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Abstract 

Significant relations exist between parenting constructs and youth internalizing 

symptoms of depression, anxiety, and social anxiety, which are often comorbid. 

Psychological control is defined as parental attempts to control their child through 

coercion or guilt induction. Literature suggests that parental psychological control, in 

particular, is associated with youth internalizing symptoms. Few studies have examined 

the relation between parenting, parental psychological control, and youth internalizing 

symptoms while controlling for youth comorbid symptoms. This study investigated the 

relation among the parenting constructs of hostility/rejection/neglect (HRN) and warmth, 

maternal psychological control, and youth internalizing symptoms while controlling for 

maternal behavioral control and youth comorbid symptoms in a community sample of 

youth 8 to 12 years old and their mothers. Assessments were completed by children and 

their mothers. Results indicated maternal psychological control was significantly related 

to youth self-reported symptoms of depression, anxiety, and social anxiety before 

controlling for comorbid symptoms. After controlling for comorbid symptoms, maternal 

psychological control was related to youth self-reported depressive and anxiety 

symptoms. When utilizing mother-reported youth symptoms, maternal psychological 

control was significantly related to youth symptoms of depression and anxiety before and 

after controlling for comorbid symptoms. While results indicated neither maternal 

warmth nor maternal HRN moderate the relation between maternal psychological control 

and youth symptoms of depression, anxiety, and social anxiety; a specific dimension of 

psychological and maternal HRN control are uniquely associated with youth depressive 

symptoms. Methodological, theoretical, and clinical implications are discussed.   
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Chapter 1 

Introduction 

Depression, anxiety, and social anxiety, often referred to as internalizing 

problems, are psychological disorders that are prevalent in youth and highly comorbid 

(Cummings, Caporino, & Kendall, 2014; Essau, 2008; Garber & Weersing, 2010). This 

comorbidity can complicate research by making it difficult to distinguish the relationship 

between these disorders and other variables. It is important to consider comorbid 

symptoms when examining specificity within youth depression and anxiety so accurate 

results and implications can be reported (Epkins, 2016; Epkins, Gardner, & Scanlon, 

2013). When studying children, it is also important to consider parents and how their 

parenting practices may serve as a risk factor for youth internalizing disorders.  

Parenting Constructs 

Extensive research shows that there is a significant relation between parenting and 

youth depression and anxiety (Putnick et al., 2015; Scanlon & Epkins, 2015; Wei & 

Kendall, 2014). As Skinner, Johnson, and Snyder (2005) note, there are multiple 

constructs within parenting including parental warmth/acceptance, rejection, behavioral 

control, and psychological control. Warmth and acceptance are often used 

interchangeably to refer to the different expressions of love, appreciation, kindness, 

caring, and support (Skinner et al., 2005). Opposite from warmth and acceptance on the 

parenting dimension is rejection or hostility. Parental rejection or hostility can be defined 

as expressions of harshness, aversion, irritability, and explosiveness and can also include 

“overt communication of negative feelings for the child, such as criticism, derision, and 

disapproval” (p. 187, Skinner et al., 2005). 
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While warmth and rejection have commonly been considered as unidimensional, 

more recent literature supports that warmth and rejection are two separate constructs 

(Epkins & Harper, 2016; Putnick et al., 2012; Skinner et al., 2005). Within the distinction 

of these two constructs of parenting, warmth/acceptance is often used when discussing 

the positive aspects of parenting and hostility/rejection/neglect (HRN) are grouped 

together when examining the negative aspects of parenting (Gomez & Rohner, 2011; 

Rohner, Khaleque, & Cournoyer, 2005) 

Along with parenting, it is important to consider how parents manage their child’s 

behavior. Within the autonomy support versus coercion construct of parenting is the idea 

of psychological control (Skinner et al., 2005). Psychological control includes attempts to 

control children through practices such as “manipulation and exploitation of the parent-

child bond” (Frazer & Fite, 2015 p. 2). This can even include the child feeling pressured 

by the parent to behave according to their parents’ expectations (Soenens & 

Vansteenkiste, 2010). Whereas behavioral control refers to parental behaviors intended to 

control or manage the behavior of their children (Barber, 1996). While the two terms may 

be difficult to differentiate, it is important to note that they are theoretically independent 

constructs (Soenens & Vansteenkiste, 2010).  Soenens and Vansteenkiste (2010) explain 

that psychological control is intended to describe parental coercion or pressure and 

behavioral control is intended to describe the level of structure provided in relation to the 

child’s behavior. A number of studies have found that parental behavioral control is 

negatively related to youth behavioral problems, while psychological control is positively 

related to youth depressive symptoms and behavioral problems (Barber, 1996; Barber & 

Harmon, 2002; Barber, Olsen, & Shagle, 1994). The aforementioned studies conducted 
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by Barber indicate that parental psychological control is negatively related to behavioral 

control; while a study conducted by Vansteenkiste, Zhou, Lens, and Soenens (2005) 

found that parental psychological control was related to more controlled or pressured 

behavioral regulations in the context of youth academic achievement. As Barber (1996) 

notes: 

Separating psychological control from behavioral control emphasizes where the 

control is located or focused. Thus, the question is less one of how much control 

is good or bad for a child than asking in what areas of a child’s life is control 

facilitating or inhibiting. (p. 3299) 

Therefore, while this study will only examine the role of maternal psychological control, 

it is important to recognize the overlap that psychological control has with behavioral 

control as well as identify the distinction between the two forms of parental control.   

