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EXPLORING DEPRESSION, ANXIETY, STRESS, AND LIFE SATISFACTION AMONG DISABLED POPULATIONS IN KARNATAKA: IMPLICATIONS FOR SOCIAL WORK
Abstract
Aim: to examine how people with disabilities (PWDs) in Karnataka experience depression, stress, anxiety, and quality of life (QOL). 
Study Design: A cross-sectional and descriptive research design. 
Place and Duration of Study: Karnataka, India, in May through June 2025.
Methodology: This study used a convenience sampling method with 100 participants. The authors employed the Social Package of Statistical Software (SPSS), version 24, for coding and performing quantitative analysis. SPSS was used to evaluate the reliability of the scales, present descriptive statistics, including frequencies, means, standard deviations (SD), and crosstabs, perform Pearson correlation tests, and run linear regression models. 
Results: The study revealed that 61% of participants had no psychological distress, such as depression, stress, and anxiety. However, 39% of the remaining participants still experienced psychological disturbance; these symptoms were mostly not severe or very severe. While most participants reported good to very good life satisfaction, a significant number were dissatisfied with their lives, particularly at a moderate level, representing 41%, 25%, 30%, and 23% in environmental, social relations, psychological, and physical health areas, respectively. The current study also identified the correlations between psychological distress, QOL, and other demographic variables among PWDs.
Implications: The study offered several significant suggestions regarding social work interventions in enhancing the mental health and life satisfaction among disabled populations, such as psychosocial interventions and community-based programs, and inclusive education advocacy.  
Conclusion: The present study explored the levels of depression, stress, anxiety, and life satisfaction among people with disabilities (PWDs) in Karnataka, India. While many PWDs experienced good mental health and life satisfaction, others still suffered from poor mental health conditions and quality of life. This highlighted the need to initiate effective and efficient programs to fulfill the rights of PWDs in this region. 
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1. Introduction
1.1. Background of study
India has one of the largest populations of people with disabilities (PWDs). According to the Census 2011, there are approximately 26.8 million PWDs, making up 2.21% of the country's total population (Department of Empowerment of Persons with Disabilities, n.d). Additionally, India has established a strong legal framework to support PWDs compared to other developing countries; however, they are still classified among various vulnerable groups (Menon et al., 2014). The Rights of Persons with Disabilities (RPwD) Act, 2016, was enacted to empower and promote PWDs' rights and dignity across multiple fields. The RPwD Act offers clearer definitions of different domains, emphasizes the rights of PWDs, and provides guidelines for assessment and disability certification. However, it does not effectively address the mental health of PWDs or the challenges related to its implementation (Balakrishnan et al., 2019).
According to the 2011 Census, Karnataka has a total of 1.324 million PWDs, accounting for 4.94% of India's total PWD population. The lack of reasonable accommodations and opportunities limits PWDs from accessing quality education, essential training, and better job prospects. Karnataka state is making notable efforts to create effective and inclusive opportunities and facilities (Government of Karnataka, 2024). Mental health issues among PWDs in Karnataka have also become a concern. Especially, 2.3% of people with mental disabilities in rural Karnataka reported significant problems, with many being women, senior citizens, and the uneducated (Kumar et al., 2008). On the other hand, the study by Senjam and Singh (2020) showed that PWDs faced greater challenges in accessing healthcare systems and addressing stigma, which leads to comorbidity and a lower QOL. The National Mental Health Survey of India (from 2015 to 2016) highlighted the prompt need to cope with mental health concerns, with media reports indicating that 8% of people in Karnataka suffered from mental disorders (Murthy, 2017). The literature reviews indicated that there were few studies on mental health and life satisfaction among PWDs in Karnataka state, which may hide prompt support actions for PWDs in this region. Therefore, the present study aims to investigate the levels of depression, stress, anxiety, and quality of life among PWDs in Karnataka, to provide insights and social work recommendations for practices that can empower them to participate fully in society and lead fulfilling lives.
1.2. Statement of the problem
PWDs in India, like many other developing countries, encounter serious mental health issues, especially depression, isolation, loneliness, and anxiety disorders (Nhan & Singhe, 2024). Although Indian government agencies, along with other non-government organizations, have launched and initiated many programs to support PWDs in various aspects of life, they need to improve their policies to better care for and enhance the mental health of PWDs. Despite the fact that there is a large number of disabled populations, there was a dearth of studies on the disability field, especially in mental health and life satisfaction, which created a gap in both factual understanding and academic concerns. The current study, therefore, aims to measure the levels of depression, stress, anxiety, and life satisfaction of PWDs in Karnataka, India.
1.3. Study purpose
1.3.1. Main purpose of the study
The primary purpose of the study is to examine the levels of depression, stress, anxiety, and quality of life of PWDs in Karnataka, India. 
1.3.2. Specific objectives
· To measure the levels of stress, depression, anxiety, and quality of life of PWDs.
· To explore the association between depression, stress, anxiety, quality of life, and demographic variables as well. 
· To provide social work suggestions for practices that enhance PWDs’ mental health and quality of life.
1.4. Research question
· What are the levels of depression, stress, anxiety, and life satisfaction among PWDs in Karnataka, India?
· Is there any association between the level of depression, stress, and anxiety and life satisfaction among PWDs?
· Is there any association between the level of life satisfaction and demographic variables? 
· Is there any association between the level of depression, stress, and anxiety and demographic variables? 
1.5. Significance of the study
The literature reviews showed that there was a lack of studies on the mental health and QOL of PWDs in India overall, especially in Karnataka. Therefore, the study's findings may help fill this academic gap. Additionally, the results are important for highlighting the mental health and QOL of PWDs in Karnataka. As a result, they will offer valuable insights and particularly social work recommendations of practices to improve the mental well-being and QOL of PWDs in this region. 
