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Abstract

Background: Today, there are more young people than at any other time in human history.
This large and growing group offers unprecedented potential for economic and social
progress. Imparticular, our 1.2 billion adolesceriistween the ages of 10 and 19 are integral

to meeting the Sustainable Development Goals. Subsequently, studying and supporting their
strengths and skills is essential. India is home to more adolescents than angtitheand

this cohort of young people represents a great demographic dividend. Within health
promotion, health is seen as an important resource for life, which encompasses social and
personal capabilities and physical fortitude. Important healdttedoutcomes which have

notable benefits during adolescence and beyond are subjectivieeivejland psychosocial

skills, including seHesteem and se#fficacy.

Analytical model: Guided by the principles of positive youth development, an ecological
approactwas adopted to study correlates of subjective-eihg, seHesteem and self
efficacy among Indian adolescents. A conceptual framework was produced based on the
Ecological Systems Model (ESM) (Bronfenbrenner 1979, 1986).

Research objectiveand questions This study sought to address the following core

objective; to understand the relationship between individual and -sacdkdgical factors and

the wellbeing and psychosocial skills of adolescents in Andhra Pradesh and Telangana, India.
Two mainresearchg@us t i ons were asked. The first quest
out of caregiver characteristics, parent relations and peer relations, are associated with the

subjective welbeing, seHesteem and seéfficacy of 15yearo | d | ndi an adol esce
relatedsulpuesti on was al so asked: farimporatforent r e
subjective welbeing, seHesteem and se#ffficacy among 1%yearo |l d | ndi an adol es

The second question was i wh atem,oaclogystemfaadct or s
chronosystem levels help to explain the variation in subjectivebeelly, seHesteem and

selfefficacyamong1yearol d I ndi an adol escents?o0

Data and methods:The design was a secondary analysis of data from Young Lives for the
Younger Cohort in India (Andhra Pradesh and Telangana states). This study primarily used
data from Round 5, collected in 2016 when the adolescents were 15 yedis=d8(0).
Hierarchical multiple regression analysis was performed to develop models acgdanthe
best available variance in subjective wading, seHesteem and seéfficacy, given the limits

of available variables. Sets of covariates were offered in blocks, based on the ESM

VIi



Results and discussiontn the final adjusted models,ar egi ver 0 s-being,bj ect i ve
coming from a subjectively poor household, state of residence, Peabody Picture Vocabulary

Test (PPVT) score (used to represent cognitive ability), parent relations, and school enrolment
status were significantly associdteith subjective welbeing. Significant correlates of self
esteem were: peer relations, parent al rel at.
caregiverod0s agency, abeig. Rearretpnsyparendrelatiens,bj ect i
school enrolmet, PPVT score, Wealth IndéxVI), caregiveros pride and
significant correlates of seé#ffficacy. The nofrepresentative study sample hastrictecthe
generalisability of this study. Theveerealso analytical limitations, including the cress

sectional design which prevented the assessment of causality. However, thisabe$esed

insights into the associations between different individual and sexwdgical factors and

subjective welbeing, seHesteem and seéfficacy, andhasdrawn attention to an

insufficiently researchetbpic, country and context.

Conclusion: The results of thistudywere consistent witthe theory that positive adolescent
development occurs across multiple miligiisvas concluded thdtealth promotion

initiatives should target several contexts simultaneo@sfyouilding on existing research, this
thesishasgeneratedaluable information which may be used to guide further studies and
encourage the introduction appropriate and effege youthcentred health promotion

programmes in India

Keywords: Health promotionadolescencgdndia, subjective wellbeing psychosocial skills
seltesteemself-efficacy, positive youth developmergcological theory
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1. Introduction
1.1 Background

In the 2030 Agenda for Sustainable Developmia importance of recognising
understanding and serving the specific needs and rights of young people is explicitly
addresse@United Natiors, 2015b) The 17 Sustainable Development Goals (SDGs) and
associated targets incorporate a range of issues affecting youth on a global scale: poverty
health and welbeing gender relationsducationand morgUnited Nations2015a 2018)
Subsequentlyto achieve the BGs learning from and investing in youithessential.

Today, there are more than 1.2 billion adolescents agetOlMears oldglobally (Sheehan et
al., 2017) This is the largest adolescent population in histamg the number of yogn
people is continuing to rig&lobal Coalition to End Child Povert017)! Almost 90% of
adolescents live in loancome and middléncomenations(Ford 2018; Sawyer et gl2012)
Specifically, 243 million of these adolescentsidein India, accounting fo21% of the
Indianpopulation(SivagurunathanJmadevj Rama & Gopalakrisinan 2015)

Adolescents are often neglected as a population group in health rebeangheither
aggregated with children or young adultadequatattention has been paid to their unique
skills, experiences and nee@atton et a).2018) This is especially truef disadvantaged
adolescents for whothe adverse effects of poverty are a daily redlitg u k a u, 80k4) e n a
This thesiontributed tahe adolescent health and developmigetature by analysing the
relationship betweesomeindividual andsociatecologicalfactors and the subjective well
being and psychosocial skills of adolescents in India. These positive-fedatddoutcomes

are vital resourceduringadolescencand beyondGlozah 2015; Yorke & Portela2018)

1.2 Adolescent Health and Development

Adolescence is the transitional period between childhood and adulthryd much
physiologica) psychological and psychosocial change oc{Bista Thapa SapkotaSingh
& Pokhare] 2016; Rajachr & Gupta 2017) During adolescencepportunities for present
health are greaand foundations are laid for future outconisliye & Garg 2017; Sawyer
et al, 2012) The physicaglsocialandcognitive capabilitiesobtained during adolescence

influence health and webeing throughout the lifeourse andadolescenlifestyle practices

1oroung peoplérefers to the widerategory of people aged 124 years oldpf which there are 1.8 billion globally

(Sawyeretal2012)6 Yout hé is al so used i nt(énitedNatiaong2088p | yv wi t h

1
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can continue into adulthoq@urrie et al.2012) Adolescent development may have leng

termconsequences for individuafamilies and communitiesSheehan et al2017)

1.2.1 AdolescentSubjective Well-being

Well-being encompasst he fAépositive feelings individual
|l ife characterized by o pGlozah2dl5 pf 2) Subjectve ni ng an
well-beingis related to life satisfaction am@notes hovindividuals think and feel abotheir

lives (Camfield Streuli & Woodhead2009; DolanPeasgood& White, 2008) High

subjective welbeing has notable benef{fide Neve Diener, Tay, & Xuereh 2013; Diener &

Chan 2011) Adolescents with a positive sense of wele i ng A é p o s-solikgs pr obl e
skills, social competence and a sense of purpose that can help them rebound from, setbacks

thrive in the face of poor circumstancasoid risktaking behaviour and continue on to a

pr oduc t(Themeas & Jodegt®13 p. 118)

It is clear from the literature that adolescenacsftisn atrying time (Smokowskj Evans

Cotter, & Guo, 2014) According to Vranda (2015around 20% of adolescents globally have
mental health or behavioural problems and up to 50% of such issues have theluonget
adolescencelhus experts within mental health and public health research are recommending
all countries to invest in understanding and promoting thelvestlg of adolescents to

prevent the incidence of mental health problesnsl break cycles of disadvantgdeala-

Nunes JiménezJesusNunes & Hidalgo, 2018; Heckmay2006; Thomas & JosepR013)

1.2.2 AdolescentPsychosocialSkills

Psychosocial or nenognitiveskills’c an be descri bed,gpas iéper sona
charactermotivations and preferences that are valued in the labour markethoo) and in

many ot h e {Kautk éleclanambDsis, Borghans& ter Weel 2014 p. 7). Selfesteem

and seHefficacy are two psychosocial skilielated to seltonceptGardner & Piercel998)

Selt-concep describes the range of beliefs one possesses about ¢@esel Tones Cross

& Woodall, 2015) andself-esteem deotesthe valueeither positive or negatiyene attaches

to these characteristi¢Gardner & Piercel 9 9 8 ; G u,R4) Sek-effeacyarefers to

ongs sense of agency over their own,ld@ad their belief in their ability to succeédercon

& Singh, 2013; Lippman et gl2014; Yorke & Portela2018)

21n some researgclior example byrishnanandKrutikova (2013) self-esteem and seéfficacy are described
ason-cognitive skillsd Subsequentlywhile this thesis use@sychosocial skil&as the main terpinon
cognitivedand@sychosocidihave beemsed interchangeably where appropriate.



Research shows that good psychosamatpetencén adolescence is associated with better
physical social emotional and psychological hea(aumeisterCampbel] Krueger &

Vohs 2003; BowlesGintis, & Osborne 2001; Kautz et al2014; Krishnan & Krutikova
2013; Yorke & Portelg2018) High selfesteem and se#fficacyhave been found torotect
adolescents frordisorders like depression and anxiéjddiqu;2 0 1 5; Gu,REH4)s ki en a
and adolescents who han®repsychosociaskills, are also less likely to have behavioural
problemsengage in crimeand be violen{Bista et al.2016) Positiveadolescent selésteem
hasalsobeenrelated to presocial behaviours like volunteeringnd the avoidance of risky
actions like premaritalex (FavaraChang & Sanchez2018; Lippman et al2014) There are
many potential benefits to havimggh psychosocial skillevels and thugjnderstanding
factors whichmay berelated taheir positive developmenis important.

1.3 Research Area: Andhra Pradesh and Telangandndia

The data usenh this thesissame from Young Lives longitudinal study of childhood
poverty Young Liveshas followed 1200 children in four developing countridsthiopig
India, Peru and VietnartMorrow, 2017)3 For this researcidata fran Young Lives India
was utilised. Indigwhich is divided int®9 statesis home to 1.3 billion peopléCensus
India, 2013) Young Lives has followed,B00 childreracros two states irfSouth East India
Andhra Pradesh and Telangablatil 2014, Telangana was a part of Andhra Pradesh but
became independent in June of that y¥aung Lives 2017) Together the states have
almost 85 million inhabitant§% of the Indian populatioGalah Reddy & Singh, 2014)*

India has been classified as a {owomecountry?® but its economy is growing rapidly

(OECD, 2018; R. SinghGalah Reddy & Benny, 2018) Alongside thishowever inequality

is alsoincreasingGalab et al.2014; Morrow 2013b; Sehrawat & GifR015) 1 ndi ads Gi ni
coefficient, a measure of inconmequality,has been rising sind®93(Sehrawat & Giri,

2015) India has more peoplaving below the poverty line than any other country and is

home to around onthird of the worlds children living in povertyR. Singh et aJ 2018)

3 The terns dleveloping and ¢ devereusddia this thesis for convenience andrt@intain consistency
with the terminology employed by Young Livesstudy with its roots in 20q®1orrow, 2017) It is acknowledged
that this language is outdated and conteStbduse of theséerns doesnot necessarily express a judgement as to
the developmatal stage of a particul@ountry orarea(United Nations2018)

4 ANewdAndhra Pradesh is the eigHtirgest state in Indjavith a total population of 49.3 milliorTelangananas

a total population of 35.2 milliofCensus Indig2013)

5The termddow-incomeéd a n d -i6 md ababddmiesverealso uilised. These definitions are made by the
World Bank based o@NI percapita.As of June2018 Indiais classifiedasalower-middleincomeecnomy
(thosecountrieswith a GNI per capitabetweer6996and$3,895) (The World Bank 2018)



Substantialnternationalevidenceshows that children and young people who grow up in

poverty are disproportionately disadvantag@dmfield Streuli & Woodhead2009)

Indiaalsohas the largest adolescent population in the wamttihis cohortrepreserga great
demographic dividendith unprecedented social and econodgwelopmental potential
(Maliye & Garg 2017; R Singh et 3l2018) For India to capitalisenthis competitive
advantaggits young people must be healthy and thriviwgth the capacity to contribute to
sustained and inclusive growtBamal & Dehury2017; Thomas & JosepR013) Yet,
psychologicadistress is a burgeoning issmelndia, andadolescenimental health problems
areincreasingMaliye & Garg, 2017; Vranda, 201%)ccording to Bista et al. (2016n
developing countriesncluding those in South Asianental health care systere worse
than in more developed nationgppgkopriate research and interventions are sorely needed
(Samal & Dehury2017)

1.4 Thesis Aims and Obijectives

Healthy adolescent development occurs across multiple cof@&arsnakopoulos et al.
2009; Youngblade et aR007) Given the prevalence and potential of adolescents in,India
the pivotal nature of the middolescent perigénd the benefits which may result fréngh
subjectivewell-being andpsychosociatompetenciest is valuable to explore which factors
arecorrelatedwith subjective welbeing self-esteem and seéfficacy among 1%earold
Indian adolescent&dolescence is increasingly beimgntified asa crucial window of
opportunity for effective interventia{Ford, 2018) A holistic, ecological approach is useful
for understanding how various factors niegassociated witlpositivehealthrelated
outcomegMittelmark, Wold, & Samda) 2012)

This thesissought tacreate a systemic understanding of factors associated with positive
adolescentlevelopmenin India, focusing on thre&ey healthrelatedoutcomesThe core
objectivewasto understand the relationship betwéatividual andsociatecological factors
and thesubjectivewell-being and psychosocial skills of adolescents in Andhra Pradesh and

Telanganalndia.

1.5 Contribution to the Health Promotion Field

Health promotion is concerned with empowering individuals and communities to increase
control over the determinants of health and take command of their owbeusgj(Samdal &

Wold, 2012) Social determinants of health are the circumstances in which people gre born
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live, and work as well asupportive structure€Currie et al.2012; WHQ 2017) The Ottawa
Charter (1986)signed at the First International Conference on Health Promatitimed

five principles of health promotion actiobuild healthy public policycreate supportive
environmentsstrengthen community actipdevelop personal skilland reorient health
servicefWHO, 1986) It involves the whole population in the context of their daily lives
rather tharconcentratingolelyon at-risk individuals. Thushealth promotion is dependent on
reaching the settings in which people live and exploring ttevelopment in and across
differentspheregMittelmark et al, 2012) An ecological perspective is guidiegermore
health promotion researe@mdthe importance of micrevel and macrdevel conditionsare
being widelyacknowledgeqWold & Mittelmark, 2018)

Across the adelscent health and development fietderest in positive youth development
has been increasin§omeresearcheraremoving away from the traditional pathological
focus on child and adolescent deficiencies and prohlkenasknowledgend supporthe
latent qualities and abilities of young peoffidek & Merrick 2015) A strengthbased
approach is on the risAccording towold (2012) fi e main mission of health promotion is
to identify which type of interactions fostgositive development(p. 68).By utilising an
ecologicalapproach anfibocusing orsome ofthe correlates gbositive adolescent outcomes
thisthesismaybe used to guide further health promotion resedrets workcouldalso
inform theproductionof relevanttargetedorogrammes and interventions to support youth
functioning and subsequentfpstersocial developmer(Samal & Dehury2017; Viner &
Macfarlane 2005) Adolescence is a time of opportunitnd Indids millions of adolescents
are a catalyst for changstudyingtheir psychosociasituationis an integral ste promoting
their prosperity anaéncouragingndials sustainable development.

1.6 Structure and Overview

This thesis is organised ingaghtchapters. In this chapteChapter 1the topicwas

introduced. Thenin Chapter 2 the theoretical framework used to guide the research process is
outlined followed by a review of the literature in Chapter 3. The specific research questions
are described in Chapterahd the research methoalsd ethical consideratioase explained

in Chapter 5In Chapter6, the results are reported. In Chapiethe discussion chaptehe

results are interpreted in relation to relevant literature and theory. Limitations and strengths
are also examined. This is followed by the ficla&ptey Chapter8, in which some

implications are considergdnd final conclusions are made.



2. Theory
2.1 Positive Y outh Development

The main goal bpositive youth developmentsearch and practitces t o fAéhel p

become sociallymorally, emotionallyp hy si cal |y and c(@hgpmas&i vely

Joseph2013 p. 116) TheresearcHield of positive youth development links a variety of
contexts to the production of opportunities known to enhaanstructivedevelopmental
outcomegBenson ScalesHamilton, & Sesma2007) The environments in which young
people live play a crucial role in shaping their health and-bestig and there is substantial
evidence thabhumerousoutcomes are susceptible to external influeriCesrie et al.2012;
Sawyer et a).2012; Yorke & Portela®2 0 1 8 ; Gu,REH4 s ki en a

Founding researchens human developmeiieemed adolescence a critical timehe life
course(Bronfenbrennerl979; Erikson1968) Erik Eriksorts psychosocial stage theory
provides ausefulstarting point for understandiraglolescenbutcomesespeciallywith
regards to personality amdentity (Erikson 1963 1968) Eriksonwas interested itheimpact
of social experiences amelationships anglayed a valuable role in recogimig that
development isnfluencedby socioculturateterminantssome of which are particularly
salient during adolescen¢8awyer et a).2012) Inspired by Eriksorand his stages of
psychosocial developmenhe core theoretical basis for this stwdgs Urie Bronfenbrennés
ecologicalsystemgheory(1979).

2.1.1 Urie Bronfenbrenner: Ecological Systems Theory

Bronfenbrenner built on the work of Freugtikson Piagetand others tproducehis
ecologicalsystemstheory(Bronfenbrennerl979) While Bronfenbrennedid agreethat
individual developmendccurs in stagesiewas more concerned witheinterplay ofthe
variousnestedenvironments in which children are embeddeaim the micro to the macro
(Aarg & Flisher2012) The use of théermecolodcal clearly denotes how Bronfenbrenner
conceptualisedevelopmenas a resulting fronmteractions between individual and context
(Rosa & Tudge2013) Compared to Eriksds earlier workBronfenbrenner took better
account of thelifferentsystemic influences which collectively affect human development
Individual child characteristics and wider environmefdatorsmay allimpactskills ard
behaviour{McLeroy, Bibeay Steckler & Glanz 1988; Smokowski et al2014)

Bronfenbrennds workhas been monumental in human development research over the last

few decadedHis ecologicalmodelhas been instrumental in shaping the theoegearchand
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practice of positive youth developméBienson et al2007) An ecological approach to
health promotion has been found to be highly effecbyeaking into accounthow conditions
at varioussocietal levelsreassociated withealthrelatedoutcomegSamdal & Wold2012)

Bronfenbrennds ecologicaltheoryevolved over many years abdenused and adapted by

different researcheracross various disciplindRosa & Tudge2013) It should be noted that
thesystems he describdavebeencapturecanddefinedin ratherdiverse ways throughout

the literatureThis thesis offesone interpretationWold andSamdal (2012)lescribed some

of the ways an ecological systems approachiesh applied within the general field of

public health. The following frameworleigurel) was produced with reference to this

|l iterature base and Br onrhe&ceological Bystemmsdledelt heor vy
(ESM)with its nested contex{®ubow, Huesmann& Boxer, 2009) wasused to explore

potential associationsetween individual and soctatological factorsand thesubjective

well-being and psychosocial skilké adolescents India.

Macrosystem

‘Wide beliefs, states, experiences, and attitudes

Chronosystem

—=>

Changes over time

Exosystem

Broader social structures and conditions

Mesosystem

Interactions between microsystems

Microsystem
Family characteristics, caregiver
attitudes and experiences, parent
relationships, friendship networks

Individual
Age
Gender
Ethnicity
Religion
Knowledge
Skills
Aftitudes

-

Subjective well-being and psychosocial skills at 15 years old

Figure 1. A socialecological analytical framework: subjective wislling and psychosocial
skills at 15 years ol(Bronfenbrennerl979 1986; Mittelmark 2012)



2.2 An Ecological Systems Model for Adolescerutcomes

The following descriptions afgasedorimarily on Bronfenbrennes 1977 andl97 works,
supplemented with examples from additional sourthelevelswereadapted slightly to
accommodate variables available in the Young Lives dataset and to highlight environmental
factors most relevant to the study samplee socialecological levels of interests they
wereappliedin this research projecire outlined below:

2.21 Levels of the ESM

The individual (intrapersonal)

At the core of the ecological modelasindividual child with their own unique biological and
emotional profile. While Bronfenbrenneidchot pay considerable attention to this lewe
suggestdthate a ¢ h  ddvalopnagepissimpacted by thie personakharacteristics. These
individuaktlevel influences includage gender and ethnicityand may alsencompassalues
knowledge and capabiliti€gSmokowski et a].2014)

The microsystem (interpersonal)

The microsystem is the immediate physical and social environment surroamtagloping
child andinvolvesthe most powerful influencg&ilanowski, 2017) Bronfenbrenner (19}
attestedhat identity development takes root withire socialcontext The groups of people
one encounters all have varyilayels of influenceFor example ones householdfamily and
friends.Microsystem factorsightincludefamily and caregiver characteristigarent
relations and peer networksn this thesis the microsystemwas dialled in to concentratin
theconditions and relationships directly impacting adolescents on an ondailygbasis.
This enabld the salient proximal processes of interest to be highlighted in this research.

The mesosystem (interrelationships)

The mesosystem describes the variousraudtions of the different microsystesettingsin a

childés life (Aarg & Flisher2012) It is assumed thaixperiences in one area may be related

to experiences in anothéfor a young persqrthe mesosysterrouldencompastnkages
amongfamily andfriends. These mesosystem interactions are beyond the scope of this thesis.

The exosystem (institutionalcontext)

The exosystem refers to broader interactive forces which influence the nature and structure of
microsystems and the way in which they affacindividual. It is an extension of the

mesosystem andvolvesformal and informal social structures and networks. This larger
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cultural context may or may not be part of the dsiithmediate experienc€Rosa & Tudge
2013; Wold 2012) The exosysternanalsoincludemajorsocialinstitutions like the school
system and neighbourhoagbvernment agencigand the mass med{&ilanowski, 2017)

By highlighting immediate interactions at the mitewel, the exosysterwasthen positioned
as a wider relational system in this resegfotusing on the school afiandamentasite of
socialisation This is in line with other research whibhsdescribe the exelevel as being
institutional Theinstitutionalexosystem magompriserules regulations and informal

structures like worksiteschools and religious groufSregson et al2001)
The macrosystem (society and culture)

Themacrosystem is a broad ideological construct which is fortified by way of traditions and
norms.It encompassesocieta) cultural and religious values and the greater experiences and
attitudes shared by members of a society or g(&upnowski, 2017; Wold 2012) This level

may also involve different social, economic and geopolitical circumstances. The experiences
of individuals in a particular categqrpr example, socioeconomic group or geographic

region, are thought to be simil&@ettings and institutionaresupposed téunction in

comparable waygRosa & Tudge2013) For exampleit maybeassumedhatindividuals in

aspecificwealthbracket or region have similar conditipesperiencesttitudes and norms.
The chronosystem (life course)

Thechronosystenadds time to be model amiconcerned with thehifts and transitions in
ongs lifespan(Bronfenbrennerl986) Growth and pogressoccurin different timesensitive
periods for children and adolesceats] factorsn one period may impaciuutcomes
contemporaneousigndbr in the future Further something which is influential at one age
may not besignificantat another. For exampleegative experiences in early childhoouim
inhibit the achievement of development milestones laterendifd outcomes in adolescence
may affecthealth outcomes in adultho¢8awyer et a).2012)

2.2.2 Relationships of interest

The production functions @&ubjectivewell-being selfesteem and seéfficacy do not have
singular specific ways of being depicted. This is especially true when lookingatisacross
multiple levels Drawing on notations from the literatufer example Dercon and &chez
(2011) the model for the variables of interegisconceptualised as follows:

—® QI PO'QYF ¢b Q0T dOQOT T0 QO 6LE QO]



Here — ®an individuall5-yearold adolescerds subjectivewell-being self-esteem or self
efficacy.l is a vector of contemporaneous individiadtors P is a vector of
contemporaneous micfaroximal systenfactors E is a vector of contemporaneous
exosystenfactors M is a vector of contemporaneous malaeel factorsandC is a vector of
chronosystenfiactors all for individuali at timet. Finally,T is the error term which may
include genetic benefits or disadvantages an adolescent has hdirfloas well as other
unmeasurable factarBor examplecomprehensive information about how the adolescent

interacts with others at school and in their commumitya dayto-day basis

Within the current structuréhe total effect oindividual andsociatecological factors on

subjectivewel-b ei ng and psychosocial skills at age

Fundamentallya central theme of this research project is thdtjectivewell-being and
psychosocial skills are not mereblatedto one or two differentactorsbut mayhave

multiple demographic andocioculturalassociations
2.2.3 Placing seltesteem and seléfficacy

In some ecological modelself-esteem and se#fficacyhave beemsed as independent
variables at the individud¢vel (Evans Smokowskj & Cotter, 2014; Logie Alaggia &
Rwigema 2014) wherein this thesjsheywereoutcomes of interest. Psychosocial skills can
be conceptudded as both personal traits and states of b@irgesniewskiDonnellan &
Robing 2003) Studies which use sedisteem for examplas an individualevel trait are
ofteninterested in the impact this competence has on o#pabilitiesor behaviours
(Baumeister et g12003; Kautz et al2014; Yorke & Portelag2018)

Forthis thesisit wasacknowledgdthat while individual psychological skillevolve and

changen a way thasomeother demographic characteristasnot. Selfesteem and self

efficacy are malleable sociatological constructdAs Trzesniewsket al.(2003) suggest,

At o c har zstdera asiertirely tedikd nfay obscure the fact that changes can and do
occur i n response to vari ous Ewtprmmpsychasatiels and
itself captures the interactional nature of these constructs between the individual and the
environmen{Yorke & Portela2018) This studywasnot the first to use setisteem and self

efficacy as dependent variabl@ercon & Krishran 2009; Dercon & Sing2013; Himaz

2018; Sanche2017; B. Singh & Udainiya2009; Smokowski et al2014)

10



3. Literature Review

To find literaturefor thisreview, exploratory searches were made onlipremarily, Google
Scholar Oria search portahnd thesearchtool on the Young Lives websitgere utilised

First, a list of keywords was drafted. This included central terms and phrases such as
@dolescencedealth d@vell-being @sychosocial skills @elfesteem @elf-efficacy, 6
dndia, @ositive youth development@ndd&ociatecologicaldThese terms were then added
into the search platfornia various groupingsTheonlineresources were sortestudied
annotated and managed using the reference mai&geleley. Carevas taken to exame
theuseful ®urcedcore references and if relevatitese were also explored and evaluated.

3.1 Correlates of Subjective Wellbeing and Psychosocial Skills

While the literature examining the subjective wieing and psychosocial skills of
adolescents in developing countraelimited, there is a growing body of evidence regarding
the correlates of such healtblatedoutcomes generallyan ecological approactan help to
highlightvarious personainterpersonal and mactevelfactors(Samdal & Wold2012)
Individual traits relationshipshome and communityharacteristicsaandwider environmental

aspectsnay all be significanfCurrie et al.2012; ShavelsqrHubner & Stanton 1976)

3.2 The Individual
3.2.1 Gender

Compared to maladolescentdemale adolescents tend to have poorer psychosocial health
overall. This difference is most pronoundeztween the ages &b and17 (Raty, Larsson
Soderfeldt& Wilde Larsson2 0 0 5 ; G u,RG14) FHisiwasrexemplified by Moreno et
al. (2009) who studiepsychological discomfort in adolescence. Using survey datadkeam
200000adolescentacross36 countriesthey concluded that young males and females have
different experiences of adolescence. They found consistent differences showing that girls

tend to express more psychological complaints thas @ddgrenoet al, 2009)

However thefemale gender is not always associated with worse outcdeeson and Singh
(2013) considered gendbased inequalities and biases experienced by children atjad 8
and 15yearsold. They identified diversity in gender biasross the four Young Lives
countries. Lower seléfficacy for girls was observed in India and Ethigpiat the opposite
was seen in VietnatfDercon & Singh2013) Himaz (2018) used the first rounds ofufmy

LivesdOlder Cohort data to look at stunting later in childhood and psychosocial outcomes in
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young adulthood in India. She found that being male had a positive effect-effisalfy and
agencybut a negative impact on some other measures of psygabaell-being compared
to being female. Overall thougmale gender tends to be associated with betterhvegllg
psychological functioning and psychosocial skills among adolescents fron{Anddaan,
2013; B. Singh & Udainiya2009) to GreecdGiannakopoulos et aR009) to Great Britain
(Oskrochj Bani-Mustafg & Oskrochi 2018) to the United StatesSmokowski et a).2014)

Health Behaviour in Scho@lged Children (HBSC) findings have demonstrated that gender
inequalities in mental health tend to emerge duaithglescencénchley et al.2016) In

many countriesadolescence is a period when the world simultaneously expands for boys and
contracts for girlsYoung men are granted privileges and opportunities reserved foanten

girls are subjected to new restrictions imposed on wai@andhy Singh Tung & Kundra,

2012; B. Singh & Udainiya2009) Inindigai é despi t e gr owt,tvomemace dev el
still not granted an equal status at the micro level of the household or at the macro level of
community and (Bhat& Shartnag200§ p. 35R)&Lultgral and social forces
prioritise men and marginalise womemd girls may experience interrsg discrimination

or oppressioms a resultThese feelings camegatively impact their subjective wdilking and
psychosociaskills (R. Singh & Mukherjeg2018; Sumanjee017) While Himaz (2018)

found male gender tsupportself-efficacy, it remains to be seen whether adolescent males

also score better thauolescent femalas subjective welbeing and selésteemn India

3.2.2 Ethnicity

Ethnicity may play a role in shaping adolescent healtiuding aspects of webeing and
psychosociaprowesgMartinez & Dukes1997; Smokowski et gal2014; Trzesniewski et al.
2003; Twenge & NolefHoeksema2002) However most research whidhaslookedatthe
relationship betweeathnicityandadolescenbutcomesas been done in Western contexts
particularly in North AmericaSuchstudiesoftenusedaceinterchangeably witldethnicity &
Roberts and Sobhgi992) compared symptoms of depressiorongadolescents from

different ethnic groups. They found that Mexican American adolescents had higher rates of
depression thaadolescentfrom other ethnic groupsn their ecological modeSmokowski

et al. (2014 found that African American and Native American studentshiigloer sel

esteen thantheir Caucasianlassmated-urther students who reported high levels of ethnic

6 While race has traditionally been a grouping variable related to physical charactexibtitsity is associated
with shared socieultural factor§Johnson2000) Ethnicity is a social construct and is thus the term whash
beenfavoured in this thesis.
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identity were more likely to report higher selfteem compardd students who reportéow

levels.Perhaps, ethnic group affinity may be significant for other healtted outcomes.

