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Introduction 

Emerging from the shadows of the stigma associated with it, mental health or well-being 

has gained prominence in public health policies of industrialized nations (Bruckauf, 2017); but 

in the majority world of south Asia, with more than 60 percent of worldwide suicides, there’s 

still a long way to trudge. According to a 2018 Lancet study suicide is a leading cause of death 

among youth in India whereas it is the third leading cause of death for world youth population.  

These revelations make us wonder what is wrong with the youth in India. Having 

acknowledged the fact that India lacks in mental health infrastructure, and there exist lot of 

stigma attached to mental health; one cannot simply disregard the fact that healthy transition 

to adulthood is questionable. In this context trying to understand adolescent wellbeing as an 

outcome of familial socialization seems a logical step forward. The effort is to go back to root 

causes to explain adulthood outcomes. Recent years has seen a surge in research on adolescent 

well-being with various stake holders involved in dedicated policy interventions involving 

adolescents and their well-being. The broad spectrum term of well-being in adolescent context 

has gained momentum because it has been acknowledged that investing in adolescent health 

and well-being has triple benefits spanning the present, the adulthood and future generations 

(Patton, et. al., 2016). In narrow sense, well-being somewhat identifies with mental health and 

investing in adolescent health is of utmost priority because of its influence on quality of future 

adults.  
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Well-being includes both physical and mental health, but this research deals with mental well-

being. Adolescence as a transitional phase is itself a risk factor for mental ill health. A lot of 

emotional changes along with biological changes takes place during adolescence (Laski, et.al., 

2015)  thereby making them vulnerable to adverse situations which can jeopardise their mental 

health. Thus, ensuring well-being of adolescents is very important to ensure a smooth and safe 

transition to adulthood. Mental well-being (used interchangeably with well-being) is dependent 

on individual biological factors, familial factors like home environment and relationship with 

parents and community or neighbourhood factors like peer relations, school and 

neighbourhood environment (Anuradha et. al., 2012). 

In a study of Nepali adolescents whose parents were leprosy afflicted, Yamaguchi, et al. (2013) 

has assessed adolescent well-being on the domains of health, self-esteem and depression. 

Another study by Senefeld et al. (2011) reviewed a variety of measures appropriate for children 

and adolescents like Beck Depression Inventory scale, child health questionnaire (CHQ87), 

quality of life profile-adolescent version, to come to a standardized well-being measure for 

adolescents participating in orphan and vulnerable children programming. The present study 

will include self-esteem, depression and life satisfaction under the umbrella of well-being. 

According to WHO, depression and suicide are closely interlinked. At its worst, depression 

can lead to suicide. Recognizing depression at an early age is critical for reducing suicidal 

deaths and deliberate self-harm across the spectrum. Depression, as we all know, is one of the 

strongest indicators of mental ill-health.  

This research tries to look beyond the biological factors affecting well-being and focus on the 

nurturance factor of parent-child socialization. India is a country where family plays a very 

important role in shaping the life of an individual, and parenting is at its core. The celebrated 

work of Baumrind (1967) on parenting styles first highlighted that support and warmth along 

with some control (authoritative parenting) is most beneficial for the child’s development. Here 



3 

 

to capture parent child socialization or parenting we have included the domains of support, 

psychological control and behavioural control. Parental Support and control though contrasting 

in nature play definitive and varied roles in the life of an adolescent. Researches have 

corroborated this fact (Lamborn & Felbab, 2003). It shapes adolescent’s sense of identity, self-

esteem and mental well-being (Bean, Barber & Crane, 2006). Adolescent relationship with 

mother is more important for the psychological well-being of the child (Cripps &Zyromski, 

2009) and therefore this study has included the maternal parenting as a predictor of adolescent 

well-being. 

In India, familial ties are strong and parents exercise considerable control over their 

children, so it would be interesting to see whether control has a detrimental role in the mental 

wellbeing of the adolescent. Moreover, this study would also highlight the role maternal 

parenting can play in ensuring mental well-being in a populous country like India with limited 

expertise on mental well-being research and infrastructure as compared to developed nations. 

Therefore, the paper tries to find out the nature of association between parenting 

dimensions of maternal support and control with the well-being indicators of self-esteem, 

depression and life satisfaction. The setting is rural because India’s 70 percent population 

reside in rural areas, thereby to capture the scenario for majority of adolescents of the country. 

