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Introduction 

Gender is a complex social system that structures the life experience but is not accurately 

captured by the traditional male and female dichotomy of sex (1-4). Gender norms are unspoken 

rules that govern attributes and behaviors that are valued and considered acceptable for men and 

women (1, 5). These norms are embedded in families, defining who is the head of the household; 

whose contributions to the family are valued; whose needs are accommodated and whose are 

minimized (6). Inequitable gender norms create and maintain power hierarchies in families, both 

between and among husband and wife, and their children, both boys and girls. Inequitable gender 

norms have a negative impact on the health and well-being of adults and children alike. For 

instance, in some settings a girl at puberty may no longer be allowed to attend school or interact 

with peers or others as a means to “protect” her purity for marriage (7, 8). Such restrictions limit 

her opportunities for future employment and increase her risk for early marriage, violence in the 

relationship, and poor mental and physical health (9-12). Although norms are unspoken rules that 

govern behaviors, they can be changed, but must be identified, challenged within the community, 

and replaced with norms that value gender equality (14, 15).  

Early adolescence, the time between 10 and 14 years of age, is a developmentally sensitive 

period of life (16, 17). The early adolescent phase marks an important transition during which 

children develop life-long health behaviors and beliefs and begin to internalize social norms 

around gender, sexuality, and relationship dynamics (5, 16, 17). In this period parents play a 

crucial role in the physical, cognitive, and emotional development of their children (4, 17, 18). 

Parents’ gender norm constructs are passed down intergenerationally from parents to their 

children and directly influence their mental and physical health (4, 17). Both boys and girls are 

harmed by inequitable gender norms (1, 4).  

Current literature on the effects of gender norms on early adolescent health focuses on those 

living in politically stable environments (19-23). However, an estimated 125 million 

adolescents—approximately one-tenth of the world’s adolescent population—live in countries 

affected by conflict (24). Adolescent girls living in such areas are at particularly high risk for 

sexual violence, abuse and exploitation, and forced or early marriage, given their separation from 

family and community support structures and a lack of economic options available to them and 

their families (25-28). While research supports theories positing that inequitable gender norms 

further harm the emotional well-being of early adolescents’ living in traumatic humanitarian 

contexts, little is known about how parents’ gender attitudes influence the health and well-being 

of adolescents living in humanitarian crisis contexts (25, 29, 30). While gender norms are 

constructs shared at the community level, gender attitudes are individually-held beliefs about and 

endorsement of gender norms (4).  

The purpose of this research study was to examine the relationship between caregivers’ 

gender attitudes and their adolescents’ mental health, school attendance, and nutrition in the 

Eastern Democratic Republic of the Congo. For the purposes of inclusivity, throughout this 

research parents and other primary caregivers of adolescents are referred to collectively as 

caregivers to reflect the important role that other primary caregivers, such as grandparents, older 



siblings, or extended family members, play in the lives of children. The study adopts a strengths-

based approach to the analysis of caregivers’ gender norms by hypothesizing that caregivers’ 

greater endorsement of more equitable gender attitudes are associated with better outcomes on 

measures of early adolescent mental health, school attendance, and nutrition in those living in a 

post-conflict humanitarian setting. This mixed methods study drew from a quantitative data set 

developed during a series of microfinance livestock asset transfer effectiveness trials conducted 

with caregiver/ adolescent dyads in 10 rural villages in Eastern Democratic Republic of Congo 

(DRC), an area that has faced armed conflict at a variety of levels of intensity for nearly 30 years 

(31, 32). I performed a secondary analysis of the quantitative data using a cross-sectional design 

to examine caregiver gender attitudes and their associations with adolescent measures of 

anxiety/depression, prosocial behavior, school attendance, and food security in 375 parent/early 

adolescent dyads. In the qualitative phase, focus group discussions conducted with 20 

adolescents and 20 of their caregivers living in the same villages in eastern DRC where 

quantitative data were collected to explore their perceptions of how their parents’ gender 

attitudes influence adolescents’ mental health, school attendance, and nutrition.  

 

Summary of Project Aims 

Aim 1: Examine how level of caregiver endorsement of equitable gender attitudes is 

associated with adolescent anxiety/depression, prosocial behavior, school attendance, and 

food security. Hypothesis: Caregivers’ endorsement of more equitable gender attitudes will be 

associated with better scores on scales of adolescent anxiety/depression, prosocial behavior, 

school attendance, and food security.  

Aim 2: Examine how adolescent gender moderates the association between caregivers’ 

gender attitudes and adolescents’ anxiety/depression, prosocial behavior, school 

attendance, and food security. Hypothesis: Caregivers’ endorsement of more equitable gender 

attitudes will be more strongly associated with better scores on scales of adolescent 

anxiety/depression, prosocial behavior, school attendance, and food security for girls than for 

boys. 

Aim 3: Explore how adolescents and caregivers perceive that caregiver gender attitudes 

influence adolescent mental health, school attendance, and nutrition. 

 

Conceptual Framework 

Many of this research’s theoretical underpinnings are drawn from Blum et al.’s Conceptual 

Framework for Early Adolescence (figure 1), an ecological-social model for early adolescent 

development research (18). The Conceptual Framework posits that children’s personal attitudes, 

beliefs, and behaviors are influenced by numerous domains whose constituent factors interact to 

create the lived-experience of the adolescent (4, 18, 33). Blum et al. state that successful early 

adolescence depends upon the achievement of four main goals: engagement in learning, 

maintenance of emotional and physical safety, achievement of a positive sense of self/self-

efficacy, and acquisition of life and decision-making skills (18). The study’s adolescent 

quantitative outcomes of anxiety/depression, prosocial behavior, school attendance, and food 

security were selected for their relevance to early adolescents’ success in achieving the goals 

outlined in Blum et al.’s Conceptual Framework for Early Adolescence (18). The framework 

offers a multilevel life course perspective in which community, family, peers, school, and 

individual factors contribute directly to achieving the goals of early adolescence.  



In addition to its quantitative outcomes, this research includes the results of qualitative focus 

group discussions conducted with adolescents and their caregivers. While the quantitative 

findings serve to answer the study’s first and second aims, these focus group discussion help to 

meet its third aim of exploring adolescents’ and caregivers’ perceptions of how caregiver gender 

attitudes influence adolescent mental health, school attendance, and nutrition. Understanding the 

relationship between caregivers’ gender attitudes and early adolescent mental health, school 

attendance, and nutrition is an important step in aiding communities to identify, challenge, and 

replace inequitable gender norms with norms valuing gender equality. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Adapted Framework for Early Adolescence and Social Norms Approach 

 



Methods, Procedures, and Sampling 

This research utilized a parallel mixed methods design (figure 1). Within this design 

quantitative and qualitative data are analyzed in parallel and findings are synthesized from the 

results of the two streams of data (34). 

Quantitative data was extracted from 

an existing data set and analyzed while 

qualitative research questions were 

developed that would lend further 

insight into quantitative results. 