While variationin adolescent psychosocial skill levels has been seen among ethnicigroups
Western countriesherelationship betweeeathnicityandadolescent outcomeas India

warrants further researcimdia®s caste system has been an important driver of inequality for
generationgBorooah, 2005)Across the country,dallts andchildren from lower casts are
socially, educationally and economically disadvantaféennam & Komanduri2009) For
example Young Lives third rounghowedhat in Indias Older Cohottthere was an increase
in the number of Scheduled Caste children repogibgd life compared to the overall trend
(Pells 2010) Scheduled Castes and Scheduled Tribes are Backwards @lhassescupy the
bottommost rungs of the caste syst@adwal & Kamat2008)’ These marginalised ethnic
groups have historidglfaced deprivationoppressionand extreme social isolation due to
their perceived low stat(¥ennam & Komanduri2009) Despitethis, Himaz (2018) did not
findt h e a d odtheisgroagtia havéa systematically significantripactonthe
psychosocial outcomeshe studiedit is reasonable to expect thizackwards Class
adolescenthave lower subjective welleing and psychosociskills than their peers in Other
CasteqPells 2010) More research is eeed to understand thew ethnicitymight be

related tahe experiences and skitté IndiaGs young people.

3.2.3 Cognitive skills

Cognitive capabilities magupportpsychosociaskills and vice versaNhen studyingskill
formation in the first 11 yeaxsf life, ConeusLaucht andReul3 (2012jound mgnitive skills

to foster mental and emtional skills independent of genddfurther in their review of the
impact of seHesteem on school performanBaumeister et al. (2003uggested thdhe
correlationdoundbetween selesteem and school performarttenot necessarilyndicate

that high selHesteem leads twognitive successnsteadhigh selfesteem is partly the result

of good school performancthey said Sanchez (2017) utilised the first three round of Young
Lives data to explore the structural relationship between eatiifion, cognitive skills and

non-cognitive skills infour developing countries. He found evidence of-petfductivity for

" These ethnic groups are established categories in Indian society and are used widely in Young Lives research.
The term@Backwards$is used officially to desdne marginalised groups. Scheduled Castes face social

educational and economic deprivatiarhile Scheduled Tribes are deemed disadvantaged based on geographical
isolation. Other Backwards Classes are oppressed or segregated groups which do nothalSctieduled

Castes or Scheduled Tribesdiéedwal & Kamat2008; Vennam & Komandyr2009)
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cognitive skills and of crosgproductivity from cognitive skills to nenognitive skills. This
supportghe idea that higher acade outcomes malge positively associated witlelf
esteemfor example(Yorke & Portela2018)

The development of cognitive skills and psychosocial skills hé&sabeen found to be

mutually reinforcing. This means that tewth of skills in one area fght facilitate the

improvemenof skills inanotherYorke & Portela2018) Selfesteemfor example may

enhance academic achievemaevttich in turn increases seisteen{Marsh & GMara,

2008) Because of this connectighe attainment oadvancemendf psychosocial skills

during adolescenamuldhelp toremediate deficitén earlier cognitive developmentheir

later malleability andusceptibilityto external influenceshay be advantageo(gorke &

Portela 2018) This line of research is beyond the scope of this thesis. There is however a

place for furthestudiesvnhi ch consi ders the associations b
skills and other positive healtblated outcomes. Particularthere is a lack afesearch

which considers the significance of these relationships alongside other assaciations

3.3 The Microsystem
3.3.1 Caregiver characteristics: welbeing, psychosocial skillsand education

Parents are the main socialising agents of young pempletheir behaviouyskills and
experiencesan fundamentally affect their offsprii@ufseeserJekielek & Brown, 2006;
UNHCR, 2001; Wold 2012) It has been found thaaregivers who have higher perceived
well-being and psychosocial skills themselves are more likely to have adolescents with
similar qualities and capaciti¢BanduraBarbaranelliCaprara& Pastorellj 2001;
Giannakopoulost al, 2009; Thomas & Josep? 0 1 3 ; G u,RG4) €dnversealya

c ar e gmewntal health problemend subsequent negative parenting behaviours may
unfavourably affectheir childrerts mentahealth and welbeing(Ayala-Nunes et a).2018;
UNHCR, 2001) Giannakopoulos et al. (2008pnsidered hovheir parentésubjective
physical and mental healthas related tthe wellbeing and functioning of,194 Greek
adolescentausing a natiofwide questionnaire. They found that parental subjective mental
health status was significantlyositivelycorrelated withadolescent physical and
psychological welbeing. AyalaNuneset al.(2017) who studied the socisgmotional
profiles ofwelfare referred children in Spain and Portué@lnd that parents who reported
higher selfefficacy and lower anxietglsohad children witthigher personal se#fficacy.

While these patterns have emerged in the literatiheee appears to be létresearch on how

14



caregivesosubjective wellbeing and psychosocial skillsaybe related tohese outcomes
among IndiaradolescentsThe family system is highly important in India and mgsiing
peoplehave a strong attachment to their paréatbert, Trommsdorff, & Mishra, 2009;

Isaac Annie, & Prashanth2014) Thus this potential associatiomarrantsattention

Additionally, the education level and corresponding cognitive skills of an adoléscent
caregiver may also be importaRarental educatiolevel can be related to some of the most
marked inequalities among Young Lives child(@oodheagdDornan & Murray, 2014) In
addition RajachamandGupta (2017) found parental literammycontribue to the psychosocial
statusof adolescent girls in rural Indi&urther,Bista et al. (2016)who studied psychosocial
problems amonglepalesadolescers found that children of literate parents were less likely
to developsuchissueghan their peers with illiterate parent$ey citedparental education as
a supportive factoimaz (2018) also founfatheds and mothés education to be significant
for agency and seléfficacy, using data from Young Lives Indi&aOlder CohortDercon and
Krishnan(2009)also used data frothe Young Lives Older Cohort tstudythe psychosocial
skills of 12-yearolds Theyfound a positive association between ¢heegive sducation

and school participatiolevelsa n d t h e i psycbdsacibtdpabditie s

3.3.2 Parent relations

Parentchild relationsencompasthe extent to which children feel understoliked, heard
and appreciated by their pare(Yorke & Portela2018) Adolescence can leechallenging
time and esearch shows that positive parehiid relationships are more importantthis
periodthanatany otheistageof life (Aufseeser et g12006; Thomas & JosepBR013) Parent
communication and suppeodspecially betweeanadolescent and their primacaregiveyare
significantfor both weltbeing and selésteen{Franco & Levitt, 1998) Adolescentsvith
strong and stablearentakelationsaremore likely to report higher webeing andareless

likely to experience mood disorders like depressitair et al, 2005)

Parentchild communicatiortanhelp young people to deal with stressful situatiduys
establishing the family unit assafe angrotective plac€Currie et al.2012; Inchley et al.
2016) Inchley et al. (2016usingHBSC datg identifiedthat adolescents who felt that they
communicated well with theparentswere also more likely to report higher sedted health
and life satisfactionThis is consistent with Moreno et al. (200Bheyfound a significant
relationship between good parental communication and fes@escenpsychological

complaintsn their multicountry study. Furthewhen lookingatthe impact of family and
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genderontheselfefficacy and welbeingof Indian adolescenB. Singh and Udainiya (2009)
foundmore open communication with paretdse associated witlreaterself-efficacy.

Social supporpromotes wetbeing and enhances copif@lozah 2015) Assistance and
encouragemerdffered byfamily membersespeciallyparentsis related tdbetter
psychosocial outcomelroughouthe literaturg Aufseeser et 312006; Franco & Leviit
1998) Smokowski et al. (2014¥lentifiedthat students who reported high levels of parent
support were significantly more likely to report high sedteem antessdepressive
symptoms. Family support is particularly important in Ingfach is classified as a
collectivist societywith strong scial ties(Albert et al, 2009; Isaac et al2014) Thus, a
betterunderstanding afiow parent relations migle associated witsubjective weHbeing
selfesteem and seéfficacy among Indian adolescemaneededFamily-based interventions

couldbe valuable for the promotion of such capabili{iBisomas & dseph2013)

3.3.3 Peer relations

As adolescents matyriney spend more time outside of the family hoaral their social
networks may alsbe related taheir welkbeing and psychosocial skillBearson & Child

2007; TrzesniewskietaR 0 0 3 ; G u,R(i4) THere is substantial evidence that social
connectedness and belonging is an important resource for positive mental health outcomes in
adolescencgCalmeirqg Camacho& de Matos 2018) Research shows that adolescents who
engage in positive relationships with peers and havegegteived peer suppo#iso have

better wellbeing(Inchley et al.2016) more positive emotions and séklief (Rubin

Bukowski & Parker 2007) and higher selesteen{Currie et al.2012) Converselybullying

and peer rejection have been associated with lower mental health atteivg(iCalmeiro et

al., 2018; Rubinetal2 0 0 7 ; Gu,R¢l4) Srkokosvskicet al(2014) found that the
probability ofreportinghigh seltesteem was significantly greater for rural American students
who reported high levels of friend suppa@dmpared to those who reported low levels.

Further students who reportddgh levels of negative peer relations reported more depressive
symptoms and lower sedfsteem(Smokowski et a).2014) This is in line with Franco and

Levitt (1998) who found friendship quality to be correlated with-esteem.

Khanna and Singh (2015) conducted a qualitative stfithye perceived factors affecting the
well-being of 900 Indian students agedII®yearld. The influence of peers emerged as an
important factor in both enhancing and threatening-beithg. For exanple friends and
interactions with friends were reported todmene ofthebest thing about attending schaqol
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while problems with peers were a common cause of concern. The authors noted that despite
the central position the family occupies for Indianladcentsemerging evidence about the
growing importance of peeelations especially in urban areageserves attentiofiKhanna &
Singh 2015) VermaandSaraswathi (20022Isoexplainedthatwhile the role of peers has
been secondaryo that of the familyovertime, there is evidence of a distinoee culture

among Indian youtlparticularlyin the higher social classes. While peer influence has been
overshadowedy that of the familyit may be increasing. Khanna and Singh referred to
Schwarz et al. (2012) whose crasstural study of Western and Asiaations including

India, revealed that adolesceali$e satisfaction across cultures is positively related to peer
acceptance. Peaetworks seem to be becomimgresignificant for Indian adolescentsut

as Khanna and Singh (2015) sug@gelsgreateresearch is needed to understand how peer

relations maye associated wittihhe weltbeing and psychosocial skills of Indian adolescents.

In addition insufficientresearch hasompared the significanc# peer relations and parental
relationsfor positiveyouthoutcomesn India. Pearson and Child (20Gstudiedthe parental

and peer attachment styles of young adults from the United SRRate$o Rico and India.

They found that participants from India showed more attachment to their parents and less to
their peersthe opposite of those from the United States. They attributed this t@sindia
hierarchical social structure and collectivisture compared to the United States which is
more individualistic. Schwarz et al. (2012) also referred to éadiaherculturelevel family
values which may be related to the lower importance of peer acceptance for add@éfrents
satisfactioncompaed toparentadolescent relationshipgerma and Saraswathi (2002)
concluded that peers are less important for Indian adolescents compared toYfatriiyne

has passed sinceany of these studies werenductedandas peer culture increases in India
this patternmay change. The relevance of both families and friends as socialising agents is
undisputed in the literature atite tworelationshiptypeshavebeenrelated tgpsychosocial

skills and weltbeing(Moreno et al.2009) However the comparativeoles of parents and

peersespecially in the adolesceddminatedndian contextwarrants greater attention

3.4 The Exosystem
3.4.1 School enrolment and environment

Strong socialisation takes plasgthin onés wider localeand feeling valued and supported
by onés community is a powerful asset fassitiveadolescenbutcomegThomas & Joseph

2013) For adolescentghe community in which they engage the most is ustladliy school
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(Samdal & Torshein2012) Several studies have shown that experiences in school can have

a fundamental effect on young pedapleverall development and w4dleing(Currie et al.

2012; Samdal & Torshein2012; Sarkova et al2014) School connectednessy bean

important assdbr adolescentfBista et al.2016; Sawyer et gl2012) According to
CalmeigCamacho and de Matos (2018) nfAéschool <con
which students feel acceptedspected ncl uded and supported i n sc
that school connectednessas the strongest predictor of life satisfaction amtbieg sample

of Portuguese adolescenfdso, the HBSC studyas shown that school experiencesay be

associated witkelfesteem and sefferceptionStudents whdelievetheir schools to be

supportivetend to havdetter health outcomég€urrie et al.2012)

However schools may not always be protectige even accessible. While there hageently
been impressive increases in access tcaibn in Indiaadolescents from disadvantaged
backgrounds are still confronted with obstacles to stay in schbid limits their social and
academic potential and progrégsrd 2018) Young Lives dataemonstrat¢hat issues like
inadequateschool infrastructure and teachjmgaccessibility inflexibility , and violence all
present barriers which disproportionataffectpoor children(Ford, 2018) Schooling may be
a source of strain and distress for some adoles@rdsas well athwairting their learning
and developmentnay negatively impact their mental health and seeling(Samdal &
Torsheim 2012) Whether school enrolment idactor whichis related tdhighersubjective

well-being and psychosociskills amonglindian youth warrants further research.

3.5 The Macrosystem
3.5.1 Socioeconomic status

For adolescentsheir householdé economic status is a madevel factor related to wider

social and environmental factors outside of their control. Most households within a certain
wealth bracket function in similar ways and have comparable daily reahitieas and
experience¢Briones 2017) Overall there is a general social gradient where higher income
levels and socioeconomic status coincide with higher levels ofbsglg(Dolan et al.2008)
Household socioeconomic status has been found to be a reliable predictor of mental health
problems in adolescen¢erasquilhng de MatosMarques Gaspay& Caldasde-Almeida

2017; Huppert2009; IOM & NRGC 2011; A. Khan2013)

Growing up in an economically disadvantaged situateomcompromise thability of young
people to achieve high weleing as poverty threatens their basic needs and exacerbates
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barriers to achieving a good lid. Khan, 2013) In their 2009 studyDerconand Krishnan
identified an association between material poverty and psychosocial competencies among a
sample ofl2-yearolds from four countriesHimaz (2018) also found a relationship between
household wealth and Indian adolescépsychosocial skillsln India, significant

differentials in child health exist by wealth status and poor households and communities are
disproportionately disadvantagé@alah Reddy Singh & Mukherjeg 2017; Pathak & Singh
2011) Given the high prevalence of child poverty in Indiee relationship between

socioeconomic status and heaighated outcomeshould beconsideedfurther.

Furthermorethe perception of wealtmightalso be important. In their 2018 woeKRskrochj
BaniMustafaandOskrochi found an association betweercpered financial stability and
psychological standingmonghousehold heads in the United Kingdom. Measures of actual
financial status were not significant. There is potential for research which includes both
objective socioeconomic stajand subjective wealth in the same model. This would provide
an indication of the differemelationships betweeactual and perceived weakind

adolescent outcomgisicluding subjective welbeing.

3.5.2 Geographic variation area and stateof residence

Of Indiads 243 million adolescentsalmost 72% live in rural aregRamadassGupta &
Nongkynrih 2017) Generallydeprivation is more concentrated in ry@mpared to urban
areaqLyytikainen JonesHuttly, & Abramsky, 2006) Smokowski et al. (2014) suggedt
thatrural residents arexposed to many stressors absent from urbaatitms including
resource limitationggeographic isolation and restricted social networks. Thege related
to the high prevalence of poor physical and mental health outcomes in mamggioab
(Smith Ruel & Ndiaye, 2005; Smokowski et al2014) Smith et al. (2005poked at key
socioeconomic determinants to understand why child malnutrition is lower in urban areas
internationally While they did not find any fundamental urbamal differences in the
determinantshemselvesvariance in their levels was identified.ore favourable conditions
contributedto lowerurbanmalnutritionrates For exampleurban areas haugher rates of
womerts educationbettersanitation facilitiesandmorewater availability Similar such

factorsmayalsb e r el at e d stbjective dettheiagsandepaythssocial skills.

However while attention is usually focused on the risks of rural atbase are both benefits
and drawbacks to rural and urban living respectivaatygl urban areas are not always healthier
environmentgNolan 2016; Ramadass et ,&#017) For examplewhile adolescents in urban
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neighbourhoods may experience less povéigher qiality education and better access to
health serviceghey mght also be at greater risk sfressdisease transmission and pollution
(Nolan, 2016; Ramadass et &017) As Dolan et al. (2008) indicaleat least in prosperous
counties like Australia and Swedehere is some evidence that living in large cities
negatively affects life satisfactipwhile rural dwelling has a positive effeétow the urban
rural dividemay be associated with the life satisfaction and psychosocial skitidiah
adolescentdoes noappearto have been considered.

In addition Indiads states and regions have diff@renvironmentsinfrastructureand
historical realitiegfNational Portal of Indian.d.). Disparities in living standards between
states remain larg®ECD, 2018) While they were once unitednd have similar poverty
levels overallthere argoolitical and social differences between Andhra Pradesh and
TelangangAurino & Morrow, 2015) The division has not been welcomed by all and as
Srikanth (2013) wote Telanganés newly constructed regional identity has been luitart
onprejudice and false hopes. Soofélelanganés districtsare underdeveloped comparted
partsof AndhraPradeshespecially Coastal Andhf&urino & Morrow, 2018; Srikanth
2013) Interestinglylittle research using data from Young Lives India bassideredhe
significance ofiving in one state, compared to the otl@ne example islimazd study from
2018. She founthat coming from Coastal Andhra and Rayalaseema in Andhra Pradesh
seemed to positively impantost healthrelated outcomegompared tdiving in Telangana.
The Younger Cohort asborn before thélivision but have reached adoleence inwo
separatestates. It would be interesting to see whether thaapyiwariation irthe subjective
well-being and psychosocial skills of adolescents growing up in these diftermeixts

3.6 The Chronosystem
3.6.1 Early childhood nutrition

When dlife-course perspective adoptedexperiences in early childhood miag related to
outcomedater in life(Sawyer et a).2012) Early nutrition statugor example might affect
children across thever time Stunting the impaired growth and development that children
expeience from poor nutritions a significant global issuvith 23% of all children under 5
yearsold being stunted in 201@enny, 2018) Compelling evidence regarding the connection
between edy stunting and noitognitive skillsfirst emerged from a cohort study in Jamaica
It found thatchildren who were stunted in the first two years of life reported lower

psychological functioning at age ,Jdompared to thoseho were notstuntedChang
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Walker, GrantharaMcGregor & Powell, 2002) Similar evidence was also observed at age 17
These differences included lowself-esteemdepressive symptomantisocial behaviour
and more anxietfWalker, Chang Powell Simonoff & GranthamMcGregor 2007)

Dercon and Sanchez (201Bgnanalysed the relationship between height in-ofiddhood
and psychosocial competenciedatechildhood using data from Young Livé©lder
Cohort They found an underlying mechanism linking early nutritional investments and
psychosocial skillsFurther Sanchez (2017) studied thedationship betweeearly
undernutritionrandcognitive and nostognitive skilk in childhoodusingdata from Young
Livesfirst three rounddHis resultsalso demonstratetthie importance of early nutritional
status for skill formationYes,the effects Sanchez observed on-cognitive skills were
smaller than on cognitive skill§ hisindicaedthat noncognitive skills may be less sensitive
to changes in early nutritiosanchez (2017) suggested that the effeghtalso be indirect
mediated by cognitive skill§surthermorethe literaturesuggestshat sensitive periods for
non-cognitive skillsmightoccur at later ages théimosefor cognitive skills(Borghans
Duckworth Heckman & Weel, 2008; Cunha & Heckmar2008) Following this premisgt is
possible that nowognitive skills may be more malleable in adolesceti@a in mid
childhood.Little research has been done into the loftigamimpactsof earlymalnutrition
and whether itselationship withpsychosocial traits persists into adolescemten these
indicatorsmay be lessolatile (Deroon & Singh 2013) Himaz (2018) did not findupport for
the hypothesis that earilyput inadequacies arkalthdeficiencieshave long term negative
implicationsfor psychosocial outcomes in young adultha®d.furtherstudescould be done
to see whethehere is a relationship to support these results, or not.

3.7 The Problem andGrounds for Further Research

A review of the literature shaydthat there are numerous factors from the intimate to the
expansive which may be associated with the subjectivebeally and psychosociskills of
adolescents. Howevewrhile there is increasing interest in the adolescent period and the
benefits incurrd from high subjective welbeing and psychological functioniniipe research
is fragmented. Mch of thditeratureconsideringcorrelatef positive adolescent health
related outcomeis dominated by research on isolated varialWsst studieslso addess a
merehandful ofpotentialassetsEcologicaltheory emphases the necessity of viewing
human developmealk outcomescross multiple environmen{Bronfenbrennerl979)and
morestudiesfocusing on patternand clusters of variablemreneededBenson et a]2007)
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Furthermoremuchadolescent developmergsearchs concentratedn economically
prosperous countrigprimarily in the Western world. Considering the immense potential of
Indiags youth there is a need to better understand the different factors atealelated to the
subjectivewell-being and psychosotiskills of Indian adolescentResearch should consider
determinants which may tsggnificantfor Indian adolescentacross multiple levels

including individuaj social communitylevel and macrdevel factors.

In India, adolescent health research and prognamg areinadequatéKhanna & Singh2015;
Srivastava2016) Gender bias is high in Indibut therelationship between gender and
adolescent subjective weddeing and psychosocial skills could be given more attention.
Research also suggests ttiat characteristics of adolescdidaregivers nght be associated
with their healthrelated outcomes. Despite thilserole of caregivesdpsychosocial
competenciedor example has not been widely considered in adolescent development
research in Indig-urthermorethefamily is central to life in Indigbut youth culture seems to
be growing Theassociation between peer relations and positive adolescent outcomes
warrants researgiKhanna & Singh2015) There isalsoa caus@o compare thsignificance
of parent relations and peer relations for Indian adolescenthieaccess to education has
increased in Indisschool enrolment may also ba important correlaf@ndmacrofactors
including geographic locatiosso deserve greater consideratiState of residence has not
beenincludedin much research using ddtam Young Lives Indiaand there is potential to
seehow the experiences of adolescents in Andhra Pradesh and Telammdiffer. Also,
therelationship betweeaarly childhood nutritiomndsubjective welbeing and

psychosocial skills in adolescence couldekploredfurther.

Young people aréhe future Practitioners may capitalise on the immense potential of
adolescents, during a pivotal period of their lives, to mitigate the worst effects of poverty,
broaden available opportunities and support individuals and communities to reach their full
potential Effective health promotion is contingent on approaching and exploring the settings
in which people liveand untangling thprocesses dfocial interactionvhich weavethrough

these sphergdittelmark et al, 2012) Understanding the factors whiahe associated with
subjective wellbeing self-esteem and se#fficacyamong Indiaradolescentsouldplay an
essential role in informing further researahd theestablishmenof fruitful health promotion

and youth development programmes. These valuable insighytsffer impetusfor

investmentand abasisfor positive progress
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4. Research Questions

The current study had one central objectteainderstand correlates of subjective vioaing,
selfesteem and seéfficacy among Indian adolescents, in order to inform the development of
effective health promathn interventionsBased on the mixed ressilof existing researgtand
unanswered questions abgaissible correlates ofell-being and psychosociskills in

developing countrieshis study examinepdersonabhttributesrelationalfactors and other

contextual characteristics potentiadlgsociated witlpositiveadolescent outcomes iindia.

Drawing on Bronfenbrenner 0sthesissoughvtguncovarl t heor
what individual traits and microsystem factas well as which expmacre and

chronosystem characteristics were associated with subjectivbeuet] self-esteem and self

efficacy amondl5yearold adolescents India. Consideringhe particular importance of the
microsystem for adolesceotitcomesan emphasiwas plaed on this leve{fSmokowski et

al., 2014) By illuminating factors associated wigositive healtkrelated outcomes among

Indian adolescentshis thesigmayprovide valuable information that health proeretand

other practitionersanuse to improve their programmes and services.
The followingspecific researchuestions werasked

1. What microsystem factors out of caregiver characteristics (subjectivdamrt
pride agency and education levgbarent relations and peer relatipage associated
with the subjective welbeing selfesteem and seéfficacy of 15yearold Indian
adolescents?

a. Are parent relations or peer relatiansreimportantfor subjectivewell-being

selfesteem and seéfficacy among 1%earold Indian adolescerits

2. What other factors at the individual (gendethnic groupand cognitive skills)
exosystem (school enrolmem)acrosystem (socioeconomic statu®a of residence
and state of resicee) and chronosystem levels (heifitage at S5yearsold) help to
explain the variation in subjective wddeing self-esteem and se#fficacy among 15

yearold Indian adolescents?
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5. Data andM ethods

5.1 EpistemologicalFoundation

A postpositivistperspectivevastaken Postpositivism balances aspectspafsitivist and
interpretivistapproachegPanhwayAnsari & Shah 2017) According to Ryan (2006post
positivist principles focus on meaning and new knowleztgation These concepts mag

used to support causesich aspire tamprovethe world.The postpositivist epistemology is
semtobjective and the researcheregarded as an instrument of data collection and analysis
used to discover an approximation of realBuba & Lincoln 1994) Postpositive research

is broad,andtheory and practice are integratddbtivations arausuallyexplicit, and the

connection between people is acknowled@®ghn 2006)

In thisthesis the researchagrioritisedlearning andgenerating knowledgevertesting

theory. Thisstudywas more about problersetting coming up with meaningful questions and
possiblesuggestionghan problerrsolving (Ryan 2006) While the research@endeavoured

to reflect on their own values throughout the researoles, the adoption of prescribed
procedureslsoassisted iprevening beliefs and biases from influencitiygs studys
outcomesin line with the insights offered by Ryan (200&)juantitative approach helped to
provide a broad familiarity with the situation of adolescents in Andhra PradeJremmgana
and examine patterns across cabesther, afanhwar et al2017)suggestd, astudyof this

kind may providea basisfor in-depthqualitative research

5.2 Young Lives

Young Lives collected data @pproximatelyl12,000 childrerfrom Ethiopig India, Peru and
Vietnambetweer2002and2016 They followedan Older Cohort born in 1994/5 and a
Younger Cohort born in 2001f@r 15 yeargBarnett et a].2013) The projechas been
coordinated by a group based at the University of Oxéoigepartment of International
Development (ODID)but there have been local teams situated in each of thettaly

countries.

5.2.1 Research design

Young Lives is the first mukdisciplinary longitudinal study of childhood povertylie
carried out in more than one developing country (Barnett,&(l3). The four countries
were selected to reflect a range of cultueabnomi¢ geographicalpolitical and social
contextsas well as common issues faced by developing nafdasow, 2017) Young
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Lives soughtto understandhe drivers and impacts of child poverty in loand middle
incomecountriesin orderto design better policies aservicedMorrow, 2015) Over the
years the children and their primary caregi¥arerequestioned on a range of topics to

me as ur e fiseerpbriericak ofgaverty and its outcomes across many domains-of well

being and developmenhcluding the physicapsychesociala n d ¢ o ¢Moirotv,i v e 0
2017) SeeFigure2 for agraphicshowingYoung Live®rounds cohorts and methods

Young Lives longitudinal data collected in 4 countries:
Ethiopia, India (Andhra Pradesh and Telangana), Peru, Vietnam
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Figure 2. Young Lives longitudinal and cohort stu¢lyoung Lives 2017)
5.22 Collection methods and datasets

Primarily, datahavebeen collected througdurveys complemented bgomequalitative
research. The main household and child survey was conducted from Round 142602)
school surveysvith some of the childrebheganin 2010(Morrow, 2017) Young Live®
datasets fronthe householdchild, andschool surveys are publicly archived arah be
downloackdfrom the UK Data Archive. AdditionallyYoung Lives developed a qualitative
longitudinalresearctstream Theyfolloweda subset of 200 children over a seyear

period. Due to confidentially concerrieese data are not publicly availalorrow, 2017)

8 Throughout this thesigcaregivedis the Young Lives chilé primary caregiver who answered the household
survey(Galab et al.2014) In 2002 whenthe first roundof data was collecte®9.4% of the childreds primary
caregivers were their biological mothers. The same childrecanedivers were questioned each round.
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5.22.1 The survey

Young Live®core surveyonsisted othree main elements; a child questionnare
household questionnajrand a community questionnaiéoung Lives 2017) The
household data smilarto othercrosssectional datasets such as the W@&dahlGs Living
Standards Measurement Study. It covers a range of (apetsding household composition
and living conditions and the caregit®perceptionsttitudesand aspirationMorrow,
2017) Timeuse data and height and weight informationalbfamily memberdavealso
been collected. In the chiklirveys, informationwasgathered abouhe childreids daily lives
as well as their perspectivesperiences and aspiratiofidercon & Krishnan2009) Their
cognitive skills were also tested. The commudiyaprovidesinformation about the

historical economigsocial and environmentaltuationsof eachlocale(Morrow, 2017)

5.23 Sampling and participants

In 2002 approximately D00 children were sampled in each countising a multistage
sampling procedur@Petrou & Kupek2010) Indiats Younger Cohort consisted gD21
childrern; 1,081 males (53.8%) and 930 females (46.2%0ung Lives 2017) 1,0008-year

old children wereselected as an Older Cohort for compari€®énchez2017) The children
were selected from 20 sentensiéks specifically defined in each country. The use of
sentential sites is a form of sepurposive samplingften seen in health surveillance studies
(Barnett et al.2013) Eachsite or&lustebis assumed to represent a certain typsetting

andillustrate the trends and experienceg®populacgDercon & Krishnan2009)

The sites were selected by local experts to represent a range of rpglmyscontextsand
living conditions with oversampling of poor aredaVithin each clusterchildren were
randomly selected. Although poor families were oversampleange of children was
samplednot only the pooregPetrou & Kupek2010) Young Lives Indiés study sites are
spread across 6 districts of Andhra Pradesh and Telan@anmg Lives 2017) See

Appendix Afor information onanda map showinghe Young Lives study sites in India.

