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ABSTRACT

This study examines the extent to which socialiadididual factors are associated with aggressiord anental health.
There is a close relationship between mental heath aggressive behavior; the greater the effodéal with aggression
during early manifestations of aggression, the ¢geavill be the positive impact on mental healthaofindividual. Since
aggression statistically appears to be more trosbiee among the youth and growing ones; increaded ¢6 reduce
aggression could significantly prove effective ahigving positive mental health. A sample of 16Qigipants with equal
number in religion (Muslim and Hindu), age (14-172&-24 years) and gender (male & female) were eyguloTo assess
mental health and anger expression, PGl Health tioesaire by Wig and Verma and Anger Expressionsloenaire by
Speilberger were used. ANOVA and Post hoc mean arisop were used to analyze the data. Result rede#that
adolescents were having poor mental health as coedpto adults. Muslim participants were experiergcimore anger
than their counterparts. Moreover, adolescents sftbmore capacity of suppressing their anger in @sttto adults.
Significant gender differences were observed ordthension of anger control, whereas females etddbinore control

on their aggression.
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INTRODUCTION

In today’s era, the main concern of the societthes emerging mental health problems among youtlungoeople are
considered as an important asset worldwide; theythe future leaders of nation who will determirmremic and
political policies, and affect life style and fagnistructure. However, young generation health ierofcomplex and
requires a comprehensive and bio-psychosocial apprNSW Dept of Health2010).Youth, generally ekpent with
their attitude, appearance and behavior which samst make them to engage in risky behaviors thataféect their
health (Australian Institute of Health and Welf&@07). These behaviors are established as a yansgrpand go on to
become the lifestyles of adults leading to chrgigsical and mental health problems (Bennett, Bnds M., and Chown,
P 2004). The majority of health problems they eigere are psychosocial. Mental health problems asdtress, anxiety,
depression, and self-injurious aggressive behasi@ at mark. Young people have specific health |prob and
developmental needs that differ from adults.

Studies reported that an average of five times asynstudents in 2007 exceeded the thresholds iroon@ore

mental health category, compared to the student988. In fact, in a few categories, as many astigies as many
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students exceeded the thresholds. A number of epidiegical studies have reported prevalence rateging from 12% to
20% for psychiatric disorders among children anolestents. For example, Roberts, Attkinson, anceRgatt (1998), in
an international meta-analysis of 52 studies, regloa mean prevalence rate of 15.8%. AccordingldHNreport (2015),
approximately 1 in 5 youth aged 13 to 18 years4%).experiences a severe mental disorder at soiné guring their

life. For children aged 8-15, the estimate is 13%.

Among one of the most important public health issisemental health. In view of the “Alma Ata Declton”,
the goal being health for all by 2000 A.D definihgalth as physical, mental and social well-beingals(1982) has
expressed that mental health is “the most essemtidlinseparable component of health... an integratedponent of
public health and welfare programs...” Mental hea#tlthe balanced development of the individual'sspaality and
emotional attitudes, which enable him to live hanmasly with his fellowmen. In 1951, WHO Expert Conittee
reviewed that “mental health is influenced by bbiblogical and social factors. It is not a statimdition but subject to
variations and fluctuations of degree; it implibs tapacity in an individual to form harmonioustieins with others, and
to participate in, or contribute constructively thhanges in his social and physical environments hlso referred as the
ability to achieve a harmonious and balanced satigfn of one’s own potentially conflicting instinge drives. Jahoda
(1958) set certain criteriafor positive mental ttealt includes attitude toward self, growth, demhent, and self-
actualization, integration, autonomy, perceptionr@dlity, environmental mastery. With these dimensia coherent

picture of healthy and mature personality emerges.