Parenting and Youth Internalizing Symptoms 

Higher levels of parental rejection and psychological control are positively 

associated with higher levels of youth depression (McLeod, Weisz, & Wood, 2007b). 

Lower levels of parental warmth are also associated with higher levels of youth 

depression (Epkins & Heckler, 2011; McLeod et al., 2007b). A meta-analysis conducted 

by Yam and Jorm (2015) noted a negative association between youth depressive 

symptoms and parental warmth, with small effect sizes (Stouffer’s r = -0.122 to -0.222). 

One study found that lower levels of maternal acceptance were related to higher levels of 

parent- and youth-reported depressive symptoms (Gonzalez & Weersing, 2014). 

Negative, harsh parenting behaviors and parent-reported child depressive symptoms were 

strongly, positively related, indicating that higher levels of negative and harsh parenting 
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behaviors were associated with more depressive symptoms in children (Dallaire et al., 

2006). This same study found a negative association between supportive, positive 

parenting behaviors and parent-reported children’s depressive symptoms (Dallaire et al., 

2006).  

Research has also shown that parental rejection and control are related to anxiety 

in youth, with higher levels of parental rejection and parental control being positively 

associated with higher levels of youth anxiety (McLeod et al., 2007a). One meta-analysis 

found that higher levels of child anxiety were related to more parental control and that 

larger effect sizes were found in social anxiety than in unspecified, general anxiety or 

internalizing symptoms (Van der Bruggen, Stams, & Bogels, 2008). Not only are parent-

child relationships low in warmth and/or high in rejection related to social anxiety in 

youth (Epkins & Heckler, 2011) but also, youth-reported maternal rejection is a 

significant correlate of youth anxiety (Niditch & Varela, 2012). Child-reported mother’s 

acceptance also served as a significant correlate of higher youth anxiety and depression 

(Wei & Kendall, 2014). Further, a study conducted by Gonzalez and Weersing (2014) 

found that lower levels of maternal acceptance were related to higher levels of youth 

anxiety symptoms for non-Hispanic White youth, but this association was not found for 

Latino youth. Literature also indicates that parents of anxious children (ages 7-10 years) 

in comparison to anxious adolescents (ages 13-16 years) are significantly more intrusive 

(Waite & Creswell, 2015).  

Furthermore, higher levels of youth-reported parental psychological control are 

significantly correlated with higher levels of youth depression in a community sample of 

children ages 9 to 14 years old (Lumley, Dozois, Hennig, & Marsh, 2012). Specifically, 
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child-reported maternal psychological control is uniquely associated with youth 

depressive symptoms in children 9 to 12 years old among a community sample (El-

Sheikh, Hinnant, Kelly, & Erath, 2010). Additionally, studies have begun to examine the 

relationship between parental control, parenting, and youth depressive symptoms. One 

study found that child perceived mixed parental psychological and behavioral control 

partially mediated the relationship between child perceived parental rejection and youth 

depression in youth aged 7 to 17 years in a clinical sample (Magaro & Weisz, 2006). A 

study conducted by Arim and Shapka (2008) found that maternal and paternal 

psychological control were associated with youth internalizing symptoms even after 

controlling for parental behavioral control. Stone and colleagues (2013) examined the 

relation between psychological control and youth internalizing problems and found that 

parental psychological control was associated with youth internalizing problems even 

after controlling for parental responsiveness and behavioral control. A study looking 

specifically at parental psychological control found that youth perceived parental 

psychological control and adolescents’ depressive symptoms mutually reinforce one 

another in a sample of tenth grade high school students (Soenens, Luyckx, Vansteenkiste, 

Duriez, & Goossens, 2008). Another study found that parental psychological control and 

youth perceived parental disrespect had positive associations with youth depression 

among adolescents from five different cultures (Barber, Xia, Olsen, McNeely, & Bose, 

2012). Importantly, psychological control remained a significant correlate of adolescents’ 

depressive symptoms even after controlling for other parenting dimensions of 

responsiveness and behavioral control (Soenens et al., 2008).  
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Research also indicates a significant relationship exists between parental 

behavioral control, psychological control, and youth anxiety symptoms (Epkins & 

Heckler, 2011; Möller, Majdandžić, de Vente, & Bögels, 2013; Scanlon & Epkins, 2015). 

Child-report of mothers’ and fathers’ psychological control was significantly correlated 

with youth depression and anxiety (Wei et al., 2014). Perceived maternal psychological 

control was found to be significantly related to anxiety in girls, and not boys, in early 

adolescents ages 10 to 14 years (Schleider, 2014). In addition, child perceived maternal 

psychological control was a significant correlate of youth anxiety symptoms in third 

grade students (El-Sheikh et al., 2010). Importantly, one study found that youth rated 

Latina mothers higher in psychological control in comparison to non-Hispanic White 

mothers, suggesting the importance of considering variables like mothers’ ethnicity in 

analyses related to psychological control (Gonzalez & Weersing, 2014). A meta-analysis 

conducted by Yap and Jorm (2015) found that youth anxiety symptoms were significantly 

related to parental autonomy granting and parental warmth. Effect sizes (Stouffer’s r) for 

the association between youth anxiety symptoms and parental autonomy granting from 

cross-sectional data ranged from -0.176 to -0.398 (Yap & Jorm, 2015). Effect sizes 

(Stouffer’s r) reported for the association between youth anxiety symptoms and parental 

warmth from cross-sectional data ranged from 0.046 to -0.481 (Yap & Jorm, 2015).  