Quantitative data analysis consisted of 

a cross-sectional analysis of survey 

data collected from 

caregiver/adolescent dyads at the 12-

month follow-up period of the 

comparative effectiveness trial study. 

Qualitative data was collected was 

conducted in the same ten villages in 

South Kivu Province, DRC as 

quantitative data were originally 

collected.  

Study Site 

The study site for this research is 

a cluster of 10 villages in the Walungu 

Territory of South Kivu Province, 

Democratic Republic of the Congo 

(approximately 40 to 80 km south of 

Bukavu, the capital of South Kivu 

Province) (Appendix A) (35).  

Aim 1 
Examine how level of caregiver endorsement of equitable gender attitudes is associated 

with adolescent anxiety/depression, prosocial behavior, school attendance, and food 

security. Hypothesis: Caregivers’ endorsement of more equitable gender attitudes will be 

associated with lower scores on scales of adolescent anxiety/depression, and higher scores on 

scales prosocial behavior, school attendance, and food security.  

Quantitative Parent Study 

Quantitative data for this study come from cross-sectional survey data of adult and 

adolescent participants enrolled in a series of randomized control trials whose aims were to 

improve a number of outcomes related to economic well-being, family functioning, and gender 

equality. The first study, Pigs for Peace (PfP), evaluated the effectiveness of a livestock asset 

transfer program for adults living in the ten study villages (35). Within the study, each adult 

participant randomized to receive the intervention received a female piglet, care instructions, and 

ongoing technical support by the local non-governmental organization (NGO) implementing 

partner. In exchange for the piglet, participants agreed to repay the local NGO with the first two 

piglets it birthed and these repayment piglets served as asset loans for other households in the 

program. After meeting this program requirement, participants were mentored to continue the 

Figure 2: Parallel mixed methods design 
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livestock project as an ongoing income source to meet basic needs. The second study compared 

the relative effectiveness of PfP with that of a second animal/livestock asset transfer program 

targeting adolescents aged 10 to 15 years titled Rabbits for Resilience (RfR). In a similar 

scheme, adolescents and their families were randomized to one of three arms (rabbit only, pig 

only, rabbit and pig) and technical support from the local NGO in exchange for agreeing to repay 

the first two offspring of the animal/livestock provided to the household to the partner NGO (36). 

The PfP and RfR interventions’ effectiveness in improving adolescent well-being outcomes were 

compared after a 24 month trial period.  

Quantitative Samples 

Of the 833 adult participants enrolled in one or both of the RCTs, 784 had data available 

regarding their attitudes towards gender equality. These 784 participants formed the sample 

analyzed in Manuscript 1 (37). Three hundred seventy five of these adults also had an adolescent 

participating in the RfR comparative effectiveness trial and had outcomes data collected at the 

follow-up period of interest. These 375 caregiver/adolescent dyads form the sample of 

quantitative analyses for Manuscript 2 (figure 2). 

Power Analysis 

The power analysis determined the effect size detectable, assuming an intra-class 

correlation (ICC) of .004 based on the data, power=0.80, alpha=.05. With 10 villages and 

N=375, we can detect significant betas >.213 when comparing the Gender Equitable except 

Tolerant of Husbands’ Home-life Dominance class (N=140) with the reference group of Tolerant 

of IPV (N=53) in the linear regression models with continuous outcomes and odds ratios < 0.366 

for the logistic regression model with a binary outcome.  We can detect significant betas >.192 

when comparing the Fully Gender Equitable class (N=140) with the reference group of Tolerant 

of IPV (N=53) for the continuous outcomes and odds ratios < 0.382 for the binary outcome.   

Independent Variable 

As a first step to analyzing the association between parents’ gender attitudes and their early 

adolescents’ measures of health and well-being, I adapted the attitude items from the Social 

Norms and Beliefs About Gender Based Violence scale to serve as a predictor variable that 

captures the concepts most relevant to this association (14). These analyses use data from the 24-

month PfP data collection period and include all adult participants, both those who were 

caregivers of adolescents and those who were not, who responded to scale questions. I identified 

theoretical and operational definitions of gender equality that would help to guide the selection 

of scale items. The conceptual definition of gender equality comes from the Inter-Agency 

Figure 3: Development of quantitative samples 
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Standing Committee and states that gender equality is the “equal enjoyment of women, girls, 

men, and boys – of all age, sexual orientations and gender identities – of rights, goods, 

opportunities, resources, rewards and quality of life” (38). In order to operationalize this 

definition, I selected eight items from the social norms scale that aligned with targets of Goal 5 

of the Sustainable Development Goals: Achieving gender equality and empowering all women 

and girls and that were thought to influence adolescent health and well-being (39). Figure 4 lists 

the scale items lists the scale items included in the final measure of caregiver gender equality and 

the Sustainable Development Goal Targets to which they correspond. 

 

Similar to the development of the original scale, I initially sought to use exploratory factor 

analysis to create a measure of caregiver gender attitudes. However, many of the items in the 

models attempted had very low correlations. Additionally, whenever I removed an item that had 

low correlations with all available factors other items’ correlations would be negatively affected. 

In short, all factor analysis models were unstable and poorly fit the available data.  

Latent class analysis (LCA) offered more stable and coherent models than factor analysis. 

LCA allowed me to classify participants into gender attitude groups. LCA identifies 

unobservable characteristics—latent classes—in participants based on observable variables. 

Latent classes cannot be directly measured and typically represent complex constructs (e.g., 

happiness or behavior patterns). A participant’s response pattern to a set of observable variables 

generates a probability of belonging to each of the latent classes. Participants are classified into 

the latent class to which they have the highest likelihood of belonging.  

Figure 4: Scale items and corresponding SDG goal 5 targets: 

 

Item 1: It is more important to send a son to school than to send a daughter to school 

 Target 5.1 – End all forms of discrimination against all women and girls everywhere 

Item 2: Women should not participate equally with their husbands in making decisions about the 

household 

 Target 5.4 – Recognize and value unpaid care and domestic work through the provision of public 

services, infrastructure and social protection policies and the promotion of shared responsibility within the 

household and the family as nationally appropriate 

Item 3: It is acceptable for girls to be married before 15 years of age 

 Target 5.3 – Eliminate all harmful practices, such as child, early and forced marriage and female 

genital mutilation 

Item 4: Men are more important than women in the family 

Target 5.4 – Recognize and value unpaid care and domestic work through the provision of public 

services, infrastructure and social protection policies and the promotion of shared responsibility within the 

household and the family as nationally appropriate 

Item 7: It is ok for a husband to beat his wife to discipline her 

 Target 5.2 Eliminate all forms of violence against all women and girls in the public and private 

spheres, including trafficking and sexual and other types of exploitation 

Item 12: A man has the right to beat/punish his wife 

 Target 5.2 Eliminate all forms of violence against all women and girls in the public and private 

spheres, including trafficking and sexual and other types of exploitation 

Item 20: Wives should not express their opinion when she disagrees with what her husband is saying 

 Target 5.5 – Ensure women’s full and effective participation and equal opportunities for leadership at 

all levels of decision making in political, economic, and public life 

Item 21: Men should support women in leadership roles in the community   

 Target 5.5 – Ensure women’s full and effective participation and equal opportunities for leadership at 

all levels of decision making in political, economic, and public life 



LCA was performed using the generalized structural equation model. Using responses to 

the eight gender attitude items related to the acceptability of husband’s IPV and gender equality, 

we first estimated models with 2, 3, and 4 classes. We examined Akaike’s information criterion 

(AIC) and Bayesian information criterion (BIC) information statistics for each model to aid in 

final model selection. Smaller AICs and BICs are more desirable and represent better fit and 

more parsimonious models. Model selection was also done in consultation with experts in gender 

attitudes in Eastern DRC in order to select the number of classes that most appropriately fit the 

data. 