An important source of mental ilinesses is angéricivhas been extensively studied by the reseadhager is
defined as an emotional state typically accompabigegsychological interpretation (a person beeeraféd, blamed or
denied) and biological changes. It can vary fronmaniannoyance to rage. Anger is intrinsically slacid cannot be
categorized by being exclusively individual or sdaomponents. No matter what the outcomes arkerefiositive or
negative, they all take place in social contextcdxding to Golden (2003), anger is a response s$tredis related to
environmental obstacles. The major problems likgression, suicidal tendencies, substance abusdahladdiction, rage,
violence, and crime in adolescents and adults caoraf the anger is not controlled. Many studiaported that anger
plays an important role in the experience, onsed, @maintenance of depressive symptoms and dis¢hdgram et al.,
2007; Sheeber et al., 2009; Wenze et al. 2006urdey reported that 42% of adolescents statedifighwithin the past
year, and 26% had carried a weapon during the giegenonth (Healthy people 2000).

There are two aspects of anger, i.e., state angehich the individual responds emotionally to airtstances and
another is trait anger which is a more pervasigpoase (Speilberger 1999).Beside this, Speilbeatyer suggested three
approaches of anger expression. The tendency t@sxmne’s anger in an outwardly negative mannaesented an
outward directed style known asger-out It involves the use of aggressive actions (esgaaltive behavior, destruction
of property, or making offensive gestures) and aeggjve verbal behavior (e.g. insults, offensivegprapriate language or
shouting). Another approach ianger-in in which individuals suppress their anger. Higdvel of suppressed or
unexpressed anger can lead to pathological expresgianger, such as passive-aggressive behaviampersonality that
seems perpetually cynical and hostile. It can alsate other problems when the angry feelings bsupgpressed and
replaced with guilt and stress because the petsots dlaming himself for the problem surroundihg einger-provoking
situation. Last approach @&ger-control;it is defined as a tendency not to become angiig.the conscious control over
anger emotions and the ability of the person tedlihis/her anger into creative and constructivenaels. In a study by
Smits and Kuppens (2005), anger expression isectlat both the behavioral activation system andchbiehnal inhibition
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systems, data from young adults showed that temgertoward expressing anger outwardly have beendfao be
positively associated with the behavioral approaghtem, whereas anger expressed inwardly has lmeew fto be
associated with the behavioral inhibition systemsiipport to this study, Danétlal. (2009) reported that trait anger and
anger expression is highly correlated to suicids#rapts. Study results showed that among boys higih anger and
outward anger expression is related to increasetiibod of suicidal attempts. Whereas in girlajttanger and both the
inward and outward expression of anger moderatedisik for suicide attempts associated with magprdssion. Brent
and Mann (2006) also stated in their study thatspay fighting and impulsive aggression apparerghated to outward

expression of anger, and act as a significant fastsuicidal attempts among young people.

There is a close link between mental health problamd individual anger expression. It can be ptedievith
some degree of certainty that the greater the tetfifodeal with negative anger emotions during eargnifestations, the
better will be the mental health of the individu8ince anger expression, statistically appear tanbee troublesome
among the young and growing ones, it is certain ihereased efforts to reduce anger expressiondcsiginificantly
improve their mental health. Therefore, in this teay the present study aims to investigate to lvtggtent individual

characteristics (age and gender) and religiougtsgliredict manifestation of anger and their immacimental health.

METHODOLOGY

Sample: A total number of 160 participants with equal nhumfrem the Muslim and Hindu communities were rantjom
selected from schools and colleges of Delhi. Furthe sample was split on the basis of age andegemhus, 80 subjects were
divided into 20 adolescents (14-17 years) and 2sa(P1-24 years), males as well as females ftbr the religious groups.

Measures:The following tools were used for data collection:

* PGI Health QuestionnairePGI Health questionnaire (N-2) developed by Wig &ferma (1978) was used to
assess mental health. It consists of 60 itemsntleaisure subject’s physical and psychological he&@titems (1-
50) are N-scale items (i.e. Neuroticism) and 1fh&ere L-scale items (i.e. lie scale). Responsenpator each
item is to put tick mark against the item, whickere to that respondent. Split half reliability fdrscale is 0.92

and for L- scale is 0.81.

