstwhile Mysuru state
by Akkadasa in 1934, preceding the passage of the Widow Marriage Act
of the state. During 1906, Rukminiyamma and Srirangamma had the
distinction of becoming the first women graduates of Mysuru University.
During 1907, a Home for the Widows was started in Mysuru with the
help of Darbar Bakshi Ambil Narasimhalyengar. The Brahma Samaj
through its comprehensive programmes of social reforms influenced
many people in Bengaluru. Its members established a Girl’s High
School in 1872 in the Ulsoor area of Bengaluru. The Divine Providence
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Orphanage was started in Belagavi in 1921, to cater to the needs of
orphans and destitute children (A Hand Book of Karnataka, 2010b).

Many attempts were made in the erstwhile State of Mysuru to
promote the welfare of women and children through social legislation.
Many organizations and agencies are functioning in the state for the
cause of women and children welfare. Vanithasadan, Bhagini Seva
Samaj, and the Mahila Sadan of Mysuru, Abhaya Ashraya Destitutes
Home of Mangaluru, Akkana Balaga’s at Vijayapura and Hassan,
Mahila Seva Samaj, Malleswaram Ladies Association, Basavanagudi
Ladies Club, and Sharada Sthree Samaj of Bengaluru, Vanitha Seva
Samaj of Dharwad (1928), and Vanitha Vikasa Mandali of Kalaburagi
are some of the examples (A Hand Book of Karnataka, 2010c).

1.11 Institutional Setup in Karnataka
Children’s homes in Karnataka were established as per the Juvenile

Justice (Care and Protection) Act, 2015 with the objective of providing
shelter during the inquiry process and for providing long-term
rehabilitation for orphans and destitute children in need of care and
protection brought before the child welfare committees.

Children produced before the child welfare committees are
admitted in the Children’s Homes. These homes provide education,
recreation, and training for rehabilitation along with basic facilities like
food, accommodation, health, etc. The children are admitted to outside
schools or colleges for their education.

During 1999-00, there were 20 Observation homes, 24 Juvenile
homes, 16 Fit Person institutions, 11 Reception Centres, 8 State Homes
for Women, 2 institutions for Mentally Retarded Women, and 9 Juvenile
Service Bureaus functioning in the state. During 2003-04, the number
increased to 27 Observation homes, 17 Juvenile home for boys, 9
Juvenile homes for girls, 20 Fit person Institutions, 5 After Care Homes
for Men were functioning in the State. During 2013, again the number
was increased to 56 Children Homes in the State, out of which 28
institutions were for boys, 27 for Girls, and 1 home for Children below
the age of 6 years (both boys and girls). Out of these, two children’s
homes at Bengaluru and Bellary are specially meant for mentally
challenged boys and two homes at Dharwad and Gulbarga are meant for
mentally challenged girls. All children in the state are to be provided
care and protection required for a safe and healthy childhood, thereby
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laying the foundation for holistic development (A Hand Book of Karnataka,
2015d).

Source: http://gazetteer.kar.nic.in

Note: Black balloons indicate the number of Government Home for Girls
established in different District of the State included in the study.

Karnataka Map
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Districts
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1.12 Children in Difficult Circumstances
Sometimes children and adolescents find themselves in difficult

circumstances. The term ‘difficult circumstances’ is an umbrella term,
which refers to many groups of children in need of care and protection
have been accommodated in institution, as illustrated in the figure below.

Children in
Difficult

Circumstances

Broken
family

Low
income

Orphan

Abandoned/
Neglected

On the
street

Single
parent
family
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street

Begging

School
dropout

Runaway
Child
labour
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Child
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Trafficking

1.12.1 Orphan
The Juvenile Justice (Care and Protection of Children) Act, 2015

defines an orphan as a child
(i) who is without biological or adoptive parents or legal guardian;

or
(ii) whose legal guardian is not willing to take, or capable of taking

care of the child (The Gazette of India, 2016a).