The final latent class model contained three gender attitudes classes: Tolerant of IPV, 

Gender Equitable except Tolerant of Husband’s Home-life Dominance, and Fully Gender 

Equitable. Manuscript 2 provides additional details of the LCA, the response patterns shared by 

participants in each class, and associations between class membership and experiences with IPV 

perpetration and victimization and mental health problems.  

Independent Variables 

I selected for analysis quantitative measures that aligned with Blum et al.’s (2014) goals 

for early adolescence, as described in the research’s conceptual model (18). All quantitative 

outcome variable data was collected from adolescent participants except for caregiver age, sex, 

marital status, and Household Food Insecurity Access Scale Score which were collected from 

caregivers. 

Table 1: Quantitative Dependent Variables & Covariates 

Research Variable Measurement 

Outcome Variables 

Anxiety/Depression Related to Emotional & Physical Safety and Positive Sense of Self/Self-Efficacy 

outcomes in Blum et al.’s Framework’s goals for healthy early adolescence. 

Ordinal: Internalizing behaviors subscale of the African Youth Psychosocial 

Assessment (AYPA), a psychosocial health measurement tool validated in Northern 

Uganda (40). Measures anxiety-like and depression-like symptoms. Symptom 

severity over the previous 7 days is assessed using a 4-point Likert scale (i.e., 

never, sometimes, often, always). Higher scores indicate greater problems with 

internalizing behavior problems. Cronbach’s alpha within this sample was 0.77. 

Prosocial Behavior Related to Positive Sense of Self/Self-Efficacy and Life & Decision-Making 

Skills outcomes in Blum et al.’s Framework’s goals for healthy early 

adolescence. Ordinal: Prosocial subscale of the AYPA. The 8-item prosocial 

subscale captures positive social behaviors demonstrated in past 7 days using a 4-

point Likert scale (i.e., never, sometimes, often, always). Calculation of score: 

Mean scores from prosocial subscale. Higher scores indicate more positive social 

behaviors. Prosocial subscale Cronbach’s alpha within this sample was 0.81. 

School Attendance Related to Engagement in Learning outcome in Blum et al.’s Framework’s 

goals for healthy early adolescence. Dichotomous: Number of days missed of 

school in month before survey. Responses were dichotomized for the purposes of 

these analyses (i.e., ≤ 2 or > 2 days missed). Those not enrolled in school but of 

school age coded as having missed > 2 days. 

Food Security Related to Emotional & Physical Safety outcome in Blum et al.’s Framework’s 

goals for healthy early adolescence. Ratio: The Household Dietary Diversity 

Scale assesses total number of food groups consumed by household members in 

previous day and night as reported by the adolescent (41). Calculation of scores: 

Summative score ranging from 0 to 12. Higher scores indicate greater food security 

and higher socioeconomic status. 

Potential Covariates 



 

Analysis 

Prior to conducting the main analyses, the distribution of the variables was examined for 

outliers and to determine whether they met the assumptions of planned analyses. If they had not 

met the assumptions, models allowing for alternative distributions (generalized linear models) 

would have been considered for the main analyses. Differences between those with and without 

missing data were examined using t-tests and chi-square tests. Variables on which they differ 

were included in adjusted analyses to reduce bias related to missingness. Alternative approaches 

to handling missing data (e.g., multiple imputation, mean imputation) were not used as all 

analyzed variables were missing less than 15 percent of all observations. The significance level 

was set at .05 for all analyses.  

Quantitative data analysis was conducted using Stata 15 (42). Mean and frequency values 

were calculated for all covariates in the overall sample and then for each caregiver latent class. χ2 

and ANOVA tests were used to compare differences in covariates across classes. To compare 

differences in adolescent outcomes by caregiver latent class assignment mixed effects regression 

models were used to account for nesting of caregivers and adolescents within the 10 villages. 

Normal Gaussian distribution models were used for all analyses except for school attendance 

which required a logistic model. Both unadjusted models and adjusted models were estimated to 

control for differences between the latent classes by caregiver and household characteristics. 

Aim 2 
Examine how adolescent gender moderates the association between caregivers’ gender 

attitudes and adolescents’ anxiety/depression, prosocial behavior, school attendance, and 

food security. Hypothesis: Caregivers’ endorsement of more equitable gender attitudes will be 

more strongly associated with lower scores on scales of adolescent anxiety/depression, and 

higher scores on scales of prosocial behavior, school attendance, and food security for girls than 

for boys.  

For Aim 2, similar mixed effects linear and logistic regression models as those used in Aim 

1 were employed to examine the moderating effect of adolescent sex on the association between 

caregivers’ gender attitudes and adolescent outcomes (internalizing, prosocial behavior, school 

attendance, and food security). However, for Aim 2, the overall sample was stratified by 

adolescent sex first. Stratified analyses were initially not believed to be sufficiently powered to 

detect moderating effects and so effect sizes rather than p-values were to focus of interpretation. 

The magnitude and direction of the regression coefficients derived from these sub analysis 

models were planned to be compared qualitatively for boys and girls. 

Caregiver sex Dichotomous: male or female 

Caregiver age Categorical: 20-34, 35-44, or 45+ 

Marital status Dichotomous: married or not married 

Child sex Dichotomous: male or female 

Adolescent age Interval: age range 10 to 19 years 

Socioeconomic 

status 

Ratio: Household Food Insecurity Access Scale. Range 0 to 3 

Number of adults in 

household 

Ratio: number of adults over 18 years 

Number of girls in 

household 

Ratio: number of girls under 18 years 

Number of boys in 

household 

Ratio: number of boys under 18 years 



Aim 3  
Explore how adolescents and caregivers perceive that caregiver gender attitudes influence 

adolescent mental health, school attendance, and nutrition.  