As a longitudinal studyYoung Liveswassusceptible to attrition big®©utesLeon & Dercon
2008) Young Live®attrition rate isnodestcompared teimilar studiesin India, the rates

particularly low 3.7% for the Younger Cohoiyoung Lives 2017)° FurthermoreYoung

9 The samples are noationally representative and were purposively drayrio be prepoor (Kumra, 2008)
10 Attrition happened when both the child and the housétaildgiver were not interviewed.
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Lives has followed a thorough data cleaning proedssh isstill ongoing. More information

about theeprocessess available on the Young Lives websf¥oung Lives 2016)

5.3 StudyApproach

This thesis usedecondary data from Young Lives Indchild and household surveys for the
Younger Cohort. Aside from child ethnicity (Roubhgand heighfor-age at 5yearsold

(Round 2) all the data were collected or constructed in Rou(2D36)'* Whatis primarilya
crosssectional approach has been take order tocapture information based on data
gathered at a specific time po(@ethlehem1999) While this design haprevented causal
relationships from being assesskds robust and versatile and provides good control over the
measurement process there are no lorgrm considerations involvg@ethlehem 1999)

A crosssectional design is useful for pursuing correlational analgmsis it is possible to
investigate multiple variables simultaneously andueately. Furthermordindings from
crosssectional studieare ofterused to inform further resear@Ruane 2016) This research
design $ also consistent with the researéa&nowledge an@xperienceattained through the

Global Development Theory and Practice programme at the University of Bergen.

Also, due tothe high prevalence of stunting in Ind& Khan, 2017)and evidence from the
literature that early nutritiomaybe related t@adolescenbutcomegDercon & Singh, 2013;
Sanchez2017) the longitudinal nature of Young Livegasexploited The relationship
between heightor-age at years oldandsubjective welbeing and psychosocidtils at 15
years oldwasexploreal. This can be thought @& a fixedsample panedomponentas the
same participantwereincluded in each rounfRuane 2016)

5.3.1 Study sample

Round 5 of Young Livashousehold and child data were collected between August 2016 and
January 2017 when the Younger Cohoasapproximately 1%earsold (Young Lives

2017) In this studythe sample size wasaD0 adolescents;d17 males (53.5%) and 877
females (46.2%) (missing; = 6, 0.3%). The majority (69.994,328) lived in rural areas

with only 29.3% (557) living urbanely,220 (64.9%Yesidedn Andhra Pradestand 659
(35.1%)lived in Telangana. Refdo the results chaterfor a detailed univariate analysis.

1 The variables used in this thesis came from the following data files: Round 1 child and household survey
Round 2 child and household sury&pund 5 child surveyRound 5 household survegigound 15 constructed
data file and Round 5 cogpnitive tests {igoyden 20183 2018b; Jones & Hutth2018; Sanchez et aR018)
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5.4Variables
5.4.1Dependentvariables

Psychosocial skill scales were first administered in Roundtit®lder Cohortand to both
cohorts in Round % The psychosocial scales included in Round 5 came from two sources:
(1) scales and items includé@dm Round Zonwardsand (2) new questionnairegich were
tested for use in Rourtlandadministered again in Round 5. Thessv questionnaires

which hase fié previously validated and theoretically grounded scales that are relevant to
childrerss | iwere usead for this thesi¥orke & Portela2018 p. 8)

Subjective wellbeing

Subjective welbeingwas measured through a nipeint selfanchoring scaléCantrilés
Ladder @heladder ofiife questior), which assessurrent life satisfactionl = worst 9 = best

(Yorke & Portela2018) The following question wascluded in the Round 5 child survey

ATher e stepsen tmsiladder. Suppose the ninth, stefhe very toprepresents the
best possible life for yquand the bottom represents the worst possible life for you. Where on

the |l adder do you feel you personally stand

Self-esteem

Geneal selfesteem was calculated using s#cription questionnailgSDQI).* Young
LivesdSDQswerebased orthetheoretical models of setfoncept inShavelsoret al.(1976)
with their multidimensional structur@hesescalesare widely used anamongthe most
validated seHconcept measures/ailable(Yorke & Portela2018)

Participants were asked to responditgheitems on a Likert scale ranging from 1 = strongly
disagree to 4 = strongly agréetal selfesteem was measured on a scale Bqiowest self
esteem) to 32 (highest s@l§teem)A question wasfin generall like being the way | and.

See AppendiB for all scaleitems.Total selfesteem came from the Round 5 child survey

Selt-efficacy

The generalised seéffficacy scaldSchwarzer & Jerusalerh995) was created tassess a

general sense of perceived sefificacy(Yorke & Portela2018) The scale wadevelopedor

2 psychosocial constructs cannot be directly observed anddinestly measured. Each psychosocial variable
must be defined in terms of behaviours believed to represent it. These behaviours then serve as measurable
indicators of the underlying construatorke & Portela2018)

13 General selesteemparent relationsand peer relations were taken from Young Léssdf-description
guestionnaires; SDQandll (Yorke & Portela2018)

28



adolescents (1) and the adult population. It has been adapted to many countries (including
India) and the findings fromnultiple studies confirm that the measure is reliable and
unidimensional across culturéScholz Dofig Sud & Schwarzey2002)

Participants were asked to respond.@temson a Likert scale ranging from 1 = strongly
disagree to 4 = strongly agr@@tal seltefficacy was measured on a scale frbdr{lowest
self-efficacy) to 40 (highest seéfficacy). An examplequestion isfil can usually handle
whatever comes my waySee AppendiB for all scaleitems.Total self-efficacy came from

the Round 5 child survey.

5.4.2Independentvariables

Five groups of independent variables (individualcro-, exo-, macrg and chronosystem

factors) were used inighanalysis. These variables were selected and blocked based on theory
(Bronfenbrenner, 1979, 198@xisting literature about significanbrrelatef subjective
well-being selfesteem and se#fficacy, and factors available iMoung Live®datasets

Most variablesof interest were located at the mi¢ewel including caregiver characteristics

and close relationshipsupplemented with individual attributesd other more distal factors

Individual factors

Age: Age was reported in monthBhe age variable came from the Round 5 child survey.

Gender:Male wasthe reference groypoded as @ndfemale was coded as 1. The gender

variable came from the Round 5 child survey.

Ethnic group: Ethnic group was coded as 1 for Scheduled Ca2tles Scheduled Tribe8
for Backwarg Classesand 4 for Other CasteSheethnic group variable came from the

Round 1 child/household survey.

PPVT Score Cognitive skills were represented by retandardsed raw scores on the
Peabody Picture Vocabulary Test (PPVT). The PR test of repetitiveocabularywhich

is commonlyusedto measure childrels cognitive abilities ideveloping countriefR. Singh

& Mukherjeg 2016) The tesincludesup to 204 items. In each itemthe interviewer says a
stimulus word andhe participant mustelect the picture out of four options which best
represents the woi@anchez2017) In India Young Lives administered the English version
of the PPVT (PPVTIIl). The PPTV score variable canternh the Round 5 cognitive tests file.
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Microsystemfactors

Caregiveis education levelY ears of education completed was used as a simple proxy for
the caregiveiGcognitive skill leves. It was assumed that caregivers who had completed more

years of education would hafierthercognitive skills than those who had completed fewer.

Caregiveds education level was coded 0 for no formal schooling completed (rdofoe)
grades 15 completed (& years)2 for grades 4.0 completed (A0 years)and 3 for 11 or
more years completed (11+ years). The care@wtucation level variable came from the

Round 15 constructed data file.

Caregiveis subjective welbeing The aregivesdsubjective welbeing was measured using
the same Stepladder oflife question(Cantrilds Ladde) that was in the child surveyhis

variablecame from the Round 5 household survey.

Caregiveis psychosocial skillsThe @regiverépsychosocial skills werassessedsing four
guestions measuring pridend three questiorassessinggencyPride is related to self
esteemand agency is used synonymously with-sélffcacy(Yorke & Portela2018) The

pride scale wasdsedon the seHesteem scale froRosenberd1965) and the agency scale
drew on indicators iBandura(1993) Participants were asked to respond to each item on a
Likert scale ranging from 1 = strongly disagre&te strongly agredased on their level of
agreement with the various statements. Negative statements had their scaling (¥oeksed
& Portelg 2018)

Total caregiveis pride was measured on a scale febffowest pride) to 20 (highest pride).

One questiomeasuring pridevas thfe j ob | do makes me ff eel pr o
Total caregiveds agency was measured on a scale f8¢lawest agency) to 15 (highest

agency)An exampleguestionis fif | try hard | can improve my situation in lifeSee

Appendix B for all pride and agency itenT$he caregivas pride and agency variables came

from the Round 5 household survey.

Parent relations:Participants with one or both living parents were asked to respaighto
itemson a Likert scale ranging from 1 = strongly disagree to 4 = strongly agre parent
relations was measured on a sdeden 8 (lowest parentelation) to 32 (highest pare
relations). An example of a question measuring parent relatiofigyest along well with my
parent See AppendixB for all items.Theparent relations variable came fr@&@DQ I, in
the Round 5 child survey.
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Peer relations Participants were asked émght itemson a Likert scale ranging from 1 =
strongly disagree to 4 = strongly agréetal peefrelations was measured on a scale ranging
from 8 (lowest peerelation) to 32 (highest peeelations). An example of a question
measuring peer relations i:have lots of friend®.See AppendiB for all items.The peer

relations variable came froBDQ |, in the Round 5 child survey.

Exosystemfactor

School enrolment School enrolment was coded O if the adolescent wasnmotledin

schoo| and 1 if they wereThe enrolmenvariablecame from the Round 5 child survey.

Macrosystemfactors
Wealth Index (WI} The WIisYoung Live$primary measure of socioeconomic status
plaang households on a continuous scale of we@tiones 2017) It wasconstructed from
three indices: housing qualjtyccess to serviceand ownership of consumer durabtés.
Because these indicatase assumed to legually importantthe WI is a simple average of
thethreeelemens (Briones 2017) Theresult isa value between 0 andA higher WI
indicates a higher socioeconomic stailse WI came from thékound 5 household survey.

Subjective household wealth statufo supplement the WI variablasecondeconomic
variable was includetb reflectgeneralattitudes about social life and prosperithe
subjective household wealth status variable came from the Round 5 child Surgey.

adolescents were asked which of six levels best described their household
1 =very rich 2 =rich 3 = comfortable4 = stuggle to get by5 = poor 6 = destitute.

Due to the small number of respondents indtestitute categorythis was recoded to 5 =

poor or destitute.

Area of residenceArea of residence (urban/rurdlurban was coded as 0 and rural was

coded as 1The area variable came from the Rours donstructed data file.

State of residenceState of residence (Andhra Pradesh/Telangadaidhra Pradesh was

coded as (and Telangana was The state variable came from the Round 5 child survey.

¥ The WI was designed to include a broad range of variables because markers of wealth vary substantially
across the sample.
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Chronosystemfactor

Height-for-age at Syearsold: Nutritional status at ageyearsold (Round 2) was estimated
using an agreedpon measure of physical development; hefghiagez-score(HAZ) .*°
Heightfor-age is a sturdy measurement variable for capturing early nutritional investfents.
child with aHAZ scorebelow-2 (that is 2 standard deviations below the mediaalthy

child) is classified as stunted. Heightearly childhoochas been faud to be a reliable

measure of feeding and nutritiap to that poinfDercon & Sanche2013) The heighifor-

age at 5yearsold variable came from the Round 2 child/household survey.

5.5Data Management

Care was taken prior to the commencement of data analyssptectthe dataset for errors
and to do any necessary screening and cleansmgg SPSS. Firsthe dataverechecked for
figures which were impossible or out of ranged these were corrected or deldgfedllant
2016) All data classified aéot knowrd(77), ot applicablé(88), dmnissing(99) and

Gefused to answé(79) were recoded tnissinga

All variables were screened for outliers. Outliers classifie@xtsemé&by SPSS were
investigatedFour impossibly high results for heiglur-age at 5yearsold were removed as
they were associated with heights between 140 and 1,/&alhout of range for a child of 5
yearsof age(WHO, 2015) These heights were most likely entered incorrectly during data
collection Aside fromthis, all outliers were retained given that they were reasonably few

naturally occurringwithin realistic rangesand did not overly affect the outcomes.

5.5.1Data analysismethods

IBM SPSS Statistics version 25 was used to assess the relationship bdeevegious

individual andsociatecological factors and subjective wbking selfesteem and self

efficacy amongasample of 15/earold Indian adolescents. Analyses were run excluding

cases pairwise and produce analyses reflective of variation present in the samjssing

data were not replaced. Sample sizes were more than suffd@spite missing data. The

variables were created as described above. The ordinary least squares estimation method was

used and statistical analyses were run in three steps

15Using the most recent growth standards of the Widddlth Organization (WHQeight (measured in cm)
was transformed into a heigftr-agez-scoreby Young Lives. HAZscoresmeasure the distance between a
given child and the reference/norm child for the equivalent gender ar{@agehez2017)
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1) Basic descriptive statistics were obtained for all variables.

2) Bivariate relationships between timelependenvariables and thdependentvariables were
explored using Pears@productmoment orrelation coefficients (continuous/scale
variables)independent samplegdsts (dichotomous variablesy oneway ANOVA
(categorical variables).

Forthett est s, Co h etongeasure effeciesg®allante2016) For Cohends d
is a small effect, 0.5 is a medium effect and 0.8 is a large é8eben, 1988)For the one
way ANOVASs, eta squaredas dilised. As Pallant (2016) descride fiCohen cl assi f |

a small effect, .06 as a medium effect and

3) Hierarchical multiple regressiavas used texaminethe ability of the variougmdependent
variables to prediét levels of subjective welbeing self-esteem and se#fficacy in the
adolescent sampl@reciselywhichindividual characteristicand factors across the miero

exo-, macre and chronosystemeereassociated witlthe dependentariables Sets of

covariates were offered in blogksased on thESM, to test the robustness of the

relationship. Five blocks of independent variables were regressed onto subjectivzemg|
selfesteem and seéfficacy respectively. Each block of independent variables was chosen
based orrorrelategeported in the literature. Each block contained the independent variables

from the precedinglock andalsointroduced additional independent variables.

The model order entry was set to move onEB& from closest variables to the individutd
more distal layers. The individubdvel variables were entered firSubsequent blocks
included microsystem factqrschool enrolment at the esystemlevel, macrosystem factors
and finally, early nutrition status at the chronosystewel. Byexaminng differences in
adjustedr? statistics hierarchical multiple regressi@nables the relative influence of each

set ofindependent variablds beexplored(Evans et a).2014)

The aim of the analysis was to develop medetounting for the best available variance in
subjective weHbeing self-esteem and se#fficacy, given the limits of available variables
(see 6.HierarchicalMultiple Regressiorior details).Thus, once all sets of variables were
entered, the overall model was assessed in terms of its ability to predict the dependent
variable in question (subjectiveell-being, seHesteem or selkéfficacy) In order to produce

Bjtwas acknowledged that some researchers give causal o
No causal meaning has been given to these terms in this study. Due to the correlational nature of this research,
causal inferences are inappropriate.
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parsimonious final modg] only the factors which showed statistical significance were
retained.The remaining variables wetieenanalysed usingimultaneousnultiple regression.
Themethodaused did not allow causality to be inferred, but they did provide information

about correlates of subjective wbking, seHesteem and seéfficacy in the study sample.

5.5.2Quality assurance

Thoroughprocedurs wereconducted to systematicaligstYoung Live®psychosocial
scalesThe psychosocial scales includedRaund 5had their psychometric properties
assesseih 2013before the commencement of Roundéluding reliability and validitySee

Yorke and Portela (2018) for details on the sc@detectionadaption and validation.

5.5.2.1Reliability

Yorke and Portela (2018) used inteam correlations and CronbashAlpha to assess
reliability, and these same measures were irs#us studyA Cronbaclis a | pshose 6 ( U)
.70 oraboveindicates internal consisten{at thedifferent scale items hang together)
(Pallant 2016) For scales with fewer than Iittms achieving a sufficiently high Cronbaih
alpha can be difficulfPallant 2016) This is because trephacoefficient is a function of the
inter-item correlations across iteprad the number of items in the scdiethese instances

the average intatem correlation value can be uséacording to Clark and Watson (1995)
this valueshould be between .End.50. Scores in this acceptable range are indicative of
unidimensionality and good internal functioning/consistgi@grk & Watson 1995) See

Table1 for reliability informationaboutthe scales used in this stutly

Tablel

Cronbacl@s Alphas and Mean Intetem Correlations for the Scale Variables

Scale ltems Current Study Yorke andPortela (2018)
Cronbackis U . Mean inter_ Cronbaciis _ Mean inter.
item correlation item correlation

Self-esteem 8 .64 .19 .75 27
Self-efficacy 10 74 .22 .82 31
Caregiveés pride 4 .49 .20 .66 .32
Caregiveés agency 3 .34 .18 41 A2
Parentrelations 8 .78 31 .82 .36
Peer relations 8 .74 .26 .82 .36

" The results from Yorke and Portela pertain toYoenger Cohorfrom Indiain 2013, when they were 12

years oldfor all scales expect fahecaregiveés pride and agenccales These results are for the child version

of the pride and agency scalé&s, the Older Cohort in 201®hen they were 19 years oldo recent studies

testing the reliability ofthe ar egi ver 6 s pri de and agency scales were a8
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Overall evaluation of reliability

Most Cronbachalphascores were over @n an acceptable boundary close tq ii@@icating

good internal consistenciespite the presence of some low Cronkalpha scoreghe inter

item correlationsverewithin theacceptable range for each sq@éark & Watson 1995)

One can argue that parent and peer relations are narrower constructs tkatesaifpride

and seHefficacy/agencyThus is not surprisinghat the average interitem correlations for

these competencies are higfMéorke & Portela2018) Overall the interitem correlations in

the included scaleseremoderately low and as the scales only comprise three to 10 items; we
can feel confident that these estimatgmresent a measure of internal consisteweych is

also parsimoniougPallant 2016)

5.5.2.2Validity

During the new psychosocial scale development protiesgsychometric properties of the
scales were evaluated through confirmatory factor analysis (G4 -group confirmatory
factor analysis (MGCFA)asalsoperformed on the scales to investigate whether they were
equivalent across countri€gorke & Portela2018) Overall, the scales were found to be
working well in each of the four countridefer to Yorke and Portela (2018) for details.
Because this testing was performed Vhitiththe scales and thparticipantaused in this

thesis and because this thesis is based on data from only one Young Lives cinentry
decision was made not to perform any additional factor analysis.

5.5.2.3Generalsability

The propoor sample can be viewed as both a weakness and a stiidreghmple is not
representative at the national or state leVkls limits thestudys generagability (Kumra,
2008) However the pro-poor biasalsomears thatthis thesis providegaluable information
aboutmoredisadvantaged adolescents in the states of Andhra Pradesh and Telangana

(Morrow, 2017) Generalisabilitywill beaddressed in more detail in the discussion chapter.

5.6 Ethical Considerations

When using a pogtositivist approachfi a longer is it good enough for the researcher to see
the people s/he is researching simply as research subjects from whom information is
cextracted(Ryan 2006 p. 17) Observing ethical obligations is essential for all research
involving peope andadditional precautions are needed to protect young p€splenk &

Williamson, 2005) Young Liveshas taken @ositive view of research ethics as enabling
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high-quality researchand emphasis has been placed on respect and j(Mbcew, 2013a)

This thesis used existing data from Round® 4nd 5 ofYoung Lives No direct contact was

made with the research participants. While secondatiy analysis is widely assumed to

present few ethical challenge®nsiderations must still be made. In this thesise was taken

to A...be cognisant of the con,geeagms;igtaend r esp
emotional labour of the orign a |  (Marrowk Boddy, & Lamb, 2014 p. 17)

Formally, Young Lives has received ethical approval from several ethics hazrhigling the
University of Oxfords Social SciencBivision, and committees in the four research countries
(Young Lives n.d-b). A &Memorandum of Understandiafpr fieldworkers wagroduced

This offeredguidelines for respectful communication with participaaridwas used in each
round by all teams. All researchers undertook training on research,ethit$ieldwork

manuals contained ethics informatigvorrow, 2013a, 2017)

Informed consent was obtainddoughout the roundsom everyone involvedincluding the
children their caregivers and other community members. Informed consemepeatedly

sought and recorded prior to each round of fieldwork and at every acii\styrveysession
(Young Lives n.d-a). Fieldworkers were taught to explain the research in-¢héddly

ways. In some instancgseople were unwilling or unable to sign autkation documents

and voice recordings were used. Consead to be gained from both the children and their
parents and in some situations; there were discrepancies between the willingness of the two
parties(Morrow, 2013a) In the Young Lives countrieshildren are generally taught to obey
their elders and subsequentiare was taken not to pressthie children to participate. All

participants were assured anonymity and confidenti®iyrrow, 2013a)

Issueshave also been addressed regarding Young Gotdgyations. Many of the study sites
had received governmental and rgwvernmental interventions in the padvertime, the
researchers encountered confusion about the purpose of the research and sopaa{zarti
askedfor andanticipatedhelp. Theexpectatiorof help does challenge the issue of free
consen{Morrow, 2013a) However the participants were reminded throughout the research
process that while there were no material benefits from their participtit@ncontributions
couldhelp to influence programmes and poli¢igsd bring gains in the futurEindings have
been repded tosomecommunities in easily accessible and contextually appropriate ways
which highlightedthe datés worth.In some case¥oung Lives teambavegiven back in
locally-relevantways bydonaing resource$or commonuse like school supplis.
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6. Results

This chapter presents the results of the univadatariate and multivariate analyses which
were performed. Firsthe results of the univariate analyses are presgniddding
frequencies of the categorical variabéegldescriptive statistics of the continuous variables
Informationabout assumption checkimgalso providedThis is followed by the results of the
bivariate analyses. These aitests of dichotomous variableorrelations of continuous
variables and onway betweergroups ANOVAof categorical variableginally, theresults

of thehierarchicalandsimultaneousnultiple regressiongre presented he multiple
regressiomesultspertaining to each dependent variadnlegivenin turn.

6.1 Univariate Analyses
6.1.1 Categoricalvariables

Initial descriptive analyses of soeitemographic characteristics were run on the X200y
participantsSeeAppendixC for a table showingll descriptive statistics of the categorical
variables.The study sampleonsisted of 1017 male adolescents (53.5%) and 877 female
adolescents (46.2%nissing:n = 6, 0.3%. Eight hundred and eighfiye participants

(46.6%) were from Backwards Classg49 (18.4%) were from Scheduled Casisl

(14.8%) were from Scheduled Tribesd 385 (20.3%) were from Other Castes. Almost 70%
of the sampler( = 1382 69.9%) lived in rural areawith only 29.3% living urbanelyn(=

557), missing:n = 15, 0.8%.Most of the sample lived ithe state oAndhra Pradesn(=

122Q 64.2%) with fewer living in Telanganan(= 659 34.7 %) missing:n = 21, 1.1%.

The clear majorityr{ = 1675 88.2 %) of the participants were enrolled in schaith only
8.6% f = 163) not being enrolledanissing:n = 62, 3.3%.Almost half of the adolescerdts
caregivers had no formal education< 866, 45.6%) 21.7% € = 413) had completed-3
years of educatiqr26.6% @ = 506) had completed-80 years and only 6% (= 114) had

completed 11 or more yeamissing:n = 1, 0.1%.

Six hundred and fiftfour (34.4%) of the participade family households were in the bottom
tercile of thewl, 613 (32.3%) were in the middle tercile and 633 (33.3%) were in the top
tercile. When subjectively describing their houseboldealth staty$9.8% f = 1136) of the
adolescents said that they were comfortable and could manage to 2248y (0 = 425) said
they never had quite enough and struggled to geth$% @ = 237) said that they were poor
and 0.1%1{ = 1) answereadvith destitute. On the other harti5% f = 86) felt that they
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were rich and 0.2% 1t = 3) answeredvith very rich missing:n = 12, 0.6%.In 2006 (Round
2), when the adolescents wergéarsold, 28.7% @ = 545) of the sample were moderately
stunted and 7%n(= 133) were severely stunted. Howew&3.5% 0 = 1207) were not

stunted. Stunting information was missing for 0.82the samplén = 15).

6.1.2 Continuousvariables

The participan@ages ranged from 170 months (14.17 years) to 190 months (15.83 {ars) (
= 180.0Q SD =3.78). The PPVT raw scores of the adolescents ranged from 9andbihe
mean score was 47.3S[D =7.89). The mean subjective welkingof the adolescents was
5.06(1 to 9 SD =1.41).18 Total selfesteem ranged from 16 to,3@th a mean selésteem
score of 24.758D =2.25) and total seffficacy ranged from 17 to 4@ith a mean score of
31.39 D =2.94). The mean subjective wékking of the adolesceldtsaragivers was 4.57 (1
to 9, SD =1.29). Total caregivés pride ranged from 6 to 2@ith a mean of 15.955D =
1.90) and total caregivéa agency ranged from 4 to,Maith an average score of 11.78 =
1.71). Parent relations had a range of 14 tov a mean of 27.795D =2.85) and peer
relations ranged from 15 to 3®ith ameanof 25.08 ED =2.53). Average househoWl was
.63 (.10 to .95SD =.16). The adolescer@BIAZ scores at yearsold ranged from6.74 to
3.13 with an average ofl.67 ED =0.99). Seé\ppendixD for a table showinglescriptive

statistics of the continuous variables.

6.2 AssumptionChecking

Preliminary analyses were performed to check all the independent and dependent variables for
normality, homoscedasticitymulticollinearity and linearity. Overalthe assumptions were

not violated. The PPVT raw scovariablewas onevhich had a notable negative skew (most
participants recorded high scores) and was not approximately normally distributed. Because
of this, the PPVT raw scor@ariablewas transformed for use in future analyses. The scores

were mathematically converted using reflect and logarithm to make the distribution appear
more normal® As is encouraged in the literatysdter transformatiorthe PPVT scags were

rechecked for normalifj\nomoscedasticitymulticollinearity and linearityPallant 2016;

8 1n the interest of spaci the results chaptesubjective welbeing and welbeing are useihterchangeably

P First, a reflect and square root transformation was ttedausevhen a distributiomliffers moderately from

normal this approach iadvised(Tabachnick & Fiell, 2013) However little advantage was found. Tabachnick

and Fidell (2013) sugge=ithat a log transformation should be tried nesten the distribution differs more
substantially from normal. Furthewith negative skewghe recommended strateigyto reflect the variabjeand

then apply the appropriate transformation for positive skewness. Subsegedletity and logarithm was the

approach which was taken. This is a useful way of transforming negatively skewed variables for analyses which
requre normal distributiorfPallant 2016)
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Tabachnick & Fidell2013) The transformed variable was foundtapproximately

normally distributed. HereaftedPPVT scorérefers to the transformed variable.

Thethreedependent variables werkexked for multicollinearity and the assumption was not
violated. As is to be expectgiven theirrelatednesgshe variables werassociatedout the
correlations were not too high. There was a very small positive correlation between subjective
well-beingand selfesteemr = .07, n = 1786 p =.004 and a small positive correlation

between subjective welleing and seléfficacy, r = .13 n = 181Q p <.001.The correlation
between selesteem and seéfficacy was larger = .53 n = 1746 p <.001. Thisresultwas
unsurprising as selsteem and seéfficacy are each a perception of the dalit it wasnot

largeenough to cause concern. See Tafier the correlationsf thedependenvariables

Table2

PearsonProductmomentCorrelations betweer@ubjectiveWell-being Self-esteem andelf-
efficacy

Variable Well-being Selfesteem Self-efficacy
Well-being Pearson Correlation 1
N 1889
Selfesteem  Pearson Correlation 07** 1
N 1786 1786
Seltefficacy  Pearson Correlation 13 H53** 1
N 1810 1746 1810

Note.PPVT = Peabody Picture Vocabulary Test
**Correlation is significant at the 0.01 level-{2iled)

6.3 Bivariate Analyses
6.3.1 T-tests of dichotomous variables

Independent samplegdsts were used to compare subjectiveweihg selfesteem and self
efficacy in thefollowing dichotomous variables: gengdsechool enrolmengtatus areaof

residenceand state of residence.