» Anger Expression Questionnair#t:is developed by Spielberget al. in 1985. Authors formulated a working
definition and distinguished between anger as aotiemal state (S-anger), how often angry feelings a
experienced (T-anger) and the behavior that peepimge in when they feel angry or furious. Scalasuees
three dimensions of anger, namely anger-in, angeesd anger-control. It comprises of 20 items gietts four
different scores for each item, viz almost nevemeatimes, often and almost always. The internasistency of
scale is evaluated by computing alpha coefficiemtsl item remainder correlations. The item-remainder
correlations for the Ax-Ex scale are based on dn#&0acomprising these sub-scales. The alphas chirgen.73

t0.84 and are highest for the Ax/In sub scales.

Procedure: In this study, principals of the selected schootsenapproached and the objective of the study has
been explained to them. Permission has been takeortduct the study in their schools. Objectiveshef study were
explained to the students. In small groups, PGlthepestionnaire and anger expression scale wireénistered. It was
ensured that subjects have understood and respoméeadh of the item. After collecting the wholdajahe responses of

subjects were scored and put for adequate statisinalysis.
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RESULTS

The data was analyzed by using descriptive andéanfil statistics. Mean and standard deviationeveiculated on the
measure of mental health and anger expression.e®ay ANOVA and Newman Keul's multiple range sttitial
techniques were used to study the group differebetéween male and female, adolescents and adolisMaslim and

Hindu on the measure of mental health and angeesgjon.

In table 1, means and standard deviations wereatexpon the measures of mental health, anger-geraout and
anger-control for three groups: religion (i.e. Mo and Hindus), age (i.e. adolescents and adatid)gender (i.e. male
and female).

Table 1: Means and Standard Deviations for the Meases of Mental Health, Anger-IN, Anger-Out,
and Anger-Control for Various Groups (N = 20)

Muslims Hindus
Measures Adolescents Adults Adolescents Adults
Male | Female | Male | Female | Male | Female | Male | Female

Mental Mean 17.45 15.50 12.90 12.80 15.75 24.60 14175 19.70
Health SD 7.11 6.17 5.89 7.17 6.32 8.47 8.211 42.44
A | Mean 18.45 20.00 17.10 15.90 16.75 16.4% 1675 16.65

nger-in - Tsp 3.65 | 5834 | 293 2.88 2,57 3.12 3.90 3.2(
A out Mean 18.00 18.85 15.10 15.00 17.90 17.80 1655 14.85

nger-out rsp 3.52 4.9 3.32| 288 | 299  293] 26p 2.8
Anger- Mean 9.95 9.45 9.80 9.20 10.0p 8.10 10.50 10.30
Control SD 2.09 2.33 1.88 1.99 1.96 1.37 1.6J7 2.37

Table 2: Summary of ANOVA on the measure of MentaHealth
Source of Variation S i df ISR F - Value
Squares Squares

Religion (A) 60.02 1 60.02 1.34

Age (B) 980.10 1 980.10 21.90%**

Gender (C) 0.62 1 0.62 0.01

Relg x Age (AB) 70.22 1 70.22 1.57

Relg x Gen (AC) 52.90 1 52.90 1.18

Age x Gen (BC) 180.22 1 180.22 4.23*

Relg x Age x Gen (ABC) 384.40 1 384.40 8.59***

Error (within grps) 6802.40 152 44,75

Total 8539.90 159
* P<0.05; ** P<0.01; *** P <0.001

In table 2, the three-way ANOVA on the measure ehtal health is reported. The main effect of agedle
21.90) was found significant at 0.001 level of édefnce, indicating that mean scores of adolesagnatsp (18.33) were
greater than those of adult group (15.04). Two-wigraction of age x gender was significant at 0ed&l of confidence.
Further, three-way (ABC) interaction of religionage x gender (F-value 8.59) was also found signifi@t.001 level of
confidence.
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Table 3: Post-hoc Mean Comparisons of Mental Healtfor Age and Gender Groups

13.83 2.77 6.22* 3.85 4.66
16.25 0.35 3.8* 3.51 4.37
16.60 3.45* 2 2.94 3.86

*P<0.05; *P<0.01; N=40; df = 152; Ms Error = 44.75
Ad| = Adolescents; Ad = Adults; M = Male; F = Femal

The above table shows that the mean scores oldeadalescents were higher than those of the attraparison
groups. This group differs significantly from aduoiales and females as well as for adolescent raalg$emales. It shows
that adult males and females have better ment#thresm compared to adolescent females.