Data and Methods 

Participants 

The respondents were 240 pairs of unmarried brothers and sisters aged 14-19 years whose 

mother was alive at the time of the survey. The study also interviewed mothers to know about 

the ways adopted by them to socialize their sons and daughters. Though adolescent age group 

comprises 10- 19 years, selecting adolescents 14 years and above was done keeping in mind 

that 14 is the average age at puberty for rural adolescents in India.  
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The mean age of adolescent girls or rather sisters in the sample was 16 years while their 

brothers mean age was 16.2 years. Almost 14 percent boys dropped out before completing high 

school and 6.9 percent of girls dropped out. Majority of adolescents in the sample were 

studying or had completed 12 years of schooling; a mere 0.5 percent girls never attended 

school. Nearly 21.4 boys were working and 3.8 percent of girls were working. The mean age 

of mothers were 38.5 years and 33.6% of mothers never attended school while, only 3.6 percent 

completed 10 years of schooling. In 2.5 percent households, the fathers of the adolescents were 

deceased. The religious composition of the 240 households were 80.5% Hindus and the rest 

were Muslims. The caste composition revealed that 48.5% belonged to the scheduled caste/ 

scheduled tribe category, 37.5% were from other backward caste and rest were from the 

forward caste. 

 

Procedure 

The data for this study was collected from two rural blocks of Nadia and Cooch Behar 

districts of West Bengal, an eastern state in India. The eastern state of West Bengal was referred 

to as an outlier in Dyson and Moore’s (1983) North- south divide; and demographically 

speaking the state is not in a disadvantageous position, except for the Gender Development 

Index (HDR 1991) with a rank of 28 for all states and union territories combined. It was a 

household survey and an exploratory study design was adopted wherein participants from 

eligible households after complete house listing in eight villages were interviewed. In case 

there were two eligible sisters or brothers or both, Kish table was used. It is an unbiased method 

of choosing eligible respondents, wherein the column has household numbers and the row has 

number of eligible respondents. The entire study was conducted in three phases. The pre-

survey qualitative phase included observation of families with regards to socialization 

processes and pre-testing of the scales used in the survey. The next step was the survey phase 
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which was carried out from June 2015 to September 2015. Informed consent was taken from 

the study participants; in case of minor adolescents that is those below 18 years, consent was 

also taken from the mother. Ethical clearance for this research was taken from the Institutional 

Review Board of the authors’ institution. The last phase of this research included focus group 

discussion with adolescent girls, boys and their parents separately. The researcher also 

conducted 10 case studies of families to better understand the process of socialization within 

family. The qualitative data was used to supplement the empirical findings through narratives. 

Measures 

For the present analysis, parenting dimensions were captured by the mother’s parental 

support, mother’s psychological control and mother’s behavioural control scales and were 

obtained through mean item scoring. Children spend most of their time with mothers, hence 

for parental constructs mother’s support and control variables were used. Schafer’s (1965) 

Children’s Report of Parental Behaviour Inventory (CRPBI) and later modifications by Barber 

and colleagues (2005) was used for measuring the maternal parenting constructs. Centre for 

epidemiological Studies Depression scale for children and adolescents were used for 

depression. The positive meaning questions were reverse coded and then summed to get the 

depression score; it ranged from 0 to 60, a higher score denoted severe depression.   Self-

esteem was measured by Rosenberg Self-esteem scale; the negative meaning items were 

reverse coded. It is a summative scale ranging from 0 to 30; higher score indicated higher self-

esteem. The Satisfaction with Life scale by Diener (children version) was used, this was also 

a summative score scale ranging from 5 to 25; higher score denotes better life satisfaction. 

The primary challenge faced by any researcher is to determine the applicability of these 

measures developed in western societies on Indian sample. Foremost, the items for each 

measure in translated version were pre-tested in a small sample in rural West Bengal for 

determining the most appropriate measure. The survey questions were administered to the 
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participants in the native tongue of Bengali. The survey instrument was originally in English, 

which was translated verbatim into Bengali and later back translated to English, so that the 

scales used did not lose essence and meaning when translated to Bengali. The construct validity 

and internal reliability of the scales were checked, first by an exploratory factor analysis (EFA) 

to check if data conforms to a single factor and wherever necessary the scale was modified to 

make it one-dimensional. We also checked the Cronbach alpha values of the scale, and only 

those that were above the 0.7 cut-off range for acceptable scale was used in the research. Thus 

wherever necessary some items were dropped or new items included in making the 

scales/indices based on results of the above two stated methods (Scale details given in 

appendix). 