While there is substantial literature supporting the relationship between 

psychological control and youth depression and anxiety symptoms, the research 

regarding parental psychological control and youth social anxiety is more limited. One 

study found that in a clinical sample of youth ages 7 to 14, child reported maternal 

psychological control was significantly correlated with youth social anxiety and was 
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significantly related to higher depression, anxiety, and social anxiety in youth (Wei & 

Kendall, 2014). However, it is important to note that this study did not control for 

comorbid symptoms between depression and anxiety when conducting their statistical 

analyses. In addition, child-perceived maternal psychological control was positively 

associated with social anxiety in girls, but not boys, in a community sample of youth ages 

10 to 14 years (Loukas, 2009). Cheng and Chen (2015) found that paternal psychological 

control and maternal psychological control was positively associated with adolescents’ 

social anxiety in a sample of Taiwanese 5th and 6th graders. A limitation with the current 

research is the lack of controlling for comorbid symptoms when looking at depression, 

anxiety, and social anxiety. It is also important to note that the majority of the current 

research regarding parental psychological control does not control for parental behavioral 

control when examining the relationship between parental psychological control and 

other variables. 

Psychological Control in Conjunction with Other Parenting Constructs 

Few studies have examined the relationship that exists between the negative 

parenting constructs, psychological control, and youth internalizing symptoms and 

disorders, and the results of studies that have been conducted are mixed. For example, it 

was found that parental psychological control was positively related to parental rejection 

in Hong Kong and European American families sampled from the community, and 

parental psychological control was significantly associated with youth internalizing 

problems for both cultures, when using measures of parents’ report (Fung & Lau, 2012). 

Fung and Lau (2012) found that parents who reported blaming, belittling, or showing a 

disinterest in their children were also likely to report lower levels of warmth. Importantly, 
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the association between parental psychological control and parent perceived youth 

internalizing problems remained even after controlling for parental rejection, but only for 

European American families (Fung & Lau, 2012). When examining maternal 

overcontrol, it was found that maternal overcontrol was positively associated with child 

depressive symptoms even after controlling for youth and maternal anxiety; where 

overcontrol is defined as a pattern of behavior in which the parent over-regulates the 

child’s activities or routines, intrudes on the child and discourages independent problem 

solving (Sichko, Borelli, Rasmussen, & Smiley, 2015). The researchers also found “the 

interaction between maternal overcontrol and children’s self-report of closeness with 

their mothers was significantly associated with the children’s depressive symptoms,” (p. 

5) such that mothers’ self-report overcontrol was significantly related to children’s self-

report depressive symptoms only in children who reported low levels of closeness 

(Sichko et al., 2015). However, no interaction was found when using mothers’ reports of 

closeness with their children (Sichko et al., 2015). Overall, it appears that parental 

psychological control is related to youth depression—but only in the context of low 

parental warmth—indicating that parental warmth moderates the relationship between 

youth depression and parental control. This finding could also suggest that high parental 

warmth serves as a protective factor.   

Also regarding the positive parenting construct, one study examined the 

relationship between maternal psychological control, supportive parenting, and youth 

depression symptoms where supportive parenting practices include positive parenting, 

positive communication, and parental involvement (Frazer & Fite, 2015). As noted in 

Dallaire et al. (2006), supportive parenting involves practices described as warm and 
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responsive. Positive parenting is also characterized by warmth, acceptance, and 

expressions of praise and approval by the parent to the child (Schwartz et al., 2012). 

None of the supportive parenting practices were associated with mother- or child-

reported child depressive symptoms, but child perceived maternal psychological control 

was significantly associated with child-reported depressive symptoms (Frazer & Fite, 

2015). When psychological control was considered as a moderator, there was not a 

significant association between parental involvement and child depressive symptoms, 

where parental involvement was defined as communication between child and parent and 

activities or planning of activities done together (Frazer & Fite, 2015). When considering 

these results it is important to note that when parental warmth is high there is no 

significant relationship between psychological control and internalizing symptoms, and 

when parental warmth is low psychological control is significantly related to youth 

internalizing symptoms (Epkins & Heckler, 2011; Sichko, et al., 2015). As Epkins and 

Heckler (2011) note, this suggests that parental warmth may serve as a protective factor. 

Other researchers have found low levels of maternal warmth combined with high levels 

of punishment predicted high levels of child behavior problems (Sebre, Jusiene, 

Dapkevice, Skreitule-Pikse, & Bieliauskaite, 2015). The same study also discovered high 

levels of mother’s perception of their use of psychological control and punishment 

orientation were predictive of high levels of internalizing problems in Latvian youth 

(Sebre et al., 2015).   
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Chapter II 

Purpose of the Study 

The purpose of this study was to examine maternal psychological control in 

relation to youth depressive symptoms, general anxiety symptoms, and social anxiety 

symptoms controlling for maternal behavioral control, both before and after controlling 

for comorbid symptoms (C. Epkins, personal communication, September 14, 2015).   