1.12.2 Abandoned
As per the JJ Act, 2015, an abandoned child is one who is in need

of care and protection, does not have parents and none willing to take
care of; whose parents have abandoned him/her or who is missing; and
run away child whose parents could not be traced even after reasonable
inquiry (The Gazette of India, 2016b).
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1.12.3 Single Parenthood
A single parent family is in which the children reside with one

parent, who shoulders the major responsibility of their upbringing (Rath
& Choudhary, 2002). In such families, the mother or the father is absent
due to reasons like death, divorce or separation between parents,
desertion/abandonment by one of the parent, etc.

1.12.4 Children on the Street
The United Nations defined the term ‘street children’ to include

“any boy or girl….. for whom the street in the widest sense of the
word…. Has become his or her habitual abode and/or source of
livelihood, and who is inadequately protected, supervised or directed by
responsible adults (Panter-Brick, 2002).

Street children are characterized by loneliness on the street, shelter-
less, loss of parental contact, loss of parental protection, love and care,
and most often exponentially squalid (Lugalla & Mbwambo, 1996).
Agnelli (1986) in her study came out with various names by which street
children are called in various cultures, geographies, and economics. In
developed countries, they are called as ‘Homeless youths’, ‘Runaways’,
or ‘throwaways’. In developing countries, they are called ‘Parking boys’
(Kenya), ‘Porey Boys’ (Philippines), ‘Pivetes’ (Brazil), and ‘Rag Pickers’
(India).

1.12.5 Children Who Beg
According to the Juvenile Justice (Care and Protection of Children)

Act, 2015, begging is defined as
(i) Soliciting and receiving alms in a public place or entering into

any private premises for the purpose of soliciting or receiving
alms, under any pretence.

(ii) Exposing or exhibiting any sore, wound, injury, deformity or
disease, whether of himself or of any other person or of an
animal with the object of obtaining or extorting alms (The Gazette
of India, 2016c).

1.12.6 School Dropout
Under normal circumstances, dropout indicates continuous absenteeism

of a child to school. But the duration of absenteeism varies according to
the adopted frame of time. Dropout means any child who is absent to
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class continuously for one calendar month (30 days) for any reason
(Department of Education, 2006).

1.12.7 Runaway
Any child will run away, if she/he is neglected for long. Every

child has the right to live with dignity and any parent/family/school/
village that denies this right may have to relinquish their children. Due
to certain reasons, a large section of street children comprise of runaway
children, who leave their home to seek out a better life or for the
glamour of the metros or succumb to peer pressure or run away from the
rigours of the education system that their parents force them to be in or
escape domestic violence and enter cities, where they live in deplorable
condition (George & Ann, 2015).

1.12.8 Child Labour
The Child Labour (Prohibition and Regualtion) Amendment Act,

2016 defines a child as any person who has not completed his fourteenth
year of age. The main objective of the Act is to prohibit the engagement
of children in certain employments and to regulate the conditions of
work or children in certain other employments. Under the Act, children
cannot indulge in economic activities, which are mentally, physically,
socially or morally dangerous and harmful to them. It also prevents
them doing any work if its schedule interferes with their ability to attend
regular school or work that affects in any manner their ability to focus
during school or experience a healthy childhood (The Gazette of India,
2016).

1.12.9 Child Abuse
According to WHO (1999), “Child abuse or maltreatment constitutes

all forms of physical and or emotional ill-treatment, sexual abuse,
neglect or negligent treatment or commercial or other exploitation,
resulting in actual or potential harm to the child’s health, survival,
development or dignity in the context of a relationship of responsibility,
trust or power.”

The WHO (1999) construes that:
1. Physical abuse is the infliction of physical injury upon a child.

This may include burning, hitting, punching, shaking, kicking,
beating or harming a child in any form.
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2. Sexual abuse is inappropriate sexual behaviour with a child. It
comprises fondling a child’s genitals, making the child fondle
the adult’s genitals, intercourse, incest, rape, sodomy, exhibi-
tionism, and sexual exploitation.

3. Emotional abuse is also known as verbal abuse, mental abuse
and psychological maltreatment. It includes acts or the failure
to act by parents or caretakers that have caused or could cause
serious behavioural, cognitive, emotional, or mental trauma in
the child.