2. Literature reviews
Research reported a strong link between disabilities and a higher risk of stress, depression, and anxiety throughout life. Regarding research methodology, many studies employed a qualitative research design to explore the relationship between mental health and demographic variables among PWDs. Young PWDs often faced poor mental health compared to their peers without disabilities. However, PWDs were more likely to encounter issues with social connections and financial difficulties, which directly contribute to poor mental health (Honey et al., 2011). Factors such as gender, marital status, poor education, multiple disabilities, and residence are associated with these mental health challenges (Asdaq et al., 2024). On the other hand, some studies used a quantitative research design to examine levels of psychological distress among disabled populations. Likewise, Brenes et al. (2008) highlighted that stress, anxiety, depression, and their combination were associated with increased disability, especially among older adults. 
However, the literature reviews revealed that very few studies had explored the levels of mental health and QOL among PWDs in Karnataka, India. The study by Kumar et al. (2008) reported that higher rates of mental disability were exhibited among senior citizens and uneducated people. In contrast, older adults experienced more severe disabilities and lower life satisfaction compared to those without disabilities in India (Ramaprasad et al., 2015). Pai et al. (2000) indicated that individuals with mental and substance use disorders in India exhibited more stigmatization and discrimination than those with locomotor disabilities. Gudlavalleti et al. (2014) also displayed that PWDs in the Southern part of India were more likely to encounter challenges related to healthcare systems and the job market potential than those without disabilities, possibly leading to depressive symptoms.
Research on the life satisfaction of PWDs demonstrated several important outcomes, such as the level of their QOL. Different types of disabilities impacted the life satisfaction of PWDs (Memisevic et al., 2017). PWDs in Ethiopia experienced low QOL in various aspects of life, such as health condition, education, social participation, and livelihood (Baart et al., 2019). Nevertheless, when it comes to the Indian context, studies on life satisfaction among PWDs revealed several significant insights, particularly in the QOL score. Magnusson et al. (2019) also noted that PWDs in India had lower QOL compared to those without disabilities, especially those with monthly personal income, no schooling, and urban slum residence. On the other hand, the life satisfaction among PWDs in rural residence in India was influenced by religious and other socioeconomic factors (Chaudhary et al., 2019). Moreover, life satisfaction was poor in the psychological domain regarding negative reflections on individuals with disabilities’ body images, self-esteem, and feelings (Kuvalekar et al., 2015). 
The literature reviews also highlighted the significant connection between mental health care and QOL among PWDs. Byun and Jun (2011) noted that several predictor factors, such as residence, social support systems, medications, and improvements, significantly influenced the life satisfaction of individuals with mental illness. Al-Shaer et al. (2024), in addition, suggested that mental health issues negatively affected the QOL of disabled students. Morisse et al. (2013) also mentioned that individuals with intellectual disabilities and mental health issues were strongly impacted by their life satisfaction, as QOL can lead to positive outcomes like self-determination, self-actualization, independence, social integration, and emotional regulation. Srivastava et al. (2025) strongly emphasized a positive correlation between life satisfaction and psychological aspects, especially emotional management. 
Overall, very limited research has assessed both mental health and QOL for PWDs in Karnataka and across India. In contrast, many studies have focused only on the mental health and QOL of caregivers of PWDs in India (Twinkal & Jadhav, 2024; Mohandas et al., 2021; Deepthi & Krishanmurthy, 2011). Several studies on the mental health or QOL of PWDs in India exist; these generally explored the relationship between mental health or QOL and demographic characteristics of the disability population, providing various policy implications. The studies on life satisfaction or psychological factors among disabled populations in other countries, along with the Indian context, somewhat contributed to the conceptual framework of the present study, as showed in Figure 1. The conceptual framework reflected that life satisfaction and psychological distress could be considered as both independent and dependent variables, which would be illustrated in the linear regression models of the study results. This study, therefore, could be among the first to explore stress, depression, anxiety, and life satisfaction levels among PWDs in Karnataka, India. Specifically, it aims to analyze the relationship between mental health and QOL along with other demographic variables, ultimately offering valuable social work insights to support PWDs more effectively and efficiently. 
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3. Methodology
3.1. Study design
This study employed a cross-sectional descriptive research design to measure the levels of stress, depression, anxiety, and QOL among PWDs in Karnataka, India.
3.2. Place and Duration of Study
The present study took place in Karnataka, India, from May to June, 2025. 
3.2. Sampling technique
The current study applied convenience sampling, a non-probability sampling method, involving 100 participants selected based on their availability and convenience of access.
3.3. Questionnaires
The authors used the Depression Anxiety Stress Scale 21 (DASS-21), created by Lovibond and Lovibond (1995), to quickly assess depression, anxiety, and stress levels in PWDs. These three areas were presented as separate domains, each with 7 questions. Furthermore, the authors applied the WHO's Quality of Life (WHOQOL), designed by the WHO (2012), to measure the life satisfaction of PWDs. The authors also created additional questions to gather important demographic information for this study, including residence, gender, age, religion, educational levels, monthly household income, types of disabilities, the onset of disabilities, and employment status. 
3.4 Analysis tools and software packages
The authors used the Social Package of Statistical Software (SPSS), version 24, to code and perform quantitative analysis. The researchers utilized SPSS to assess the reliability of the scales, present descriptive statistics, including frequencies, means, standard deviation (SD), and crosstabs, and run regression models. 
4. Data analysis results and interpretation
4.1. Demographic profiles of the population sample
4.1.1. Social demographic variables
Table 1
Demographic profiles of the population sample (N=100)
	Demographic variables
	Percentages