Analysis 

Initially factor analysis was done for final selection of items for each scale and indices 

(though not reported in detail in this paper) and later the mean and standard deviation of the 

different parenting measures were presented separately for brothers and sisters. Correlation 

among the different parenting and well-being measures were also reported for sisters and 

brothers separately. Paired t test was carried out to understand whether there exists any 

significant differences among sisters and brothers in the wellbeing dimensions and parenting 

attributes. Finally, multivariate multiple regression was carried out to understand the effect of 

maternal support, and control on wellbeing of brothers and sisters. All analysis were done in 

SPSS version 20 and the regression analysis was done in STATA 12.  

Results 

Table 1 provides the mean and standard deviation of the parenting and well-being 

dimensions for adolescent brothers and sisters separately, along with paired t test results. The 

mean depression score is around 13, there is not much difference in mean score for brothers 

and sisters. The mean score of satisfaction with life and Rosenberg self-esteem scale 15 and 
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22 respectively; however there exists significant difference in scores for brothers and sisters in 

self-esteem scores. Brothers have slightly higher self-esteem. Maternal support and 

behavioural control scores are higher as compared to psychological control, and there is no 

significant differences among brothers and sisters except for behavioural control wherein 

mothers exercise slightly more behavioural control over daughters. In all, for almost all the 

scales there is no gender difference in mean score except for self-esteem and maternal 

behavioural control. 

Table 2 shows the association between the scales of parenting and wellbeing. Results show 

that for adolescent girls there exists significant negative association between parental support 

and depression, while the association of parental support with self-esteem and satisfaction with 

life is positive. However psychological control has no significant association with well-being 

indicators. Behavioural control has significant negative association with depression and 

positive association with self-esteem and satisfaction with life for adolescent boys.  

The multivariate results are presented in table 3 and 4. Adolescent girls are more likely to 

show better self-esteem and life satisfaction with higher levels of maternal support. Maternal 

support also reduced depression levels among the girls. Results (table 3) have also shown that 

being in school or having completed studies was likely to reduce depression among adolescent 

girls. Life satisfaction was also likely to be enhanced with frequent interaction with friends. 

However behavioural control was more likely to impede adolescent girls’ self-esteem and 

psychological control more probable for increasing life satisfaction among them.  

Table 4 suggests that maternal support was significant for enhancing self-esteem and life 

satisfaction among adolescent boys and reducing likelihood of depression among them. 

Interaction with friends resulted in less likelihood of depression and more likelihood of being 

satisfied with their life.  For boys being in school or having completed studies was more likely 

to increase life satisfaction. 



8 

 

 

Conclusion 

Thus, among the rural Indian adolescents, maternal support is a protective factor against 

depressive symptoms and at the same time it fosters self-esteem and life satisfaction. However, 

for girls’ control is responsible for better life satisfaction. As opposed to studies in western 

societies (Bean, Barber & Crane, 2006), for adolescent girls psychological control is actually 

beneficial for adolescent wellbeing. Along with maternal support, friendship during 

adolescence has a positive effect on well-being, especially those with same sex friends. 

Education also had a positive impact on adolescents’ well-being. There was not much 

differences between brothers’ and sisters’ well-being indicators except self-esteem and 

similarly there was no significant differences between siblings for the parenting measures 

except behavioural control. The study also proves that gender differences in the sample are not 

pronounced and siblings have similar sets of factors influencing well-being. 

Depression is a major public health problem in India contributing to significant morbidity, 

disability as well as mortality, along with significant socio-economic losses. 

India, home to 1.2 billion denizens, has a major shortfall when it comes to mental health 

services. India does not spend enough on mental health. Most developed nations spend 4% of 

their budget on mental health research, infrastructure, framework and talent pool, whereas that 

number for India is 0.06%, according to a 2011 WHO report. 

Family background, it would appear, would play a major role in determining how young 

people cope with despair, especially because of the dearth of professional help. 

The remedy lies in building awareness about mental health in schools and colleges, and since 

parents play an important role in the lives of adolescent Indians, there has to be parenting 

classes when married couples are expecting a baby, so that the parents realize that the way they 
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treat each other, and the child, going forward, will directly impact the child’s mental health in 

the formative years and well-being in the years to follow. 
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Table 1: Descriptive statistics and paired t test results of parenting and wellbeing 

measures among sisters and brothers. 