Qualitative Sample Recruitment 

During the initial conceptualization of this research the intent was to recruit adolescent 

participants alone for qualitative activities. However, after consultation with our Congolese 

research partner, Programme d’Appui aux Initiatives Economique du Kivu (PAIDEK), it was 

decided to recruit both adolescents and caregivers. A new sample of participants were recruited 

from the same 10 villages in which the parent comparative effectiveness trial was conducted. It is 

important to know that participants in this qualitative portion were different from those who took 

part in comparative effectiveness trial from which the quantitative portion of this study draws its 

data. The decision to recruit new participants for the qualitative arm of this study was made 

because Congolese and US research team members believed that relocating participants for the 

PfP and RfR trials to participate in qualitative activities would be time-consuming and 

logistically complex. Additionally, as data collection on the comparative effectiveness trial had 

been completed several years before this research was initiated, adolescent RfR participants 

would have since aged out of the age range of interest.   

 Before beginning recruitment, the Congolese and US research team members met several 

times to discuss the methods of qualitative inquiry to be used. Based on their previous 

experiences conducting qualitative data collection on the subject of gender and GBV, Congolese 

colleagues expressed a preference for focus group discussions (FGDs) over individual 

interviews. Given their established use in exploring such topics, US members of research teams 

agreed that FGDs were an appropriate approach to exploring how caregivers’ gender attitudes 

affect adolescent health and well-being (43, 44). Despite the potentially sensitive nature of the 

research topics, researchers believed that the interaction between interviewees would yield better 

responses than those provided in individual interviews.  

In order to adequately address the research topic the authors chose to conduct five FGDs, 

a sample size that has been shown in other contexts to reveal around 90 percent of discoverable 

themes (45, 46). FGDs were composed of 6 to 10 participants. Groups of this size were thought 

to be large enough to allow for lively conversation while still being small enough for all 

interviewees to participate. Similar group sizes have been used in other focus group discussion 

studies on gender norms conducted with adolescents and their caregivers (47, 48). 

 Adolescents were purposively recruited based on age, sex, and geographic location. All 

adolescents were between 13 and 15 years of age. Children were enrolled if they (1) expressed 

an interest in participating in an interview; (2) were between 10 and 15 years of age; and (3) had 

resided in one of the ten study villages for at least the past 12 months. Children were excluded 

from the study if (1) they were uninterested in participating; (2) were unable to speak Mashi, 

Swahili, or French; or (3) their parent of guardian was unwilling to provide consent or was 

deemed by the primary investigator or research assistant not to understand the potential risks in 

participating in the study.  

 Adolescent participants were asked to invite a caregiver to participate in one of the adult 

FGDs. Similar inclusion and exclusion criteria existed for caregiver participation as those for the 

early adolescents. Before beginning any data collection caregivers provided oral consent for 

themselves and their children and children provided oral assent. Adolescents completing 

interviews received approximately $1.50 and caregivers $3.00 for their time, an amount 



recommended by PAIDEK partners. The study was approved by the Institutional Review Boards 

of Catholic University of Bukavu and Johns Hopkins University. 

Recruitment of FGDs (N=5) with 20 adolescents and 20 of their caregivers were carried 

out in November and December 2020. Two FGDs were made up of adult caregivers and three 

FGDs were made up of adolescent participants. Caregiver groups were divided by sex, with 10 

female caregivers forming one group and 10 male caregivers forming the second. Based on 

recommendations by PAIDEK research team members, two of the adolescent FGD groups were 

made up of female or male adolescent participants while the third group was mixed sex. Eight 

female and male adolescents made up each of the single sex groups and four male and four 

female participants formed the mixed sex group (figure 3). 

 

 

Qualitative Data Collection Procedures 

Due to ongoing travel restrictions, US-based researchers carried out all study 

development and training activities with DRC-based PAIDEK research team members remotely. 

Congolese and American team members held videoconference meetings in order to develop the 

FGD guide and study procedures and to debrief following pilot testing of the FGD guides. 

All FGDs were facilitated by at least two PAIDEK research assistants (RAs). RAs were 

fluent in French and two widely used local languages, Mashi and Swahili. FGD guides were 

developed in partnership with PAIDEK research team members and employed a body mapping 

exercise and vignettes. Early adolescence is a time in which children are beginning to develop 

the reasoning abilities necessary to reflect on abstract topics, such as gender norms (49, 50). 

These immature critical reasoning abilities frequently compel researchers who work with early 

adolescents to employ qualitative methods meant to supplement the more traditional open-ended 

question approaches frequently used in qualitative inquiry. Body mapping is a qualitative method 

that seeks to capture data related to bodily experiences and is an approach that has been shown to 

be particularly useful in child and adolescent populations that benefit from assistive tools to 

discuss complex thoughts and opinions (51, 52). At the beginning of the exercise each participant 

will be given a piece of paper with an outline of a man or woman and a box of colored pencils. 

The participant will then be asked to color in and clothe the figure however they would like. 

While the participant is coloring, the interviewer will begin posing a series of questions about 

various parts of the figure that relate to gendered norms and parenting. During FGDs PAIDEK 

RAs took notes and recorded audio of participants responses to questions being posed. Pictures 

Figure 5: Composition of focus groups 

 

10 female caregiversFocus Group 1

10 male caregiversFocus Group 2

6 boysFocus Group 3

6 girlsFocus Group 4

4 girls & 4 boysFocus Group 5



that adolescents colored in during the activity were retained and sent to US researchers; however, 

these pictures were not analyzed when reviewing focus group transcripts.  

Vignettes are short stories describing hypothetical individuals or situations that aid 

participants in considering the effect that different types of gender norms have on their well-

being (53, 54). Vignettes are a common qualitative data technique used when interviewing young 

people on abstract topics, such as gender norms (7, 54, 55). Additionally, vignettes can help to 

create distance between the interview questions being posed and adolescent participants’ 

personal experiences. As the focus of a vignette is on a third person, this method of qualitative 

data collection can allow participants to discuss sensitive topics without having to reveal their 

own experiences. Through the course of an interview, vignettes serve to normalize topics and 

help participants to speak about their own situations when they feel comfortable to do so (54, 

55). Vignettes for this study explored how early adolescents perceive that caregivers’ treatment 

may differ between hypothetical groups of boys and girls.  

Five vignettes were included in the FGD guide and covered concepts related to 

depression, anxiety, prosocial behavior, school attendance, and sexual and reproductive health. 

Each vignette detailed a scenario that an adolescent might find themselves in and then was 

followed by two to three questions for focus group participants. For example, in a vignette 

related to school attendance, a boy from a poor family considers leaving school in order to find 

work so that he could help financial support his family. After reading the scenario focus group 

participants were asked how his caregivers might respond to his consideration of leaving school. 

Participants were then asked in a second question if caregivers’ responses would be any different 

if the scenario involved a girl and whether it was equally important for girls to stay enrolled in 

school as long as boys. In-depth discussion with the participants following the exercise allows 

for investigation of these relationships (56). PAIDEK RAs were instrumental in the development 

and credibility testing of the FGD guides and provided invaluable feedback during the initial 

writing of the guides and following pilot testing. Different adolescent and caregiver versions of 

guides were developed and available in appendix 2 and 3.  