Research Questions and Hypotheses 

Research Question 1: Is maternal psychological control related to youth 

depression, anxiety, and social anxiety symptoms when controlling for maternal 

behavioral control, before and after controlling for youth comorbid symptoms? 

Hypothesis 1a; depression: In accordance with previous findings (Barber et al., 

2012; Lumley et al., 2012; Soenens et al., 2008), after controlling for maternal behavioral 

control, it is anticipated that maternal psychological control will be associated with more 

youth depression symptoms before controlling for comorbid symptoms of anxiety and 

social anxiety. It is anticipated that maternal psychological control will be associated with 

more youth depression symptoms after controlling for maternal behavioral control and 

comorbid symptoms (anxiety and social anxiety); such that higher levels of maternal 

psychological control will be related to higher levels of youth depression symptoms. 

Hypothesis 1b; anxiety: In extending previous findings (El-Sheikh et al., 2010; 

Schleider, 2014; Wei & Kendall, 2014), after controlling for maternal behavioral control 

it is anticipated that maternal psychological control will be associated with more youth 

anxiety symptoms before controlling for youth comorbid symptoms (depression and 

social anxiety); such that higher levels of maternal psychological control will be related 
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to higher levels of youth anxiety symptoms.  Beesdo and her colleagues (2010) found a 

significant relationship between youth anxiety and parental behavioral control after 

controlling for youth comorbid symptoms of depression.  Because of the overlap between 

parental behavioral control and psychological control as well as the previously mentioned 

findings, it is anticipated that maternal psychological control will be associated with 

youth anxiety symptoms after controlling for maternal behavioral control as well as 

comorbid symptoms of depression and social anxiety.   

Hypothesis 1c; social anxiety: After controlling for maternal behavioral control, it 

is anticipated that maternal psychological control will be associated with more youth 

social anxiety symptoms before controlling for youth comorbid symptoms (depression 

and anxiety); such that higher levels of maternal psychological control will be related to 

higher levels of youth social anxiety symptoms. In accordance with the findings reported 

by Scanlon and Epkins (2015), when controlling for maternal behavioral control and 

youth comorbid symptoms (depression and anxiety), it is anticipated that maternal 

psychological control and youth social anxiety symptoms will not be significantly 

associated.   

Research Question 2: Is the relationship between maternal psychological control 

and youth internalizing symptoms moderated by maternal warmth?  

Hypothesis 2a; depression: Consistent with the literature (Fung & Lau, 2012; 

Sichko et al., 2015), it is expected that the relationship between maternal psychological 

control and youth depression symptoms will be moderated by the warmth parenting 

construct; such that the strength of the relationship between maternal psychological 
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control and youth depressive symptoms will be stronger for low warmth versus high 

warmth.   

Hypothesis 2b; anxiety: It is anticipated that the relationship between maternal 

psychological control and youth anxiety symptoms will be moderated by the warmth 

parenting construct; such that the strength of the relationship between maternal 

psychological control and youth anxiety symptoms will be stronger for low warmth 

versus high warmth. 

Hypothesis 2c; social anxiety: While there is currently no literature regarding the 

relationship between psychological control and youth social anxiety when moderated by 

parenting constructs, specifically warmth, the literature suggests that parental 

psychological control and parenting constructs are significantly associated with youth 

social anxiety (Loukas, 2009; Van der Bruggen, et al., 2008; Wei & Kendall, 2014). 

Therefore, it is also expected that the relationship between maternal psychological control 

and youth social anxiety symptoms will be moderated by the warmth parenting construct; 

such that the strength of the relationship between maternal psychological control and 

youth social anxiety symptoms will be stronger for low warmth versus high warmth.  

Exploratory Research Question and Hypotheses 

Research Question 3: Is the relationship between maternal psychological control 

and youth internalizing symptoms moderated by hostility/rejection/neglect (HRN)?  

Hypothesis 3a; depression: The literature suggests that parental overcontrol is 

significantly related to youth depressive symptoms when youth reported low levels of 

closeness with their parent (Sichko et al., 2015). Therefore, it is anticipated that HRN will 

moderate the relationship between maternal psychological control and youth depression 
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symptoms, such that the strength of the relationship between maternal psychological 

control and youth depression symptoms will be stronger for high versus low HRN. 

Hypothesis 3b; anxiety: In accordance with the findings reported by Fung and Lau 

(2012), it is also expected that HRN will moderate the relationship between maternal 

psychological control and youth anxiety symptoms, such that the strength of the 

relationship between maternal psychological control and youth anxiety symptoms will be 

stronger for high versus low HRN. 

Hypothesis 3c; social anxiety: It is anticipated that HRN will moderate the 

relationship between maternal psychological control and youth social anxiety symptoms, 

such that the strength of the relationship between maternal psychological control and 

youth social anxiety symptoms will be stronger for high versus low HRN. 
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Chapter III 

Method 

Participants 

 Participants consisted of 133 mother-child dyads from the community. Children 

ranged in age from 8 to 12 years (M = 9.75, SD = 1.31), and the majority were female 

(59.4%). The majority of youth were identified as Caucasian/White (54.1%) followed by 

Hispanic/Latino(a) (27.8%), biracial or other (11.3%), African American (6%), and Asian 

(0.8%). Mothers ranged in age from 25 to 56 years (M = 37.35, SD = 6.24), and majority 

were the biological mother (94.7%). The majority of mothers were identified as 

Caucasian/White (61.7%) followed by Hispanic/Latino(a) (24.8%), biracial or other 

(6.8%), African American (6%), and Asian (0.8%). The majority of the mothers were 

married (75.9%), followed by single (16.5%), divorced (6%), and separated (1.5%). 