Scales/ Index 

(Abbreviation)  

Sisters Brothers 
n 

95% CI for 

Mean 

Difference 

r t df 
M SD M SD 

Maternal Support scale 

(MS)  
2.49 0.47 2.52 0.43 240 -0.07, 0.03  0.63**  -0.82 239 

Maternal Psychological 

Control scale (MPC)  
1.30 0.33 1.29 0.41 240 -0.05, 0.08  0.18**  0.37 239 

Maternal Behavioural 

Control scale(MBC)  
2.84 0.26 2.65 0.36 240 0.13, 0.24  0.23**  6.95** 239 

Centre for 

Epidemiological Studies 

- Depression Scale for 

Children (CES-DC) 

13.65 8.17 13.52 8.58 240 -1.06, 1.33 0.42** 0.22 239 

Rosenberg Self-esteem 

scale (RSE) 
22.02 4.62 22.81 4.84 240 

-1.27, - 

0.32 
0.72** -3.28** 239 

Satisfaction with Life 

Scale for 

Children(SWLS-C) 

15.40 5.35 15.64 5.51 240 -0.89, 0.42 0.59** -0.71 239 

** p<0.001 

Note: M= Mean, SD Standard Deviation, n = Sample size, r = Correlation, t = t test, df = degree of freedom. 

 

Table 2: Correlation between parenting and wellbeing indicators 
 

 

Maternal 

Support 

scale 

(MS) 

Maternal 

Psychologi

cal Control 

scale 

(MPC) 

Maternal 

Behavioura

l Control 

scale(MBC

) 

Centre for 

Epidemiologica

l Studies - 

Depression 

Scale for 

Children (CES-

DC) 

Rosenber

g Self-

esteem 

scale 

(RSE) 

Satisfaction with 

Life Scale for 

Children(SWLS

-C) 

 Sisters 

Maternal 

Support scale 

(MS) 

 

-0.44** 0.31** -0.43** 0.59** 0.66** 

Maternal 

Psychological 

Control scale 

(MPC) 

-0.31**  -0.22** 0.05 -0.23** -0.12 

Maternal 

Behavioural 

Control 

scale(MBC) 

0.63** -0.20**  -0.05 0.13 0.19** 

Centre for 

Epidemiological 

Studies - 

Depression 

Scale for 

Children (CES-

DC) 

-0.36** 0.19** -0.34**  -0.44** -0.69** 

Rosenberg Self-

esteem scale 

(RSE) 

0.59** -0.17** 0.50** -0.50**  0.67** 

Satisfaction with 

Life Scale for 

Children(SWLS

-C) 

0.53** -0.09 0.45** -0.68** 0.67**   

 Brothers 

** p<0.001, *p<0.01 
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Table 3: Multivariate multiple regression analysis results of well-being indicators 

(Sisters sample) 
 Self-esteem Depression Life Satisfaction 
 β S.E. β S.E. β S.E. 

Maternal Parenting Variables      

Maternal Support (MS) © 2.12*** 0.52 -8.77*** 1.33 6.27*** 0.66 

Maternal Psychological 

Control (MPC) © 
0.85 0.65 -2.25 1.67 3.26*** 0.83 

Maternal Behavioural Control 

(MBC) © 
-2.20** 0.79 3.45 2.03 -0.77 1.01 

Friendship      

Same sex friends © -0.08 0.14 -0.52 0.37 0.27 0.18 

Close friends © 0.28 0.20 -0.88 0.51 0.21 0.25 

Going out with friends      

Never ®       

Sometimes/often 0.64 0.60 -4.33** 1.52 2.66*** 0.76 

Opposite sex friend      

No ®       

Yes 0.88* 0.45 1.15 1.14 -1.74*** 0.57 

Individual Characteristics     

Sibling order      

Sister elder ®      

Brother elder 0.34 0.46 0.51 1.18 0.50 0.59 

Twin 2.83 2.07 1.65 5.28 1.57 2.63 

Education status       

Never attended 

school/dropped out ® 
      

Currently studying/completed 

schooling 
0.06 0.83 -4.41* 2.13 3.48*** 1.06 

Age © 0.06 0.14 -0.07 0.36 0.44** 0.18 

Paid work status       

No ®       

Yes 2.41* 1.03 3.54 2.64 0.07 1.31 

Vocational Training       

No ®       

Yes 0.00 0.44 -0.16 1.11 -0.72 0.55 

Constant 14.34*** 3.96 39.61 10.11*** -17.61*** 5.04 

R sq 0.74  0.35  0.62  

F 27.96***  5.35***  16.48***  

*** p<0.001, **p<0.01, *p<0.05  

© Continuous category; ® Reference category; β beta coefficient; S.E. Standard error 