Analysis 

I employed Sandelowski’s qualitative descriptive approach to the study of the qualitative 

arm of this study. Qualitative description (QD) is useful for research that is descriptive in nature 

and can help investigators to gain insights about a poorly understood phenomenon. QD has been 

characterized as being a low-inference approach that may or may not begin with a theory of the 

targeted phenomenon that draws data from purposefully sampled FGDs or induvial interviews 

(57-59). Following translation from Mashi or Swahili into French by PAIDEK RAs and then into 

English, transcripts were coded by the author and another doctoral student using f4analyse, a 

qualitative data analysis software (60). Participants were assigned pseudonyms to protect 

anonymity.  

Before beginning coding, I created three overarching domains that aligned with the four 

main goals of early adolescent development, as described by Blum et al. (2014) in their 

conceptual framework for early adolescent research (18). The three overarching domains 

included psychosocial well-being, school attendance, and food security. These overarching 

domains similarly aligned with the study’s quantitative outcomes of adolescent internalizing and 

prosocial behaviors; food security; and school attendance. The goal was to identify salient quotes 

and emergent themes that could be categorized under these overarching domains and that would 

help explain or simply further contextualize associations between caregiver gender attitudes and 

adolescents’ outcomes in the quantitative arm of the study.  



We used thematic analysis to code the focus group discussion transcripts. Thematic analysis 

roughly followed Braun and Clarke’s six phases of thematic analysis (61). In phases 1 and 2 my 

colleague and I read through FGD transcripts and coded any participants responses thought to be 

relevant to our domains of research inquiry. In phases 3 we separately created lists of themes that 

appeared to emerge from our identified codes. In phase 4, through a series of meetings we 

developed a final list of emergent themes that were seen as clarifying to our understanding of the 

overarching domains. During phase 5 we wrote brief descriptions of each theme and categorized 

them under their overarching domains. Last, phase 6 occurred as we wrote the final results 

manuscript and selected the quotes most meaningful to our understanding of the qualitative data 

and the quantitative outcomes.    

In order to establish the validity of qualitative findings I sought to meet the credibility, 

transferability, dependability, and confirmability criteria of Lincoln and Guba’s (1985) refined 

concept of trustworthiness (62). Credibility was obtained through triangulation as we posed 

similar questions to multiple groups of focus group participants of various ages and by having 

multiple authors code resulting transcripts. Efforts to triangulate findings also included 

communicating with PAIDEK representatives to determine if our analytical findings were in line 

with their impressions from facilitating the FGDs and their previous experiences working with 

individuals from the study villages. To improve findings’ transferability, sample inclusion and 

exclusion criteria, interview guides, and a description of the data analysis process was published 

in Manuscript 2. I tried to achieve dependability in findings by creating, maintaining, and 

frequently reviewing an analysis codebook and reviewing it with my mentorship team to discuss 

discrepancies, reduce bias, and to group codes into emerging themes. Lastly, confirmability was 

maintained by documenting the numerous steps taken and decisions made throughout the course 

of study activities.  

Findings Synthesis 

The final step of a parallel mixed methods research design is to merge and synthesize 

findings from the study’s quantitative and qualitative data strands. The goal in this study was to 

search for possible explanations for associations between caregivers’ gender attitudes and 

adolescents’ outcomes in the quantitative arm by reviewing the qualitative research’s emergent 

themes and quotes. Themes and quotes that appeared to offer context for quantitative findings or 

possible explanations were further scrutinized by reviewing the existing literature related to these 

concepts. The most relevant quotes to quantitative findings were included in Manuscript 3’s 

results section and synthesized findings presented in the discussion section. 

 

Summary of Findings 

A total of 375 caregiver/adolescent dyads were analyzed. Most caregiver participants 

were female (88%) and currently married (71%). Adolescents were evenly split by sex and had 

an average age of 13.6 years (SD 2.15). Table 2 provides demographic, covariate, and outcome 

data for the overall sample.  

Table 2: Demographic characteristics of sample (N=375 caregiver/adolescent dyads) 

  

Total no. (%) or mean 

(SD) 

Missing 

(%) 

Caregiver sex  

Number female 329 (88%) 0 (0%) 

Caregiver age                                                  

  20-34 111 (30%)  



35-44 113 (30%)  

45+ 151 (40%) 0 (0%) 

Marital status                             

Married 266 (71%)  

Not married 109 (29%) 0 (0%) 

Child sex   

Number female 184 (49%) 0 (0%) 

Child age   

Mean age 13.6 (2.15) 0 (0%) 

Household Food Insecurity Access Scale   

Mean score (reported by caregiver; range 0-3) 1.37 (0.63) 0 (0%) 

Number of adults in house   

Over 18 years of age 2.8 (1.4) 0 (0%) 

Number of girls in household   

Under 18 years of age 2.2 (1.7) 0 (0%) 

Number of boys in household   

Under 18 years of age 2.1 (1.6) 0 (0%) 

Adolescent anxiety/depression   

APAI Internalizing subscale mean (range 1-4) 1.2 (0.2) 0 (0%) 

Adolescent prosocial behavior   

APAI Prosocial subscale mean (range 1-4) 3 (0.5) 0 (0%) 

Household Dietary Diversity Scale   

Mean score (range 0-12) 3.6 (1.5) 0 (0%) 

School-age (<18yo) enrollment status   

Enrolled 

Not enrolled 

Older than school-age 

305 (81%) 

59 (16%) 

11 (3%) 

0 (0%) 

School days missed in last month   

≤ 2 days 202 (54%)  

> 2 days 

Above school-age 

162 (43%) 

11 (3%) 
0 (0%) 

 

Table 3 examines differences in demographics and additional covariates by the three 

caregiver latent classes: Tolerant of IPV (14% of caregivers); Gender Equitable except Tolerant 

of Husband’s Home-Life Dominance (37% of caregivers), and Fully Gender Equitable (49% of 

caregivers). The classes differed significantly by HFIAS. The classes did not differ significantly 

by caregiver sex, age, or marital status; child sex or age; or the number of adults, girls, or boys 

living in the household. In the adjusted regression models, we controlled for household SES 

using HFIAS scores.  