Subjective wellbeing

There was no significant differencethre subjectivewell-beingof males and female3here
washowevera significant difference in the webleing scores of those enrolled in schddlX
5.16 SD =1.40) and those not enrolled in schoM € 4.39 SD =1.12),1(214.78) =8.19 p
< .001(two-tailed). The subjective welbeing of those enrolled in school was significantly
higher than those not enrolled in schddie magnitude of the difference in the me@nsan
difference =.77, 95% CI:-.96 t0-.59) was moderate (Cohéd = 0.61)

39



There was also a significant difference in siajectivewell-being scores of those living in
urban aread\| = 5.29 SD =1.44) and rural areasM = 4.97, SD =1.38), t(1000.94) = 4.37

p <.001(two-tailed).Yet, the magnitude of the difference in the means (mean difference =
.32,95% CI: .17 to .46) was small (Colted = 0.23).Therewasalso asignificant difference

in the weltbeing scores of those living in the states of Andhra Pradésh4.99 SD =

1.27) and TelanganaA = 5.20 SD =1.63), t(1099.35) =2.88 p =.004(two-tailed). In this
casethe magnitude of the difference in the means (mean differen24,95% CI:-.35 to-

.07) was very small (Cohéxd = 0.14). See Tabla for t-tests ofsubjective weklbeing.

Table3
T-tests ofSubjectiveWell-being

Variable n Mean Mean t df Sig. 95.0% Coheris
(Std. Dev) Diff. (2- Confidence d
tailed) Interval
Lower Upper

Gender
Male 1014 5.01(1.39) -11 -1.62 1887 .106 -.23 .02 0.08
Female 875 5.12(1.42)
Total 1889

Enrolment
Yes 1671 5.16(1.40) -77 -8.19 21478 .000 -.96 -.59 0.61
No 163 4.39(1.12)
Total 1834

Area
Urban 554  5.29 (1.44) .32 4.37 1000.94 .000 A7 .46 0.23
Rural 1320 4.97 (1.38)
Total 1874

State
Andhra Pradesh 1210 4.99 (1.27) -21 -2.88 1099.35 .004 -.35 -.07 0.14
Telangana 659 5.20(1.63)

Total 1869

Self-esteem

Again, here was no significant difference in sefteem scores for males and femaléere
was a significant difference the selfesteem of those enrolled in schadl £ 24.81, SD =
2.21) and those not enrolled in schoM € 24.37 SD =2.56), t(1731) =-2.28 p =.023
(two-tailed).While the adolescents enrolled in school had higlherageself-esteem than
those not enilted, the magnitude of the difference in the means (mean differendd,95%
Cl: -.81 to-.06) was very small (Cohéd = 0.18).

With regards to locationhere was no significant difference in the sedfeem scores of those

living in urban areas andiral areasThere wasowevera significant difference in the self
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esteem scores of those living in Andhra Pradbshk 4.63 SD =2.27) and TelanganaM =
25.01 SD =2.20, t(1764) =-3.37, p =.001(two-tailed). Yet, thelevel of the difference in the
means (mean difference-38, 95% CI:-.60 to-.16) was very small (Cohé&xd = 0.17). See

Table4 for t-tests of seblesteem.

Table4

T-tests ofelf-esteem

Variable n Mean Mean t df Sig. 95.0% Coheris
(Std. Dev) Diff. (2- Confidence d
tailed) Interval
Lower Upper

Gender
Male 959 24.68(2.25) -16 -1.49 1784 .138 -.37 .05 0.07
Female 827 24.84 (2.25)
Total 1786

Enrolment
Yes 1582 24.81(2.21) -44 -228 1731 .023 -81 -.06 0.18
No 151 24.37 (2.56)
Total 1733

Area
Urban 531 24.79(2.37) .07 .56 937.68 .574 -17 .30 0.03
Rural 1240 24.72 (2.19)
Total 1771

State
Andhra Pradesh 1172 24.63 (2.27) -38 -3.37 1764 .001 -.60 -.16 0.17
Telangana 594  25.01 (2.20)

Total 1766

Self-efficacy

There wasalsono significant difference in se#fficacy scores for males and femalEsere
was however a significant difference in the sdffcacy of those enrolled in schodli (=
31.56 SD =2.85) and those not enrolled in schoM € 29.88 SD =3.43,1(1761) =-6.70Q

p <.001(two-tailed). Those enrolled in school scored higher on-e#itacy than those not
enrolled.The magnitude of the difference in the means (mean different&% 95% CI:-
2.17 to-1.18) was moderate (Cohisrl = 0.53 a medium effect)There was no significant
difference in the seléfficacy scores of those living in urban areas and rural aoedgtween
those living in Andhra Pradesh and Telang&@wee Tablé for t-tests of sekefficacy.
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Table5
T-tests ofself-efficacy

Variable n Mean Mean t df Sig. 95.0% Coheris
(Std. Dev) Diff. (2- Confidence d
tailed) Interval
Lower Upper

Gender
Male 978 31.43(2.94) .11 .76 1808 .448 =17 .38 0.03
Female 832 31.33(2.94)
Total 1810

Enrolment
Yes 1616 31.56(2.85) -1.67 -6.70 1761 .000 -2.17 -1.18 0.53
No 147  29.88 (3.43)
Total 1763

Area
Urban 533 31.55(2.98) .25 1.66 1793 .097 -.05 .55 0.09
Rural 1262 31.30(2.91)
Total 1795

State
Andhra Pradesh 1186 31.33(2.98) -.16 -1.10 1788 .27 -.45 A3 0.06
Telangana 604 31.49 (2.87)

Total 1790

6.3.2Correlations of continuous variables

The relationships between subjective wWiding selfesteem and se#fficacy and the
continuous variables: PPVT scpoaregiveés subjective welbeing caregiveés pride
caregiveds agencyparent relationgeer relationsW| and heightfor-age at 5/earsold, were
investigated using Pearson prodaowtment correlation coefficients. Preliminary analyses
wereperformedo ensurghatthe assumptions of normaljtiynearity and homoscedasticity

were not violated

Subjective welltbeing

For subjective welbeing all the variables included were significant correlaleansformed
PPVT score was somewhat negatively correlated with-vefig(r = -.19, n = 1882 p <
.001). As Tabachnick and Fidell (2018)visedwhen interpreting a reflected variapés is
the case herd is important to reverse the direction of theerpretation as well. Thigpplies
to the interpretation of anselationshipsvhichinclude transformed PPVT. This means that
the negative correlation above can be interpreted as a positive corretaticating that
higher levels of cognitive functioning are associated with highbjectivewell-being.

Furthermorethere was a moderagtrong positive correlation between caregifesubjective

well-being and adolescdiBtsubjective welbeing(r = .49, n = 1889 p <.001). This
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suggests thdtigher caregiver welbeing is associated with higher adolescentseihg.
Caregiveds pride(r = .13 n = 1845 p <.0021), parent relationgr = .13 n = 1848 p <
.002), peer relationg(r = .10,n =1809 p <.00D, WI (r = .25 n =1889 p <.00]), and
heightfor-age ab years old r = .13 n = 1878 p <.001) were all shown to be weakly
positively correlated witlsubjectivewell-being. There was also a very weak positive
correlation between caregiveragency and webeing(r = .08 n = 1794 p =.001). This
indicatesthat higher levels of these factors egkatedto higher subjective welbeing. See
Table6 for Pearson produehoment correlations between subjective viging and the

continuous variables.

Table6

Pearson Productmoment Correlations betweerSubjective Well-being and PPVTScore
Caregiveis SubjectiveWell-being Caregivelis Pride, Caregiveits Agency Parent Relations
PeerRelations WI andHeightfor-age at5 years old

Variable n Missing Pearson Correlation  Sig (2tailed)
PPVT score 1882 18 -.19** .000
Caregiveés wellbeing 1889 11 A9** .000
Caregiveés pride 1845 55 A13** .000
Caregiveés agency 1794 106 .08** .000
Parent relations 1848 52 3% .000
Peer relations 1809 91 .10** .000
Wi 1889 11 .25** .000
Heightfor-ageat Syearsold 1878 22 A3+ .000

Note.PPVT = Peabody Picture Vocabulary Test
**Correlation is significant at the 0.0g&vel (2tailed)
*Correlation is significant at the 0.05 leveH@iled)

Self-esteem

Caregiveds pride caregivets agencyparent relations and peer relations were all significant
correlates of selésteem. There was a stropgsitive correlation between peer relations and
seltesteen(r = .59, n = 1745 p <.001), with higher (more positive) levels of peer relations
associated with higher sedsteem. There were also weak positive correlations between
caregiveds pride and $e-esteen(r = .16, n = 1745 p < .001), caregiveés agency and self
esteen(r = .17,n = 1702 p < .00)), and parent relations and selteen(r = .29, n = 1753

p <.001), with higher levels of these factors associated with highelesédiem. The
remaining variable@PPVT scorecaregivets subjective welbeing WI, and heighffor-age at

5 year$ were not significant correlates of sedteem. See Tablefor Pearson product

moment correlations between sefteem and the continuous variables.
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Table7

PearsonProductmomentCorrelations betweergelf-esteem andPPVT Score, Caregiveis
Subjective Well-being Caregives Pride, Caregiveitis Agency Parent Relations Peer
Relations WI andHeightfor-age at5 years old

Variable n Missing PearsorCorrelation Sig (2tailed)
PPVT score 1780 120 -.03 .229
Caregiveds wellbeing 1786 114 -.04 131
Caregiveds pride 1745 155 16%* .000
Caregiveés agency 1702 198 A7 .000
Parent relations 1753 147 29%* .000
Peer relations 1745 155 .59 .000
Wi 1786 114 .04 .106
Heightfor-age at 5/earsold 1776 124 .03 .270

Note.PPVT = Peabody Picture Vocabulary Test
**Correlation is significant at the 0.01 level-(iled)
*Correlation is significant at the 0.05 level{@iled)

Selt-efficacy

For seltefficacy, all the variables included were significant correlates. There was a moderate
strong positive correlation between peer relations andedéilfacy(r = .47, n =1759 p <

.001), with higher levels of peer relations associated with higheretttfacy. There were

also weak positive correlations between care@vpride and seléfficacy(r = .15, n= 1772

p <.001), caregiveds agency and seéfficacy(r = .13 n = 1724 p < .001), parent relations

and selfefficacy(r = .23 n = 1775 p <.001), andWI and selefficacy(r = .14, n = 181Q p

< .00]). There was a weakegative correlation between transformed (reversed) PPVT score
and seHefficacy(r = -.15, n = 1804 p < .00J). This indicates that higher levels of these
various variables are associated with greater levels eéBmlacy. Finally there were very

weak positive correlations between caregweubjective welbeing and adolescestself
efficacy(r = .05, n = 1810, p =.042, and heighffor-age ab years oldand seHefficacy(r =

.05, n =1799 p =.029. See Tabl& for Pearson produehoment correlations between self
efficacy and the continuous variahles
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Table8

PearsonproductmomentCorrelations betweergelf-efficacy and PPVTScore Caregiveis
Subjective Well-being Caregives Pride, Caregiveitis Agency Parent Relations Peer
Relations WI andHeightfor-age at5 years old

Variable n Missing Pearson Correlation  Sig (2tailed)
PPVTscore 1804 96 - 15%* .000
Caregiveds wellbeing 1810 90 .05* .042
Caregiveds pride 1772 128 15%* .000
Caregiveés agency 1724 176 A13** .000
Parent relations 1775 125 23 .000
Peer relations 1759 141 AT .000
Wi 1810 90 4% .000
Heightfor-age at 5/earsold 1799 101 .05* .029

Note.PPVT = Peabody Picture Vocabulary Test
**Correlation is significant at the 0.01 level-(iled)
*Correlation is significant at the 0.05 leveH@led)

6.3.30ne-way betweengroups ANOVA of categorical variables

Oneway between groupsnalysis of variancBANOVA) was used to explore differences in
meanscoresof subjective welbeing self-esteem and seéfficacy, between groupsThese
differences werbased orethnic groupcaregiveés highest level of educati@mompletedand
subjective household wealth statdThere were four categories for ethnic grodp
Scheduled Caste®: Scheduled Tribe8: Backwards Classgé: Other CastgsCaregivess
highest level of education completed was also separatetburtgroupg1: no formal
education2: 1-5 years3: 6-10 years4: 11+ yearg. For this analysisubjective household
wealth status was recoded into five lev@lsvery rich 2: rich, 3: comfortable4: struggle to

get by 5: poor or destituje

Subjective welltbeing

Ethnic group

Levends test for homogeneity of variances indicated a violation of the assumption of
homogeneity of variance (< .05). A Welch F test was consulieohd there was a statistically
significant difference at the < .05 level for subjective welbeing for the four ethnic groups:

F (3, 765.81) = 8.80p <.001.Yet, the actual difference in mean scores was small. The effect
size calculated using eta squared wasSeeAppendixE.1for the oneway between groups
ANOVA for subjective welbeing depending on ethnic grouBosthoc comparisons using

the Tukey HSD test indicated that the mean score for GtoOgher CasteM = 5.36 SD =

20 Theone-way betweergroups ANOVA andlescriptivestatisticstables for subjective webeing (Appendix E)
self-esteem (Appendix F) arslf-efficacy (Appendk G) areprovidedin the appendicesection
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1.45) was significantly different from the other groyg&heduled CastéM = 4.82 SD =
1.46) Scheduled Tribe@V = 5.00 SD =1.30) andBackwards Classegd1 = 5.04, SD =
1.38).SeeAppendixE.2for subjective welbeing descriptive statistics by ethnic group.

Caregiveis education level

Levends test for homogeneity of variances indicated a violation of the assumption of
homogeneity of variance (< .05). A Welch F test was consulteohd there was a statistically
significant difference at the < .05 leve| F (3, 470.20) = 28.75 <.001.However the actual
difference in mean scores was quite small. The effect size calculated using eta squared was
.04. SeeAppendixE.3 for the oneway between groups ANOVA for subjective wbking
depending on caregiv@reducation levePosthoc compasons using the Tukey HSD test
indicated that the mean score for Groyp %+ year{ M = 5.97, SD =1.29) was

significantly different from Group Inp formal educatiorM = 4.85 SD =1.42) Group 2 (-
5yeas:M = 5.01, SD =1.31) and Group 3(10 yearsM = 5.26 SD =1.38). Group 3 was
also significantly different from Group 1 and Group 2. RefekpgpendixE.4 for the
subjective welbeing descriptive statistics by caregitgeeducation level.

Subjective household wealth status

Levends test for homogeneity of variances indicated a violation of the assumption of
homogeneity of variance (< .05). A Welch F test was consulieohd there was a statistically
significant difference at the < .05 level for subjective welbeing F (4, 15.76) = 142.83p

<.001. The difference in mean scores between the groups was large. The effect size calculated
using eta squared was .20. $gpendixE.5for the oneway between groups ANOVA for

subjective welbeing depending on subjective househuldalth status.

Posthoc comparisons using the Tukey HSD test indicated that the mean score for Group 5
poor or destitutéM = 4.11 SD =1.23) was significantly different from Group Y€ry rich:

M = 8.67, SD =.58), Group 2 fich: M = 6.81, SD =1.05) Group 3¢omfortableM = 5.33

SD =1.30) and Group 4sfruggle to get byM = 4.50 SD =1.20). Group 4 was also
significantly different from Group,XGroup 2 and Group.&roup 3 was significantly

different from Group 1 and Groupa® well Referto AppendixE.6for the subjective well

being descriptive statistics by subjective household wealth status.
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Self-esteem

Ethnic group

Levends test for homogeneity of variances indicated a violation of the assumption of
homogeneity of variance (< .05). A Welch F test was consultdaitthere was no
statisticallysignificant differencdetweerthe groupsF (3, 719.22) = .66p =.576. See
AppendixF.1for the oneway between groups ANOVA for setisteemdepending on ethnic
group.Self-esteem sores forScheduled Cast€M = 24.87 SD =2.16), Scheduled Tribe M
=24.6Q SD =2.61), Backwards Class(M =24.76 SD =2.12, andOther CastefM =
24.74 SD =2.31) were not significantly differenRefer toAppendixF.2 for a table showing

theself-esteem descriptive statistics by ethnic group.
Caregives education level

Levends test for homogeneity of variances indicated no violation of the assumption of
homogeneity of variance ¢ .05) There was no statistically significant differenoeself-
esteem based on caregi@rducatiorlevel F (3, 1781) = 1.84p =.138. Sed\ppendixF.3
for the oneway between groups ANOVA for selisteemdepending on caregiv@areducation
level. Adolescent®f caregiversvith no education had a mean sedteem score of 24.73D
= 2.15) with 1-5 years had a mean score of 24.8D € 2.29) with 6-10 years had a mean
score of 24.633D =2.35) and with 11+ years had a mean score of 253I8% 2.35).See
AppendixF.4for the selfesteem descriptive statistics by caregiweducation level.

Subjective household wealth status

Levends test for homogeneity of variances indicated a violation of the assumption of
homogeneity of variance (< .05). A Welch F test was corited, and a statistically

significant difference at the < .05 level was found in the sedteem scores of the five
subjective wealtltategoriesF (4, 15.60) = 3.89p =.022. Despite reaching statistical
significancethe actual difference in mean scores between the groups was very small. The
effect size calculated using eta squared was .01AfeendixF.5for the oneway between
groups ANOVA for seHesteemdepending on subjective household wealth status.

Posthoccomparisons using the Tukey HSD test indicated that the mean score for Group 5
(poor or destituig: M = 24.23 SD =2.07) was significantly different from Group 2ch: M =
25.11 SD =2.67) Group 3 ¢comfortableM = 24.77 SD =2.18) and Group 4s{ruggle to get
by: M = 24.9], SD =2.39). Group 1\ery rich:M = 25.33 SD =1.53) did not differ
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significantly from any of the other groups. RefeAjgpendixF.6 for the selfesteem

descriptive statistics by subjective household wealth status.

Self-efficacy
Ethnic group

Levends test for homogeneity of variances indicated a violation of the assumption of
homogeneity of variance (< .05). A Welch F test was consultdait no statistically
significant between groups differences were foun(B, 710.65) = 1.04p =.376. See
AppendixG.1for the oneway between groups ANOVA for sedffficacy, depending on
ethnic groupNone of the mean se#ffficacy scores for Scheduled CastieglsH 31.39 SD =
2.97) Scheduled Tribed = 31.07, SD =3.62) Backwards Classe$/(= 31.42 SD =2.69)
and Other Caste$/(= 31.53 SD =2.89) were significantly different from the other groups.

Refer toAppendixG.2for the selfefficacy descriptive statistics by ethnic group.
Caregiveis education level

Levends test for homogeneity of variances indicatedtthe assumption of homogeneity of
variancewas not violatedp > .05). There was a statisticalignificantdifference at the <
.05 level:F (3, 1805) = 11.66p < .001. Despite reaching statistical sfgrance the
difference in mean scores between the groups was small. The effecakimated using eta
squaredwas .02. SeAppendixG.3for the oneway between groups ANOVA for self
efficacy, depending on caregiv@reducation levePosthoccomparisons using the Tukey
HSD test indicated that the mean score for adolescents in Gradywge parents had 11 or
more years of educatioM(= 32.82 SD =2.97) was significantly different from Group b
formal educationM = 31.13 SD =2.88) Group 2 (l-5 yearsM = 31.58 SD =2.98) and
Group 3 6-10 yearsM = 31.35 SD =2.91). Refer tAppendixG.4for the selfefficacy

descriptive statistics by caregiéereducation level.
Subjective household wealth status

Levends test for homogeneity of variances indicated a violation of the assumption of
homogeneity of variance (< .05). A Welch F test was consulteohd a statistically

significant difference at the < .05 level was found in the sedfficacy scores of the grps:

F (4, 15.51) = 7.22p =.002. Despite reaching statistical significartbe actual difference in

mean scores between the groups was small. The effect size calculated using eta squared was
.02. SeéAppendixG.5for the oneway between groups ANOVA faelf-efficacy, depending

on subjective household wealth stateesthoc comparisons using the Tukey HSD test
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indicated that the mean score for Group®&of or destituteM = 30.45 SD =2.840) was
significantly different from Group 2i¢h: M = 32.26 SD= 3.29) Group 3 ¢comfortableM
= 31.51 SD =2.78) and Group 4s{ruggle to get byM = 31.37 SD =3.21). Group 1\ery
rich: M = 33.67, SD =4.62) did not differ significantly from any of the other groupse

AppendixG.6for the selfefficacy descriptive statistics by subjective household wealth status.

6.4 Multiple Regression

Hierarchical multiple regression was use@xaminethe ability of the variougmdependent
variables to predict levels of subjective wiedling self-esteem and seéfficacy in the

adolescent sample. The categorical variables (ethnic gratggiveés education level and
subjective household wealth status) were recoded into dummy variables for inclusion in this
analysis. Subjective household Wwhastatus specifically was recoded to represent

subjectively poor or subjectively not poor. Preliminary analyses were conducted to ensure no

violation of the assumptions of normalitynearity, multicollinearity and homoscedasticity.

6.4.1Subjectivewell-being
6.4.1.1Initial model

The individuallevel factors (gendeethnic group and PPVT score) were entered at Step 1
explaining 4.7% of the variation in subjective wedling { = .047). In Step 2he
microsystem factors (caregivsrevel ofeducationcaregiveé subjective welbeing
caregiveds pride caregiveés agencyparent relationsand peer relations) were entered. The
model now explained 26.3% of varian&® € .263). The micrdevel variables explained an
additional 21.6% of theariance in subjective webeing R? change = .26, F change (8
1710) = 62.66p < .001.

After the entry of school enrolment at the exosystem level in Stie Botal variance

explained by the model was 26.9% € .269). This additional variable explained a further

0.6% of variancegR? change = .06, F change (11709) = 13.52p < .001. In Step, the
macrosystem factors (househdld, coming from a subjectively poor househadea of

residence and state of residence) were entered. The model now explained 32.9% of variance
(R% = .329). The mackevel variables explained an added 6.0% of variance in subjective
well-being R? change = .08, F change (41705) = 38.15p < .001.

Finally, at Step Safter the entry of heigkibr-age at 5/earsold, at the chronosystem level
the total variance explained by the model as a whole remained at, 32(291704) =
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44.0Q p < .001, R? = .329. The addition of the chronosystem factor did not explain any
further varianceR? change = .00, F change (11704) = .71p =.399. See Tabl@ for the
initial modeb summary ohierarchical multiple regressiarf subjective welbeing.
Table9

Initial Modeltss Summary of Hierarchical Multiple Regression ofubjectiveWell-being

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change

1 217 .047 .044 1.374 .047 16.93 5 1718 .000
2 513 .263 .257 1.211 216 62.66 8 1710 .000
3 518 .269 .263 1.206 .006 13.52 1 1709 .000
4 573 .329 322 1.157 .060 38.15 4 1705 .000
5 S57F# 329 .322 1.157 .000 71 1 1704 .399

ae.See Appendit for a list of the independent variables included in each mode
f. Dependent Variable: Subjective wélkking

In the ifth mode| the statistically significant variables were PPVT score (bet@8-p <
.001) caregiveés weltbeing (beta = .4 < .001) parent relations (beta = .07 =.001)
school enrolment (beta = .06=.004) coming from a subjectively poor household (beta =
.23, p <.001) and state of residence (beta =, 4% .001). Caregivés subjective welbeing
made the strongest signifist unique contribution to subjective wbking. The model
explained 32.9% of varianaverall (F (19, 1704) = 44.00p < .001, R?=.329).0Other

factors across théevelsof the ESM were not significant in these data. See Appemhdix

the initial moded soefficients ofhierarchical multipleegression of subjective welkeing.

6.4.1.2Final model

In order to produce a parsimonious final model, all variables that did not show statistical
significance were remove@he remaining variables were analysed via multipggession
using the enter methddll of theindependenvariableswvereentered simultaneouslyyhe
final model was checked for ToleranséFs, and violations of assumptions including
outliers normality, linearity, homoscedasticityand independence of residuals. Normdt P
plot and Scatterplot of Standasell Residuals were not concernapnly a few outliers
were identified. Six outliers outside the critical value were examined and reniRemadving
outliers in this model did little to affect the overall variaritieefinal model consigtd of six
independentariables PPVT scorecaregiveés subjective welbeing parent relationsschool

enrolmentstatus coming from a subjectively poor household and state of residence. The final
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model explained 32.6% of varian(fe (6, 1781) = 143.25p < .001, R? = .326). See Tabl&0
for the final moddls summary o§imultaneousnultiple regression of subjective wddeng.

Table10

Final Modelss Summary of Simultaneous Multiple RegressiofiSubjectiveWell-being

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change
1 b5712 .326 .323 1.156 .326 143.25 6 1781 .000

a. Predictors: (ConstanfPVT scoreCaregiveés wellbeing Parent relationsSchool enrolmentHousehold is

subjectively poorState
b. Dependent Variable: Subjective wb#ing

Caregivets subjective welbeing (beta = .39 < .001) was most highly correlated with
adolesceris subjective welbeing followed by coming from a subjectively poor household
(beta =.23, p <.001) which was inversely related to subjective waing. State of
residence also made a notable contrdyutbeta = .17/p <.001). PPVT score (beta-:08, p

< .001) parent relations (beta = .09 < .001) and school enrolment (beta = ,@6=.004) all

also remained significant. See Tallkefor the final moddks coefficients

Tablell

Final Models Coefficient8 of Simultaneous Multiple RegressiohSubjectiveWell-being

Unstandardied Std. 95.0% Confidence

Coefficients Coefs Interval for B

Lower Upper

Model B Std. Error  Beta t Sig. Bound Bound
1 (Constant) 1.94 .33 5.84 .000 1.29 2.59
PPVTscore -.34 .09 -.08 -3.98 .000 -51 =17
CG&s welkbeing 43 .02 .39 18.94 .000 .39 48
Parent relations .05 .01 .09 4.39 .000 .03 .07
School enrolment .29 .10 .06 2.89 .004 .09 A48
Subijectively poor -.66 .06 -.23 -10.67 .000 -.79 -.54
State ofresidence 51 .06 17 8.54 .000 .39 .63

Note.PPVT = Peabody Picture Vocabulary T&3G= Caregiver
a. Dependent Variable: Subjective wie#ing

6.4.2Self-esteem
6.4.2.1lInitial model

The individuallevel factors (gendeethnic group and PPVT score) were entered at Step 1

explairing 0.3% of the variation in sefisteemR? = .003). In Step 2he microsystem factors
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(caregivets level of educatigrcaregiveés subjective welbeing caregiveés pride

caregiveds agencyparent relationsand peer relations) were entered. The model explained
38.3% of varianceR? = .383). The micrdevel variables explained an additional 37.9% of the
variance in selesteemR? change = .39, F change (81688) = 129.68p < .001.

After the entry of school enrolment at the exosystem level in Stiye 3otal variance

explained by the model remained at 38.3®%= .383). This additional variable explauino

further varianceR? change = .00(F change (11687) = .01p =.925. In Step 4he

macrosystem factors (househd®ld, coming from a subjectively poor househadea of

residence and state of residence) were entered. The model now explained 38.6% of variance
(R? = .386). The macrtevel variables explained an added 0.3% of variameelfesteemR?
change = .00F change (41683) = 2.32p =.055.

Finally, at Step 5after the entry of heigkbr-age at 5/earsold, at the chronosystem level

the total variance explained by the model as a whole was 3B.728, 1682) = 55.86p <

.001, R? = .387. The addition of the chronosystem factor explained a further 0.1% of variance
R?change = .00JF change (11682) = 2.24p =.135. See Tabl&2 for the initial moded s

summary ohierarchical multiple regressiai selfesteem

Tablel2

Initial Modelss Summary of Hierarchical Multiple Regressiorof Self-esteem

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change

1 057 .003 .000 2.246 .003 1.10 5 1696 357
2 619 .383 378 1.772 379 129.68 8 1688 .000
3 619 .383 .378 1.772 .000 .01 1 1687 925
4 6219 .386 379 1.770 .003 2.32 4 1683 .055
5 627 .387 .380 1.769 .001 2.24 1 1682 135

a-e. SeeAppendixH for a list of the independent variables included in each model
f. Dependent VariableSelf-esteem

In model5, the statistically significant variables were caregiver havii@ §ears of
education (beta =05, p =.037), caregiveés subjective welbeing (beta =.08, p =.001)
caregiveds pride (beta = .Qp =.001) caregiveés agency (beta = .0p =.002) parent
relations (beta = .1% < .001) peer relations (beta = .58 < .001) and state (beta = ,G6
=.002). Peer relations made the strongest significant unique contritfbéierppendix for

the initial moelé soefficients otierarchical multipleegressiorof selfesteem.
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6.4.2.2Revised model

The decision was made to remave r e gyearseof education from further analysis due to
the irregular and atypical results which this variable produced. While a small significant effect
was found fohaving acaregiver with €10 years of educatiothe result was negative and
inconsistent withthe direction of the other education levels. This variable only just reached
significance in theifth mode| and it contributed little to explaining the variance in-self
esteem. Thesgnusuakesults may be related to the uneven distribution of the Vargaoss
the education categories. Many more adoleséeategivers had no formal education<

866, 45.6%) than had completed 11 or more years(114, 6%). Some researchers aaéso
cautious about linking caregiver education to child outcomefawnehttesedthat maternal
educationfor examplemight justbe a proxy for other factors like socioeconomic status
geographic locatiofLyytikainen et al.2006) These influences were adequately captured in
the data and included in tidtial model. Subsequentlthe education levels were remoyed
and the six remainingignificantvariables were reanalysed viaultiple regression using the
enter methd.?! This was done to make sure that all these variag®dsignificantonce
caegi ver 0s e du c aThay alldid. The revisedenode\expldined 38.0% of
variance inselfesteemF (6, 1695) = 173.51p < .001, R?= .380). See Tabl&3 for the

revised modés summary osimultaneousnultiple regressiorof selfesteem.