	Residence
	70% rural, 17% urban, and 13% semi-urban

	Age
	63%: 18-30, 24%: 31-40, 7%: 41-50, and 6%: 51-65

	Gender
	78% male, 21% female, and 1% other

	Marital status
	70% single, 23% married, and 7% in a relationship

	Religion
	90% Hinduism, 6% Islam, 2% Catholicism, 2% none

	Types of family
	73% nuclear family, 15% joint family, 5% single-parent family, 4% extended family, and 3% other

	Monthly household income
	80% below 1 Lakh, 9% more than 5 Lakhs, 3% 3-4 Lakhs, 6% 1-2 Lakhs, and 2% 2-3 Lakhs


	Note: The author created the table
As showed in Table 1, most participants were in rural areas, accounting for 70%. The rest were from semi-urban and urban areas, with an average age of 30, constituting 63%. A significant part fell within the 31-40 age group, representing 24%, while smaller groups were in the 41-50 and 51-65 age ranges, comprising 7% and 6%, respectively. In terms of gender, 78% of participants were male, roughly three times the 21% who were female. Notably, only 1% identified as a different gender. Furthermore, 70% of participants were single, 7% were in a relationship, and 23% were married. In addition, most participants were Hindu, comprising 90% of the group; meanwhile, the remaining participants included individuals of Islamic, Catholic, or non-religious backgrounds, accounting for 6%, 2%, and 2%, respectively. The data also showed 5%, 4%, and 3% from single-parent, extended, and other family types, respectively. Significantly, most families had a monthly household income of less than 1 lakh, accounting for 80%. Especially, 9% of participants came from families with higher monthly incomes above 5 lakhs. The remaining fell into the 1-2 lakh, 2-3 lakh, and 3-4 lakh income groups, comprising 6%, 2%, and 3% of the total, respectively.
4.1.2. Educational background
The data analysis showed a mean of 3.98 and an SD of 1.214, indicating the central tendency within the higher and postgraduate education categories, with 31% and 38%, respectively. Additionally, several participants completed their secondary education degree, accounting for 17%. The minority fell into no formal education, primary education, and other categories, accounting for 7%, 4%, and 3%, respectively. Overall, a significant number of participants in the sample population pursued higher education. 
4.1.3. Employment status
Most participants successfully obtained full-time jobs, accounting for 41%. Additionally, 32% were students, showing a strong motivation to pursue education. However, a significant portion of participants were unemployed, at 18%. The minors were engaged in part-time jobs and self-employment, with 8% and 1%, respectively. 
4.1.4. Characteristics of Disability 
The participants encountered different types of disabilities, including mobility, vision, mental, and intellectual impairments. Those with visual disabilities comprised the largest group, at 83%. Plus, 11% face mobility challenges, 5% had intellectual disabilities, and only 1% experience mental health issues. In terms of the onset of disabilities, most participants experienced congenital conditions, accounting for 75%. However, 14% had disabilities caused by illness, while the rest, with 8% and 3% belong to accident and other categories, respectively. The authors also conducted a cross-tabulation between the onset of disabilities and their types to examine the relationship between these two variables. The quantitative analysis showed a significant relationship, with a Chi-Square value of 29.947, degrees of freedom (df) = 9, and p < .001. However, the test's validity was questionable because 75% of the cells had an expected count of less than 5, and the minimum expected count was 0.03, which went against the chi-squared assumptions. Figure 1 indicated that vision disabilities were mainly due to conditions present since birth, while other types of disabilities were more often linked to different causes of onset.
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4.2. The level of depression, anxiety, and stress among the population sample
4.2.1. Reliability test of DASS-21
The quantitative analysis showed that the Cronbach’s Alpha of DASS-21 in the current population sample is 0.836, indicating good internal consistency. 
4.2.2. The DASS-21 score
The DASS-21 had three different domains, including stress, depression, and anxiety. For each subscale, the authors summed the scores for specific items, as the DASS form version evolves 42 items. Therefore, the DASS-21 scored for each subscale needs to be multiplied by two (Gomez, 2016). The DASS-21 was initially developed to assess its subscales; several researchers had also used the total score of DASS-21 by summing all 21 items and then multiplying by 2 as an indicator of psychological distress (Henry & Crawford, 2005). As a result, the authors also adjusted to report the total score to define the levels of psychological disturbance, based on five cutoffs, which were: normal (0-28), mid (29-42), moderate (43-60), severe (61-90), and extremely severe (91-126). 
Figure 3. 
The DASS-21 scores (N=100)
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The data analysis showed a mean of 1.58 and a standard deviation of 0.85493, indicating that the concentrated data distribution ranges from normal to mild distress levels. As displayed in Figure 3, most participants, 61%, had no psychological distress. A significant portion, 25%, reported mild psychological disturbance. Additionally, 9% indicated moderate distress, while only 5% suffered from severe psychological distress. 
4.2.3. The level of stress
The study results showed a mean of 1.93 and a standard deviation of 1.04693, indicating that most data were concentrated on the first three options—normal, mild, and moderate levels of stress. Most participants did not experience stress, accounting for 48%. Additionally, a significant number of participants dealt with mild and moderate stress, representing 20% and 24% of the total, respectively. However, 7% experienced severe stress, and only 1% reported extremely severe stress. 
Table 2
Mean and standard deviation of stress (N=100)
	Items
	Mean
	SD