4. Negligence is the failure to provide for the child’s basic
needs – it could be physical, educational or emotional. Physical
neglect can include not providing adequate food or clothing,
appropriate medical care, supervision, or proper weather
protection (heat or cold). It may include abandonment (Cowley,
2007).

1.12.10 Child Marriage
According to the Prohibition of Child Marriage Act, 2006, a child

is a male who has not completed twenty-one years of age and a female
who has not completed eighteen years of age. Child marriage is a
contract between any two people of which either one or both parties is a
child. UNICEF defines child marriage as a formal marriage or union
before 18 years of age. Child marriage is a forced marriage before 18
years of age because they believe children under age 18 are incapable of
giving their consent (The Gazette of India, 2007).

1.12.11 Child Trafficking
According to UNICEF, a child victim of trafficking is “any person

under 18 who is recruited, transported, transferred, harboured or received
for the purpose of exploitation, either within or outside a country.” India
has legal provisions to counter trafficking as per the Immoral Traffic
Prevention Act, 1986. Trafficked children are used for prostitution,
forced into marriage, illegally adopted, used as cheap or unpaid labour,
and used for sport and organ harvesting. Trafficking exposes children to
violence, abuse, neglect, and exploitation (Child Line - India, 2007).

1.12.12 Broken Family
A broken family is one where the parents have separated, or where

death has occurred of one or both the parents. Dr. John Bowlby brought
out clearly the concept of “mental deprivation” as one of the most
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dangerous pathogenic factors in child development (Burn, 1959). The
separation of the child from its father (paternal separation) and separation
of the child from both of its parents (dual-parental separation) are
important factors in child development. Children who are victims of
broken families early in their childhood have been found sometimes to
display in later years psychopathic behaviour, immature personality, and
even retardation of growth, speech, and intellect (Susser, 1962). Children
from these families may drift to prostitution, crime, and vagrancy.

1.13 Government Services and Legal Measures for
Children
1.13.1 Child Protection and Welfare Services

The National Commission for Protection of Child Rights (NCPCR)
was set up in March 2007 under the Commission for Protection of Child
Rights Act, 2005, an Act of Parliament (December 2005). The Com-
mission’s Mandate is to ensure that all Laws, Policies, Programmes, and
Administrative Mechanisms are in consonance with the Child Rights
Perspective as enshrined in the Constitution of India and also the UN
Convention on the Rights of the Child. A child is defined as a person
0 to 18 years age group (MWCD 2012-13a).

The Commission visualizes a rights-based perspective flowing into
the national policies and programmes, along with nuanced responses at
the State, District, and Block levels, taking care of specificities and
strengths of each region. In order to touch every child, it seeks a deeper
penetration in to communities and households and expects that the
ground experiences gathered at the field are taken into consideration by
all the authorities at the higher level. Thus, the Commission sees an
indispensable role for the state, sound institution-building processes,
respect for decentralization at the local bodies and community level, and
larger societal concern for children and their well-being (NCPCR, 2013).

1.13.2 Integrated Child Protection Scheme (ICPS)
The Ministry of Women and Child Development, Government of

India, has introduced Integrated Child Protection Scheme (ICPS) in
2009-10 to encourage quicker establishment of structures and procedures
under the Juvenile Justice Act and to bring several existing child
protection programmes, under one umbrella. The scheme is implemented
through State Government/UT Administration by providing financial and
technical support. Considerable progress has been made under ICPS in
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establishing statutory bodies. About 619 Child Welfare Committees (240
before introduction of the scheme) and 608 Juvenile Justice Boards (211
before introduction of ICPS) have so far been established all over the
country. The Scheme envisages creating a service delivery network,
exclusively for child protection, which has been provided with setting up
and maintenance of 33 state Child Protection Societies, 24 State Project
Support Units, 26 State Adoption Resource Agencies, and 589 District
Child Protection Units. In 2012-13 (up to 13 March 2013), 232
Specialized Adoption Agencies (SAAs) and 1195 Homes of various
types have been funded under the Scheme. These provide comprehensive
rehabilitation services to children including food, clothing, day and night
shelter, education, medical facilities, etc. to 75,052 children. The ICPS
provides financial and technical support to the following: (i) A
Programme for Juvenile Justice (ii) An Integrated Programme for Street
Children; and iii) Scheme for Assistance to Homes (Shishu Gruha) to
promote In-country Adoption. A number of new initiatives have also
been incorporated, such as dedicated service delivery structures at state
and district levels, child tracking system, sponsorship, foster care, etc.
(MWCD, 2012-13b).