Socioeconomic status (SES) was calculated using the four-factor index method proposed 

by Hollingshead (1975), which is based on mothers’ and fathers’ education and 

occupation. The majority of families fell in the middle-upper levels of SES, with all 

levels represented: Level I (1.5%), Level II (5.3%), Level III (18%), Level IV (49.6%), 

Level V (25.5%).  

According to mothers’ report, 16.6% of the youth in this study had previously been 

or were currently diagnosed with ADHD, 6.8% were currently diagnosed with Social 

Anxiety Disorder, 4.6% had a past or current diagnosis of depression, and 36.1% had 

received some type of therapy/counseling (not including medication) in the past or 

present. According to their self-report, 31.6% of mothers had a past or present diagnosis 

of Generalized Anxiety Disorder, 4.6% had previously been or were currently diagnosed 
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with Social Anxiety Disorder, and 43.6% had a past or present diagnosis of depression. 

The majority of mothers had been in individual therapy in the past or present (54.2%), 

29.4% had previously received or were currently receiving couple’s therapy, and 18% 

had previously received or were currently receiving family therapy. According to their 

self-report, 64.7% of mothers had received some type of therapy/counseling (not 

including mediation) in the past or present.  

Inclusion criteria required that the mother must be the legal guardian of their child, 

and they must reside with their child. Both mothers and children were required to be 

English-speaking. Only one child per household was allowed to participate. Researchers 

attended 101 recruitment events from July 2016 to September 2017 and approached 

approximately 3149 families. Of the families approached, 359 families expressed interest 

and agreed to being contacted about the study. Snowball recruitment and access to 

previous research participants that agreed to be contacted about future research studies 

resulted in a total of 495 families that were contacted regarding participation in the study. 

Of those 495, 134 families (27%) agreed to participate and completed the study. The 

majority of families completed the packet of measures at home (55.6%) and the 

remainder of families completed the packet of measures in the research lab located on 

campus (44.4%). One case was deleted and not included in analyses due to the child 

being outside of the target age range. 

A test of statistical power was completed to determine the number of participants 

needed using the following equation: n* = !"# + k + 1 (Cohen, Cohen, West, & Aiken, 

2003). The analysis was conducted using the multiple regression model with the most 

predictors, such that  
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k  = 13.  The analysis test included the parameters of α = .05, power = .80, and an effect 

size of $% = .15, and generated a total sample size of 133 mother-child dyads. According 

to Cohen (1988), a $% value of .15 represents a medium effect size. Previous literature 

indicates effect sizes range from small to medium, with the majority of effect sizes and 

mean effect sizes falling in the medium range (Yap & Jorm, 2015). Therefore, a medium 

effect size was used to conduct the power analysis.  

Materials 

 Beck Anxiety Inventory for Youth (BAI-Y; Beck, Beck, Jolly, & Steer, 2005). 

The BAI-Y is a 20-item self-report measure that assesses children’s and adolescents’ 

worry, fear, and psychological symptoms related to anxiety. Children and adolescents 

aged 7 to 18 rate how they felt during the past two weeks. T-scores greater than 60 are 

considered elevated and indicate possible anxiety of clinical significance. The BAI-Y has 

demonstrated convergent and discriminant validity through the use of questionnaire 

measures (Beck, et al., 2005). The BAI-Y has demonstrated test-retest reliability as well 

as good internal consistency (α = .89, 7-10 year old females, α = .89, 7-10 year old 

males, α	=.89, 11-14 year old females, α =.91, 11-14 year old males; Beck, et al., 2005).  

In this study, the BAI-Y demonstrated good internal consistency (α = .90).  

Social Anxiety Scale for Children-Revised (SASC-R; La Greca, 1998; La 

Greca & Stone, 1993). The SASC-R is a self-report measure of 22 items, 4 of which are 

filler items, that assesses children’s personal experience of social anxiety. Children ages 6 

to 13 years rate their responses on a 5-point scale, with higher scores indicating a greater 

perception of social anxiety. Total scores of 50 or greater for boys and 54 or greater for 

girls are considered elevated and indicate possible social anxiety of clinical significance. 
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The SASC-R is comprised of three subscales: fear of negative evaluation (FNE), social 

avoidance and distress that is specific to new peers or new situations (SAD-New), and 

social avoidance and distress in general (SAD-G). In a community sample of fourth 

through sixth grade students the SASC-R youth self-report FNE, SAD-New, and SAD-G 

subscales demonstrated adequate internal reliability (αs = .86, .78, and .69, respectively; 

LaGreca & Stone, 1993).  Epkins (2002) found acceptable internal consistency among a 

community and clinical sample of youth for the FNE, SAD-New, and SAD-G subscales 

(community αs = .89, .79, .70, respectively; clinic αs = .88, .74, .63, respectively). Good 

convergent validity has been demonstrated between the total scores of the SASC-R and 

Social Phobia and Anxiety Inventory for Children (SPAI-C) by calculating Spearman’s 

correlation coefficient of .78 in a sample of 325 children (Sanna et al., 2009).  The 

SASC-R demonstrated better specificity and fewer false-positives when compared to the 

SPAI-C (Sanna et al., 2009). Sanna and colleagues (2009) also found that the SASC-R 

demonstrated good discriminant validity. In this study, the SASC-R total scores 

demonstrated good internal consistency (α = .91 and α = .90; mother report and child 

self-report, respectively).  