	I found it hard to wind down.
	1.89
	0.952

	I tended to overreact to situations.
	2.00
	0.943

	I felt that I was using a lot of nervous energy.
	1.56
	0.783

	I found myself getting agitated.
	1.72
	0.792

	I found it difficult to relax.
	1.60
	0.816

	I was intolerant of anything that kept me from getting on with what I was doing.
	1.71
	0.808

	I felt that I was rather touchy.
	1.75
	0.947


Note: The author created the table
Table 2 indicated a moderate level of stress among participants, with mean scores ranging from 1.56 to 2.00 and SDs from 0.78 to 0.95. Notably, the participants exhibited significant stress symptoms, including winding down, irritability, and agitation; however, these were not classified as severe or very severe. The stress level within the population sample was moderate, which might signal a need for stress management interventions to improve their mental health. 
4.2.3. The level of depression
The study reported a mean of 1.78 and a SD of 0.95959, indicating that the data were distributed across the first three options, which represented normal, mild, and moderate depression. The majority of participants did not exhibit depression, accounting for 54%. Additionally, a significant portion experienced mild and moderate depression, at 19% and 22%, respectively. Specifically, only 5% reported severe depression; as a result, stress management interventions were needed to improve their well-being.
Table 3
Mean and standard deviation of depression (N=100)
	Items
	Mean
	SD

	I couldn’t seem to experience any positive feelings at all. 
	1.72
	0.996

	I found it difficult to work up the initiative to do things. 
	1.81
	0.775

	I felt that I had nothing to look forward to.
	1.65
	0.845

	I felt downhearted and blue.
	1.65
	0.869

	I was unable to become enthusiastic about anything.
	1.57
	0.807

	I felt I wasn’t worth much as a person.
	1.44
	0.715

	I felt that life was meaningless.
	1.63
	0.895


Note: The authors created the table
Table 3 also indicated a significant level of depression among participants, with means ranging from 1.44 to 1.81 and SDs from 0.715 to 0.996. Specifically, several participants expressed strong negative feelings, a reduced ability to work, and other notable attitudes towards their lives; however, these did not escalate to an extreme level. The depression level within the population sample was somewhat severe, which may suggest a need for psychological interventions to improve the mental health of PWDs. 
4.2.4. The level of anxiety
The study results showed a mean of 2.03 and an SD of 1.28279, indicating the spread of data across normal, mild, and moderate anxiety levels. Similar to patterns observed in stress and depression, more than half of the participants had no anxiety, accounting for 54%. However, a significant portion of participants experienced moderate anxiety, at 26%. A smaller number experienced mild, severe, and extremely severe anxiety, making up 8%, 5%, and 7%, respectively. 
Table 4
Mean and standard deviation of anxiety (N=100)
	Items
	Mean
	SD

	I was aware of dryness of my mouth.
	1.72
	0.965

	I experienced breathing difficulties.
	1.28
	0.587

	I experienced trembling.
	1.46
	0.688

	I was worried about the situations in which I might panic and make a fool of myself.
	1.77
	0.863

	I felt I was close to panic.
	1.45
	0.757

	I was aware of the action of my heart in the absence of physical exertion.
	1.70
	0.980

	I felt scared for no apparent reason.
	1.49
	0.882


Note: The authors created the table
Table 4 indicated a high level of anxiety among participants, with means ranging from 1.28 to 1.77 and SDs from 0.587 to 0.980. In particular, several participants reported severe symptoms, such as dry mouth, difficulty breathing, trembling, panicking, heart issues, and fear. The anxiety level in the sample displayed a severe condition, which may highlight the need for psychological interventions to support the mental health of PWDs. 
4.2.5. The correlation among stress, anxiety, and depression
Table 5
The correlations among stress, anxiety, and depression (N=100)
	Domains of DASS-21
	Stress
	Depression
	Anxiety

	Stress
	1
	0.523**
	0.622**

	Depression
	0.523**
	1
	0.554**

	Anxiety
	0.622**
	0.554**
	1

	Sig. (2 tailed) = 0.00


Note: The authors created the table
The researchers conducted a correlation test among stress, anxiety, and depression, using Pearson's correlation, as showed in Table 5. Their r value of 0.523 for stress and depression indicated a strong positive relationship, supporting the idea that as stress levels increase, depression levels tend to rise as well. In terms of depression and anxiety, an r value of 0.554 suggested a strong positive association, demonstrating that as depression increases, anxiety was likely to increase. Similarly, there was a strong relationship between anxiety and stress, with an r value of 0.622. All p-values are 0.000, which were below the 0.01 threshold, showing that these correlations were statistically significant. Overall, the significant positive correlations among stress, anxiety, and depression reinforce that these psychological domains were closely connected. This result highlighted the importance of holistic approaches in psychosocial interventions because addressing stressful aspects may help reduce depressive and anxious symptoms.
4.3. The level of quality of life among the population sample
4.3.1. Reliability test of WHOQOL
The Cronbach's alpha of the WHOQOL scale was 0.862, indicating strong internal consistency. 
4.3.2. Score in QOL domains
Table 6
Percentage distribution of participants by score in QOL domains (N=100)
	QOL domains
	Very poor
(<21)
	Poor