1.13.3 District Child Protection Unit (DCPU)
Karnataka State is equipped with a DCP unit in each district for the

care and protection of children. The Government of India has taken
special interest in serving children and established a separate Department
named as the Integrated Child Protection Scheme (ICPS), under the
Ministry of Women and Child Development and it is active in all the
States of India. In Karnataka state, the ICPS unit has taken a special
interest in looking into the problems and issues related to children and
hence, sanctioned district-wise DCPO – District Child Protection
Officer with its staff striving to control child related issues and problems.

1.13.4 Childline Services
Child Line is a 24-hour toll free emergency outreach telephone

service (1098) for children in distress, being run by the Ministry through
a mother NGO – Childline India Foundation (CIF). Any child requiring
assistance, or adults on their behalf, can call the service for help. The
Child line personnel reach out to the child and provide necessary
assistance through linkages with hospitals, Child Welfare Committees,
Shelter Homes, Police, etc. This service was started in 1996 at one
location, i.e., Mumbai, and by 2007-08, the number has risen gradually
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to 83 locations. Now, this service is available in more than 269 cities in
India (MWCD, 2012-13c).

1.13.5 The Prohibition of Child Marriage Act (PCMA), 2006
The Child Marriage Restraint Act, 1929, popularly known as the

Sarda Act passed on 28th September 1929, fixed the age of marriage for
girls at 14 years and boys at 18 years, which was later amended 18 years
for girls and 21 years for boys and came into effect six months later i.e.,
on April 1, 1930. Later, during the year 2007, The Child Marriage
Restraint Act, 1929, was renamed as The Prohibition of Child Marriage
Act, 2006. “According to the act a child is a male who has not
completed twenty one years of age and a female who has not completed
eighteen years of age. Child marriage is a contract between any two
people of which either one or both parties is a child. Child marriage that
took place before or after this act can be made void by the person who
was a child at the time of marriage. But the marriage must be voided
before the person who was a child completes their second year of
maturity” (Child Line India, 2007b).

1.13.6 The Protection of Children from Sexual Offences
Act (POCSO), 2012

To deal with child abuse cases, the Government has brought in a
special law The Protection of Children from Sexual Offences Act, 2012.
The Act came into force on 14th November 2012 along with the rules
framed there under. The Act provides protection to children from offences
of sexual assault, sexual harassment, and pornography. Rules have been
framed by the Central Government under the power delegated under
Section 45 of the Act (MWCD, 2012-13d).

1.13.7 The Child Labour (Prohibition and Regulation)
Amendment Act, 2016

The Child Labour (Prohibition and Regulation) Act, 2016, defines
a child as any person who has not completed his fourteenth year of age.
The Act prohibits employing children in hazardous occupations like fire
industry, construction sites, railway establishments, beedi making, tanning,
brick kilning, etc.

Child labour is punishable under the Act. Under Section 14 of the
principal Act, whoever employs any child or permits any child to work
in contravention of the provisions of Section 3 is punishable with
imprisonment for a term, which shall not be less than six months, but
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which can be extended to two years, or with fine, which shall not be less
than twenty thousand rupees, but which can extend to fifty thousand
rupees, or with both (The Gazette of India, 2016b).