 Child Depression Inventory-Second Edition (CDI 2; Kovacs, 2011). The CDI 

2 is a self-report measure of 27 items that assesses depression in children and adolescents 

aged 7 to 17. The self-report measure encompasses the cognitive and somatic symptoms 

of depression with higher scores indicating higher symptom severity. Respondents rate 

how they felt during the past two weeks based on three choices and each choice receives 

a score of 0-2 depending on the answer. T-scores greater than 65 are considered elevated 

and indicate possible depression of clinical significance. The CDI 2 youth self-report has 
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demonstrated convergent and discriminant validity (Kovacs, 2011). When youth 

completed the Beck Depression Inventory—Youth version or the Conners 

Comprehensive Behavior Rating Scales along with the CDI 2 youth self-report, the 

scores were positively correlated which suggests all three measures are capturing the 

same construct (Kovacs, 2011). According to Kovacs (2011), univariate and multivariate 

analyses of covariance (ANOCOVA and MANOVA) were employed to test the CDI 2 

youth self-report’s ability to discriminate between youth with major depressive symptoms 

and youth without. The results indicated that youth with depressive symptoms had 

significantly higher scores on the CDI 2 youth self-report when compared to youth with 

generalized anxiety disorder (GAD), conduct/oppositional defiant disorder (CD/ODD), 

and attention deficit hyperactivity disorder (ADHD; Kovacs, 2011). As stated in the 

previous CDI Technical Manual Update (Kovacs, 2003), the 17 item parent report 

version has demonstrated convergent and discriminant validity as well (Kovacs, 2011). 

The CDI 2 youth has demonstrated good internal consistency (α = .91, Kovacs, 2011). 

The CDI 2 Parent form has demonstrated good internal consistency (α = .88, Kovacs, 

2011). The CDI 2 youth self-report form and the parent report form total scores 

demonstrated good internal consistency (α = .89 and α = .82, respectively).  

 Parental Acceptance and Rejection/Control Questionnaire (PARQ/Control; 

Rohner & Khaleque, 2005). The PARQ/Control is a 73-item self-report measure that 

assesses parental warmth/affection, hostility/aggression, neglect/indifference, 

undifferentiated rejection, and behavioral control. The parent version assesses the way 

parents treat their children. The child version assesses the child’s perception of the way 

their parents treat them. Respondents rate their perception of parental acceptance and 
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rejection on a scale of 1 to 4, with higher scores indicating a greater perception of 

parental lack of warmth, hostility, neglect, or overall rejection. The PARQ child report 

has demonstrated good internal reliability (α = .90 Warmth/affection, .87 

hostility/aggression, .77 indifference/neglect, .72 undifferentiated rejection; Rohner & 

Khaleque, 2005). The PARQ parent report has demonstrated good internal reliability (α = 

.95 warmth/affection, .93 hostility/aggression, .88 indifference/neglect, .86 

undifferentiated rejection; Rohner &Khaleque, 2005). The PARQ parent and child 

versions have also demonstrated good convergent and discriminant validity (Rohner & 

Khaleque, 2005). The Behavioral Control subscale of the PARQ asks about the 

controlling behaviors of parents in terms of their strictness and permissiveness. 

Behavioral Control items are also rated on a scale of 1 to 4, with higher scores indicating 

a greater perception of behavioral control. As cited by Rohner and Khaleque (2005), the 

Behavioral Control subscale demonstrated good construct validity and internal reliability 

in a meta-analysis, with a weighted mean alpha of .71 for the child version and a 

weighted mean alpha of .69 for the Parent version (Rohner & Khaleque, 2003). The 

parental warmth/affection scale is reversed scored to create a measure of perceived lack 

of affection. Therefore, total scores indicate perceived acceptance-rejection with lower 

scores reflecting perceived acceptance and higher scores reflecting perceived rejection. 

The Behavioral Control subscale scores range from 13 (minimum perceived behavioral 

control) to 52 (maximum perceived behavioral control). In this study, the PARQ Total 

child and parent report versions demonstrated good internal consistency (α = .95 and α = 

.92, respectively). The child and parent report versions of the PARQ Warmth subscale 

also demonstrated good internal consistency (α = .92 and α = .82, respectively). The child 
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and parent report versions of the PARQ Behavioral Control subscale demonstrated 

acceptable internal consistency (α = .70 and α = .71, respectively).  

 Psychological Control Scale-Youth Self Report (PCS-YSR; Barber, 1996). 

The PCS is an eight-item self-report measure that assesses parental psychological control. 