(21-40)
	Neutral

(41-60)
	Good

(61-80)
	Very
Good
(>80)
	Total
	Mean
	SD

	Environmental 
	0%
	2%
	39%
	50%
	9%
	100%
(100)
	3.66
	0.66999

	Social relations
	0%
	1%
	24%
	44%
	31%
	100%
(100)
	4.05
	0.77035

	Psychological
	0%
	2%
	28%
	50%
	20%
	100%
(100)
	3.88
	0.74237

	Physical health
	0%
	0%
	23%
	50%
	27%
	100%
(100)
	4.04
	0.70953


Note: The authors created the table
The researchers converted the scale scores to a 0-100 range to assess the QOL domains among participants. As indicated in Table 6, in four domains, nearly half of the participants reported experiencing good conditions, indicating a high level of QOL. Especially, no participants experienced extremely poor QOL conditions. Plus, less than 2% reported a poor level in all four domains. However, many participants expressed a neutral QOL level in environmental, social relationships, psychological, and physical health domains, with 39%, 24%, 28%, and 23%, respectively. On the other hand, a substantial number of participants fell into the very good QOL group, with 9% attributed to environmental factors, 31% to social relationships, 20% to psychological factors, and 27% to physical health. Moreover, the high means observed across the four domains, with mean values of approximately 4, suggesting strong QOL in these areas; additionally, the SD around 0.7 indicated that most participants’ scores were relatively consistent.
4.3.3.  Correlations among the domains of WHOQOL
The researchers examined the associations among the WHOQOL domains using Pearson’s correlation, as presented in Table 7. As a result, moderate to strong correlations were observed among all four domains. This result significantly indicated that when one domain is affected, the overall scale was also changed. Initially, there was a strong relationship between the environment and psychological well-being, with an r-value of 0.674, indicating that environmental factors such as safety, housing, and financial security significantly influence psychological health. Plus, significant relationships existed between environmental and psychological aspects, as well as physical aspects, with r values of 0.564 and 0.593, respectively. However, there was a low to moderate association between social relationships and other psychological, physical health, and environmental factors, with r values of 0.325, 0.380, and 0.415, respectively. Further, all p-values were less than or equal to 0.01, indicating statistically significant correlations across all scale domains.
Table 7
The correlations among the domains of WHOQOL (N=100)
	Domains of WHOQOL
	Environmental
	Social relations
	Psychological
	Physical health

	Environmental
	1
	0.415**
	0.674**
	0.564**

	Social relations
	0.415**
	1
	0.325**
	0.380**

	Psychological
	0.674**
	0.325**
	1
	0.593**

	Physical health
	0.564**
	0.380
	0.590
	1

	Sig. (2 tailed) <= 0.01


Note: The authors created the table
4.4. Correlation between DASS-21 and WHOQOL
In order to explore the association between psychological distress and life satisfaction among the disabled population, the authors conducted a Pearson correlation test between the DASS-21 score and the WHOQOL score. 
Table 8
Correlation between DASS-21 and WHOQOL (N=100)
	
	DASS-21 score
	WHOQOL score

	DASS-21 score
	1
	-0.478**

	WHOQOL score
	-0.478**
	1

	Sig. (2 tailed) = 0.00


Note: The authors created the table
Table 8 indicated that there was a negative and statistically significant association between DSAA-21 score and WHOQOL score, with a p-value of -0.478, which demonstrated that when the psychological distress increased, the life satisfaction among participants moderately decreased. Therefore, it suggested the importances of psychosocial interventions in improving the QOL among the disabled populations in Karnataka. 
4.5. The regression model
4.5.1. DASS-21
4.5.1.1. Model summary of DASS-21
Table 9
Model summary (N=100)
	R
	R square
	Adjusted R-squared
	SD. error of the estimates

	0.633
	0.401
	0.326
	14.13555


 Note: The authors created the table
The researchers performed a multiple linear regression analysis to evaluate the relationship between DASS-21 scores and different predictors, including employment status, residence, gender, religion, types of disabilities, types of families, marital status, monthly household income, educational background, age, and QOL score. As demonstrated in Table 9, the multiple linear regression model was moderately effective, with an R-squared value of 0.633, suggesting a moderate positive relationship between the predictors and the DASS-21. Additionally, the R-squared value of 0.401 suggested that about 40% of the variance in psychological disturbance is explained by the predictors in the model. However, the adjusted R-squared value of 0.326 showed that the model's explanatory ability was quite limited, given the number of predictors. The standard deviation errors of the estimates were 14.14, reflecting the average deviation of observed values from the regression line.
4.5.1.2. ANOVA of DASS-21
Table 10
ANOVA (N=100) of DASS-21
	
	Sum of squares
	df
	Mean square
	F
	Sig.

	Regression
	11770.425
	11
	1070.039
	5.355
	0.000

	Residual
	17583.615
	88
	199.814
	
	

	Total
	29354.040
	99
	
	
	


Note: The authors created the table
As showed in Table 10, the regression model was statistically significant, with a p-value of 0.000, suggesting that the predictor group explains a significant portion of the variability in the dependent variable of DASS-21. 
4.5.1.3. Coefficients of DASS-21 
Table 11
Coefficients of DASS-21
	
	Unstandardized
B
	Coefficients
SD.Error
	Standardized
Coefficients
Beta
	t
	Sig.