Table 4: Post-hoc Mean Comparisons of Mental Healtfor Religion, Age and Gender Groups

12.80 1.95 2.95 4.6% 11.81* 8 37 4
12.90 1.85 2.85 4,55 6 8’r 11.7% 7 6 2]
14.75 0.75 1 2.7 4.95 9.85*f 6 6.00 7.09
15.50 0.25 1.95 4.2 9.1** 5 5.75 6.85
15.75 1.7 3.95 8.85* 4 5.40 6.55|
17.45 2.25 7.75%* 3 4.93 6.13
19.70 4.90* 2 412 5.42
* P<0.05; **P<0.01; N=20; df = 152; Ms Error = 45.7
Mu= Muslims; Hi=Hindus

Table 4 shows that mean scores of mental healthusfim adult females were lower (i.e. showing bettental
health) and Hindu adolescent females were highestpoor mental health). Moreover, Muslim adultlesadiffer slightly
from Hindu adult females. Significant mean diffezes were also found between Hindus adolescent ésnaald males.

Further, the results of anger expression has beparately analyzed on the basis of its three diinass.e.
anger-in, anger-out and anger-control.

Table 5: Summary of ANOVA on the Measures of Angein

Age (B) 68.91 1 68.91 6.55**
Gender (C) .006 1 .006 .001
Relg x Age (AB) 79.81 1 79.81 7.58**
Relg x Gen (AC) 1.41 1 1.41 134
Age x Gen (BC) 16.26 1 16.26 1.54
Relg x Age x Gen (ABC) 21.76 1 21.76 2.07
Error (within grps) 1599.55 152 10.52

*P <0.05; " P<0.01
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As per table 5, the F-value of the main effect elffgion was found significant (F = 5.59) at 0.0¥dk of
confidence. Mean values of Muslims (21.61) and H:d16.65) differed significantly on the measureaoiger-in,
indicating that Muslims showed more anger-in as gamd to Hindus. The F-value (6.55) of the maieafbf age was
also found significant. In case of adolescents grauean scores were 21.66 and for adults 16.6G¢dtidg that in
adolescent anger-in was high as compared to adiilesmain effect of gender did not yield signifit&a values, but mean
value of males (17.26) were lesser than those wiafes (21.00). Moreover, two-way interaction ofigieln and age

yielded significant F-value (i.e. 7.58), which wsgnificant at 0.01 level of confidence.

Table 6: Post-hoc Mean Comparisons on Anger-In foReligion and Age Groups

Mu Ms Error
Ordered Groups Ad Hi Adl | HiAd | Mu AdI N
Range =051
r,152 r,152
Ordered Means | 16.50| 16.60 | 16.70 | 26.73 q (0_95 ) | d (0_99 )
16.50 0.10 0.20 10.23* 4 1.85 2.24
16.60 0.10 10.13** 3 1.69 2.10
16.70 10.03** 2 1.41 1.86
*P<(0.01; N=40; df = 152; Ms Error = 10.52

Post hoc mean comparisons of religion and ageaidtien (table 6) indicated that mean scores of aimgéor
Muslim adults were lowest (i.e. showing better @yeof anger-in) and that of adolescents were édgliti.e. showing low
capacity of anger-in). Moreover, significant meaffetdlences were obtained between Muslim adolescants Hindu
adolescents and adults, indicating that later tvougs had less anger-in, as compared to the fognoeip.