The measure is comprised of six domains of psychological control: constraining verbal 

expression, invalidating feelings, personal attack, love withdrawal, guilt induction, and 

erratic emotional behavior. Youth rated their responses regarding their mother’s and 

father’s use of psychological control. The PCS-YSR has demonstrated good internal 

reliability (α = .79-.82) as well as good construct validity as indicated by confirmatory 

factor analysis (CFI = .933, RMSEA = .020; Barber, 1996; Barber et al., 2012). In a study 

conducted by Law and Barber (2006), a Cronbach’s alpha of .82 for mothers and .83 for 

fathers was reported among a sample of 676 youth from 5th to 8th grade and their parents. 

In this study, the PCS-YSR demonstrated acceptable internal reliability (α = .74).  

Psychological Control-Disrespect Scale (PCDS; Barber et al., 2012; Appendix 

I). The PCDS is an eight-item self-report measure that assesses parental psychologically 

controlling behaviors with intent to disrespect the integrity or individuality of their child. 

Children rate their parents’ behavior by answering questions like “My Mother or Father 

is a person who often ignores me” on a scale of 1 (Not like her/him) to 3 (A lot like 

her/him). As cited by Barber and colleagues (2012), a Cronbach’s alpha of .83 (Costa 

Rican Mothers) to .90 (South African White fathers) was reported for the items that 

address disrespect. The PCDS has demonstrated good construct validity as indicated by 

confirmatory factor analysis based on youth reporting on mothers and fathers (Barber et 

al., 2012). The fit was good for both models; the mothers model produced a CFI of .914 
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and RMSEA of 0.017 and the fathers model resulted in a CFI of .918 and RMSEA of 

.017 (Barber et al., 2012). In this study, the PCDS demonstrated acceptable internal 

reliability (α = .79). 

Psychological Control Measure (Olsen et al., 2002). The Psychological Control 

Measure is a 16-item self-report measure that assesses parental intrusion and 

psychological control. Parents rate their parenting behavior on a scale from 1 (never) to 5 

(always) including verbal expression, invalidating feelings, personal attacks, love 

withdrawal, and guilt induction. The Psychological Control Measure was adapted from 

the PCS-YSR by Barber (1996). The initial study created this measure in order to 

improve the construct of psychological control for parents of preschoolers as well as 

different cultures (Olsen et al., 2002). Invariance factor loadings and structural equation 

modeling were used to examine the latent construct differences across gender and 

cultures. From these results it was concluded that maternal psychological control was 

comparable across cultures and youth gender indicating that the Psychological Control 

Measure demonstrated good construct validity (Olsen et al., 2002).  Olsen and colleagues 

found significant correlations between psychological control and internalizing and 

externalizing symptoms for families from the United States. In a study conducted by 

Shuster, Li, and Shi (2012), a Cronbach’s alpha of .81 was reported for the Psychological 

Control Measure among a population of 7th grade Chinese students and their mothers. A 

study conducted in the United States reported a Cronbach’s alpha of .78 and .81 for 

mothers’ and fathers’ reports of psychological control use, respectively (Jubber, Olsen 

Roper, Yorganson, Poulsen & Mandleco, 2013). In this study, the PCM demonstrated 

good internal consistency (α = .81). 
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Procedures 

 Following IRB approval, families were recruited from the community through 

community events and activities, such as camps, churches, back-to-school, and seasonal 

events through flyers (Appendices A-1 and A-2). Families were also recruited through 

TechAnnounce, an email sent out twice a week to all Texas Tech University (TTU) 

faculty, staff, and students (Appendix B). Parents were approached about participating in 

a study that focused on parents’ and children’s thoughts, feelings, and behaviors 

(Appendix C). If the parent expressed an interest in participating and agreed to be 

contacted about the study, parents were contacted via phone or email (depending on their 

preference) within approximately one week of recruitment (Appendix D). Parents 

scheduled a single, two-hour visit with a graduate student and/or research assistant, either 

at the parent’s home or in the research laboratory located in the TTU Psychology 

Building, depending on their preference. During this single visit, written, informed 

consent (Appendix E) was obtained from the parent and written assent was obtained from 

the child (Appendix F). To ensure confidentiality in responses, the parent and child were 

seated in separate rooms following acquisition of consent and assent. Parents were asked 

to complete a demographic questionnaire (Appendix G) and a contact sheet (Appendix H) 

in addition to the other measures.   

Children and their parent were given two packets of questionnaires: one packet 

pertaining to themselves as the child or parent, and the other packet pertaining to the 

other individual and their relationship with their parent or child. The order of the two 

packets of questionnaires was counterbalanced across parent and child participants, such 
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that each of the four possible orders of administration occurred. The order of the 

measures within each of the two packets was randomized.   

 Children completed one packet of measures about themselves to assess their 

internalizing symptoms (BAI-Y, CDI 2, SASC-R). Children also completed one packet of 

measures about their parent and their relationship with their parent (PARQ/Control, PCS-

YSR, PCDS). These measures assessed the child’s perception of their parent’s parenting 

and use of psychological control. Parents completed one packet of measures about 

themselves to assess their perception of their parenting and use of psychological control 

(PARQ/Control, Psychological Control Measure). Parents also completed a packet of 

measures about their child to assess their child’s internalizing symptoms (CDI 2, SASC-

R). Following the assessments, participants were provided with a list of local mental 

health resources (Appendix I).   
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Chapter IV 