Table13

RevisedVlodefs Summary of Simultaneous Multiple RegressiofiSelf-esteem

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change
1 617 .380 .378 1.771 380 173.51 6 1695 .000

a. Predictors: (Constantlaregiveds wellbeing Caregiveés pride Caregiveés agencyParent relationsState
b. Dependent Variable: Sedsteem

The revised model retained caregi@anellbeing (beta =.08 p < .001) caregiveds pride
(beta = .07p < .001) caregiveés agency (beta = .0 =.004) parent relations (beta = .1
< .001) peer relations (beta = .58 < .001) and state of residence (beta 5 06.002). See
Tablel4 for the revised modé coefficients osimultaneousnultiple regressiorof self

esteem.

21 An additional hierarchicahultiple regression was first performeahd thel6 remainingvariableswere
enteredn five stepsas beforeHowever the results were the same as those produced usiegtérenethod.
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Table14

RevisedModels Coefficient§ of Simultaneoudlultiple Regressionf Self-esteem

Unstandardied Std. 95.0% Confidence

Coefficients Coefs Interval for B

Lower Upper

Model B Std. Error  Beta t Sig. Bound Bound
1 (Constant) 8.15 .63 13.04 .000 6.93 9.38
CG&s welkbeing -.13 .03 -.08 -3.95 .000 -.20 -.07
CGGs pride .08 .02 .07 3.38 .001 .03 A3
CGGs agency .08 .03 .06 2.89 .004 .02 A3
Parent relations 12 .02 .15 7.05 .000 .08 15
Peer relations A7 .02 .53 25.80 .000 43 .50
State of residence .29 .09 .06 3.12 .002 A1 48

Note.CG= Caregiver
a. Dependent Variable: Sedbteem

6.4.2.3Final model

To produce a parsimonious final modehly the variables which haghownstatistical
significancewereretained an@nalysed viaimultaneousnultiple regressionThe final model
waschecked for Toleran¢®IFs, and violations of assumptions including outljersrmality,
linearity, homoscedasticityand independence of residuals. Normdt Plot and Scatterplot of
Standardied Residuals were not concernangdonly a few outliers werglentified. A total of
22 outliers were examined and removed. Removing outliers in this model had a small effect
on the overall variance. In the final mogdahe outlier outside of the critical value was
examined. Howevethis was determined to be withmaturalistic possibilities. Removing
outliers in this model did little to affect the overall variaaoelthis single outlier was
eventually retainedl’he final model consistl of six predictorsicaregiveés wellbeing
caregiveds pride caregiveés agency parent relationgeer relations and state of residence.
The final model explained 37.3% of variar(€e(6, 1673) = 166.05p < .001, R* = .373).
Table15 showsthe final models summary oSimultaneousnultiple regressiorof self

esteem.
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Table15

Final Modelss Summary of Simultaneous Multiple RegressiohSelf-esteem

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change
1 611 373 371 1.766 373 166.05 6 1673 .000

a.Predictors: (ConstantCaregiveés wellbeing Caregiveds pride Caregiveés agencyParent relationsState
b. Dependent Variable: Sedsteem

Peer relations wabe factormost highly correlated with seéisteem (beta = .5p <.001)
followed by parent relations (beta = ,4< .001). State of residence (beta =, 06-.002),
caregiveds pride (beta = .Q6p =.004) and caregives agency (beta = .0p =.008) all also
remained significant. Interestinglyaregiveés subjectivevell-being had a similabut
inverseassociation with selésteen{beta =.08, p <.001). See Tabl&6 for the final modeks

coefficients ofsimultaneousnultiple regressiorof selfesteem.

Tablel6

Final Models Coefficient$ of Simultaneous Multipl®egressionf Self-esteem

Unstandardied Std. 95.0% Confidence

Coefficients Coefs Interval for B

Lower Upper

Model B Std. Error  Beta t Sig. Bound  Bound
1 (Constant) 8.37 .65 12.88 .000 7.10 9.65
CGG& welkbeing -13 .03 -.08 -3.92 .000 -.20 -.07
CGGs pride .07 .03 .06 2.74 .006 .02 A2
CG&s agency .07 .03 .05 2.67 .008 .02 13
Parent relations A1 .02 14 6.59 .000 .08 15
Peer relations A7 .02 .53 25.67 .000 44 51
State of residence .28 .09 .06 2.98 .003 .10 A7

Note. CG= Caregiver
a. Dependent Variable: Sadsteem

6.4.3Self-efficacy
6.4.3.1Initial model

The individuallevel factors (gendeethnic group and PPVT score) were entered at Step 1
explaining 2.4% of the variation in safficacy & = .024). In Step 2he microsystem
factors (caregivés level of educatigrcaregiveés subjective welbeing caregiveés pride

caregiveds agencyparent relationsand peer relations) were entered. The model now
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explained 25.6% of variancB{= .256). The micrdevel variables explained further23.3%
of the variance in sekfficacy, R> change = .23, F change (81710) = 66.88p < .001.

After the entry of school enrolment at the exosystem level in Stbe Botal variance

explained by the model increased to 26.8%~ .263). This additional variable explained a
further 0.7% of variance in sedffficacyR? change = .007F change (11709) = 15.88p <

.001. In Step Athe macrosystem factors (househdlti coming from a subjectively poor
householdarea of residence and state of residence) were entered. The model now explained
26.7% of varianceR¢ = .267). The mackevel variables explained an added 0.4% of

variance in selefficacy, R? = .004 F chang (4 1705) = 2.44p =.045.

Finally, at Step Safter the entry of heigkbr-age at 5/earsold, at the chronosystem level

the total variance explained by the model as a whole was 265.888, 1704) = 32.78p <

.001, R?=.268. The addition of thehronosystem factor did not explain any further variance
in selfefficacy, R> change = .00(F change (11704) = .56p =.455. See Tabl&7 for the

initial modeb summary ohierarchical multiple regressiaf self-efficacy.

Tablel7

Initial Modeb Summary of Hierarchical Multiple Regressiorof Self-efficacy

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change

1 154 .024 .021 2.908 .024 8.34 5 1718 .000
2 508 .256 251 2.544 233 66.88 8 1710 .000
3 513  .263 .257 2.533 .007 15.88 1 1709 .000
4 517 267 .260 2.529 .004 2.44 4 1705 .045
5 bS517F  .268 .259 2.529 .000 .56 1 1704 455

ae. SeeAppendixH for a list of the independent variables included in each model
f. Dependent VariableSelf-efficacy

In thefifth model| the statistically significant variables were gender (bet®% p =.017),
PPVT score (beta =07, p =.002) having a caregiver with 11 or more years of education
(beta = .07p =.008) parent relations (beta = .09 < .001) peer relations (beta = .4R <
.001) school enrolment (beta = .08 < .001) andWI (beta = .07p =.010). Peer relations
made the strongest significant unique contribution teefélfacyby far. See AppendiX for
all the initial moded soefficients ofhierarchical multiple regressiaf selfefficacy.
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6.4.32 Revised model

Again, the decision was made to remave r e gVyearseof edusation from further analysis
due to the unusual and irregular results which this variable produced. While a small
significant effect was found for caregigeducation levethe results were once more
inconsistentshowing @& effectwhich was scattered and erratic. As the significance level of
the significant education level (11 or more years) was slightly stronger fafgetfcy than

in the previous case of safficacy, an additionahierarchicaimultiple regressiomas
performed. Thesame steps as above were followtads time with thel6 remaining variables
(excluding caregiveés education levelpee AppendiesL and Mfor the results of this
analysis Caregiveés pride which had almost reached statistical significance in the quesvi

analysisreached statistical significance in this case (in iftle inode| beta = .05p =.044).

Then caregiveés pride along with the sivothervariables which had reached statistical
significancebefore were reanalysed viaultiple regression using thanter method. The
revised modelF (7, 1751) = 86.41p < .001, R? = .257 explained 25.7% of variance. Table

18 showsthe revised modé& summary osimultaneousnultiple regressiorof selfefficacy.

Table18

RevisedVlodefs Summary of Simultaneous Multiple RegressiohSelf-efficacy

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change
1 S50 257 .254 2.539 .257 86.41 7 1751 .000

a.Predictors: (Constantisender PPVT scoreCaregiveés pride Parent relationeer relationsSchool
enrolmentWiI
b. Dependent Variable: Sedfficacy

In the revised modgthe statistically significant variables were gender (bet@5 p =.013)
PPVT score (beta =07, p =.001) caregiveés pride (beta = .Q% < .018) parent relations
(beta = .09p < .001) peer relations (beta = .4R < .001) school enrolment (beta = .08 <
.001) and householtlVl (beta = .06p =.012). Peer relations made the strongest significant
unique contribution to sekfficacy. See Tabl&9 for the revised modé coefficients of

simultaneousnultiple regressiorof selfefficacy.
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Tablel19

RevisedModels Coefficient$ of Simultaneoudlultiple Regressionf Self-efficacy

Unstandardied Std. 95.0% Confidence

Coefficients Coefs Interval for B

Lower Upper

Model B Std. Error  Beta t Sig. Bound Bound

1 (Constant) 14.63 .93 15.73 0.00 12.81 16.46
Gender -.30 A2 -.05 -2.49 0.01 -.54 -.06
PPVT score -.64 .19 -.07 -3.30 0.00 -1.01 -.26
CGGs pride .08 .03 .05 2.36 0.02 .01 14
Parent relations .09 .02 .09 4.02 0.00 .05 13
Peer relations 49 .03 A2 19.48 0.00 A4 .54
School enrolment .82 .22 .08 3.70 0.00 .39 1.26
Wi 1.02 41 .06 2.52 0.01 .23 1.82

Note.PPVT = Peabody Picture Vocabulary Test
a. Dependent Variabl&elf-efficacy

6.4.3.3Final model

In order to produce a parsimonious final modely thevariableswhich hadshown statistical
significance were tained The remaining variables were analysed via multiptgession

using the enter methodhe final model was checked for Toleran¢é-s, and violations of
assumptions including outliensormality, linearity, homoscedasticifyand independence of
residuals. Normal P plot and Scatterplot of Standaetli Residuals were nobncerningA

total of 23 outliers outside the critical values were examined and removed. Removing outliers
in this model did little to affect the overallnance. Ultimately the final model consstof
sevenpredictorvariables gendey PPVT scorecaregivets pride parent relationgeer

relations school enrolmentind householtlVIl. The final model explained 25.5% of variance

F (7,1731) = 84.44p < .001, R? = .255. See Tabl20 for the final models summary of

simultaneousnultiple regressiorof seltefficacy.

Table20

Final Modelis Summary of Simultaneous Multiple RegressiohSelf-efficacy

Std. Error ChangeStatistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change
1 505 255 .252 2.534 .255 84.44 7 1731 .000

a. Predictors: (Constant) GendePVT scoreCaregiveés pride Parent relationdeer relationsSchool enrolment
wi
b. Dependent Variabl&elf-efficacy
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Peer relations (beta = .4@ < .001) was most highly correlated with sefficacy, followed

by parent relations (beta = ,g9< .001) and school enrolment (beta = ,@9< .001). PPVT
score (beta =.07, p =.002) householdNI (beta = .05p =.014) caregiveés pride (beta = .Q5
p =.013) and gender (beta<=05, p =.019) also made significant unique contributions. See

Table21 for the final model coefficients gimultaneousnultiple regressiorof selfefficacy.

Table21

Final Models Coefficient$ of Simultaneous Multiple RegressiohSelf-efficacy

Unstandardied Std. 95.0% Confidence

Coefficients Coefs Interval for B

Lower Upper

Model B Std. Error  Beta t Sig. Bound Bound

1 (Constant) 14.20 .97 14.67 .000 12.30 16.10
Gender -.29 A2 -.05 -2.35 .019 -53 -.05
PPVT score -.60 .20 -.07 -3.09 .002 -.99 -.22
Caregiveés pride .09 .04 .05 2.48 .013 .02 15
Parent relations .09 .02 .09 4.00 .000 .05 14
Peer relations .50 .03 42 19.37 .000 45 .55
Schoolenrolment .90 .23 .09 3.97 .000 46 1.35
Wi 1.01 0.41 .05 2.46 .014 21 1.82

Note. PPVT = Peabody Picture Vocabulary Test
a. Dependent Variable: Sedfficacy

6.4.4 Summary of the significant variables

Different variables across thevels of the ESMvere significantly associated with subjective
well-being selfesteem and se#fficacy among the study sample. See Taléor a

summary of the significant variabldsased orierarchical multipleegressioranalysis

Table22

The Significant VariableAssociated with Subjective Weking Seltesteem and Sedffficacy
at the 5% levelF < 0.05) based oHlierarchical Multiple RegressioAnalysis

Well-being Self-Esteem Self-Efficacy

CG&s welkbeing Micro Peer relations Micro  Peer relations Micro

Subjectively poor  Macro Parent relations  Micro  Parent relations Micro

State Macro State Macro School enrolment Exo

PPVT Individual CGgs pride Micro PPVT Individual

Parent relations Micro CG& agency Micro  WI Macro

School enrolment  Exo CG& welkbeing Micro  CGGs pride Micro
Gender Individual

Note.PPVT = Peabody Picture Vocabulary T&36= Caregiver
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7. Discussion

7.1 Evaluation of ResearchQuestions

The overarching objective of this thesis was to analyse data from an established dataset to
explore the relationship betwesameindividual andsociatecological factors and the
subjective welbeing selfesteem and seéfficacy, of 15-yearold adolescets in Andhra
Pradesh and Telanganadia. Hierarchical multiple regressianalysis wasisedto produce
modek accounting for the best available variance in subjective ve#lig self-esteem and
self-efficacy, given the limits of available variableBhere is evidence thdifferentpersonal
andenvironmental factors arelated tgpositiveadolescenbutcomesn India. Various

factors at théndividual, micro, exo and macro levels were significamthe final regression
modelsfor subjective welbeing and seléfficacy. Most microsystem factors were significant
in the final seHesteem modehs well as state of residence at the macro léleghtfor-age

at 5yearsold, includedat the chronosystem ley@¥as not significant for any of the
dependentariables.Some variablesncluding parental relationsvere significantly
associated with all outcomeshile other variablesncludingethnic group and caregivisr

educatiorievel, showednconsistent or nassociation in this sample

This chapter discusses the aforementioned results in relatonltmicalsystemstheory
(Bronfenbrennerl979 1986) established literature and the health promotion field. Each of
the research questions is addressed in &unth the three dependent variables are discussed
collectively to facilitate effective examination and comparison. The microsystem is central to
thisthesis and subsequenttiiese variables are reviewed first. After iiie other levels of
theESM and their corresponding variables are discussedecutivelythe individua) the

exosystemthe macrosystem and the chronosystem).

1. What microsystenfactors, out of caregiver characteristicparent relations and peer
relations are associated with the subjective wb#ing, selfesteem and sekfficacy of 15

yearold Indian adolescents?

7.1.1Microsystemfactors

According to Bronfenbrenner (197%t the microsystem leveddolescent development is
influenced by various social relatigriscluding interactions with or@e immediate family
and informal social network®/cLeroy et al, 1988) This level is closest to the individual
and is thought to contain the strongest impé€ianowski, 2017; Smokowski et al2014)
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Subsequetly, this thesis sought to examine the associati@iween microsystem factors
including caregiver characteristjggarent relations and peer relatipasd the subjective well
being selfesteem and se#fficacy of the adolescent sampSpecifically, it hoped to
uncover any direct relationships between supportive proximal fastars as having a

caregiver with high pride or agen@nd positive peer relationshj@ndthese outcomes.

In the initial hierarchical multiple regressigtise addition of the various microsystem factors
(caregivets level of educatigrcaregiveds subjective welbeing caregivets pride

caregiveds agencyparent relationsand peer relations) had a great impact on explaining the
variance in subjective vilebeing self-esteem and se#fficacy. The microelevel factors
collectivelyexplained 21.6% of the variance in subjective vbeling 37.9% of the variance

in selfesteem and 23.3% of the variance in-gfficacy. Within this levelsome of the
microsygemvariables were more significantly correlated with the outcomes of interest than

others Someshowed inconsistent or no association in the study sample.

7.1.1.1Caregivers subjective welbeing

As Wold (2012) suggestl, parents are the main socialising agents of children and young
people Caregiversnay positively and negatively impact the health and-eihg of those

they tend toCaregiver subjective webeing was highly correlated with adolescent subjective
well-beng in the study sampl&.he positive association found is consistent with previous
research which has identifiednnections between the mental, social and emotional well
being ofcaregiverdand their childrefThomas & Joseph, 2013; UNHCR, 2001,

Gu k au s ki eForexam@e@ianiakopoulos et al. (20Q9pund a positive correlation

between parental subjective mental healtid adolescent welleing in heir Greeksample

In this thesiscaregiveés subjective welbeing was also a significant correlate of ssfeem.
However the relationship wamverse suggesting that having a caregiver with high
subjective weHlbeingmight be negativelyelated tahe selfesteem of Indian adolescents.
This result is not consistent with past literat(feomas & Josept2013; UNHCR 2001)
Further research could be done to better understand the relationship ibeuezaregivesd
subjective weHbeing and sefesteem among Indian adolescents. Pettiegsng a caregiver
with high subjective welbeing leads to lower feelings of s@brth for adolescents India

A possible explanation may be related to the hierarchical structure of Indian families
which elders have more powgklbert et al, 2009; Isaac et gl2014; Schwarz et al2012)

Caregivers who rate their wddeing highly may havadolescents who feel undervalyed
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especially if they do not feel positive about their own position in this hierafehy.
adolescers seltesteem may come at the expense of their caregiigective welbeing
The reverse may also be true. Regardkssassociatiowasweak.There was nsignificant

correlation between caregiésrsubjective welbeing and seléfficacyin the study sample

The association between careg®esubjective welbeing and adolescéstsubjective well

being ispositive andstrong. This is in line with Bronfenbreni@gecologicaltheory which

highlights the importance of productive proximal processes for supporting positive adolescent
developmen{Rosa & Tudge2013) Given this observed correlatidamuseholebased

interventions whictaddress the experiences and perceptiobhstbf adolescents and their
caregivers may be highly valuable in India. Asomas and Joseph (2013) sugeést their
discussion of positive youth development and the role of family intervenstsaagthened
caregivers and a supported famagnpromoteproductive and constructive adolescent

outcomegAufseeser et gl2006)

7.1.1.2Caregiverls psychosocial skills: pride and agency

While caregiveds subjective welbeing was a strong predictor of subjective vizing in the
studysample neither caregives pride nor caregivés agencyvas associated witkubjective
well-being.They werehowever significantpredictorsin the selfesteem modeCaregivets
pride emerged as a significant predictor in the finats#itacy modeloo. These results are
not surprising because time agdhre literature has linked the psychosocial skills of parents
and caregivers to tiseof the children and adolescents they cardAgala-Nunes et aJ.

2018; Inchley et al2016; Thomas & JosepR013)

There is an establishedsociatiorbetween the developing person and actors in their
immediate environment at the microsystem |€ebnfenbrennerl979) and caregive®s
competencies havemerged asnportantfactorsfor shapingadolescentscapabilities.
Mother®self-esteemfor examplehas been found to predict the setteem of their offspring
in mid-childhood and early adolescenddomas & Josepl2013) In this samplghaving a
caregiver who fié proud of their life and familyand in control of their situatiowas

positively associated witadolescent seksteem. Stinnet and De Frain (1985) suggtbiat
there are thretypes of strengths in the family environment that support the positive
development of adolescents. These are emotional strebgtievioural strengths and passive
parenting strengths. One of these categories is particularly relevant here; passiuggparent

strengthsincluding positive parental role modellig8§tinnett & DeFrain1985) Parents who
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show pride and illustrate ageneye more likely to have adolestemvhopossesshese same

gualities(Thomas & Josepl2013)

Interestingly thoughit was caregives pride and naagency which emerged as a significant
factor forself-efficacy in this sample. Agency is a measureasftrol and mastergimilar to
selt-efficacy, while pride is more closely related to seffteen{Yorke & Portela2018) In
their longitudinal study of adolescents in RgfBandura et al. (2001) found an association
between parenbself-efficacy and aspirations and their childi®perceived dicacy with
regards taareer selection. This is line with Ayala-Nuneset al. (2017) who reported that

parentswith higher selfefficacy and lower anxiefyalso have children with lower anxiety.

Dissimilarly, in this samplecaregiveés agency did natmerge as a significant predictor of
self-efficacy. It is possible that eldéfeelings and displays of pride are simply more

important than their apparent agerigythe mental fortitude dhdian adolescent&trong
interdependence artight family relaionships are characteristic in Indandchildren have
extended obligations and duties to their paréhlisert et al, 2009; Isaac et al2014) When
comparing the parenting practices of Indian and German motbeexample Albert et al.

(2007) found that Indian mothers scored lower on acceptance and higher on control than their
Germancounterparts. In additiom a crosscultural studyincluding Indig a relationship was
found between adolescent life satisfaction and perceived admiration from g&cmsrz et

al., 2012) Subsequentlyt is not surprising that adolescents with caregivers who are proud of
their lives and children adshave higher feelings of seadfficacy. Regardlessherelationship
betweertheir caregiver@pride and agencgndIndianadolescentsself-efficacy could be

explored further.

Furthermorefor adolescents who grow up dieprivation the impacs of poverty ontheir
psychosociahealthmay be indiregtmediated by its effect on their caregivéhyala-Nunes
et al, 2018; Mcloyd 1990; Sobowale & Ros& 0 1 8 ; G u,RG4) ®ydhaogical
distress is considered a core conduit through which financial and material haffisttip
parenting behaviour®yala-Nunes et a).2018) Children and adolescents may experience
the negativeonsequencesf poverty through the low psychosocial skills and constrained
caregiving capabilities of their parents and caregi(didoyd, 1990; Sobowale & Ross
2018) As Bronfenbrenne(1979)suggestd the ability ofparents to perform their chid
rearing roles effectively can dependexternalstressas. Greater attention is needed to
understand how much this tricktwn effects associated with th&ubjective health and
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well-being of adolescentbleverthelesshis thesis shows thatdolescentgpsychosocial
skills might be associated witthose of theicaregiversSubsequentjjhealth proma#s may
find particularsuccess in interventions which focus on building the capacity of both

adolescents and their caregivers concurrdiittyomas & Joseph, 2013)

7.1.1.3Caregiverls education level

Caregiveds education level (in terms of years of formal education completed) was one
variable which was expectedlte associated with treutcomes of interest. Some of the most
marked inequalities among the Young Lives children are related to levels of parental
educationWoodhead et g§l2014) Caregivefs education and participation at schdot
example have been linked tgsychosocial skills in childhoo@ercon & Krishnan2009)
andadolescencéHimaz 2018) Parentaliteracyhas energedas a supportive factor for both
child and adolescent developméRBista et al. 2016; Rajachar & Gupt2017)

No or inconsistent association wseen between caregigereducation level and the

dependent variables this study In this samplecaregiveés education levelas not related

to subjective welbeing. With regards to se#fisteem and se#fficacy, the results were highly
irregular. Thiscouldbe related to the uneven distribution of the variable across the education
level categories. Almost 50% of the adolesagoasegivers had no formal education and only
6% had completed 11 or more years. Care@wezars of educatiodid little to ad the
explanation of variance in either of the psychosaldls. Ultimately, this variable was not

retained for @irtheranalysis.

Caregivets years of education completed was included as a proxy for their level of cognitive
competencedue to its availability in the dataset. It was assumed that parents who had more
years of formal education were mdearnedthan those who had less. Howewsame
analystshavesuggestdthat we should be cautious about overstating the positive linkages
between measures of caregiver education and child health outcomes. Maternal edacation
example may merely be aroxy for socioeconomic statusnd may not be reflective of a
mothes actual cognitive skilleLyytikainen et al.2006) Further years of educatiodoes

not captureeducation quality or effectivenessd the cognitive skiller lackthereof

acquired. There ight be more appropriate variables to study that better represent caseégiver
intellectualabilitiesthan how many years they have speninot spentattending formal
education(Bista et al.2016; Rajachar & Gupt2017) In the literaturethere are other

measures of cognitiveompetencéhan years of schooling completed which areduBer
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exampleo n dit@racy level. A variable such as their caregisditeracy level nght be
correlated with higher subjective wdleing and psychosocial skills irsamilar adolescent
sample The relationship between caregs@rognitive capabilities and adolescgtognitive

and psychosocial skillsor examplecould be an interestingpa for future research.

a. Are parent relations or peer relations momaportantfor subjectivewell-being,

selfesteem and sekfficacy among 15/earold Indian adolescents?
7.1.1.4Parent relations

Parent relations showed a considiesignificantassociation wittall dependenvariables

within the study sample. This supports the associdttweerpositive parenting practices

and adolescemsychologicabnd psychosocial functioning segmoughouthe literatureB.
Singh & Udainiya2009; Yorke & Portela, 2018According toBronfenbrennefRosa &

Tudge, 2013and researchers within the positive youth development (fBxdders, Johnson,
Warren, Tirrell, & Lerner, 2015elations with dedicated and considerate adults are among
themost supportivassetsor adolescentsAdolescence can be a tumultuous period for many
young people and during this staafdife, close,stable relationships with adult role models

areoften highly beneficia(Aufseeser et gl2006; Thomas & JosepBh013)

Parent communication has been foundtr@ngtherwell-being seltesteemand seHefficacy
(Currie et al.2012; B. Singh & Udainiya2009) Research haalsoshown thateeling loved

and cared for magromote weHbeing and protect against psychological distrassng

young peopléGlozah 2015; Hair et a].2005; Smokowski et al2014) Thisis particularly
relevant in a collectivist society like Indihere strong family ties are highly significant

(Albert et al, 2009; Isaac et al2014) For examplgin their multinational study of 11
countriesincluding Indig Schwarz et al. (2012) found a positive association between parental
admiration and adolescent life satisfactimulependent of culture. The results of this thesis

are consistent with thliterature base and provide further evidence that pesparent

relationsare associated wighositiveadolescent outcomes.

The other two categories of strengths outlined by Stinnet and De Frain (1985) are applicable
here; emotional strengthsuch as havingonsiderat@andattentive parentsand behavioural
strengthsincluding parental involvement and supervision. According to Stinnet and De Frain
(1985) having satisfying parerthild relationships is central to building strong families

which canfacilitate positiveoutcomedor adolescets. This reinforces the importance of the

family as a primary focus for promoting the subjective weihg and psychosocial skills of
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adolescentéBronfenbrenner, 1986)-amily interventions have been found to be particularly
useful forencouragingositive adolescent development. Instead of creating parallel support
systemsa family-focused approach to health promotion strengthens the existing network.
Family intervenbbnswhich focus orstrengthening paretatdolescent relationships and

building the capacity ofaregiversnay be valuable initiativedhomas & Josepl2013)

7.1.1.5Peer relations

Thefamily is an important location &ocialisationbut peer relations are also significant for
adolescentéCurrie et al.2012; Franco & Levitt1998) According toBronfenbrenne(1977)
interactions with on@ peer group are vital to adolescent development at the microsystem
level. While parent relations were clearly important for this sapp#er relationsvere also
positively related tsel-esteem and seé#fficacy, but not subjective welbeing. Theeresults
are consistent with past literature which addresses the importance of strongusiei@nce
for adolescetsopsychosocial skifl (Calmeiro et al.2018; Currie et al2012) In particular,
they aren line with emerging works which emphasise the specific and growing role of peer
group membership for adolesce(f®ubin et al.2007; Schwarz et al2012; Smokowski et

al., 2014) While the family has traditionally bee the centre of life in Indjgeer culture is
becoming increasing prominefithanna & Singh2015) During early adolescenge limits
of the family sphere begin to fragmeand friendkips become momneaningful(Franco &
Levitt, 1998) Indiad adolescents are beginning to look to their peers for greater social
support and acceptan@nd experiences in the wider social sphere seem to be having a

burgeoningmpact on psychosociakills and perceived webeing(Ramadass et aR017)

Theresults of this studgre in line with Smokowslet al. (2014) who found that American
students who reported high levelsfiénd support also reported high seteem. Also,
Khanna and Singh (2015) whioked peer acceptande Indian adolesceniperceived life
satisfaction. Associations have alsseh found between peer friendships and perceived well
being(Inchley et al.2016) but no such relationship was found within the study sample.
Neverthelesghere is evidence that peers are important agents of socialisation for young
peoplein India, and positive peer relatiomsay be related tpositive youthoutcomegTurner,
1999) While it has been assuméthat peers are not very important for adolescents in family
centriccountries like IndigPearson & Chilg2007; Verma & Saraswatt£002) there is
evidence thapositive social relations outside of the family aruential (Khanna & Singh
2015) Therefore by utilising andbuilding strong social networksealth promadrs mayhelp

to facilitate highersubjectivewell-being and psychosocial slithmong adolescentBeerled
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initiativescouldbe used to target sedisteem and seéfficacy, but may alssupportthese

skills inherently byoffering feelings of effectivenessmeaning and contrg@lrurner, 1999)

Parentversuspeerrelations

Overall peer relations and parent relations were lnoghortantwithin the study sample
While peer relationemerged as the masgnificantfactorfor seltfesteem and seéfficacy,
parent relations also had a larggnificant impactn each casdarent relations were also
significant for subjective welbeing while peer relations were not. Thissult isconsistent
with Schwartz (2012) who found that while peer acceptance was positively related to life
satisfacton in their crossultural studythe strength of this effect varied significantly across
cultures. They attributed this variationthe culturelevel endorsement of family values.
Higher culturelevel family valuessuch aghose typical inndia, were elated tahelower
importance of peer acceptance for adolesédifgssatisfaction. In this studyhere was a
stronger association between peer relations and botbste¥ém and se#fficacy than parent
relations,consistent with literature which links positive peer relationships to psychosocial
skills (Currie etal., 2012; Inchley et al2016; Rubin et al2007) It seems that peers are
important for toda§s adolescents in Ind{&hanna & Singh2015) but therole of parents

still remairs (Pearson & Child2007)

In generalstrong social support across different spheres appears protectsubfective
well-being and psychosocial skillgichley et al.2016) Both parent and peer relations are
important factors ands Witlerspoon et al. (2009) suggedtthe positiveconsequencesf

social support may be cumulatjweith more social connections associated with better health
outcomes. Furthermorthere nmight be a direct connection between parent and peer relations
with positive experiences in the hoper examplelaying a foundation for better

relationships with peei@nchley et al.2016) Alternatively, positive peer relationsould

buffer the negative effects of bad family relationst{ijdsreno et al.2009) According to
Bronfenbrenner (1977jor adolescentsmportant interactions at thmesosystem level

include connections amonige family and peer group. Events in one environment can
influence development in another and investigating joint effects and relationships between
settings may provide additional contextual informat{iBronfenbrennerl977) As has been
mentioned previous|yhe decision was made not to addidgsmesosystem in this thesis.