Table 7: Summary of ANOVA on the Measure of Anger-@t

Source of Variation SIS @ SIS df e F - Value
Squares
Religion (A) 127.81 1 127.81 0.96
Age (B) 35.17 1 35.17 0.26
Gender (C) 150.15 1 150.15 1.13
Relg x Age (AB) 45.16 1 45.16 0.34
Relg x Gen (AC) 56.41 1 56.41 0.42
Age x Gen (BC) 242.65 1 242.65 1.83
Relg x Age x Gen (ABC) 91.51 1 91.51 0.69
Error (within grps) 20195.85 152 132.87
Total 20944.59 159

The three-way ANOVA on the measure of anger-out megerted in Table 7 It is observed that there were
significant differences between Muslim and Hinddolascent and adult, and male and female on thesuneaf anger-
out. Moreover, the two-way and three-way interatiovere not statistically significant.

Table 8: Summary of ANOVA on the Measure of Anger-Catrol

Source of Variation Sums of Squares df Mean Squares F - Value
Religion (A) 0.76 1 0.76 0.19
Age (B) 12.66 1 12.66 3.25
Gender (C) 26.41 1 26.41 6.78**
Relg x Age (AB) 23.26 1 23.26 5,97
Relg x Gen (AC) 2.76 1 2.76 0.71
Age x Gen (BC) 6.81 1 6.81 1.75
Relg x Age x Gen (ABC) 8.56 1 8.56 2.20
Error (within grps) 592.25 152 3.90

Total 673.44 159

**P <0.01
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As per table 8, the F-value of the main effect efder was significant at 0.05 level of confidenicecase of
male, group mean scores were 10.08 and for fer@ak&s showing that females have the ability to aartheir anger as

compared to males. The obtained F-value (5.97jHertwo-way interaction of religion and age wasnsignificant at

0.05 level of confidence.

Table 9: Post-hoc Mean Comparisons of Anger-Contrdior Religion and Age Groups

Hi MU : Ms Error
Ordered Groups Adl Mu Ad Adl Hi Ad N
Range =0.31
g (r,152) | q(r,152)
Ordered Means 9.08 9.50 9.70 10.40 0.95 0.99
9.08 0.42 0.62 1.32* 4 1.12 1.36
9.50 0.2 0.9 3 1.02 1.28
9.70 0.7 2 0.85 1.13
*P<0.05; N=40; df = 152; Ms Error = 3.90

Table 9 showed that on the measure of anger-cordtignificant mean differences were found betweémdH

adults and Hindu adolescents. Mean anger contooés®f Hindu adults were greater than those of doeinterparts
DISCUSSIONS

This study found that individual characteristicggaand gender) and social characteristics (reljgpérihe students were
having a significant impact on mental health angeairexpression. On the measure of mental healthesaents exhibited
poor mental health as compared to adults. Therfgalcan be attributed to the view that adolescercied is considered
to be of great turmoil, lot of energy flowing, mawiin all direction following the path of least istance, without sound
and balanced thinking. Ill-conceived notions lehd adolescents to take wrong paths and goals wéhtey enthusiasm
and misdirected interests. They may isolate themaseind become resistant to change and to folladthyeadvice of
their well-wishers. This period is a dramatic charfigr the adolescents, as they require adjustnoecthanges in the self,
family and in peer groups. In this respect earlplascents is the most crucial period and they aoeenat risk in
developing poor mental health as reported by S{@B82).Further, findings revealed that adolescentdles have poor
mental health as compared to their counterpartsbaiial the gender groups of adult age group. Adaleshhave sound
mental health, it may be because they are moretaléne role of emotions in everyday life, and édetter understanding
about their own feelings and their effects on daitfivities as compared to adolescent femald®y are immature in
making judgment of their lives and are passepieth Wts of worries, anxieties and frustration. Fsetudies are in
conjunction with the findings of the study. Femat#syounger group tend to have more episodic problesuch as
depression and milder manifestation, such as noragiye conduct disorders. A two-stage cross-geditianalysis of a
random sample of a rural population found that fesiamainly demonstrated neuroses and manic-depeessi
psychosis(Gove and Tudorl977).Sometimes the enwieoh as well as family in which they brought up doees an
obstacle in the development of positive mental the@ecause environment not only determines thevithaal attitudes
but also provide the framework to formulate the takmealth. The findings support the growing redtign in the
literature on young people that many mental hesfthptoms are related to problems in such domaimslagonships and
family (Frost, et al., 1999; De Goede, et al., J99@reover, findings also showed that Muslim adethales have better