 

 

 

 

 

 



Table 3: Comparison of demographic characteristics by caregiver latent class 

  

Tolerant of 

IPV 

Gender Equitable 

except Tolerant of 

Husband’s Home-

life Dominance 

Fully 

Gender 

Equitable 

Χ2 or 

ANOVA       

p-value 

 n=53 n=140 n=182   

Caregiver sex 

number female 

 

47 (89%) 

 

124 (88%) 

 

158 (87%) .87 

Caregiver age                                                    
  20-34 9 (17%) 45 (32%) 57 (31%) .062 

35-44 19 (36%) 33 (24%) 61 (34%)  
45+ 25 (47%) 62 (44%) 64 (35%)  

Caregiver marital status                                
Married 36 (68%) 94 (67%) 136 (75%) .29 

Not currently married 17 (32%) 46 (33%) 46 (25%)   

Child sex     

Number female 27 (51%) 63 (45%) 94 (52%) .476 

Child age     

Mean age (SD) 14.1 (2.2) 13.3 (2.1) 13.6 (2.1) .089 

Household Food Insecurity 

Access Scale (range 0-3)     

        Mean score (SD) 1.64 (0.4) 1.42 (0.7) 1.25 (0.6) <.001 

Number of adults in house     

Over 18 years of age (SD) 2.8 (1.3) 2.6 (1.4) 2.8 (1.5) .43 

Number of girls in 

household     

Under 18 years of age (SD) 2.1 (1.5) 2 (1.8) 2.4 (1.6) .117 

Number of boys in 

household     

Under 18 years of age (SD) 2 (1.4) 1.9 (1.6) 2.3 (1.7) .079 

 

Table 4 presents adolescents’ outcomes by caregiver latent class by overall sample and 

stratified by child sex. Using multivariable mixed-effects linear and logistic regression, table 5 

compares unadjusted and adjusted main effect and sex-moderated associations between 

caregivers’ gender attitudes latent class assignments and their adolescents’ well-being outcomes. 

In this sample, the main analyses examining associations between caregiver gender attitudes 

class and adolescents’ internalizing behavior indicate a non-significant association. However, in 

stratified analyses, girls whose caregivers belonged to the Gender Equitable except Tolerant of 

Husband’s Home-life Dominance (b=-0.14, p-value=.007; ab=-0.14, p-value=.008) and Fully 

Gender Equitable (b=-0.11, p-value=.018; ab=-0.11, p-value=.023) classes were found to have 

lower internalizing behavior scores than girls with caregivers classified as Tolerant of IPV in 

both unadjusted and adjusted models. Boys’ internalizing behavior scores did not differ across 

classes.  However, boys with caregivers classified as Tolerant of IPV showed the opposite 

pattern for internalizing behavior than the girls with the lowest internalizing behavior scores in 

the Tolerant of IPV class. 

 

 

 

 



Table 4: Comparison of adolescent outcomes by caregiver latent class, stratified by child sex 

 

Tolerant of IPV 

Gender Equitable 

except Tolerant of 

Husband’s Home-

life Dominance 

Fully Gender 

Equitable 

Internalizing Behavior 

(mean) 

   

Overall sample (SD) 1.26 (0.25) 1.23 (0.23) 1.23 (0.23) 

Girls (SD) 1.32 (0.31) 1.18 (0.19) 1.22 (0.22) 

Boys (SD) 1.19 (0.16) 1.26 (0.24) 1.24 (0.23) 

Prosocial Behavior    

Overall sample (SD) 3.06 (0.54) 3.07 (0.59) 3 (0.46) 

Girls (SD) 3.04 (0.64) 2.99 (0.56) 3.02 (0.52) 

Boys (SD) 3.08 (0.42) 3.14 (0.64) 2.99 (0.4) 

Household Dietary 

Diversity Scale     

Overall sample (SD) 3.13 (1.32) 3.75 (1.61) 3.62 (1.4) 

Girls (SD) 2.96 (1.31) 3.65 (1.77) 3.53 (1.56) 

Boys (SD) 3.3 (1.32) 3.83 (1.47) 3.71 (1.2) 

Missing >2 days school last 

month (percent)    

Overall sample 50% 41% 45% 

Girls 50% 40% 45% 

Boys 50% 42% 46% 

 
Table 5: Unadjusted and adjusted associations between caregiver latent class and adolescent 

outcome main analyses and test of moderation by child sex with Tolerant of IPV as the 

reference group 

 

Gender Equitable except 

Tolerant of Husband’s Home-life 

Dominance Fully Gender Equitable 

Linear 

Regression b (95% CI) ab (95% CI) † b (95% CI) ab (95% CI) † 

Internalizing 

Behavior 
    

Overall sample 

(n=375) 

-0.03 

(-0.1 to 0.04) 

-0.03 

(-0.1 to 0.04) 

-0.03 

(-0.1 to 0.04) 

-0.03 

(-0.1 to 0.04) 

Girls (n=184) 
-0.14  

(-0.24 to -0.04)* 

-0.14  

(-0.24 to -0.04)* 

-0.11  

(-0.21 to -

0.02)* 

-0.11  

(-0.21 to -0.02)* 

Boys (n=191) 
0.07  

(-0.03 to 0.17) 

0.07  

(-0.03 to 0.17) 

0.05  

(-0.05 to 0.15) 

0.04  

(-0.06 to 0.14) 

Prosocial 

Behavior 
    

Overall sample 

(n=375) 

0.06  

(-0.1 to 0.23) 

0.07 

(-0.1 to 0.24) 

0.0  

(-0.15 to 0.15) 

0.02 

(-0.13 to 0.18) 

Girls (n=184) 
-0.02  

(-0.27 to 0.22) 

-0.01  

(-0.26 to 0.24) 

0.0  

(-0.23 to 0.24) 

0.02  

(-0.21 to 0.26) 

Boys (n=191) 
0.15  

(-.07 to 0.37) 

0.15  

(-.06 to 0.37) 

0.04  

(-0.17 to 0.25) 

0.06  

(-0.15 to 0.27) 



Food Security         

Overall sample 

(n=375) 

0.51  

(0.06 to 0.96)* 

0.46  

(0.01 to 0.92) * 

0.3  

(-0.12 to 0.72) 

0.22  

(-0.21 to 0.65) 

Girls (n=184) 
0.74  

(0.07 to 1.41) * 

0.78  

(0.09 to 1.46) *  

0.46  

(-0.17 to 1.09) 

0.5  

(-0.15 to 1.15) 

Boys (n=191) 
0.38  

(-0.21 to 0.97) 

0.35  

(-0.23 to 0.93) 

0.28  

(-0.29 to 0.84) 

0.12  

(-0.43 to 0.68) 

Logistic 

Regression OR (95% CI) aOR (95% CI) † OR (95% CI) aOR (95% CI) † 

School 

Attendance 
    

Overall sample 

(n=364) 

0.7 

(0.36 to 1.32) 

0.76 

(0.4 to 1.46) 

0.83 

(0.45 to 1.55) 

0.98  

(0.52 to 1.86) 

Girls (n=179) 
0.67  

(0.27 to 1.7) 

0.83  

(0.32 to 2.14) 

0.82  

(0.34 to 1.96) 

1.07  

(0.43 to 2.64) 

Boys (n=185) 
0.64  

(0.24 to 1.68) 

0.65  

(0.25 to 1.72) 

0.77  

(0.31 to 1.95) 

0.84  

(0.33 to 2.15) 

Abbreviations: IPV, intimate partner violence; OR odds ratio; b, unstandardized slope 

coefficient 
† Adjusted models controlled for family SES using HFIAS scores.  
*p-value≤.05 

 

Aim 1: Examine how level of caregiver endorsement of equitable gender attitudes is 

associated with adolescent anxiety/depression, prosocial behavior, school attendance, and 

food security. Hypothesis: Caregivers’ endorsement of more equitable gender attitudes will be 

associated with lower scores on scales of adolescent anxiety/depression, and higher scores on 

scales prosocial behavior, school attendance, and food security.  