Due totherelativelylarge number oindependenvariables which were includedssessing

interactions would have stretched the limits of this report beyond their bounds. In the
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following chaptera recommendation is madeit@orporate interaction term®r example
parent relations*peer relationa future researctRegardlessfamily context and peer context
do seem tde independently associated wattholescent outcomgeand their individual

significance should not be ignor@doreno et al.2009)

2. What other factors at the individuakxosystemmacrosystem and chronosystem
levels help to explain the variation irubjective welbeing selfesteem and sekfficacy

among 15yearold Indian adolescents?

7.1.2Individual factors

Overall the individuatlevel factors (gendeethnic group and PPVT score) were not highly
significant correlates fubjectivewell-being self-esteem and seéfficacy. In thanitial
hierarchical multiple regressioftie individual sociademographic variables explained little
of the variation in eactiependent variabl&Vhile ecologicaltheory is most concerned with
the importance afultiple environments for human developmeinstill acknowledges the

role of individual characteristic@ronfenbrennerl975). In someversions of th&eSM, less
attention was paid to individuaharacteristics specificallyviore attentionwas placed on
understanding proximal processes and the way in which an individual interacts with other
actors and exterior forcesspecially at the micrievel (Rosa & Tudge2013) While
individuaklevel characteristics are importanttire ESM it is notsurprisingthat heir impact

wasless significant than othepcial andenvironmental factorm this study

7.1.2.1Gender

Based on previous researgender was one variable which was expected to potentially be
associated with subjective wdlking self-esteem and seéfficacy. Gender differences
across various health outcomase highly prevalent in the literatufgavara et al2018;
Inchley et al.2016; Kapungu & Petron2017) Despite thigslittle or no association was seen
in this sample and overathere were no significant differences in the scores of male and
female adolescentacross the three outcomes of interest. In the final mogletsler emerged
as a significant variable for sedfficacy in favour oimalesbutwas not significant for self
esteem or subjective wddleing.Further while genderdid make a significant unique
contribution to explaining the variation in selfficacy, it was one of the correlates in the final
model whch had the smallest significant impact. These resultsyaiguing because gender
differences have been found to appear more strongly in early aradolescenceeompared
to earlier life(Réaty et al, 2005; Woodhead etak 0 1 4 ; G a,RE4) SVkile gender
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differences do not always favour maleserall female gender has emerged in the literature
as a negative predictor of psychological wading(Giannakopoulos et aR009; Khanna &
Singh 2015; Moreno et 8l2009; Oskrochi et gl2018; Smokowski et g12014)

In this thesisthere was no correlation between gender and subjectivéoeiall nor gender
and seHesteemdespitecasesn the literature showing otherwisgsually infavourof males

(B. Singh & Udainiya2009; Smokowski et al2014) In this samplegender was only
significant in the selefficacy modelin favour of males. This result is consistent with Himaz
(2018) who found that being male positively impacted-s#i€acy and agency among a
sample of Indian adolescenk.Singh and Udainiya (2009) also found that in their Indian
sample male adolesa#s had higher sekfficacy and subjective webleing than their female
counterpartsTraditionally in India sexisma pervasive daily realitfBhat & Srarma 2006;
Siddiqui 2015; SumanjeeR017) As Siddiqui (2015) theorisegender discrimination

against womend girlsmay lead to inferiority complexes among Indian females and feelings
of superiority among malesesulting inlower and higer self-efficacy respectively. In line
with this, family restrictions which limit the independence and social mobility of young
women m& diminish their seHbelief (B. Singh & Udainiya2009) Given the observed
correlation between gender and sfficacy in the study samplthe importance dfelping

female adolescents to improve feelings of mastery and cahiriolgadolescence is clear.

In addition the potential impact of gender on subjective vbeling and selésteem should
not be ignored as patterns of difference are evident in the lite(@&iaenakopoulos et al.
2009; Kapungu & Petran2017) In this studys propoor sample the caseuldbe that while
gender inequality is an important daily realityere are simply other factors which have
greater significance f@ubjective welbeing and psychosocial skills among this sample of
Indian adolescent&lobal Coalition to End Child Povert017; Morrow 2017) Gender
might have been more significant in a more representative sample. As Bronfenbrenner (1979)
descibed, development across systems is impacted by individual characteristiosling
gender Addressing health from a gender perspective may help to reduce-gpasddr
outcome discrepancies in adulthgdachley et al, 2016) Importantly thoughas male and
female adolescents may both be disadvantaged in different spheres and sifuatinosng
the rights and values of boyloung merand womenemains essenti@Global Coalition to
End Child Poverty2017)
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7.1.2.2Ethnic group

In the literaturgethnicity has emerged as a significant moderator for psychologicabeiat
and selesteem in various adolescent samplRsberts & Sobharl992; Smokowski et al.
2014; Twenge & NolefiHoeksema2002) However ethnic group was not retained for final
analysis in any of the models. Ethnic gpavas not significantly associated witrell-being
selfesteem or seléfficacy. This is consistent with Himaz (2018) who did not find ethnic

group to have a significant impact on psychosocial outcomes in her sample of Indian youths.

Indiads 3000year @ste system is an enduring force of social stratificd@muwal & Kamat
2008) Subsequentlyit is surprising thaho significant relationship has befundbetween
the ethnic groupandsubjective health and wetleingoutcomesof Indian adolescents.
Again, the fact thatroung Lives deliberately selectegeo-poorsamplemay be influential
here(Morrow, 2017) There werenly four caste categories in these détaee of which were
lower castes (Scheduled Castesheduled Tribes and Backwards Casf¥s)ing Lives
2017) The Other Castes category is the only ethnic group which encompasses upper castes.
In this study only 20.3%of the samplavere from Other Castes. This means that the vast
majority were members of disadvantaged ethnic gréBpsooah 2005) While Young Lives
attemptedo selecsstudysiteswhichrefleciedthe heterogeneity of ethnicity and religion in
thepopulation there is a possible bias towards lower ca@tsrow, 2017) This may mean
that variatiorbetweerethnicgroupsis not as significant as it would be in a more
representative sample. Casi@sed discrimination is still pervasive in Indgedwal &

Kamat 2008; Vennam & Komandur2009) and further research into its potential role in

shaping the experiences of young people is required.

In addition there may be other alternative variables to study that are also modifiable. In their
analysis otheecological factors impacting symptomsdspression and sedisteerramong
adolescents ithe United StatesSmokowski et al. (2014) looked at both race and ethnic
identity separatelyWhile they found racial variation in sedsteemthey also found that
reporting a high level of seisteem wasignificantly greater for students who reported high
levels of ethnic identity (compared to students who reported low levels). Strong ethnic
identity whi ch #fér ef er & selfidentification wittdai racial drietaric group

(e.g, culture tradtions, values) and the pers@emotional responses to that grawpas
associated with positive psychological function{Sgnokowski et a.2014) A strong ethnic
identity can provide a sense of group membership and belgheaidgng to better
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psychological welbeing and selesteem(Corenblum & Armstrong2012; StreetHarris
Britt, & Walker-Barnes2009) It is possible that whilao relationship has been found
bet ween | ndiethnic goodpoahdeheiwvedl-being @nd psychosociskills, ethnic

identity may be a correlat&his could provide an interesting base for future research

7.1.2.3Cognitive skills

Cognitive skills representetdy the PPVT variablavasstatistically significaiy associated
with well-being and seléfficacy, but notselfesteemin the study sampléNeverthelesghe
associationsvhich were found are still consistent with the literature which suggests that
cognitive skills maybe positively related t@sychosociabutcomesand weltbeing(Coneus et
al., 2012; Sanche2017) Researclshowsthat high cognitive outcomes mhbg related to
selfesteemwith individuals with higher PPVT scorder examplealso having better self
perceptiongBaumeister et al2003; Sanche2017; Yorke & Portela2018) Dissimilarly, no
evidence of this relationship was found in this sample. Howéwgas shown that cognitive

competence is associated with higher subjective-betig and seléfficacy.

While in the literaturemore focus has begiaced ortherole self-efficacyplays in fostering
cognitive skills the inversanight alsobeimportant. Better cognitive achievement nisey
associated witbothself-beliefandperceivedwvell-being(Caroli & Sagone2014) By
supportingadolescentso becone more intellectually ableeducators andtherpractitioners

may also facilitatéheir perceived agency arsense otontrol. There is a gap in the
adolescent health and development fifldtudies which consider how being cognitively able
might help adoleentsto develop more positive subjective wbling andosychosocial

skills. Further the development of cognitive skills andn-cognitiveskills have been found

to be reinforcingMarsh & GMara, 2008; Sdnche2017; Yorke & Portela2018) This was

not the focus of thithesis butit is an important area whiadouldbe studid further. By
increasing cognitivekills, we may alsdosterpsychosocial competence and subjective-well
being and vice verséCaroli & Sagone2014) The importancef addressinghe two sets of
skills in schools and health promoting programmes to encourage both mental aptitude and

personal and social prowesdmscomingclear.
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7.1.3 Exosystem factor
7.1.3.1 School enrolment

The majority ofthe sample (88.2%) were enrolled in school with only 8.6% not enrolled.
School enrolment was entered at the exosystem, leffeting an extension to the mictevel
proximal processes. In the initial modelse addition of school enrolment helped tolakp
some of the respective variances in subjective-lagithg and seléfficacy. It explained a
further 0.6% in subjective webleing and |a additional0.7% in selfefficacy. School
enrolment did not help to explain any further variance irestéem wihin the study sample.

In the final modelsschool enrolment status was a significant correlate for subjective well
being and seléfficacy. Being enrolled in schowlasassociated with higher scorestwoth of
theseoutcomesNumerous studies have illustied how experiences at school can both
positivelyand negativelympact the subjective health and wieding of adolescen{Eurrie et

al., 2012; Samdal & Torshein2012; Sarkova et a2014) The importance of understanding
school engagement from a positive youth development perspective has been emfhasised
2011) For examplgefindings from the HBSC studyave showrthat students whbelieve

their schoolsto besupportive have higher life satisfactifinchley et al.2016) School
connectedness was also found to increase subjdittigatisfaction byCalmeirg Camacho

and de Matos (2018This shows that positive interactions in the school environment may be

valuable for the promotion d&vourable healtielated outcomes in adotance.

On the other hanahegative experiences at schoaght lead to stress and poor mental health
(Ford 2018; Samdal & Torshein2012) In this samplethe adolescents who were enrolled in
a school rated their subjective wbking and seléfficacy higher than thee who were not
enrolled. Because setdffficacy refers to oris sense of agency and their belief in their ability
to succeed in lifgit is not surprising that being enrolled in schaais related to higher levels
of this psychosocial ski{[Dercon & Singh2013; Lippman et al2014; Yorke & Portela

2018) Interestingly thoughwhile favourableschool experiences have bgmositivity
associated witladolescent seksteem in several studjesshod enrolment was nat

significantcorrelaten this seltesteem moddlnchley et al.2016; Sarkova et al2014)

Unlike studies which examine how adoleséixperiences at school and their feelings of
school connectednease associated witiheir health and welbeing(Currie et al.2012;
Samdal & Torshein2012; Sarkova et al2014; Sawyer et gl2012) this thesis only looked
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at school enrolment status. As was suggested in the literature residevatending school
may be asupportivefactor, school attendance aloneaght not be enough due to variations
across school environmer{i¢/itherspoonSchotlandWay, & Hughes 2009) While schools
are widely assumed tuffer development promotingspectsuch as clear structynghysical
and emotional safety and skill building opportunifiels 2011) thesefeaturesnay not be
present or adequate in all cases. Schools are not always naturally protective plaeeband
a source ofension anxiety and even fedFord 2018; Samdal & Torshein2012).

Furthermoreas Morrow and Wilson (2014) wte, the postMDG development agenda
recognises that simply getting children enrolled in school does not necegeariyntee
better outcomesTheyexplainedhow improving the quality of schooling is essahtn
Andhra Pradesh and Telangameluding better infrastructure and teaching practicesr@h
is also evidence thalespite increasesthoolenrolment in Indialearning levelsare actually
declining(Morrow & Wilson, 2014) Young Lives Indiés 201718 classroom observation
substudy found that more advantaged children were taught by nfectie¢ teachers and
more disadvantaged children were taught by less effective tedGgatva, Moore, Reddy
Rolleston & Singh, 2018) Issues with educational equity have bemtified in Indiaand

school enrolment does not seem to be inherently protective.

Interestingly cognitive skills measured using the PP\#ere also in the final models of
subjective welbeing and seléfficacy. Againthe PPVTscorealso did not emerge as a
significant predictor of selésteem. According to Chg3&/arren and Lerner (2015chool
engagement may lead to school succasd experiencing school succesgmpromote
greater school engagement. Both of these aspectslstegnaouraggositiveadolescent
outcomesn other areadncluding perceived welbeing and psychosocial outcon{&hase
Warren & Lerner, 2015) While schools offer more than just cognitive supptbe
interaction between school enrolment and cognitive capahibtreshow thigs related to

subjectivewell-being and psychosociautcomesould be investigated further.

7.1.4Macrosystemfactors

In the initial modelsthe addition of the macrosystem factors (houseWdldcoming from a
subjectively poor househqldrea of residence and state of residence) had a greater impact on
explaining variance in subjective wdléing compared to selésteem and seéfficacy.

While the macrdevel variables explained anditional 6.0% of the variance in subjective

well-being, they only explainedraextra0.3% and 0.4% of the variance in sefiteem and
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selt-efficacy respectively. Welbeing is a broader construct thawmth selfesteem and self
efficacy. This may explain why it appears more susceptible to m@aaronmentaldctors
than the narrower psychosocaainstructgYorke & Portela2018)

7.1.4.1Socioeconomic status

Household socioeconomic statuseasured using the WI variableas a significant predictor
in the final seHefficacy model. Higher WI was associated with higher-s#itacy. In
contrastWI was notrelated tosubjective welbeing or seHesteem within the study sample.
Overall there is a social gradient wherglher socioeconomic status is associated with
greater stabilityless stressand higher wetbeing(Dolan et al.2008; Frasquilho et a2017;
Oskrochi et a].2018) For exampleusing the first rounds of Young Lives daisercon and
Krishnan (2009) found material status to be positively associated with measures of
psychosociatompetencgncluding both sekefficacy and selesteemacross the four study
countries. In this thesisocioeconomic standing was positively associated with perceived
self-efficacy, but not selesteem. WI was also one of the variables in theesgtfacy model
which showed the smallest significant impact within the study sample. Futtseamportar
to notethat therelationship betweewealth statusindadolescent sekéfficacy may be
indirect mediated by its effect on their parers. has been sajigconomic poverty has been
found to affect adolesceiisental health and webleing through itsmpact on their parents
and other caregive(&rasquilho et al2017; UNHCR2 0 0 1 ; Gu,RGl4)Bdthi e n a
parent relations anchregiveés pride were significarfactorsin the selfefficacy model.
Future research could consider the interaction between WI and carépgssgisosocial

skills, and how this nght be related to theubjective welbeing and psychosocial skills of
theadolescents they care for.

In addition while W1 was not a significant predictor in the wb#ling modelbeing

subjectively poor was. Adolescents who identified themselves as coming from a poor
household had lower subjective wbking than those who ditbt. This variable showed the
second largest significant impact on wedling in the final model. This means that for
subjective weHbeing the perception of household wealth may be more important than actual
socioeconomic status. This relates to groweggarclwhich links income inequalitio

worse health and social outcon{sckett & Wilkinson 2015) In their ecological cross
sectional study of child welbeing and income inequaljti?ickett and Wilkinson (2007)

identified that overallchild well-being was negately correlated with relative poverty and
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income inequalitybut not with average income. When considering the social processes
through which children might be affected by inequality and relative pgtbdy suggested

that young people may be aware ofwgiiny status diversity in the wider society and make
discriminatory social comparisofBickett & Wilkinson 2007) They cit@ research showing
that by the end of primary schoachildren are fully consous of class differences and
indicators. This supports the possible link between perceived deprivation and subjective well
being. In additionwhile Pickett and Wilkinson (2007) looked at what they desdrase

Ar iocldevel op, ndia adowermiddtein@mme economys facing a period of
financial development and economic growtimich is actually aggravating the courisy

wealth gagMorrow, 2013h. Income inequality is growing in India and capital is increasingly
concentrated in the top echelons of soc{8ghrawat & Giri2015) Any current connection
betweereconomic inequalitgndadolescent health outcomes in India may only continue to
increaseValue couldbe gained from further research considering the relationship between

relative poverty andife satisfaction
7.1.4.2Area of residence

Area of residence wasiandependentariable which was expectedie potentially related to
thedependentariables This ispartly due to the urbanural divide being cited as a source of
inequality by Young Liveg§Woodhead et §l2014) Despite thisno association was seen in
thissample. Living in an urban areaarural areavas notsignificantlyrelated tosubjective
well-being self-efficacy or sefesteem in the final models. There were no significant
differences in the scores of those living urbanetynpared to those residing in rural areas.
There are both benefits and drawbacks to rural and urban living respectieelyverall

rural dwellers tend to experience more deprivation and less access to seppeeslly in

developing countriefLyytikainen et al.2006; Smokowski et gl2014)

Often, multidimensional poverty is more goentrated and severe in rural localesiith et al.
(2005)looked at 36 developing countrjéscluding Indig to investigate whether there were
urbanrural differences in key determinants for child health and nutrition. They identified
more favourable smoeconomic conditions in urban areksding to bettecaring practices

for children and their mothers. In line with thiRajachar and Gupta (2017) found that in their
sample of Indian girlghose living in rural areas had a higher risk of developing
psychological issues than their urb@eers In this sampleno such differences were found.
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A possible limitation of the Young Lives dataset is that Young Lives purposively drew up
pro-poor samplesand rural and urban locations were not equally represented in these data
(Morrow, 2017; Young Lives2017) Almost 70% of tis sample = 1382 69.9%) lived in

rural areasFurther, nore disadvantaged locations were also oversampled in each,region
meaning that many of the study sites in both urban and rural areas were d&wikeadral

and urban and regional weights within the Young Lives sample are not necessarily consistent
with the true statéevel population weight&umra 2008) The ruraturban divide and the
benefits which nght be accrued from living in either are@ay not be adequately captured in
these datéAurino & Morrow, 2018) Significant dfferences in the subjective wedkeing and
psychosocial skills of urban and rural Indian adolesamiatg be seem a more representative
sample.

7.1.4.3State ofresidence

The state variable was a significant predictor of subjectivelvestig and selesteem but was
not associated with se#ffficacy. Adolescentdiving in Telangana scored better well-being
and selfesteemcompared to those in Andhra Prad€Rfis is an interesting resudecause
generally Andhra Pradesiwhich includes the highly developed distriztsCoastal Andhra

is thought to be more prosperous and industrialised than Telangana dwdraelangana
poverty is more widespredéurino & Morrow, 2018) Furthermoresincethe division ofOld
Andhra Pradesim 2014 specific areas of Telangana have faced economic and educational
disadvantagé€Srikanth 2013) Hyderabagdthe shared capital city of the two stateslso
located in Telangana. Vile Hyderabad is metropolitan and a centre for the IT indugtryr
slum communities within the city were surveygdYoung LivegGalah Reddy & Himaz,
2008) Subsequentlyt is somewhat surprising that living in Telangana ywasitivelyrelated
to subjective welbeing and seleésteemThis is also inconsistent with Himaz (2018) who
foundthat coming from Coastal Andhra and Rayalaseema in ArRladashexerted a
positive impact orealthrelatedoutcomesincluding selfesteem and se#fficacycompared
to coming fromTelanganaShe used data from tl@lder Cohort collected befor®©ld Andhra
Pradesh was divided in 2014.

There may be other differences between the two states which are not adequately captured in
these dataand the role of state of residence in India on health andbeelf warrants further
research. Regional and stdgional differences do exist in Indidational Portal of India

n.d.) and further work is required to understahand how these statkevel varancesmay
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shape the experiences of adolescents. Wikiley in Telangana appears to petective in
this studys select sample for wellleing and selesteemit is not known if it would be
associateavith higher rates of these outcomes in a more reptative sample.

7.1.5 Chronosystem factor
7.1.5.1 Early childhood nutrition status

Thechronosystem considers how past experiencesbmaglated tgresent outcomes
(Bronfenbrennerl986; Sawyer et @l2012) In this thesistheassociation betweesarly

childhood nutritiorandsubjective welbeing self-esteem and se#fficacy in adolescence

was examinedalongside that of contemporaneous factors. In 2086 % of the sample were
moderately stunted and 7%eve severely stunted. At the opposite,guast short of 65% were

not stunted. In the initial modelhe addition of childhood nutrition status did not help to
explain any further variance in subjective wading or seHefficacy. It explainegust0.1%of

the variance in selésteem. Despite past literature suggesting that early nutritional status may
be associated withdolescent welbeing and psychosocial outcon{@ercon & Sanchez

2013; Dercon & Sing2013; Sanche2017; Walker et al2007) heightfor-age at S/ears

old was notrelated tosubjective wellbeing selfesteem or seléfficacy in the study sample.

Interest in the longerm implicationsof early childhood stunting has increagBenny;

2018) Several studiesncluding those referenced al@have linked better early childhood
nutrition to lower rates of psychological disordend higher selesteem and seéfficacy
(Dercon & Sanche2013; Walker et al2007) The la& of relationshipin this sample nght

be related to the age the participantsMost previous studies have linked early nutrition to
outcomes at the age of-12 years. In this samplthe average ageas 15years
Subsequentlyit is possible that thenpactof early nutrition on psychosocial skills decreases
in mid-adolescence. Howevghis theoryis inconsistent with the literatugesuggestion that

sensitive periods for necognitive skills occur at later agéBorghans et al2008)

Using data fron¥ oungLives,Sanchez (2017) identifiedrauchsmalker effectof early

nutrition on nonrcognitive skills compared to cognitive skilkst 8 years oldHe suggested

early nutritioral investmentsnay beless important for the development of rorgnitive

skills compared to cognitive skills. Consistent with San&hé2017) suppositigrhis thesis
found subjeave well-being self-esteem and se#fficacy to be morsignificantlyassociated
with otherfactors such as parent relations. Furth®énchez suggested that the effect of early
nutrition on norcognitive skills idikely indirect mediated by cognitive skill&Sanchez
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2017) Theimpactof early undernutrition on skdican beexaminedusingthe technology of
skill formation mode(Cunha & Heckma2007, 2008) Thisindicatesthat skills are self
reinforcing and crosproductive influenced by parental investments. Iinglely accepted
thatnutritional statusffects cognitiveability, and based on the mogdebgnitive skills impact
noncognitiveskills. While there might be a direassociatiorbetween malnutrition and
psychosocial skillst is possible that any effectecur through an indirect chanr{@&enny,
Boyden, & Penny, 2018; Sanchez, 2017)

Furthermorewhile emphasis has been placed on the fi@ddays (from conception

through the second year of life) as a critical window of opportunity for ensuring children have
good health throughout lifmew evidence is emerging that stunted children can undergo
catchup growth even after the age®m{Benny, 2018; Dornan & Georgiadi2015) Also,

while some children recover from early stuntiothers night lag behind after initially
experiencing normal rates of growf@eorgiadis & Penny2017) Catchup growth has been
associated with developmental gaisisggesting that later investmentauldhelp to mediate

early shortfall{Crookston Forste McClellan, Georgiadis& Heaton 2014) Improvements

in childrerés nutritional status may alsdfectother aspects of their livealso, in her study

Himaz (2018¥ound that becoming stunted during adolescence (between ages 12 and 19) was
strongly correlated with loweself-efficacy compared to the group that was never stunted.

This might be due to the relative height hypothesis. For exantiptechildrenwho became

stunted in adolescence may have been teased more byabesandhad less time to

establisheffective oping strategies compared to those persistently stunted

Thenatureof catchup growth and the role of stunting in adolescence were not considered in
this study and heightfor-age in adolescence was not included. Arguments are arising that
adolescence presentperiod of opportunity for catebp growth(Georgiadis & Penny

2017) Futureresearch could look at ttsggnificanceof catchup growth and how changes in
nutrition statusas well as early stuntingray individuallybe related t@dolescenhealth and
well-being Catchup growth is possible andight be associated with positivel@escent
outcomes. What seems clgarthat in order to reduce the effects of undetrition, both

early and sustained action is nee{®enny et al.2018)
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7.2 Overall Assessment and Reflection

Themportance of acknowledging and addressing
encompasseih the 2030 Agenda for Sustainable Developnfemited Natiors, 2015b)In

India, where the adolescent population is substantial and growing, and mental distress,

poverty and inequality are prevalerhong young peopleesearch and interventions which

place adolescents at the centre are sorely deétidiye & Garg 2017; Vranda2015) The

results of this thesisiakea relevant contribution tthe limited literature on the positive

health andievelopment of Indian adolescents.

The thirdSDGistoiensur e healthy -beveg ahdalPnitedandbt al ve
Nations, 2015b, p. 18Beyond this, as Maliye ar@arg (2017) suggested, investment in

adolescent health is vital &xhievingall the 17Global Goalsand their associated targets.

Other goals includingeachinggender eqiy, ensuring inclusive and equitable access to

education, eradicating poverty and reducing inequality are all relevant for our young people
Furthermore, each related to adolescent development, health, andlvegtig to some

extent andis in line withthe significantfactors explored in this thesiShere araotable

benefits to having high subjective wekking(Thomas & Joseph, 2013elfesteem and self
efficacy(Siddiqui2 0 1 5; G u,RGil4) s kadolesneace, and theliefsand skills

accrued in this @riod often persist into adultho@@urrie et al., 2012)

Positive youth development scholars attest that all young people possess strengths and that the
contexts surrounding these young people can provide them with res(Rooess et al.,
2015) This thess hashighlightedrelationships betweeandividual, family, school and
community characteristicand thesubjective welbeing and psychosocial functioningf
adolescents in Indid@ heimportance of an ecological approdolresearch and practibas
beenexhibited Overall favourablerelational factorsschool enrolment and cognitive skills
wereall positively associated withigh subjective welbeing selfesteem and seéfficacy
among this sample of Indian adolescentgerventionsaimingto foster these positive health
related outcomeshould noonly addresndividual characteristics but should also
concentrate owider environmentalactors Skilled, andadolescents are a force for positive
changgUnited Nations, 2018)rhrough inclusive, informed and targeted programmes and
policiesthere is potential to promote healthy adokrd developmenin India and contribute

t o the ¢ oun tpnogre8s3he sollowihgahiapteadiférsesome suggestions on how

the insights gleaned from this research could be imsgésearch and practice.
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7.3 Limitations and Strengths

This study should be interpreted light of some limitations. Therare shortcomingwith the
sample variables and analytical approaalsed and some of these aaedressetielow.

Neverthelesghere are also several strengths and positive aspects which are discussed too.

7.3.1 Limitations
7.3.1.1 Generalisability

The nonrepresentative sample udadits the generalisability of this theéiindings. The

study sample is not nationallgr staterepresentati®. The data focused on two states in South
India (Aurino & Morrow, 2018)and becausthe Young Lives sampling approach was-pro
poa, theresults cannot even lextendedo the whole of Andhra Pradesh and Telangana
(Morrow, 2017) Urban and rural lodasanddifferentethnic groups are not equally
represente@umra 2008) Neverthelessaccording td&SancheZ2017)the samples have been
found tobroadlyreflect the diversity of children and living conditions in each country
FurthermoreYoung Livesdata and subsequently this thepi®vide valuable information
aboutunderprivilegedadolescents growing up poverty, in a developing countrgMorrow,
2017) Considering thisthis studys propoor sample caalsobeviewedas a strengthVhile
these results may not be generalisatbley offer usefulinsightsaboutfactors which are
significantfor disadvantaged Indian adolescemsstates like Andhra Pradesh and Telangana
| ndi a arscompfronted with notable daily challengBs Singh et al., 201&ndthose

living in poverty are obvious targets for health promotion interventiarthis sense, having
information about significartorrelatesamonga propoor sample malgejust asbeneficialas

havingmoregeneralisable results.