Note: The models control for region and household characteristics of caste, religion, Socio-economic status (SES). 
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Table 4: Multivariate multiple regression analysis results of well-being indicators 

(Brothers sample) 
 Self-esteem Depression Life Satisfaction 

 β S.E. β S.E. β S.E. 

Parenting Variables      

Maternal Support (MS) 2.14*** 0.57 -4.39** 1.70 3.48*** 0.87 

Maternal Psychological Control (MPC) © -0.33 0.53 2.71 1.59 0.08 0.82 

Maternal Behavioural Control (MBC 0.65 0.67 -3.07 2.00 1.19 1.03 

Friendship       

Same sex friends © 0.35** 0.13 -0.54 0.39 0.27 0.20 

Close friends © -0.37 0.18 0.69 0.55 -0.54 0.28 

Going out with friends      

Never ®       

Sometimes/often 0.52 0.46 -4.14*** 1.37 3.84*** 0.70 

Opposite sex friend      

No ®       

Yes -0.33 0.40 1.27 1.20 -0.19 0.62 

Individual Characteristics      

Sibling order       

Sister elder ®       

Brother elder -0.07 0.48 -0.58 1.45 1.27 0.74 

Twin -4.06 1.93 8.81 5.76 -3.05 2.97 

Education status       

Never attended school/dropped out ®     

Currently studying/completed schooling 0.67 0.74 -3.78 2.20 2.93** 1.13 

Age © -0.13 0.16 0.64 0.47 -0.69** 0.24 

Paid work status       

No ®       

Yes -0.29 0.68 0.50 2.02 0.43 1.04 

Vocational Training       

No ®       

Yes 0.65 0.42 -2.05 1.27 0.52 0.65 

Constant 10.64 3.30*** 26.95 9.89* 5.36 5.09 

R sq 0.78  0.29  0.54  

F 36.20***  3.99***  11.79***  

*** p<0.001, **p<0.01, *p<0.05  

© Continuous category; ® Reference category; β beta coefficient; S.E. Standard error 

Note: The models control for region and household characteristics of caste, religion, Socio-economic status (SES).
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Appendix 

Description of scales used in the study 

Scales/ Index (Abbreviation) (source) 
No. of 

items 
Sample item 

Categories of responses to 

items 

Cronbach's α 
n 

Sisters Brothers 

Maternal Support scale (MS)  (Schaefer, 1965; 

Barber, 1996) 
9 

Your mother is able to make me feel better when you are 

upset 

1 – not like her, 2 – somewhat 

like her and 3 – a lot like her. 
0.95 0.93 240 

Maternal Psychological Control scale (MPC) 

(Schaefer, 1965; Barber, 1996) 
5 

Your mother is always trying to change how you feel or 

think about things 

1 – not like her, 2 – somewhat 

like her and 3 – a lot like her. 
0.7 0.79 240 

Maternal Behavioural Control scale(MBC) 

(Schaefer, 1965; Barber, 1996) 
5 Your mother knows where you go at night? 

1 – does not know, 2 – knows 

little, and 3 – knows a lot. 
0.73 0.76 240 

Rosenberg Self Esteem scale (RSE) (Rosenberg, 

1970) * 
9 On the whole I am satisfied with myself 

Likert scale: 0 (strongly 

disagree) to 3 (strongly agree) 
0.85 0.9 240 

Centre for Epidemiological Studies - Depression 

Scale for Children (CES-DC) ** 
20 I don’t feel like eating I wasn’t very hungry  

 0 – Not at all, 1 – A little, 2 – 

Some and 3 – A lot 
0.82 0.84 240 

Satisfaction with Life Scale for Children 

(SWLS-C) (Deiner, 2001) 
5 The things in my life are excellent 

Likert scale: from 1 (strongly 

disagree) to 5 (strongly agree). 
0.81 0.77 240 

n Sample size 

* Negative meaning items reverse coded 

** Positive meaning items reverse coded 

 

 

 

 