A series of multivariable mixed-effects linear and logistic regressions were used to test the 

hypothesis that adolescents with caregivers classified as have for gender-equitable attitudes 

would have better scores on outcome measures. The final adjusted model controlled for 

household SES with the addition of the Household Food Insecurity Access Scale (HFIAS). In the 

study’s overall sample (n=375), there was no significant difference between adolescents in the 

three gender attitudes classes on measures of internalizing or prosocial behavior or school 

attendance. For food security, adolescents with caregivers classified as Gender Equitable except 

Tolerant of Husband’s Home-life Dominance had significantly better scores than those in the 

reference group, the least gender equitable class, in unadjusted and unadjusted models (b=0.51, 

p-value=.027; ab=0.46, p-value=.045). Overall, the first hypothesis was only partially supported. 

Aim 2: Examine how adolescent gender moderates the association between caregivers’ 

gender attitudes and adolescents’ anxiety/depression, prosocial behavior, school 

attendance, and food security. Hypothesis: Caregivers’ endorsement of more equitable gender 

attitudes will be more strongly associated with lower scores on scales of adolescent 

anxiety/depression, and higher scores on scales prosocial behavior, school attendance, and food 

security for girls than for boys.  

 Using similar multivariable mixed-effects linear and logistic regressions as those 

for Aim 1, sub analyses were conducted to test the moderating effect of adolescent sex on 

associations between caregiver gender attitudes and adolescent outcomes. After stratifying, girls 

(n=184) whose caregivers belonged to the Gender Equitable except Tolerant of Husband’s 

Home-life Dominance (b=-0.14, p-value=.007; ab =-0.14, p-value=.008) and Fully Gender 



Equitable (b=-0.11, p-value=.018; ab =-0.11, p-value=.023) classes were found to have lower 

internalizing behavior scores than girls with caregivers classified as Tolerant of IPV in both 

unadjusted and adjusted models. Boys’ (n=191) internalizing behavior scores were 

insignificantly different across classes.   

 Caregivers’ gender attitudes class was not significantly associated with adolescents’ 

prosocial behavior or school attendance in sub analyses by child sex. Similar to analyses of the 

overall sample, stratified analyses indicated that girls’ whose caregivers were classified as 

Gender Equitable except Tolerant of Husband’s Home-life Dominance had significantly better 

food security (b=0.74, p-value=.03; ab=0.78, p-value=.026) than reference group girls. While 

adolescent girls with caregivers classified as Fully Gender Equitable and boys in both of the 

comparison classes had higher mean food security scores than those adolescents in the references 

groups, these differences were statistically insignificant. Aim 2’s hypothesis was partially 

supported by findings from this sample; more gender equitable attitudes of caregivers were more 

strongly associated with better measures of internalizing behavior and food security in girls than 

in boys. 

Aim 3: Explore how adolescents and caregivers perceive that caregiver gender attitudes 

influence adolescent mental health, school attendance, and nutrition. 

FGDs with adolescents and caregivers serve to contextualize data from the quantitative 

portion of this study. Salient quotes from the five FGDs were categorized into eight emerging 

themes that each fit into one of the three main domains: psychosocial well-being; school 

attendance; and food security. Quotes by participants about how caregivers’ gendered behaviors 

might affect adolescent health and well-being were insightful and telling. Themes from this 

domain were: 

• Girls’ behavior may cast shame on their families 

• Intimate partner violence threatens adolescents’ emotional well-being 

• Listening is an important component of parenting 

• Caregivers’ gendered roles and behaviors influence adolescents’ own future behaviors 

and attitudes 

 

Similarly, education was widely believed by participants to be the path to future prosperity. 

However, despite caregivers’ insistence that both boys and girls attend school, a number of 

adolescents admitted that girls face additional barriers to attending school than do boys. The two 

main themes to emerge from questions and activities related to education were as follow: 

• Education as a means to a better life 

• Lack of financial resources and pregnancy can limit school attendance, mostly for 

girls 

 

Participants’ responses to questions and activities related to food security bore little 

relevance to disparities in caregiver gender attitudes. Perhaps as a result of a lack of follow-up or 

probing or difficulties encountered by participants in linking gendered attitudes to food and 

nutrition, emergent themes under the food security domain dealt more with the importance of 

nutrition for all children than with gendered differences in access to sufficient and nutritious 

food. Rather, differences by participants were noted in food availability by age. The two 

emergent themes under food security are listed here: 

• Families sometime eat together 

• Food shared by age 



 

Recommendations 

Implications: Research 

The results from this study increase our understanding of the complex relationships 

between caregiver gender attitudes; displacement and humanitarian settings; and adolescent 

health and development. However, future research should seek scrutinize findings from this 

study that suggest an association between caregiver gender attitudes and adolescent psychosocial 

health. This research also should be conducted in a way that offers new theoretical links between 

caregivers’ gendered behaviors and their children’s mental health. 

 The curvilinear pattern in outcomes in which adolescents with caregivers classified into 

the moderately gender equitable class, Gender Equitable except Tolerant of Home-life 

Dominance, had among the best outcomes scores on all four measures is an interesting finding. 

This and related evidence creates the strong argument that increasingly equitable gender attitudes 

are associated with better health and safety outcomes for adolescents (63, 64). However, 

behaviors and opinions that reflect weaker endorsement of traditional restrictive gender norms 

and more equitable gender attitudes might also trigger harmful social sanctions (3). Social 

sanctions directed at adult caregivers and adolescents alike resulting from non-conformity with 

traditional gender norms can include ostracism, stigmatization, scolding, and bullying (65). 

While we know that there is enforcement of dominant norms, we have yet to fully understand 

who enforces norms within communities and how challenges to dominant gender norms might 

counteract the positive health and development benefits that adolescents experience by having 

caregivers who hold more equitable attitudes towards gender (3). With this in mind, the U-

shaped pattern in study outcomes suggests a limit to the health and development benefits of more 

equitable gender attitudes. Adolescents whose caregivers express moderately gender equitable 

attitudes (i.e., Gender Equitable except Tolerant of Husband’s Home-life Dominance) might reap 

the health benefits from these more egalitarian attitudes without facing the social sanctions that 

caregiver/adolescent dyads in the Fully Gender Equitable class experience for their more overt 

challenges to prevailing gender norms. Learning how to help communities critically analyze and 

confront the harmful effects of restrictive gender norms remains a priority on social norms 

research (66, 67).  