	Constant
	59.638
	17.339
	
	3.440
	0.001

	Residence
	2.499
	2.304
	0.112
	1.085
	0.281

	Age
	0.463
	2.258
	0.023
	0.205
	0.838

	Gender
	8.195
	3.388
	0.212
	2.419
	0.018

	Marital status
	0.582
	2.161
	0.029
	0.269
	0.788

	Religion
	-2.810
	2.670
	-0.089
	-1.052
	0.295

	Types of family
	-.292
	1.258
	-0.021
	-0.232
	0.817

	Monthly household income
	1.441
	1.359
	0.105
	1.061
	0.292

	Educational background
	3.815
	1.517
	0.269
	2.515
	0.014

	Types of disabilities
	5.763
	2.970
	0.190
	1.941
	0.056

	Employment status
	1.129
	1.115
	0.094
	1.013
	0.314

	QOL
	-.787
	0.138
	-0.525
	-5.699
	0.000


Note: The authors created the table
As showed in Table 11, QOL was the strongest predictor, with an SD beta of -0.525 (t = -5.699, p < 0.001), indicating that higher psychological distress was associated with a lower QOL among participants. Educational background and gender also had significant effects on reducing stress, depression, and anxiety, with standardized betas of 0.267 (p = 0.014) and 0.212 (p = 0.018), respectively, representing that specific educational background and genders were correlated with poor psychological outcomes.
The researchers conducted a one-way ANOVA to compare educational backgrounds and DASS-21 scores, and an independent samples t-test to compare genders and DASS-21 scores. The Tahane’s T2 results only indicated that the primary education group has significantly lower DASS-21 scores compared to the postgraduate group, with a p-value of 0.32. An independent samples t-test showed that female participants, with a mean DASS-21 score of 34.10 and an SD of 19.98, reported significantly higher DASS-21 scores than male participants, who had a mean of 24.79 and an SD of 15.53, with a t (97) value of -2.29 and a p-value of 0.024. The Levene’s test confirmed equal variances with a p-value of 0.729, suggesting the assumption of equal variances. Nevertheless, other predictors, including residence, age, marital status, religion, types of families, monthly household income, types of disabilities, and employment status, showed no significant correlation with DASS-21 scores, as their p-values were all higher than 0.05.
4.5.1.4. Multiple Linear Regression Equation of DASS-21
The authors conducted a multiple linear regression analysis to evaluate the relationship between DASS-21 scores and demographic factors, and QOL. The model identified genders with a B value of 8.196 and a p-value of 0.018, education levels with a B value of 3.815 and a p-value of 0.014, and QOL with a B value of -0.787 and a p-value of 0.001 as significant predictors. Thus, female PWDs, a higher education background, and lower QOL were associated with increased psychological distress among participants. The multiple linear regression equation is showed as follows:
DASS-21 score = 59.638 + 8.196 (Gender) +3.815 (Education) – 0.787 (QOL)
4.5.2. WHOQOL
4.5.2.1. Model summary of WHOQOL
Table 12
Model summary of WHOQOL (N=100)
	R
	R square
	Adjusted R-squared
	SD. error of the estimates

	0.644
	0.415
	0.341
	9.32945


 Note: The authors created the table
The authors performed a multiple linear regression analysis to assess the relationship between WHOQOL scores and demographic variables, as displayed in Table 12. The regression model was moderately effective, with an R-squared value of 0.644, indicating a moderate positive correlation between the predictors and WHOQOL. Additionally, the R-squared value of 0.341 suggested that approximately 35% of the variance in psychological disturbance was explained by the predictors in the model. However, the adjusted R-squared value of 0.341 showed that the overall explanatory ability was somewhat limited, considering the number of predictors. The SD errors of the estimates were 9.32945, representing the average difference between observed values and the regression line.
4.5.2.2. ANOVA of WHOQOL
Table 13
ANOVA of WHOQOL
	
	Sum of squares
	df
	Mean square
	F
	Sig.

	Regression
	5423.503
	11
	493.046
	5.665
	0.000

	Residual
	7659.407
	88
	87.039
	
	

	Total
	13082.910
	99
	
	
	


Note: The authors created the table
Table 13 indicated that the regression model was statistically significant, with a p-value of 0.000, suggesting that the predictors account for a substantial part of the variability in the WHOQOL dependent variable. 
4.5.2.3. Coefficients of WHOQOL
The DASS-21 score was the strongest predictor, with an SD beta of -0.513 (t = -5.699, p < 0.001), indicating that a poor level of psychological distress was associated with better QOL, as displayed in Table 14. Notably, factors such as residence, educational background, and types of disabilities had statistically significant effects on improving QOL among participants, with standardized betas of 0.203 (p = 0.46), 0.262 (p = 0.015), and 0.257 (p = 0.008), respectively, suggesting that specific residencies, education levels, and disability types were linked to better QOL. One-way ANOVA tests did not show significant differences among types of disabilities, educational background, and residence in terms of QOL. However, the p-value of 0.008, associated with the mental disability category, accounts for just 1%, which did not provide sufficient evidence to perform a post-hoc test. On the other hand, when these variables were included in a multiple linear regression model controlling for DASS-21, they appeared as significant predictors of QOL. Meanwhile, other predictors, including age, marital status, religion, types of families, monthly household income, and employment status, showed no significant correlation with WHOQOL scores, as their p-values are all above 0.05.
Table 14
Coefficients of DASS-21
	
	Unstandardized
B
	Coefficients
SD.Error
	Standardized
Coefficients
Beta
	t
	Sig.