7.3.1.2 Social desirability bias

Datawhich is collected by selfeportcanbe affected by bias€EisenbergOlson Neumark
Sztainey Story, & Bearinger 2004) Social desirability is the tendency to respond to questions
in a manner which is socially acceptallbis response bias occurs mainly for questions
which deal with material of a pensal or socially sensitive natug@pectoy 2004) While
anonymity and confidentialitwereguaranteed for all Young LivéparticipantgMorrow,

2013a) and the reliability and validity of the scales have been meagvoekle & Portela

2018) social desirability bias may stile present~or examplebecause India is @llectivist
society with strong social tigtsaac et al., 2014ndparental attachmeifflbert et al., 2009;

Pearson & Child, 2007)uestions about parental relations may have begteptibl¢o bias.
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7.3.1.3 Secondary data: issues withe independent variables

This thesisused secondary data from a laggale study. Arastamount of information is
provided by Young Liveshut the data was not collected withst studys specific research
guestions in mingKiecolt & Nathan 1985) This means that there are some variables that

may have been defined or measured diffdyaf primary data collection had been performed.

Ethnic group: Theremightbe alternative ethnicity related variables to study which may be
more meaningful for adolescents. Howegeich variables were not available in this dataset.
It has been assed¢hat ethnic identity is crucial for the selbncept of individual¢Martinez
& Dukes 1997) and mght serve as a psychological resource for adoles¢8mskowski et

al., 2014) Developing an understanding of ethnic identibyld have benefited this thesis.

Caregiveré education level Caregiveés years of education completed was used as a proxy
for cognitive skills. It is acknowledged thiie time one spends in formal educatioay not

be representative of actusttendance dnvolvementand does not indicate anythingswhool

or teaching qualityOther cognitive skill scales, such as literacy or numeracy lavelg have

been more valude measures.

School enrolment While it has been shown that attending schoay be related to
adolescent health and w4siking, there might be more appropriate variatdestudy than
school enrolment statul$ is necessary for health pronect to understand how organisational
characteristics can be used to encourage positive hreddtied outcomes:uture studies

could benefit from information about school experiengesility and effectiveness.

7.3.1.4Measurement levels

For this thesisthe Young Lives childéandhouseholdsurveyswere utilised to provide
information on sociodemographic variahlfsnily situations and broad maeclevel
differencesSomevariableswere includedicross the different environmahtevelsto
provide a broadverview of adolescent experiences in Infli@using on the micrtevel.
This meanthatonly three macrdevel variables were incorporatddore detailed
informationabout the adolesceBisommunities could have been gained by utilisiata
from the community questionnajnehich includes sections dhe local economy anaccess
to facilitiesand service¢Barnett et a].2013) The application of thESMwas not perfect in
this case and mommprehensivanalysisof variousexo-level and macrdevel

characteristics could have been included.
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7.3.1.5Methodological limitations

The crosssectionalpproach adopted meathait theseresults do not imply a causal
relationship between the variouslividual andsocialecological factorendthe subjective
well-being and psychosocial skills of Indian adolesc@dé&scon & Krishnan2009) A cross
sectionaldesign has however allowed the strength and direction of different relationships to
be determinedandthis thesidhas offeredan in-depthdiscussion as to why these relationships
maybe presen{Bethlehem, 1999Also, the drivers opositive outcomesvertime were not
consideredThis thesis could have benefited from a longitudinal degigrther, interactions
between the independent variables tiravay in which factors in one sphere may be related
to those in another were not considered. Suggestions for how these limitations could be

addresseth future researchre providedn thenextchapter.

7.3.2 Strengths
7.3.2.1 Underesearchedopic and context

While it is widelyagreedhat there are many benefits to high subjective-tveilhg and
psychosociatompetenceresearch on the psychosogdéllls of individuals in developing

countries is in its infancg¥orke & Portela2018)Fur t her , despite this c:
and potential, research on adolescents is inadefsigsgurunathan et ak015)

Specifically, there are also notable gaps in adolescent health researphogna@mmes in

India (Khanna & Singh2015; Srivastavya@016) A strength of this thesis is that it focdsan

a context, an age group and several outcomes which have been insufficiently researched. The
potential of the adolescent period and our global adel& population are gaining evermore

interest in the global development field, and neitelesof this natureareneeded.

7.3.2.2 Use of validated measures

While there has been limited researcHaxtors associated with tipsychosociaskills of
individuals in developing countrie¥oung Lives has performed extensive data collection on
a range of psychosocial measures. The scales included are retesargtically grounded

and have demonstrated good reliability and valifitgrke & Portela2018) Thegeneral
selt-efficacyscalein SchwarzeandJerusalen{1995)was created specificallyith
adolescerstin mindand has been adapted to many countmetuding India. Its reliability

and unidimensionality have been confirmed by numerous stdses the general self

esteem scalevhich isbased on the multidimensional structur&hmavelsoret al.(1976) is
considered to be one of the most validated-seficept measures available. Furillee
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Ladder of Life Question (Cantéd Ladder) has been usextensivelyin many countries and

contextsand is an established measure of seeling(Yorke & Portela2018)

7.3.2.3 Measuremenbf positive aspects

For decadesunderstandings of child and adolesdesalthwere dominated by the
investigation prevention and termination of deficit and dise@enson et a]2007)
However manypositive youth developmestholarsare calling formorecongructive
research which focuses on understanding and promoting the capacityngfpempleln
particular psychosocial skills are regarded as building blocks of healthy develapminéctt
should be understood and nurtu(Bercon & Krishnan2009) Thisstudytook a strength
based view andesponded to thgrowingdemand for research whitlighlightsopportunities

for facilitating better and stronger ythuoutcomegLerner, Lerner, & Benson 2011)

7.3.24 A base for future research

While one of the main disadvantages of this thesis is that it wassgossnal and
correlational meaning that causality cannotibéerredfrom it, it does provide asefulbase

for future researcfRuane 2016) This exploratory study sheds light on some of the factors
associated with the subjective wbking and psychosocial skills of Indian adolescents and
may provide a startingoint for causational studigand indepth qualitative investigation.
Possible research avenyas well as the practical implications of this resegaioh described

in greater detail in the following chapter.

83



8. Recommendations and Conclusion

Building on existing researcthis thesis may be used to guide further studies and encourage
the introduction of more appropriate and effective yaghtred health promotion

programmes in India

8.1 Recommendations for Future Research
8.1.1 Longitudinal design

The use of longitudinal samples is limited in the youth development literandgenore

nonlinear theory and analytic strategies are nef@dather, Lerner, De Stefanis& Apfel,

2001) Young Live$data from Round @ere used to assess psychosocial indicators in this
thesis rather than previous rounds. This decision was made because the quality of the scales
appliedwas better in this rounf¥orke & Portela2018) While these scales were useful, the
possibility of a longitudinal design was restrictedture research could usé the

longitudinal nature of the Young Lives date follow up with additional surveys in

adulthoodto glean greater information about yoialth andievelopment. Specifically

how various factorare associated witkubjective welbeing selfesteem and seé#fficacy
throughout the adolescent perj@ad into adulthoodA careful analysis oindividual, family,

social and community characteristics across various years in India may illustrate patterns of

developmentand positive implications over time.

8.1.2 Interaction effects

Ecological theorysuggestthat the nested systemich influence development are
interdependentBronfenbrennegrl979) Theirinfluenceis interactivewith factors at the
microsystem level beinghapedy macrelevel elementsfor example. There is relatively

little in the literature about the interconnection of the resources experienced by young people
Studies which focus on multiple variables across different levels, and their interactions, are
neededBenson et a]2007) Future research could respond to this gap in a way that this
thesis did not. For exampleitureregression analyses could use an interaction term to look at
how parent and peer relatiomgeract and how this is associated vattbjective weHlbeing

selfesteem and seéfficacyin adolescence.

8.1.3 An ecological approach

Overall the literature measuring developmental resources in adolescence is dominated by

methods which focus on isolated varialBenson et al2007) While the ESM was not

84



utilised to its greatest capactgre this studydid illustrate the value of an ecological
approach. Attention was drawn to several factors across different environmentsnakioh
associated witthe subjective welbeing and psychosociskills of adolescents in India.
Subsequent studiemdeavouring toinderstandhow theseand other positive heahtelated
outcomearerelated tosocial determinanigould benefitfrom an ecological approachhe

ESM encourages researcherddok beyond the individuaandexplorehealth promoting
factorsat every leve(Max, Sedivy, & Garrido, 2015Ecological theory is becoming integral
to theadolescent health promotion resediield. There is great potentiah understanding the
multifaceted factors thatre associated withositive youthoutcomegWold & Mittelmark,
2018)

8.1.4 Qualitativeresearch

Quantitative research is often used as a starting point for qualitative sRyes2006) A

gualitative follow upstudymayenablea more indepth understanding of the nuasdeshind

the numberg¢Barnett et al.2013)andby combining quantitative and qualitative dadaicher
pictureof adolescents in Indieouldbe depictedCrivello & Wilson, 2016) Overall, few

studies in India havemployed qualitative methods to explatéldrerts descriptions of their

daily experiences and how thasay supportheir welkbeing(Aurino & Morrow, 2018)

Greater attention could be paid to understanding the subjective strengths of Indian adolescents
and their communitiesvhat matters to thenand how they use these assetsrprove their
subjectivewell-being and support their psychosodiaictioning Insights night also be

gained into why some of the variables performed as they did in this thesexamplethe

issues of gendeethnicity and ethnic identity could be explored in greater detail.

8.2 Practical Implications

There is evidence in the literature that ecological contexts can be charigetitede positive
youth developmeniBenson et al]2007)andinterventions aimed at improving outcomes
among povertystricken youth have had some sucd@sgel & Kleinman2003) Policies and
programmes should be developed with the target populatspecific characteristics in mind

and the insights gleaned hgtlgoughjusta starting pointmay be usefuSmith & al., 2005)

This studyhas drawrattentionto both individualandsociatenvironmental factors as possible
targets for health promotionitiatives(McLeroy et al, 1988) As Mittelmark Wold and
Samdal (2012) suggest interventions are most effective when tlagldressnultiple levels.

Efforts to improve adolescent outcongesild benefit from a crossutting agenddocusing
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on adolescent health as a wholgher tharonisolated aspeciSawyer et a.2012) Some
strategiegor promoing subjective weklbeing selfesteem and se#fficacy among Indian
adolescentsare suggested. These include programmes and interventions targehogithe
andfamily, community peersand schoolAccording to Bronfenbmner(1979) these settings

are important for development in adolescemel the results of this study reinforce this.

8.21 Family interventions

Taking a family centre@pproach may be usefals the &mily is the primary environment of
adolescents in India and presents a natural site for interventions and mornfbontas &
Joseph2013) Evidence suggests that involving parents is a vital component of successful
interventiongKautz et &, 2014) Instead of creatinghortterm, artificial, parallel support
systems a family centred approach works to strengthen the exestohgringsupport
structureof adolescerst(Thomas & Josept2013) Family interventions for promoting
positive adolescent outcomaie concerned with building the capacity of parents and other
caregivers and offering parenting training and assist@rttemas & Josepl2013; Viner &
Macfarlang 2005) Such interventions focus on the strengths and askptsents and use
these tdouild their competencg(Lippold & Jensen2017) Theresultsof this studyindicate
that programmes should focus festeringpositive caregiver characteristjéscluding pride
subjective welbeing and agen¢ynd the growth of quality parenhild relationships. For
exampleinterventions that help parents to communicate more openly withctiilElrenmay

foster positive adolescent psychosocial skBewers et al.2015; Calmeiro et g12018)

8.22 Community leaders as role models

Positive @ult-adolescentelations arelearlyimportant.For adolescents in India who do not
have supportive parents and caregiyvetiser community leaders may act as mentors and role
models. Bowers et al. (2015) expladthe significanceof adult relationshipfor adolescents.
They suggestdthat while these supportive relationships are often with parathisr adults
encountered by adolescents in their-tiagay lives called natural mentoysr formal

mentors assigned through officedthemesmight also benefit adolescents the absence of
adequate social support from paremtterventions may target extended family members or
other externafigures who can provide necessary interactions and assiqfaraceo & Levitt
1998. For examplethrough mentorship programm@éner & Macfarlang 2005) In a

sample of young adults in North Indggnificant positive relationshipsefe found between

mentoring from teachers and positive psychological strengths and subjectihoeingl|A.
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Khan, 2013) Mentor Me India is communitpased mentorship model tailored to the Indian
context It is bringing together disadvantaged youths and dedicated guides andnithdise
goal ofhelpingchildren in lowincome groups$o reachtieir full potentiall A Me nt or Me

India, 0 n. Sutcegdhas been seen and the programme is gro{@idag 2016)

8.23 Peer and schootbased interventions

The results of this thesis suggest that peer relations are significant for adofessleasteem
and seHefficacy in India A sense of belonging may help to promote positive adolescent
health outcomegdlaving many opportunities for social participation is a notablamunity
asse(Wold & Mittelmark, 2018) Adolescents should be provided with adegpatesibilities
to interact with peers in settings which are ssifieictured and sersiupervisedin order to
promote the establishment and maintenance of supposdiverks(Inchley et al, 2016) As
Wold and Mittelmark (2018) suggest community groups organised around interests or
social activities may be important assets for ydwghlth and welbeing In these settings
young peopleare offered social support and capitatiuding bonding and linkingvhich
mayfosterpsychosociaskills and perceived welleing. At the organisational leyaskchool
interventionscouldbe used to both build positive peer relations and promote health outcomes
directly, by creating feelings of connectedness and belon@fud.eroy et al, 1988)
Collaborative teaching methader examplecould be encouragednchley et al.2016)

8.24 Other considerations

Outside of the microsysterather factors may brgeedto promotepositive functioningand
flourishing Interventionscouldaddresschool enrolment and cognitive skjlfor example as
thesewereassociated with higher subjective wiling and psychosocial skill leveisthis
study Schoolconnectedness related to positive webeing(Calmeiro et al., 201&nd
cognitive skills nay support psychosocialitcomesFurther, having high seésteem and
seltefficacy may also encourafarthercognitive developmer(tyorke & Portela, 2018)The
results of this studgiso emphasis¢éhe importance of supporting children from more
socioeconomically deprived households to build-e#fitacy and Bow thatfosteringfeelings
of perceived prosperity may be influential for promoting subjective-laglg especially as
inequality continues to rise in Indid here is also evidence that both male and female
adolescentsand those frondifferentethnic groupsrequire equal attention amdsistance
When it comes to se#fficacy howeverfemale adolescents may require additional attention

to develop feelings of mastery and control in a patriarchal sdSetyanjeet, 2017)
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8.3 Conclusion

Al nvesting in yout h i(4dnited Natidng) 20858, p.f@doldscencea o u r
is a time of great potential and has been hailed as a crucial window of opportunity. The 243
million adolescents who call India home are integral to its sustainttid@osive growth, and

there is a need for remeh and interventions which focus on this cohort.

This thesishighlightedindividual and sociaécological factors that are associated with

subjective welbeing, sefesteem and se#fficacyamongl5-yearold adolescents in Andhra
Pradesh and Telangarie results of this thesis support the theory that positive adolescent
development occurs across multiple milieus. Various relational factors were associated with
the subjective welbeingand psychosocial skills dfie Indian adolescents in this studgda

other aspects from the intimate to the expansive were also significant correlates. Adolescents
who had caregivers with high subjective wa#ing were more likely to have high subjective
well-being themselves, and those with positive peer and parahbnsklsoreported higher
selfesteem and seéfficacy. In particular, the findings of this study uphold the mounting
literature base emphasising the importance of interpersonal connections and social resources

for young peopl es 6(Ydurglalddea ehal.,.200d) devel opment

Othercharacteristics across tleyvels ofthee SM, i ncl uding cognitive a
psychosocial skills and socioeconomic status, were also significant. These fftings
meaningfulinsights for research and intervention efforts in InBi@stering aregiver

competencies, developing strong patratblescent relations, facilitating meaningful and

supportive peer connections and targeting adolescents of different genders, ethnic groups,
deprivation levels, and geographic areas could help to cultisgitngenic environment and

promote subjective welbeing, seHesteemandsedé f f i cacy among I ndi ads

India is home to the largest adolescent population in the wamttithis cohort is growing

Therearea significant opportunitgnd responsibilit for those withinthe field ofglobal

developmento assist n d yoand people to develop into thriving adults, with positive

perceptions and substantial skills. In order to realise the potential gfdig it is

imperative tostudyandsupportthe factors which are associated with positive he@liited

out comes. I ndi ads millions of adolescents re
mindful research and appropriate programrhesg)th proma#rs can help tomake surehat

adolescence does, in fact, become an age of opportunity in India
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Appendices

Appendix A. Young LivesoStudy Sites in India

The Young Lives study sites in India were selected in 2001 using a-pempiosive sampling
approach. The districts were nominated fitisén 20 sentinel sitgsub-districts)within these
were choserbased on an agreed set of critdEalab et al.2014) In each sentinel sitd 00
households with a child born in 2002 and 50 households with a child born in 1:9%4were
randomly selected. If a selected family had kethyearold child and an §earold childthe
younger child was included since a greater number were ne¥aethg Lives 2017)

In 2001, a sentinel site in United Andhra Pradesh was defined as a mandal. The old state of
Andhra Pradesh was divided into 23 administrative distressh sukdivided into several
mandalsdepending on the district size. In totddere were 1125 mandals and around,Q@0
villages with generally between 280 villages in a mand@Young Lives 2017) SeeAppendix

A.1for a map showing Yaug Lives Indids study sites.
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Appendix B. ItemsIncluded in the Psychosocial Scales

Scale

ltems

Self-esteem

© N Ok wWwNRE

| do lots of important things

In generall like being the way | am
Overall | have a lot to be proud of

| can do things as well as most people
Other people think | am a good person
A lot of things about me are good

I&m as good as mosther people

When | do something do it well

Selt-efficacy

| can always manage to solve difficult problen
if 1 try hard enough

If someone opposes miecan find the means an
ways to get what | want

It is easy for me to stick to my aims and
accomplishmy goals

| am confident that | would deal efficiently witr
unexpected events

Thanks to my resourcefulnes&know how to
handle unforeseen situations

| can solve most problems if | invest the
necessary effort

| can remain calm when facing difficulties
because | can rely on my coping abilities
When | am confronted with a problehtan
usually find several solutions

If I am in trouble | can usually think of a
solution

.I can usually handle whatever comes my way

Caregivets Pride

w

| can usually handle whever comes my way

| feel proud of the job done by the head of the
household

The job | do makes me feel proud

| feel proud of my children
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Caregivets Agency

A -

If I try hard, | can improve my situation in life

| like to make plans for my future

| can dalittle to help YL Child do well in school

no matter how hard I try

Parent Relations

© N o O

My parents understand me

| like my parents

My parents like me

If I have children of my ownl want to bring
them up like my parents raised me

My parents and | spend a loft time together
My parents are easy to talk to

| get along well with my parents

My parents and | have a lot of fun together

Peer Relations

© N O wWNRE

| have lots of friends

| make friends easily

Other kids want me to be their friend

| have more friends than masther kids
| get along with other kids easily

| am easy to like

| am popular with kids of my own age
Most other kids like me
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Appendix C. Frequencies of Categorical Variables

Frequencies ofCategorical Variables: gender ethnic group area of residencestate of
residence school enrolmentcaregives education levelWI, subjective household wealth
status and stunting status atyearsold

Characteristic Frequency Percent (Valid Percent)
Gender
Male 1017 53.5 (53.7)
Female 877 46.2 (46.3)
Total 1894 (missingn = 6) 99.7 (missing: 0.3)

Ethnic group

Scheduled Castes 349 18.4
Scheduled Tribes 281 14.8
Backwards Classes 885 46.6
Other Castes 385 20.3
Total 1900 100
Area of residence
Urban 557 29.3 (29.5)
Rural 1328 68.9 (70.5)
Total 1885 (missingn = 15) 99.2 (missing: 0.8)
State of residence
Andhra Pradesh 1220 64.2 (64.9)
Telangana 659 34.7 (35.1)
Total 1879 (missingn = 21) 98.9 (missing: 1.1)

School enrolment
Yes (enrolled)
No (not enrolled)
Total

1675
163
1838 (missingn = 62)

88.2 (91.1)
8.6 (8.9)
96.7 (missing: 3.3)

Caregiveés education level

No formal education (none) 866 45.6
1-5 years 413 21.7
6-10 years 506 26.6
11+ years 114 6.0
Total 1899 (missingn = 1) 99.9 (missing: 0.1)

Wealthindex (WI)

Bottom tercile 654 34.4
Middle tercile 613 32.3
Top Tercile 633 33.3
Total 1900 100
Subjective household wealth status
Very rich 3 0.2
Rich 86 4.5 (4.6)
Comfortable (can get by) 1136 59.8 (60.2)
Struggle to get by 425 22.4 (22.5)
Poor 237 12.5 (12.6)
Destitute 1 0.1
Total 1888 (missingn = 12) 99.4 (missing: 0.6)

Stunting status at fearsold

Not stunted 1207 63.5 (64.0)
Moderately stunted 545 28.7 (28.9)
Severely stunted 133 7.0 (7.1)

Total

1885 (missingn = 15)

99.2 (missing0.8)
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Appendix D. Descriptive Statistics of Continuous Variables

Descriptive statistics dfontinuousVariables: age PPVT raw scorgsubjective welbeing
seltesteemseltefficacy parent relationspeer relationscaregives subjective welbeing

caregivers pride caregives agencyWl, andHAZ score at Syearsold

n Missing Min Max Mean Std.

n (%) Dev

Age in months 1897 3(0.2) 170 190 180 3.78
PPVT raw score 1886 14 (0.7) 9 57 47.35 7.89
Subijective welbeing 1889 11 (0.6) 1 9 5.06 141
Selfesteem 1786 114 (6) 16 32 24.75 2.25
Seltf-efficacy 1810 90 (4.7) 17 40 31.39 2.94
Caregiveds subjective welbeing 1900 0 1 9 4.57 1.30
Caregiveés pride 1856 44 (2.3) 6 20 15.95 1.90
Caregiveds agency 1802 98 (5.2) 4 15 11.76 1.71
Parent relations 1848 52 (2.7) 14 32 27.29 2.85
Peer relations 1809 91 (4.8) 15 32 25.08 2.53
Wi 1900 0 .10 .95 .63 .16
Heightfor-age at 5earsold 1887 13(0.7) -6.74 3.13 -1.67 0.99

Note.PPVT = Peabody Picture Vocabulary Test
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Appendix E. One-way betweengroups ANOVA and Descriptive Statistics
Tablesfor Subjective Wellbeing

AppendixE.1
Oneway betweeigroups ANOVA foBubjectiveWell-being depending oBthnic Group

Sum of df Mean F Sig. Eta
Squares Square squared
Ethnic group
BetweenGroups 55.24 3 18.41 8.80 .000 .01
Within Groups 3671.64 765.81 1.95
Total 3726.88 768.81

AppendixE.2

SubjectiveMell-beingDescriptiveSatistics byEthnic Group

Variable n Mean SD Std. 95.0% Confidence Min Max
Error Interval for Mean
Lower Upper

Ethnic group

1. Scheduled Castes 345 4.82 1.46 .078 4.67 4.98 1 9

2. Scheduled Tribes 280 5.00 1.30 .078 4.85 5.15 2 9

3. Backwards Classes 882 5.04 1.38 .046 4.95 5.14 1 9

4. Other Castes 382 5.36 1.45 .074 5.22 5.51 2 9

Total 1889 5.06 1.40 .032 5.00 5.12 1 9
AppendixE.3

Oneway betweemgroups ANOVA forSubjective Well-being depending orCaregives
EducationLevel

Sum of df Mean F Sig. Eta
Squares Square squared
Caregiveés educ.
Between Groups 153.47 3 51.16 28.75 .000 .04
Within Groups 3572.52 470.20 1.90
Total 3725.99 473.20

Note.Caregiveés educ. = Caregivés education level
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AppendixE.4

SubjectiveMell-beingDescriptiveSatistics byCaregiveits EducationLevel

Variable n Mean SD Std. 95.0% Confidence Min  Max
Error Interval for Mean
Lower Upper
Caregiveés educ.
1. None 861 4.85 1.42 .048 4.76 4.94 1 9
2. -5 years 410 5.01 1.31 .065 4.88 5.13 1 9
3. 610 years 504 5.26 1.38 .062 5.14 5.38 2 9
4. 11+ years 113 5.97 1.29 122 5.73 6.21 3 9
Total 1888 5.06 1.405 .032 5.00 5.12 1 9
Note.Caregiveés educ. = Caregivés education level
AppendixE.5
Oneway betweemgroups ANOVA forSQubjective Well-being depending onSubjective
HouseholdWealth Satus
Sum of df Mean F Sig. Eta
Squares Square squared
Household status
Between Groups 739.55 4 184.89 142.83 .000 .20
Within Groups 2986.20 15.76 1.59
Total 3725.75 19.76
AppendixE.6

SubjectivéMell-beingDescriptiveatistics bySubjectiveHouseholdWealth Satus

Variable n Mean SD Std. 95.0% Confidence Min  Max
Error Interval for Mean
Lower Upper
Household status

1. Very rich 3 8.67 .58 .333 7.23 10.10 8 9
2. Rich 86 6.81 1.05 113 6.59 7.04 3 9
3. Comfortable 1136 5.33 1.30 .039 5.26 5.41 1 9
4. Struggle 425 4.50 1.20 .058 4.38 4.61 2 9
5. Poor or destitute 238 4,11 1.23 .080 3.95 4.26 1 9
Total 1888 5.06 1.40 .032 5.00 5.13 1 9
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Appendix F. One-way betweengroups ANOVA and Descriptive Statistics
Tables for Seltesteem

AppendixF.1
Oneway betweeigroups ANOVAor Slf-esteem depending @&thnic Group
Sum of df Mean F Sig. Eta
Squares Square squared
Ethnic group
Between Groups 11.50 3 3.83 .66 576 .00
Within Groups 8997.60 719.22 5.05
Total 9009.10 722.22
AppendixF.2
SeltesteenDescriptiveStatistics byEthnic Group
Variable n Mean SD Std. 95.0% Confidence Min  Max
Error Interval for Mean
Lower Upper
Ethnic group
1. Scheduled Castes 326 2487 2.16 120 24.64 25.11 16 32
2. Scheduled Tribes 277 2460 261 157 24.29 24.91 17 32
3. Backwards Classes 816 2476 212 .074 24.62 24.91 17 32
4. Other Castes 367 26.74 231 21 24.50 24.98 17 32
Total 1786 2475 2.25 .053 24.65 24.86 16 32
AppendixF.3
Oneway betweeigroups ANOVA fo&elf-esteem depending @aregiveits EducationLevel
Sum of df Mean F Sig. Eta
Squares Square squared
Caregiveés educ.
Between Groups 27.80 3 9.27 1.84 .138 .00
Within Groups 8978.22 1781 5.04
Total 9006.02 1784
Note.Caregiveés educ. = Caregivé& education level
AppendixF.4
SelfesteenDescriptiveSatistics byCaregivets EducationLevel
Variable N Mean SD Std. 95.0% Confidence Min  Max
Error Interval for Mean
Lower Upper
Caregiveés educ.
1. None 803 2472 2.15 .076 24.57 24.87 16 32
2. 1-5 years 396 24,89 2.29 115 24.67 25.12 17 32
3. 610 years 475 2463 2.35 .108 24.42 24.84 17 32
4. 11+ years 111 25.08 2.35 .223 24.64 25.52 17 32
Total 1785 24.76  2.25 .053 24.86 24.86 16 32

Note.Caregiveés educ. = Caregivés education level

XXIV



AppendixF.5

Oneway betweeigroupsANOVA for&elf-esteem depending &ubjectiveHouseholdWealth
Satus

Sum of df Mean F Sig. Eta
Squares Square squared
Household status
Between Groups 81.61 4 20.40 3.88 .022 .01
Within Groups 8927.48 15.60 5.01
Total 9009.09 19.60

AppendixF.6

Selfesteem descriptive statistics by subjective household wealth status

Variable n Mean SD Std. 95.0% Confidence Min  Max

Error Interval for Mean

Lower Upper

Household status

1. Very rich 3 25.33 1.53 .882 21.54 29.13 24 27
2. Rich 85 25.11 2.67 .290 24.53 25.68 17 32
3. Comfortable 1073  24.77 2.18 .066 24.64 24.90 17 32
4. Struggle 405 24.91 2.39 119 24.68 25.14 17 32
5. Poor or destitute 220 24.23 2.07 .140 23.96 24.51 16 31
Total 1786 24.75 2.25 .053 24.65 24.86 16 32
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Appendix G. One-way betweengroups ANOVA and Descriptive Statistics
Tables for Seltefficacy

AppendixG.1

Oneway betweeigroups ANOVA fo&elf-Efficacy depending o&thnic Group

Sum of df Mean F Sig. Eta
Squares Square squared
Ethnic group
BetweenGroups 36.42 3 12.14 1.04 .376 .00
Within Groups 15590.63 710.65 8.63
Total 15627.05 713.65
AppendixG.2