mental health compared to Hindu adolescent fenvalteshave meager mental health.
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The results of anger expression were separatelyzathon the basis of its three dimensions i.eeaiiy anger-
out and anger-control. Findings on the dimensioghanger expression revealed thataimger-in Muslim subjects differ
significantly from Hindu subjects. Though, in otheio dimensions i.eanger-outandanger-controlthey did not differ. It
indicated that Muslim subjects often experiencedraiieelings and easily provoked by annoyed situneti but they did
not express their anger as compared to Hindu stsbjgdwo did not suppress their anger but expresistite same moment.
Religion is a very important sociological variablhich has been widely studied and found affectihng human
characteristics. The findings are in line with #tadies done by Kanekar and Suresh (1983) who @éeahaggression,
retaliation and religious affiliation in 480 Indiamder graduates. They rated the morally, intaflaggeand likeability of an
aggressor and victims in an incident in which tamgét religion (Hindu vs. Muslims) and responsdafiation vs. non-
retaliation) were manipulated. Results obtainedagibthat the non-retaliating victim was rated higbe all 3 variables.
Males rated the aggressor lower on morality thanales, and Muslim subjects rated the aggressorrlowdikeability

than Hindu subjects.

Findings showed that adolescents possess theyatoilisuppress their anger in contrast to adultsv Beudies
supported this finding, for e.g., Walker (1998) mk@ed aggression among older adults. Findings &tdit that adults are
more likely to employ strategies that are adaptivtheir life circumstances and that maximize effexf aggression while
minimizing personal risk. Past research on dirext adirect aggression, conflict strategies, emmioregulation and
gender roles provide support for the idea thateggion among adults exists but is unseen, i.etsadié likely to employ

more indirect than direct aggressive strategieswiaeed with interpersonal conflict.

Finally, in case of gender differences in angerreggion, males differ significantly from females tre
dimension ofanger-control Finding clearly indicates that females have géeadency to control their aggression as
compared to their counterparts. However, on theedsion of anger-in and anger-out they do not difgnificantly. The
findings are in line with those obtained by Hafi®96), who observed that males had experiencee aggression both
over a lifetime and scored significantly higher scales on physical and verbal aggression. Mored®entaine and
Costenbader (1997) found superiority of males itwawd expression and superiority of females in sepgion of anger.
Females have to bear sufferings without makinghoméng any grudges, it may be because of gendeesjavhich are
very prominent in Indian society. Men tended torbere aggressive than women primarily in those studin which
aggression resulted in pain or physical injury e victim when aggression produced mainly psyctiofdgharm the

greater aggressiveness of the men was attenuaagty (@nd Steffen 1986; Griffirgt al2000, & Bardonegt al. 1998).
CONCLUSIONS

This study contributed to the literature in severalys. First, significant mental health problemsrevéund among
adolescents. Therefore, it is recommended thatpgbjulation be targeted at health sites in ordesaeen them for
emotional problems and symptoms. Second, the fiyjsdguggest that there is also a need to addresssagg behavior of
males as this behavior is likely to affect theitetapsychosocial health. Therefore, it is suggested through early
identification and by providing conducive enviromhéo adolescents may be prove useful in the pteveif aggression
among youth. Such programs should encourage namtiaktitudes and teach non aggressive confliciugen strategies

to give adolescents the tools they need to redgge=asive behavior.

Study revealed important role of gender, age alidioa on the mental health and manifestation ajragsion.

School teachers and public health practitionerseamuraged towork together to address both theenhiate and more
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subtle factors associated with adolescent negatimetal health in order to stem the escalating efcegggression seen in

our society today.
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