	Constant
	82.719
	8.415
	
	9.830
	0.00

	Residence
	3.032
	1.496
	0.203
	2.026
	0.46

	Age
	-0.772
	1.488
	-0.58
	-0.519
	0.65

	Gender
	-0.562
	2.308
	-0.22
	-0.244
	0.808

	Marital status
	1.581
	1.417
	0.116
	1.116
	0.267

	Religion
	0.232
	1.773
	0.011
	0.131
	0.896

	Types of family
	-1.492
	0.815
	-0.162
	-1.830
	0.071

	Monthly household income
	-0.344
	0.902
	-0.037
	-0.382
	0.703

	Educational background
	2.485
	1.002
	0.262
	2.480
	0.015

	Types of disabilities
	5.193
	1.924
	0.257
	2.699
	0.008

	Employment status
	0.497
	0.738
	0.062
	0.674
	0.502

	DASS-21 score
	-0.343
	0.060
	-0.513
	-5.699
	0.000


Note: The authors created the table
4.5.2.4. Multiple Linear Regression Equation of WHOQOL
A multiple linear regression analysis was conducted to investigate the relationship between the WHOQOL score, demographic factors, and the DASS-21 score. The model identified residence with a B value of 3.032 (p-value = 0.46), education background with a B value of 2.485 (p-value = 0.014), types of disabilities with a B value of 5.193 (p-value = 0.008), and DASS-21 with a B value of -0.343 (p-value = 0.000) as significant predictors. The multiple linear regression equation was showed as follows:
WHOQOL score = 82.719+ 3.032 (Residence) +2.485 (Education) + 5.193 (Types of disabilities)– 0.343 (DASS-21)
5. Discussion
The DASS-21 is a reliable tool for measuring mental health across various populations. For example, it has demonstrated good reliability and validity in individuals suffering from autism spectrum disorders without intellectual disabilities (Park et al., 2020). The current study also found strong internal consistency for the DASS-21. The results indicated that most participants did not exhibit high levels of psychological distress, as reflected by their overall DASS-21 scores. Additionally, there was a significant correlation among stress, anxiety, and depression, suggesting that one aspect of psychological distress (DASS-21) can affect the others and overall mental health.
However, when analyzing specific subscales of the DASS-21, many PWDs in this study experienced significant levels of depression, stress, and anxiety; yet, making up nearly half of the participants. This finding contrasted with the study by Asdaq et al. (2024), which also highlighted that PWDs were more vulnerable to depressive circumstances. During COVID-19, among 391 Bangladeshi PWDs, 65.7% experienced depression, 78.5% experienced anxiety, and 61.4% experienced stress. Additionally, compared to other tools used to measure psychological distress among patients with spinal cord injuries, the DASS-21 shows higher sensitivity. It, however, lacks the specificity needed to distinguish between anxiety and depression (Mitchell et al., 2008). The DASS-21 also has a strong positive correlation with other depression measures in individuals with mild and borderline intellectual disabilities and substance use disorders (Tilkema, 2019).
The current study also showed how demographic factors like genders and education background significantly influenced psychological distress. Specifically, the results indicated that females were more likely to experience psychological disturbances than males and others. This finding agrees with several studies (Apóstolo et al., 2011; Noh et al., 2016; Gao & Liu, 2020). Plus, education background influences the risks of stress, anxiety, and depression, which aligns with other study results (Kumar et al., 2008; Roy et al., 2023). Other demographic factors, however, also impact the mental health among PWDs, including age, severity, disability types, and employment status (Pai et al., 2000; Gudlavalleti et al., 2014; Ramaprasad et al., 2015).
WHOQOL is a reliable tool for measuring QOL across various populations and research settings. It shows strong construct validity and internal consistency in different groups, including PWDs (Yao et al., 2002; Oliveira et al., 2016; Kim et al., 2021). Due to the sample size of only 100, the current study was unable to conduct a validity test, such as CFA, for the WHOQOL (Hair et al., 2010). Nevertheless, the authors also examined the correlation among the four WHOQOL domains. The results indicated a positive correlation among these domains; nonetheless, the connection between social relations and psychological and physical health factors appeared somewhat weak. Research consistently showed that PWDs often reported a lower quality of life compared to their peers without disabilities (Bakhtiyar et al., 2012; Memisevic et al., 2017; Baart et al., 2019). However, the findings of this study suggested that many participants perceived a good quality of life across all domains; meanwhile, the rest mostly hold neutral opinions about QOL. The results indicated that the sample population was highly educated, with over 40% holding postgraduate qualifications. Additionally, the current study stated that residence, educational background, and types of disabilities influence the life satisfaction of PWDs. These findings align with Jani et al. (2022) and Baart et al. (2019), who asserted that education is a key factor affecting PWDs' life satisfaction. Especially, Chaudhary et al. (2019) found that PWDs in rural areas of India experienced a low QOL. Besides education, residence, and types of disabilities, other demographic variables also affected the QOL among PWDs, such as social participation, personal income, health condition, livelihood, social support systems, and religion (Byun & Jun, 2011; Baart et al., 2019; Chaudhary et al., 2019). 
Although the linear regression model showed a correlation between residence, education, or types of disabilities and QOL, one-way ANOVA tests revealed no statistically significant differences in QOL scores across categories. Therefore, in the linear regression model, the confounding variables helped clarify the actual relationships between the variables. The WHOQOL equation indicated that, after adjusting for psychological distress using the DASS-21, a one-unit increase in each of the three variables: residence, education, and types of disabilities, which resulted in a corresponding increase in WHOQOL scores. This emphasized the importance of including key covariates in exploratory studies, as it reveals authentic relationships that might otherwise remain hidden.
This current study highlighted a negative moderate connection between psychological distress and QOL among PWDs in the population sample. Its results align with several previous studies that highlight the association between QOL and mental health (Morisse et al., 2013; Al-Shaer et al., 2024). The findings demonstrated that lower levels of psychological distress were linked to higher QOL among PWDs. In other words, QOL is a key factor in the stress process for individuals with disabilities. PWDs are vulnerable to discrimination, stigmatization, and marginalization by society. Therefore, enhancing their mental health is an effective way to improve their QOL and support their active engagement in society.