1.13.8 Juvenile Justice (Care and Protection) Act, 2015
The Juvenile Justice (Care and Protection of Children) Act, 2015

has been passed by the Parliament of India. It aims to replace the
existing Indian Juvenile Justice (Care and Protection of Children) Act,
2000, and the law pertaining to Juvenile in conflict with law. Under the
Act, a child or juvenile is defined as a person, who has not completed
his/her 18th year of age. It outlines two target groups, children in need
of care and protection and juveniles in conflict with the law. Thus,
juveniles in conflict with law in the age group of 16 to 18 years, involved
in heinous offences, can be tried as adults. The Act came into force on
15 January 2016 (The Gazette of India, 2016a).

1.13.9 Observation Home
During the pendency of enquiry regarding juveniles in conflict with

law, according to requirement, the respective State Government may
establish Observation Homes in every district or in a group of districts
for the temporary reception of juveniles. The State Government under an
agreement with voluntary organizations may also establish Observation
Homes [Sec 8 (1)]. Besides, the State Government may certify any
institution as Observation Home if it thinks fit for the temporary
reception of juveniles in conflict with law [Section 8 (2)]. Rules made
under the Act may have provisions for the management of Observation
Homes. It may have provisions such as standards to be maintained at the
Observation Homes and the type of services to be provided for the
rehabilitation and social integration of the juveniles, and so on [Section
9(3)]. Juveniles sent to Observation Home shall be kept initially in a
reception unit of the Observation Home for preliminary inquiries, care,
and classification. While classifying juveniles according to age (7-12,
12-16, and 16-18 years), due consideration is given to physical and
mental status and degree of the offences committed [Section 8 (4)]
(ECHO, 2014a).

1.13.10 Child Welfare Committee (CWC)
The State Government has established CWCs to handle child in

need of care and protection, which was earlier known as the Juvenile
Welfare Board. A Committee is consisting of a Chair and four other
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members, of whom one must be a woman and another expert on matters
concerning children. A Member shall be vested with the powers of a
Magistrate under the Code of Criminal Procedure, 1973. The Committee
has to function as a Bench of magistrates. It should complete the enquiry
within a time limit of four months. A child in need of care and protection
may be placed under the care of his/her parent or guardian or in addition,
under the supervision of a Probation Officer or with a fit person or may
be sent to a Children’s Home or Shelter Home. The Shelter Home has to
function as drop-in centre for children in need or urgent support. The
Committee has the power to restore any child in need of care and
protection to his/her parents, adopted parents or foster parents.

1.13.11 Juvenile Justice Board (JJB)
The State Government had constituted JJBs to handle juveniles in

conflict with law. A JJB consists of a Metropolitan or Judicial Magistrate
and two Social Workers of whom at least one should be a woman
[Section 4 (2)]. Further, the Magistrate should have special knowledge
or training in child psychology or child welfare [Section 4 (3)]. Social
Workers should be involved in the health, education or welfare activities
pertaining to children for at least seven years [Section 4 (3)]. The Board
is empowered to obtain a social investigation report on a juvenile
through a recognized voluntary organization [Section 15 (2)]. Juvenile
in conflict with law cases can only be heard in the JJB and not by any
other court. The powers of the JJB can be exercised in a High Court or
Court of Session when an appeal has been made as part of the Act, and
the state is required to set up a number of institutions where the needs
and protection of juveniles may be fulfilled. For the reception and
rehabilitation of Juvenile in Conflict with Law the state has set up
Observation Homes and Special Homes in every district or group of
districts. After the proceedings of a particular case are complete, the JJB
may decide that the rehabilitation of the child is not complete and hence,
place them in a Special home for no longer than three years.

1.13.12 Special Juvenile Police Unit (SJPU)
The role of the police is very significant as far as children are

concerned. They play a major role in rescuing and protecting child from
difficult circumstances and ensuring a place of safety. The JJ Act has
conceptualized a police unit, the SJPU within the department in every
city and district. Each Police Station has a trained police officer
designated as Child Welfare Officer. The SJPU is a mandatory provision
under Section 63 of the JJ Act, 2000. Section 63 (1) states that in order to
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enable police officers, who frequently or exclusively deal with juveniles
or are primarily engaged in the prevention of juvenile crime or handling
of the juveniles or children under this Act perform their functions more
effectively, they should be specially instructed and trained. In every
police station, at least one officer with aptitude and appropriate training
and orientation is designated as the ‘juvenile or child welfare officer’
(CWO) to handle the juvenile or child in coordination with the police
(ECHO, 2014b).