There is a temptation to view gender equality attitudes as a single continuum, with highly 

inequitable attitudes on one end of the spectrum and highly equitable attitudes on the other. For 

the purposes of analysis, this is how much of the exiting scholarship, including this present 

study, conceptualizes gender equality. However, it does not accurately reflect the 

multidimensional nature of individuals’ attitudes toward gender roles and their feelings towards 

equality of the sexes. Gender scholars frequently delineate between attitudes around male 

primacy – attitudes that privilege men over women – and gender essentialism – the belief that 

men and women have fundamentally different traits (68). Gender essentialism also suggests there 

is gender role symmetry, certain types of work and behavior for which men and women are 

better suited given these fundamental trait differences. Over the last several decades any number 

of countries have seen declines in attitudes endorsing male primacy. Gender essentialism, 

though, has shown greater resilience (69). To add to this, individuals may hold different opinions 

on the roles that men and women should hold in the public and private spheres of life. Even this 

brief introduction into a handful of gender concepts throws into stark relief the multidimensional 

nature of gender attitudes and makes apparent the challenge of measuring such attitudes.  



Similar to this study, other researchers have used LCA to model gender equality attitudes. 

Knight and Brinton’ (2017) 4-class model of participants’ gender attitudes in 17 European 

countries found three distinct forms of gender egalitarian attitudes that showed little sign of 

convergence on one dominant form (70). Future research into gender roles and their influence on 

adolescent health must carefully consider the many different axes of gender and the numerous 

forms of gender egalitarianism that may exist within a society. It is time to advance our 

understanding of how gender influences adolescent health by adopting a more nuanced approach 

to the analysis of the multiple dimensions of individuals’ gender attitudes. To do this researchers 

should consider being more explicit in their intent to measure gender attitudes towards 

egalitarianism and gender essentialism and roles of men and women in public and private 

spheres of life. Simultaneously, researchers must also seek to measure widespread community-

held gender norms and investigate their enforcement mechanisms. Doing so will help us better 

understand which constellations of gender attitudes most overtly challenge such norms and risk 

social sanction.  

Implications: Practice 

 While the results of this study open up new avenues of research inquiry, global and 

humanitarian health practitioners can also integrate these results into programmatic planning to 

the more immediate benefit of their clients. Monitoring and evaluation (M&E) are key 

components to any health program life-cycle. As collecting useful, actionable data is the goal of 

M&E, this research serves to underscore the importance of disaggregating data by key 

characteristics. Important characteristics include sex, age, and SES. As these results 

demonstrated, unstratified outcomes on measures of adolescent internalizing behavior were 

similar across groups, while food security was found to be only slightly significantly better in 

adolescents with caregivers classified as Gender Equitable except Tolerant of Husband’s Home-

life Dominance. However, after disaggregating by adolescent sex, we discovered that girls in the 

two comparison groups had significantly better internalizing scores as compared to those in the 

reference class and that increased food security in the Gender Equitable except Tolerant of 

Husband’s Home-life Dominance class driven almost entirely by better girl scores. Such insights 

matter and can aid decisionmakers to better understand who is benefitting from the health 

promotion program.  

 This research also serves to inform global and humanitarian health practitioners on the 

powerful effect that caregivers and their gendered attitudes may have on their adolescent 

children’s health. Health promotion programs targeting adolescents should be designed to 

account for the influence that caregivers’ gender attitudes may have on the program’s success. 

For instance, the intended beneficiaries of reproductive health and GBV prevention programs 

may be adolescent girls and boys, but their caregivers are important stakeholders whose 

involvement is key to success. If a GBV prevention program had as one of its goals to reduce 

barriers experienced by adolescent girls in reporting such abuse, program managers would do 

well to consider how caregivers’ gender attitudes and notions of family honor might pose 

unforeseen barriers. In many contexts characterized by notions of hegemonic masculinity, 

caregivers’ sense of powerless against social norms permissive of GBV may motivate them to 

employ control tactics that can ultimately prove damaging to adolescent girls’ physical and 

emotional health and, in fact, further reinforce these already entrenched inequitable gender 

norms. In order to keep girls safe and to safeguard the perceived respect of the family, caregivers 

may have strong incentives to use fear-based messages to protect girls in conflict-affected 

communities. However, these tactics can impede girls’ freedom to engage with their larger 



community and to dissuade them in reporting cases of violence and abuse (71). In this case, 

program staff must address limitations experienced by caregivers’ in protecting their adolescent 

girls during conflict and displacement so as to effectively prevent GBV against adolescent girls 

in the future.   

 Finally, this numerous aspects of this research support adolescent health promotion 

programs that intervene at multiple levels of their ecological-social environments. As mentioned 

earlier, adolescent health promotion programs must engage not only adolescents, but also 

caregivers and community stakeholders. Programs must consider and attempt to address the 

immediate and long-term impacts of growing up in an ongoing armed-conflict setting by 

combining a suite of interventions. At the community level, gender transformation strategies that 

help communities to address the harmful inequitable gender norms that permit GBV are an 

important addition to a comprehensive adolescent health promotion program (15). Investing in 

efforts aimed at disrupting norms tolerant of GBV can create a lived environment that is safer for 

girls (13, 71, 72).  

For caregivers, program implementors should invest in parenting skills and cash and 

other asset transfer strategies. The psychological toll on adolescents of experiencing armed 

conflict can be profound. Parenting skills programs implemented that emphasize positive 

parenting that increases family warmth and caregiver monitoring of their children, while 

reducing the frequency of harsh punishment. To add to parenting skills, program implementors 

should integrate cash and other asset transfer components to help families meet their economic 

requirements. While the deleterious cognitive and neuroendocrine effects of armed conflict on 

adolescents is evident, research suggests that chronic economic hardship and poverty have 

perhaps an even greater impact on adolescent cognitive development (73). 

For adolescents, providing programs meant to improve resilience and development 

outcomes would be a useful addition to this overall suite of interventions. This could involve 

youth empowerment programs that teach important life skills and bolster feelings of self-efficacy 

and mastery. Finally, the addition of mentorship programs and the availability of safe spaces for 

girls can facilitate the development of a sense of community and valuable friendships that can 

improve safety (74). 

 

Financial Summary 

 

Description Cost Quantity Total 

Research team services       

Research team fee  $      500.00  6  $   3,000.00  

Research team lead fee  $   1,000.00   1  $   1,000.00  

Travel       

Per diem and accommodation  $      200.00  6  $   1,200.00  

Transport/ vehicle fuel  $      500.00  1  $      500.00  

Participant recruitment       

Parent participant recruitment incentives  $           4.00  26  $      104.00  

Adolescent participant recruitment incentives  $           3.00  26  $        78.00  

Stationary/ interview supplies  $       100.00              1  $      100.00  

Preparatory meeting fees  $         50.00  3  $      150.00  

Total      $   6,132.00  
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