India has diverse religious beliefs, myths, misconceptions, especially about karmic philosophy, and extreme caste or class divisions. As a result, PWDs often face discrimination, stigma, and marginalization. In other words, PWDs frequently experience bullying in various organizations, particularly in educational settings. The Indian government has implemented laws, policies, and schemes to protect the fundamental rights of PWDs and promote their social inclusion. Private institutions and organizations also strengthen opportunities for PWDs to participate in different educational settings. Many PWDs, however, remain vulnerable, especially under challenging circumstances. Therefore, it is essential to develop effective and efficient solutions to help PWDs improve their mental health and QOL, mainly by fostering resilience, mindfulness, and independence.
6. Social work implications
The social work profession in India has a rich history, with numerous contributions to the society. Social work practices can assist with programs and activities that improve mental health and improve the quality of life for PWDs, as the disability field is a key concern of social work in India. Social workers are expected to apply social work methods, particularly social group work, social case work, social action, and social work research when working with PWDs. Importantly, social workers need to develop their skills when working with PWDs, especially in counseling, listening, communication, and advocacy. Since PWDs are generally more sensitive than those without disabilities, social workers are specially trained to communicate with and provide counseling for PWDs.
Social workers are supposed to advocate for PWDs to participate in educational opportunities, which can empower them to live independently and boost their life satisfaction. Particularly, social work practitioners frequently perform psychosocial interventions, such as therapy and counseling, and create awareness programs to enhance the mental health of PWDs, especially in rural areas. Moreover, social workers need to pay special attention to women and girls with disabilities, as they often face double disadvantages due to gender inequality and disability issues. Hence, it is essential to empower females with disabilities to strengthen their mental health. Importantly, social workers can connect PWDs with third parties, such as psychologists, psychiatrists, or coaches, to support their mental health. 
Moreover, the study results indicated that 18% of the participants were still unemployed. Therefore, social workers are also strongly encouraged to link PWDs with vocational training centers and employment agencies, which can assist them in finding suitable jobs and earning a living to improve their quality of life. Social workers are also proposed to engage PWDs in community-based rehabilitation and especially inclusive education advocacy. The study results reflected that, apart from 69% of participants with high and postgraduate education, the remaining participants fell into lower levels of education, including those with no formal education. Therefore, social work practices may play an important role in enhancing PWDs' access to education and vocational training, which may help to improve their mental health and life satisfaction. 
7. Limitations of the study
The current study had a small sample size, which limited the ability to perform factor analysis tests such as CFA and EFA. The limited sample size, combined with convenience sampling, also restricted the generalizability of the findings to the current conditions of PWDs across Karnataka, India. Additionally, most participants experience vision problems, which could introduce bias when using the DASS-21 scale with individuals who are blind. As a result, this bias cannot be fully captured within the scope of psychological disturbances and life satisfaction issues related to different types of disabilities. In addition, the income cutoff questionnaire may not accurately reflect the socioeconomic status of participants. Therefore, the authors should consider using other SES scales, which could offer more insights into the social and economic status of participants in the further studies. Language barriers and cultural differences may also affect their understanding and responses to the questionnaires. As a result, it could be more effective to translate research tools into Kanada, which is more convenient for the participants. Lastly, due to the lack of studies on the research problem in this region, the authors struggled to develop a conceptual framework using indirect qualitative data, which limited how they discussed the study results in relation to previous research outcomes. 
8. Conclusion
Although the present study had several limitations, it could not be denied the efforts of the authors in highlighting positive outcomes related to exploring stress, depression, anxiety, and life satisfaction among PWDs in Karnataka, India. The present research also aimed at examining the relationship between QOL and psychological distress symptoms and to specifically understand how demographic factors influenced the life satisfaction and mental well-being of PWDs. In conclusion, the study found that 39% of the participants still experienced psychological distress; however, these were not at severe or very severe levels. Meanwhile many participants rated good to very good life satisfaction, a significant number were not satisfied with their lives, especially at a moderate level, representing 41%, 25%, 30%, and 23% in environmental, social relations, psychological, and physical health areas, respectively.  The study also identified a significant association between gender, educational background, and psychological distress. There was also association between demographic variables, including residence, educational background, and types of disabilities, and QOL among PWDs. Lastly, the present study emphasized the negative and statistically significant relationship between life satisfaction and psychological disturbance among PWDs in Karnataka. Social work practices, as a result, are needed to strengthen the mental health of PWDs by psychosocial interventions, inclusion education advocacy, community-based rehabilitation, and vocational training initiatives, which connected to the life satisfaction among the disabled population. 
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