1.13.13 Missing Child Tracking System
To fast track the implementation of the ‘Track Child’ project all

over the country, the Ministry of Women and Child Development along
with the National Informatics Centre (NIC) has launched a countrywide
training programme for Police Officials and Child Protection personnel.
Training has been imparted in 23 states and it is seen that already 2985
Police Stations have uploaded data of missing and recovered children
and 770 Child Care Institutions have uploaded data of children in their
care. The Child Helpline Service (1098) supported under the ICPS have
started functioning in 67 new locations and the service is now available
in 269 cities. So far, child line has received more than 31 lakh cases
until January 2013 during 2012-13 (MWCD, 2012-13d).

1.14 Rationale of the Study
Institutional care was considered as the last resort for children in

earlier days. But in recent times, it has been replaced by home environ-
ment where children are being transferred from home environment to
institutional care. “Institutionalization mainly aims to provide a
temporary care for children who are in need of care and protection, but
it is seen that long term care is the outcome, once they are institu-
tionalized. The children and adolescents stay till they attain 18 years and
sometime more than this age” (Vasudevan, 2014). Alternative care
abandons actual care in the natural environment. It disrupts the social,
emotional, and psychological aspects to be learnt in the respective age.
It is natural that, adolescents in institutional care come across groups of
people from different family backgrounds tailored with different kinds
of behaviour and attitude influences over others (in terms of negative
behaviour). Social psychologists have long asserted that institutional
living has negative impact on the personality development of children
and institutionalization interrupts the process of socialization because of
poor socializing environment leading to reduced self-esteem. There is an
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established consensus generated by a large number of western studies
and few Indian studies on institutionalization as undesirable for
children’s development. Poor care giving and absence of consistent
caregiver have been implicated negative outcomes among institu-
tionalized children (Rutter et al., 2001). Although such settings can
provide a secure and positive alternative to an abusive and unsafe family
environment, they cannot provide individualized and family nurturing
(McKenzie, 1998). So it is exhilarating to know how well these deprived
children, who are devoid of family environment, are able to cope with
self and psychosocial functioning in alternative care. However, little
work has been carried out on the mental health aspects of institu-
tionalized adolescent girls in the Indian context, while foreign studies
have exclusively concentrated on psychological impairment among
institutionalized children.

Added to this fact, there is a growing need for alternative care in
the country, and the institutional care in the Karnataka State is not
exceptional and should accept the fact that there is a dire need for ‘large
size institutions’ to accommodate a huge number of deprived children in
need of care and protection. It seems that many parents have been
transferring their responsibility of caring their own children towards
institutions for substitute care and protection. Though institutional care
involves the integration of accommodation and personal care, it appears
to be mostly a mechanical living arrangement, which creates a weakening
of social relationships. Research studies have observed that institutions
with limited resources were not able to meet the needs required by the
inmates. Most importantly, there are no adequate opportunities for
psychological functioning and well-being, basic to the adaptation of an
individual with social and personal needs. As a result, these needs are
ignored and the inmates grow up with poor mental health. They may
also develop mental health problems. Therefore, it is very important that
alternative care should respond to the physical, psychological, emotional,
social, moral, ethical and spiritual needs of the children and adolescents
in an age appropriate manner.

1.15 Conclusion
The current study attempts to examine the mental health problems

of adolescent girls in alternative care. Mental health is part of health
needed to deal with the stresses and challenges of everyday life. Sound
mental health plays a vital role in adolescence because mental health is
also linked with physical health, social and emotional and functional
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well-being. Good mental health among institutionalized adolescent girls
contributes to the quality of life as a whole. The present study is an
attempt to explore the modalities of the situation of adolescent girls
under institutional care, where many children are isolated from home
environment and are need of family members to take care of them. The
data proposed from the study could go a long way in understanding
adolescent girls’ behavioural and emotional aspects as well as the
institutions response to it.
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