Selfefficacy descriptive statistics IBghnic Group

Variable n Mean SD Std. 95.0% Confidence Min  Max

Error Interval for Mean

Lower Upper

Ethnic group
1. Scheduled Castes 331 31.39 2.97 .163 31.07 31.71 20 40
2. Scheduled Tribes 277 31.07 3.62 .218 30.64 31.50 17 40
3. Backwards Classes 834 31.42 2.69 .093 31.24 31.61 22 40
4. Other Castes 368 31.53 2.89 151 31.24 31.83 19 40
Total 1810 31.39 2.94 .069 31.25 31.52 17 40
AppendixG.3

Oneway betweeigroups ANOVA fogelf-efficacy depending oBaregives EducationLevel

Sum of df Mean F Sig. Eta
Squares Square squared
Caregiveds educ.
Between Groups 296.92 3 98.97 11.66 .000 .02
Within Groups 15328.21 1805 8.49
Total 15625.13 1808
Note.Caregivefs educ. = Caregivés education level
AppendixG .4
Seltefficacy descriptive statistics Baregives EducationLevel
Variable n Mean SD Std. 95.0% Confidence Min  Max
Error Interval for Mean
Lower Upper
Caregiveés educ.
1. None 822 31.13 2.88 .100 30.93 31.32 17 40
2. 1-5 years 389 3158 298 151 31.29 31.88 20 40
3. 610 years 488 31.35 291 131 31.09 31.60 19 40
4. 11+ years 110 32.82 297 .284 32.26 33.38 27 40
Total 1809 3139 294 .069 31.25 31.52 17 40

Note.Caregiveés educ. = Caregivés education level

XXVI



AppendixG.5

Oneway betweergroups ANOVA fog&elf-efficacy depending dBubjectiveHousehold\Mealth

Satus
Sum of df Mean F Sig. Eta
Squares Square squared
Household status
Between Groups 288.73 4 72.18 7.22 .002 .02
Within Groups 15338.33 15.51 8.50
Total 15627.06 19.51
AppendixG.6
SeltefficacyDescriptiveSatistics bySubjectiveHouseholdMealth Satus
Variable n Mean SD Std. 95.0% Confidence Min  Max
Error Interval for Mean
Lower Upper
Household status
1. Very rich 3 33.67 462 2.667 22.19 45.14 31 39
2. Rich 84 3226 3.29 .359 31.55 32.98 23 40
3. Comfortable 1100 3151 2.78 .084 31.34 31.67 19 40
4. Struggle 404 31.37 321 .160 31.06 31.69 17 40
5. Poor or destitute 219 30.45 2.84 192 30.07 30.83 21 40
Total 1810 31.39 2.94 .069 31.25 31.52 17 40
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Appendix H. Predictors in thelnitial Models ofHierarchical Multiple
Regressionof Subjective Well-being, Selfesteem and Seléfficacy

a. Predictors: (Constantpbendey Ethnic groupsPPVTscore

b. Predictors: (Constantbendey Ethnic groupsPPVT scoreCaregiveés education levels
Caregivets wellbeing Caregiveés pride Caregiveés agencyParent relationdeer relations
c. Predictors: (Constangsendey Ethnic groupsPPVT scorgCaregiveés education levels
Caregivets wellbeing Caregiveés pride Caregiveés agencyParent relationdeer relations
School enrolment

d. Predictors: (Constantfsendey Ethnic groupsPPVT scoreCaregiveés education levels
Caregivets wellbeing Caregiveés pride Caregiveés agencyParent relationdeer relations
School enrolmentVI, Household is subjectively pookrea State

e.Predictors: (Constantjsendey Ethnic groupsPPVT scoreGendey Ethnic groupsPPVT
score Caregiveds education leve]€aregiveés welkbeing Caregiveés pride Caregiveés
agency Parent relationdeer relationsSchool enrolmenWI, Household is subjectively paor
Area State Heightfor-age at 5 years old
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Appendix I. Initial Model 6 €oefficients® of Hierarchical Multiple
Regressionof Subjective Wellbeing

Unstandardied Std. 95.0%Confidence
Coefficients Coefs Interval for B
Lower Upper
Model B Std. Error  Beta t Sig. Bound  Bound
1 (Constant) 5.91 A1 52.47 .000 5.68 6.13
Gender 13 .07 .05 1.94 .052 .00 .26
Scheduled Castes -.45 A1 =12 -4.17 .000 -.66 -.24
Scheduled Tribes -.23 A2 -.06 -1.98 .048 -.45 .00
Backwards Classes -.23 .09 -.08 -2.58 .010 -.40 -.06
PPVT score - 75 .10 -.18 -7.39 .000 -.94 -.55
2 (Constant) 1.30 46 2.84 .005 40 2.20
Gender .09 .06 .03 1.44 .149 -.03 .20
Scheduled Castes -.10 .10 -.03 -.97 .333 -.29 .10
Scheduled Tribes -14 A1 -.03 -1.28 .200 -.34 .07
Backwards Classes -.08 .08 -.03 -.96 .336 -.24 .08
PPVT score -41 .09 -.10 -4.34 .000 -.59 -.22
CG educ. 15 yrs. -.04 .08 -.01 -.54 .587 -.19 A1
CG educ. 610 yrs. -.02 .08 -.01 -.30 .764 -17 13
CG educ. 11+ yrs. .06 14 .01 42 .678 =21 .33
CG& welkbeing .50 .02 46 2.36 .000 45 .54
CG&s pride .02 .02 .03 1.34 .180 -.01 .05
CG8s agency .00 .02 .00 .19 .849 -.03 .04
Parent relations .02 .01 .05 2.11 .035 .00 .05
Peer relations .04 .01 .06 2.87 .004 .01 .06
3 (Constant) 1.08 46 2.35 .019 .18 1.98
Gender .10 .06 .04 1.66 .098 -.02 21
Scheduled Castes -.10 .10 -.03 -1.00 317 -.29 .09
Scheduled Tribes -12 A1 -.03 -1.15 .249 -.33 .09
Backwards Classes -.08 .08 -.03 -.95 .344 -.24 .08
PPVT score -.35 .09 -.08 -3.76 .000 -54 =17
CG educ. 55 yrs. -.06 .08 -.02 -.76 447 =21 .09
CG educ. 610 yrs. -.05 .08 -.02 -.67 .502 -.20 .10
CG educ. 11+ yrs. .04 14 .01 .28 .782 -.23 31
CG& welkbeing .49 .02 .45 2.22 .000 44 .54
CGds pride .02 .02 .03 1.34 .180 -.01 .05
CGGs agency .00 .02 .00 -.07 .942 -.04 .03
Parent relations .02 .01 .04 1.97 .049 .00 .04
Peer relations .03 .01 .06 2.69 .007 .01 .06
School enrolment .39 A1 .08 3.68 .000 .18 .60
4 (Constant) 1.77 A7 3.76 .000 .85 2.69
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Gender .06 .06 .02 .96 .339 -.06 A7

Scheduled Castes -.08 .10 -.02 -.82 412 =27 A1
Scheduled Tribes -.05 A1 -.01 -.43 .670 -.25 .16
Backwards Classes -.10 .08 -.04 -1.26 .208 -.25 .06
PPVT score -.33 .09 -.08 -3.64 .000 -51 -.15
CG educ. 55 yrs. .00 .08 .00 .04 .967 -.15 15
CG educ. 610 yrs. -.02 .08 -.01 -.23 .822 -17 14
CG educ. 11+ yrs. .09 14 .02 .61 .539 -.19 .36
CGG& welkbeing A4 .03 40 17.53 .000 .39 49
CGGs pride .01 .02 .01 .32 .748 -.03 .04
CGGs agency .00 .02 .00 -.03 979 -.03 .03
Parent relations .04 .01 .07 3.23 .001 .01 .06
Peer relations .02 .01 .04 1.73 .085 .00 .04
School enrolment .29 .10 .06 2.81 .005 .09 49
wi -.22 24 -.02 -.89 373 -.69 26
Subjectively poor -.67 .07 -.23 -1.10 .000 -.80 -.54
Area of residence .02 .07 .01 27 .790 -.13 17
State of residence 49 .06 A7 7.76 .000 .36 .61
5 (Constant) 1.81 A7 3.82 .000 .88 2.73
Gender .05 .06 .02 91 .366 -.06 .16
Scheduled Castes -.08 10 -.02 -.79 431 -.26 A1
Scheduled Tribes -.04 A1 -.01 -.39 .694 -.25 A7
Backwards Classes -.09 .08 -.03 -1.20 .230 -.25 .06
PPVT score -.32 .09 -.08 -3.56 .000 -.50 -.15
CG educ. 55 yrs. .00 .08 .00 .01 .992 -.15 15
CG educ. 6L0yrs. -.02 .08 -.01 -.27 791 -.18 13
CG educ. 11+ yrs. .08 14 .01 .55 .584 -.20 .35
CGd& welkbeing 44 .03 40 17.48 .000 .39 48
CGGs pride .01 .02 .01 .34 .736 -.03 .04
CGGs agency .00 .02 .00 -.04 .969 -.04 .03
Parent relations .04 .01 .07 3.24 .001 .01 .06
Peer relations .02 .01 .04 1.72 .085 .00 .04
School enrolment .29 .10 .06 2.85 .004 .09 .50
Wi -23 24 -.03 -.96 .338 -71 .25
Subjectively poor -.67 .07 -.23 -1.01 .000 -.80 -.54
Area of residence .02 .07 .01 .33 744 -12 A7
State of residence 49 .06 17 7.79 .000 .37 .61
Heightfor-age 5 yr. .03 .03 .02 .84 .399 -.03 .08
Note.PPVT = Peabody Picture Vocabulary T&3G= CaregiverCG& educ. = Caregivés years of education
completed

a. Dependent Variable: Subjectiwell-being
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AppendixJ.l ni t i al
Regressionof SelfEsteem

Mo d e?lofiHeerarChaca Muitiplee i ent s

Unstandardied Std. 95.0% Confidence

Coefficients Coefs Interval for B

Lower  Upper

Model B Std. Error  Beta t Sig. Bound  Bound

1 (Constant) 24.83 .19 134.05 .000 24.47 25.19
Gender .16 A1 .03 1.42 157 -.06 .37
Scheduled Castes 15 .18 .03 .84 401 -.20 .50
Scheduled Tribes -11 .19 -.02 -.59 .554 -.48 .26
Backwards Classes .04 .15 .01 .29 771 -.25 .33
PPVT score -.19 A7 -.03 -1.17 242 -.52 13
2 (Constant) 8.14 .68 12.06 .000 6.81 9.46
Gender -.06 .09 -.01 -71 476 -.23 A1
Scheduled Castes -.02 15 .00 -11 911 -.30 27
Scheduled Tribes -.34 .16 -.05 -2.18 .029 -.65 -.03
Backwards Classes -.15 A2 -.03 -1.27 .206 -.39 .08
PPVT score .19 14 .03 1.37 A71 -.08 46
CG educ. 15 yrs. .09 A1 .02 .80 427 -.13 31
CG educ. 610 yrs. -.26 A1 -.05 -2.28 .023 -.48 -.04
CG educ. 11+ yrs. -.01 .20 .00 -.06 .952 -41 .39
CG&s welkbeing -12 .04 -.07 -3.43 .001 -.19 -.05
CGds pride .08 .02 .07 3.28 .001 .03 13
CG& agency .08 .03 .06 3.08 .002 .03 A3
Parent relations A1 .02 14 6.61 .000 .08 14
Peer relations 48 .02 .54 26.63 .000 44 51

3 (Constant) 8.14 .68 11.97 .000 6.81 9.48
Gender -.06 .09 -.01 -72 AT73 -.23 A1
Scheduled Castes -.02 .15 .00 -11 911 -.30 27
Scheduled Tribes -.34 .16 -.05 -2.18 .029 -.65 -.04
Backwards Classes -.15 A2 -.03 -1.27 .206 -.39 .08
PPVT score .19 14 .03 1.34 181 -.09 46
CG educ. 5 yrs. .09 A1 .02 .80 424 -.13 .32
CG educ. 610 yrs. -.26 A1 -.05 -2.26 .024 -.48 -.03
CG educ. 11+ yrs. -.01 .20 .00 -.06 .955 -41 .39
CGs welkbeing -12 .04 -.07 -3.42 .001 -.19 -.05
CGds pride .08 .02 .07 3.28 .001 .03 A3
CG& agency .08 .03 .06 3.08 .002 .03 13
Parent relations A1 .02 14 6.60 .000 .08 14
Peer relations .48 .02 .54 26.60 .000 44 51
School enrolment -.02 .16 .00 -.09 925 -.32 .29

4 (Constant) 7.93 72 1.94 .000 6.51 9.35
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Gender -.05 .09 -.01 -.59 .553 =22 12

Scheduled Castes -.01 .15 .00 -.04 .965 -.30 .28
Scheduled Tribes -.30 .16 -.05 -1.83 .067 -.62 .02
Backwards Classes -.15 A2 -.03 -1.25 211 -.39 .09
PPVT score .16 14 .02 1.17 244 -11 A4
CG educ. 15 yrs. 13 12 .02 1.09 .278 -.10 .35
CGeduc. 610 yrs. -.25 12 -.05 -2.02 .043 -.48 -01
CG educ. 11+ yrs. -.02 .22 .00 -.10 .922 -44 40
CG& welkbeing -.13 .04 -.08 -3.39 .001 =21 -.06
CGGs pride .08 .02 .06 3.15 .002 .03 A2
CG&s agency .08 .03 .06 3.06 .002 .03 13
Parentrelations 12 .02 .15 7.06 .000 .09 A5
Peer relations A7 .02 .53 25.80 .000 43 51
School enrolment -.06 .16 -.01 -.38 .702 -.37 .25
Wi .26 .37 .02 .69 493 -.48 .99
Subijectively poor -.05 .10 -.01 -.46 .648 -.25 15
Area of residence .02 A1 .01 .20 .838 -.20 .25
State of residence .29 .10 .06 2.95 .003 .10 A48
5 (Constant) 8.02 .73 11.04 .000 6.60 9.45
Gender -.06 .09 -.01 -.68 .496 -.23 A1
Scheduled Castes .00 15 .00 .01 .990 -.29 .29
Scheduled Tribes -.29 .16 -.05 -1.77 .077 -.61 .03
Backwards Classes -.14 A2 -.03 -1.15 .251 -.38 .10
PPVT score .18 14 .03 1.28 .200 -.10 .46
CG educ. 15 yrs. 12 A2 .02 1.03 .303 -11 .35
CG educ. 610 yrs. -.25 A2 -.05 -2.09 .037 -.49 -.02
CG educ. 11+ yrs. -.05 .22 -.01 -21 .831 -47 .38
CG& welkbeing -.13 .04 -.08 -3.45 .001 =21 -.06
CGds pride .08 .02 .07 3.18 .001 .03 A2
CGB&s agency .08 .03 .06 3.04 .002 .03 13
Parent relations 12 .02 .15 7.10 .000 .09 A5
Peer relations A7 .02 .53 25.80 .000 43 51
School enrolment -.05 .16 -.01 -31 754 -.36 .26
Wi 21 .38 .02 .56 577 -.53 .95
Subijectively poor -.04 .10 -.01 -.34 731 -.24 A7
Area of residence .04 A1 .01 31 755 -.19 .26
State of residence .29 .10 .06 3.03 .002 .10 A48
Heightfor-age5 yr. .07 .05 .03 1.50 135 -.02 16
Note.PPVT = Peabody Picture Vocabulary T&3G= CaregiverCGG educ. = Caregivé& years of education
completed

a. Dependent Variable: Sedsteem
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AppendixK. I ni t i al
Regression ofSelf-efficacy

Mo d edloftHeerarChaca Muitiplece i e nt s

Unstandardied Std. 95.0% Confidence

Coefficients Coefs Interval for B

Lower Upper

Model B Std. Error  Beta t Sig. Bound  Bound

1 (Constant) 32.61 .24 136.87 .000 32.14 33.08
Gender -.09 14 -.02 -.66 513 -.37 .18
Scheduled Castes .04 .23 .01 .18 .859 -41 49
Scheduled Tribes -.22 .24 -.03 -91 .362 -.70 .26
Backwards Classes .06 .19 .01 .33 .740 -.31 43
PPVT score -1.30 21 -.15 -6.09 .000 -1.72 -.88

2 (Constant) 15.60 .96 16.21 .000 13.71 17.49
Gender -.32 A2 -.05 -2.58 .010 -.56 -.08
Scheduled Castes .05 21 .01 .23 .821 -.36 45
Scheduled Tribes -.32 .22 -.04 -1.45 .148 -.76 A2
Backwards Classes -.03 17 -.01 -.18 .861 -.37 31
PPVT score -.78 .20 -.09 -3.96 .000 -1.16 -.39
CG educ. 15 yrs. 31 .16 .04 1.90 .058 -.01 .63
CG educ. 610 yrs. -12 .16 -.02 -75 457 -.44 .20

CG educ. 11+ yrs. .93 .29 .08 3.19 .001 .36 1.49
CG&s welkbeing -.03 .05 -.01 -.60 .548 -.13 .07
CGds pride .07 .03 .05 2.03 .043 .00 14
CG& agency .05 .04 .03 1.38 .169 -.02 A3
Parent relations .09 .02 .09 4.06 .000 .05 14
Peer relations 49 .03 43 19.29 .000 44 .55

3 (Constant) 15.10 .97 15.62 .000 13.20 17.00
Gender -.29 A2 -.05 -2.36 .018 -.53 -.05
Scheduled Castes .04 .21 .01 .20 .845 -.36 44
Scheduled Tribes -.29 .22 -.04 -1.31 191 -73 15
Backwards Classes -.03 17 .00 -.16 877 -.36 31
PPVT score -.66 .20 -.08 -3.34 .001 -1.05 =27
CG educ. 5 yrs. 27 .16 .04 1.67 .096 -.05 .59
CG educ. 610 yrs. -.19 .16 -.03 -1.15 .251 -.50 13

CG educ. 11+ yrs. .88 .29 .07 3.05 .002 31 1.45
CGs welkbeing -.04 .05 -.02 -.81 421 -14 .06
CGds pride .07 .03 .05 2.03 .042 .00 14
CG& agency .04 .04 .02 1.09 275 -.03 A2
Parent relations .09 .02 .09 3.92 .000 .05 14
Peer relations .49 .03 42 19.14 .000 44 .54
School enrolment .89 .22 .09 3.98 .000 .45 1.33

4 (Constant) 14.50 1.03 14.10 .000 12.48 16.52
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Gender -.29 13 -.05 -2.35 .019 -.54 -.05

Scheduled Castes .08 .21 .01 .38 .708 -.33 49
Scheduled Tribes -17 .23 -.02 -75 455 -.63 .28
Backwards Classes -.04 17 -.01 -.23 .816 -.38 .30
PPVT score -.63 .20 -.07 -3.17 .002 -1.02 -.24
CG educ. 15 yrs. 27 A7 .04 1.63 104 -.06 .59
CG educ. 610 yrs. -.23 17 -.04 -1.36 176 -.57 .10
CG educ. 11+ yrs. .83 31 .07 2.72 .007 .23 1.43
CG& welkbeing -.09 .05 -.04 -1.68 .093 -.20 .02
CGGs pride .06 .03 .04 1.79 .074 -.01 13
CG&s agency .04 .04 .02 .98 .327 -.04 A1
Parent relations .10 .02 .09 3.99 .000 .05 14
Peerrelations 48 .03 42 18.71 .000 43 .53
School enrolment .80 .23 .08 3.54 .000 .36 1.24
Wi 1.40 .53 .08 2.64 .008 .36 2.44
Subijectively poor -.10 .15 -.02 -71 478 -.39 .18
Area of residence .26 .16 .04 1.62 .105 -.06 .58
State of residence 15 14 .02 1.08 279 -12 42
5 (Constant) 14.57 1.03 14.11 .000 12.54 16.59
Gender -.30 13 -.05 -2.39 .017 -.54 -.05
Scheduled Castes .09 21 .01 40 .687 -.33 .50
Scheduled Tribes -17 .23 -.02 -72 A73 -.62 .29
Backwards Classes -.03 17 -.01 -.18 .855 -.37 31
PPVT score -.62 .20 -.07 -3.10 .002 -1.01 -23
CG educ. 15 yrs. .26 A7 .04 1.60 11 -.06 .59
CG educ. 610 yrs. -.24 17 -.04 -1.39 .165 -.58 .10
CG educ. 11+ yrs. .82 31 .07 2.66 .008 21 1.42
CG& welkbeing -.09 .05 -.04 -1.71 .088 -.20 .01
CGds pride .06 .03 .04 1.80 .072 -.01 13
CGB&s agency .04 .04 .02 .97 .333 -.04 A1
Parent relations .10 .02 .09 4.00 .000 .05 14
Peer relations 48 .03 42 18.70 .000 43 .53
School enrolment .81 .23 .08 3.57 .000 .36 1.25
Wi 1.37 .53 .07 2.56 .010 .32 2.41
Subijectively poor -.10 .15 -.02 -.65 514 -.38 19
Area of residence 27 .16 .04 1.67 .095 -.05 .59
State of residence 15 14 .03 1.12 .263 -12 42
Heightfor-age 5 yr. .05 .07 .02 75 455 -.08 .18
Note.PPVT = Peabody Picture Vocabulary T&3G= CaregiverCGG educ. = Caregivé& years of education
completed

a. Dependent Variabl&elf-efficacy
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Appendix L. Additional Model 6 Summary’ of Hierarchical Multiple
Regressionof Selfefficacy, Excluding Caregiver& Education Level

Std. Error Change Statistics
Adjusted of the R? F Sig. F
Model R R? R? Estimate Change Change dfl df2 Change

1 A58 .024 .021 2.908 .024 8.34 5 1718 .000
2 499 249 .245 2.555 225 10275 5 1713 .000
3 506 .256 251 2.544 .007 1548 1 1712 .000
4 510" .260 .253 2.540 .004 2.30 4 1708 .057
5 S51¢F  .260 .253 2.540 .000 .85 1 1707 .358

a. Predictors: (Constantpender Ethnic groupsPPVT score

b. Predictors: (Constangsender Ethnic groupsPPVT scoreCaregiveés wellbeing Caregiveds pride
Caregivets agencyParent relationdeer relations

c. Predictors: (Constantpender Ethnic groupsPPVT scoreCaregivets welktbeing Caregivets pride
Caregivets agencyParent relationeer relationsSchool enrolment

d. Predictors: (Constangsender Ethnic groupsPPVT scoreCaregiveés wellbeing Caregiveds pride
Caregivets agencyParent relationeer relationsSchool enrolmentVl, Household is subjectively pookrea,
State

e.Predictors: (Constantisender Ethnic groupsPPVT scoreGender Ethnic groupsPPVT scoreCaregivets
well-being Caregiveés pride Caregives agencyParent relation®eer relationsSchool enrolmeniwvi,
Household is subjectively pookrea State Heightfor-age at 5 years old

f. Dependent Variable: Subjective selficacy
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Appendix M. Additional Model6 €oefficients® of Hierarchical Multiple
Regressionof Selfefficacy, Excluding Caregiver& Education Level

Unstandardied Std. 95.0% Confidence
Coefficients Coefs Interval for B

Lower Upper

Model B Std. Error  Beta t Sig. Bound  Bound
1 (Constant) 32.61 .24 136.87 .000 32.14 33.08
Gender -.09 14 -.02 -.66 513 -.37 .18
Scheduled Castes .04 .23 .01 .18 .859 -41 49
Scheduled Tribes -.22 .24 -.03 -91 .362 -.70 .26
Backwards Classes .06 .19 .01 .33 .740 -.31 43
PPVT score -1.30 21 -.15 -6.09 .000 -1.72 -.88

2 (Constant) 15.33 .96 15.91 .000 13.44 17.22
Gender -.33 A2 -.06 -2.67 .008 -.58 -.09
ScheduledCastes .02 .20 .00 .08 .933 -.38 A2
Scheduled Tribes -.33 .22 -.04 -1.51 131 -75 .10
Backwards Classes -.04 17 -.01 -.25 .800 -.37 .29
PPVT score -.82 .19 -.09 -4.26 .000 -1.20 -.44
CG&s welkbeing .00 .05 .00 .01 .989 -.10 .10
CGds pride .08 .03 .05 2.25 .025 .01 15
CGB&s agency .06 .04 .04 1.56 118 -.02 A3
Parent relations .10 .02 .09 4.17 .000 .05 14
Peer relations .50 .03 43 19.25 .000 44 .55

3 (Constant) 14.83 .97 15.32 .000 12.93 16.73
Gender -31 A2 -.05 -2.46 .014 -.55 -.06
Scheduled Castes .03 .20 .00 .13 .894 -.37 42
Scheduled Tribes =27 .22 -.03 -1.26 .208 -.69 15
Backwards Classes -.02 17 .00 -14 .886 -.35 .30
PPVT score -70 .20 -.08 -3.57 .000 -1.08 -31
CGé& welkbeing -.01 .05 -.01 -.26 .795 -11 .08
CGds pride .08 .03 .05 2.25 .025 .01 14
CG&s agency .05 .04 .03 1.26 .208 -.03 A2
Parent relations .09 .02 .09 4.00 .000 .05 14
Peer relations .49 .03 42 19.11 .000 44 .54
School enrolment .88 .22 .09 3.93 .000 44 1.32

4 (Constant) 14.26 1.03 13.84 .000 12.24 16.28
Gender -31 .13 -.05 -2.46 .014 -.55 -.06
Scheduled Castes .10 .21 .01 .45 .650 -.32 .50
Scheduled Tribes -11 .23 -.01 -.49 .622 -.56 .34
Backwards Classes -.01 A7 .00 -.07 .944 -.34 .32
PPVT score -.65 .20 -.07 -3.30 .001 -1.04 =27
CGs welkbeing -.07 .05 -.03 -1.24 214 -17 .04
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CGGs pride .07 .03 .05 2.00 .046 .00 14

CG&s agency .04 .04 .03 1.13 .260 -.03 A2
Parent relations .10 .02 .09 4.01 .000 .05 14
Peer relations 48 .03 42 18.67 .000 43 .54
School enrolment .78 .23 .08 3.45 .001 .34 1.22
Wi 1.40 .52 .08 2.69 .007 .38 2.43
Subijectively poor -.09 .15 -.01 -.61 544 -.37 .20
Area of residence 21 .16 .03 1.31 191 -.10 51
State of residence A4 14 .02 1.01 311 -.13 41
5 (Constant) 14.35 1.04 13.87 .000 12.32 16.38
Gender -31 .13 -.05 -2.51 .012 -.56 -.07
Scheduled Castes .10 21 .01 .50 .620 -.31 51
Scheduled Tribes -.10 .23 -.01 -.45 .652 -.56 .35
Backwards Classes .00 17 .00 .00 1.000 -.33 .33
PPVT score -.64 .20 -.07 -3.20 .001 -1.03 -.25
CG& welkbeing -.07 .05 -.03 -1.30 195 -.18 .04
CGds pride .07 .03 .05 2.02 .044 .00 14
CG& agency .04 .04 .02 1.11 .268 -.03 A2
Parent relations .10 .02 .09 4.03 .000 .05 14
Peer relations 48 .03 42 18.66 .000 43 .54
School enrolment .79 .23 .08 3.49 .001 .35 1.23
Wi 1.36 .53 .07 2.58 .010 .33 2.39
Subijectively poor -.08 .15 -.01 -.54 591 -.37 21
Area of residence 22 .16 .03 1.39 .165 -.09 .53
State of residence 15 14 .02 1.07 .286 -12 41
Heightfor-age 5 yr. .06 .07 .02 .92 .358 -.07 19

Note.PPVT = Peabody Picture Vocabulary T&3G= Caregiver
a. Dependent Variabl&elf-efficacy
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Appendix N. Glossaryand Acronyms

Glossary

Adolescencé A phase associated with the beginning of puberty, through to early adulthood,

adolescents angeoplebetween the ages of -l®
Crosssectional study A study of a group of people at one point in time

Ecologicali Environmental, related to ¢trelationships between living things and their

environments

Gini coefficienti A statistical measure of economic inequality in a populationp@rfect
equalityand100= perfect inequality

Longitudinal studyi A study of the same group of people at extiran one point in time

Psychosocial skill§ Non-cognitive attributes and capabilities encompassing aspects of
personality and behaviour

Sturtedi Stuntingis an indicator of chronic or loagrm undernutritionastuntedchild is
onewhose height isnore than two standard deviations below the median height of reference

childrenof the samegenderandage
Subjective welbeingi A self-reported measure of wedkeing, related to life satisfaction

Sustainable developmentAn approach to development ttsatisfies present needs without

compromising the capacity of generations to meet their needs

Youthi Typically encompasses the transition from childhood to early adulthood, usually
defined as betweer0lnd 24 yearsf age

Acronyms

ANOVA i Analysisof variance
ESM1i Ecological Systems Motle
GLODE T Mastes Programme in Global Development Theory and Practice

GNI T Gross National Income
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HAZ 1 Heightfor-age zscore(indicates the chilg relative position expressed in terms of
standard deviations fno the median compared with the range of normal height for that age

HBSC 1 Health Behaviour in Scho@ged Children (a World Health Organization
collaborative crossational surveythe HBSC research network is an international alliance

of researchers thabllaborate on the crosmtional survey of school students)

ICRW ' International Center for Research on Women

IOM 1 Institute of Medicine

NRCi National Research Council

OECDIT Organisation for Economic Gaperation and Development
PPVTi Peabody Pictur§ocabulary Test

SDGT Sustainable Development Goal

SDQi Self-description questionnaire

UN T United Nations

UNHCRT United Nations High Commissioner for Refugees
WHO1 World Health Organization

WIT Wealth Inde
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