Results 

Initial Analyses 

Data were analyzed using the statistical software package SPSS (IBM SPSS 

Statistics). Missing data was addressed with multiple imputation utilizing the expectation 

maximization (EM) technique. Multiple imputation was utilized over mean substitution 

or other techniques to address missing data because it retains sampling variability and 

does not make assumptions about whether or not data are missing at random (Tabacknick 

& Fidell, 2013). Three of 18,750 data points (<1%) were missing in the sample including 

1 item from the PCS-YSR, 1 item from the BAI-Y, and 1 item from the CDI 2 parent 

report. The Little’s MCAR test resulted in )2 = 341.84 (df = 420, p = .99), which 

indicates that the data are missing at random. Missing data for the parent and child 

PARQ/Control measures were managed by the computer scoring software, which utilizes 

participant mean imputation techniques. Therefore, parent and child report 

PARQ/Control items and scale scores were not included in the multiple imputation 

analyses. Table 1 reports the means and standard deviations of all measures as well as the 

skewness and kurtosis after addressing missing data points.  

 Following the address of missing data, data were examined for univariate outliers. 

Visual examination of boxplots and histograms suggested there were extreme scores on 

the parent and child report PARQ/Control Behavioral Control subscale, the child report 

PARQ/Control Warmth subscale, the parent and child self-report on CDI 2, the PCS-

YSR, the PCDS, the Psychological Control Measure, the BAI-Y, and the parent report 

SASC-R. Further, univariate outliers were determined by assessing values that obtained a 
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z-score greater than 3.29 (Tabachnick & Fidell, 2013). A total of six outliers were found 

including two on the child-report PARQ/Control-Warmth subscale, one on the mother-

report PARQ/Control-Warmth subscale, one on the PCM, one on the PCS-YSR, and one 

on the PCDS. Following the recommendation suggested by Tabachnick and Fidell 

(2013), outlier scores were set to one unit higher than the next highest number observed 

for that measure. This allows for the maintenance of extreme scores observed in the 

sample while decreasing the influence of such scores (Tabachnick & Fidell, 2013). It is 

theoretically important to retain extreme scores due to the research questions posed.  

 Skewness and kurtosis statistics were converted to z-scores by dividing the 

respective statistic by its standard error after addressing univariate outliers. A cutoff score 

of 3.29 (p < .001) was utilized to assess if measures significantly deviated from normality 

(Field, 2013). Within the sample, skewness of the variables ranged from -7.71 to 8.10. 

Specifically, the mother and child report PARQ/Control Warmth and HRN subscales, the 

mother and child report of CDI 2, the BAI-Y, the PCS-YSR, the PCDS, and the PCM 

violated the assumption of normality. The remaining variables ranged from -0.86 to 2.57, 

demonstrating they are normally distributed. A test of kurtosis indicated that the child 

report PARQ/Control Warmth subscale, the PCDS, and the reverse scored mother and 

child report PARQ/Control subscale are leptokurtic, mother report of CDI 2, and youth 

self-report of SASC-R were platykurtic, and all other variables were mesokurtic. 

However, as Cohen, Cohen, West, and Aiken (2003) note, when working with regression 

models there are not assumptions about the distribution of the independent or dependent 

variables rather the assumption of normality is applied to the residuals of the regression 

models.  



Texas Tech University, Allison Morton, May 2018 

	 31 

Multivariate assumptions of normality, linearity, and homoscedasticity were 

tested using histograms, P-P plots, and residual plots. Standardized residuals, 

Mahalanobis distance, and Cook’s distance statistics were used to identify multivariate 

outliers and influential data points. As recommended by Tabachnick and Fidell (2013), a 

conservative probability estimate of p < .001 for the chi-square value which is determined 

by the degrees of freedom resulted in a critical chi-square value of 26.125 or 27.877 

(dependent on model) to assess for multivariate outliers via Mahalanobis distance. When 

looking at the maximum value of the Mahalanobis distance for the full regression models 

related to the first hypothesis, the full regression model for child-reported youth 

depressive symptoms yielded a Mahalanobis distance score of 28.495 for case 122. Thus, 

the case was removed when examining that regression model. The full regression model 

for youth general anxiety symptoms yielded a Mahalanobis distance score of 31.31 for 

case 125, thus the case was removed when examining that regression model. The full 

regression models for mother- and child-reported social anxiety symptoms indicated two 

cases (FID 049 and 122) exceeded the critical value, thus both cases were removed when 

examining these models. No multivariate outliers were indicated when examining the 

child-reported youth general anxiety symptoms.  

When examining the standardized residuals, values that fell outside of ±3.3 were 

considered potential multivariate outliers. The full regression model for youth self-

reported depressive symptoms yielded a standardized residual of 3.89 for case 049, thus 

that case was removed when examining that regression model. The standardized residuals 

for the remaining full regression models did not indicate multivariate outliers, thus only 

the previously indicated cases were removed from analyses. The assumptions of 
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normality, linearity, and collinearity and homoscedasticity were met. In addition to the 

examination of the aforementioned visuals, collinearity and singularity were assessed by 

checking that tolerance values were not <0.10, variance inflation factors (VIF) were not 

>10, and that bivariate correlations among variables did not exceed 0.90 (Tabacknick & 

Fidell, 2013).  

 For the second and third hypotheses examining moderation models, multivariate 

assumptions of normality, linearity, and homoscedasticity were tested using histograms, 

P-P plots, and residual plots. Standardized residuals and Mahalanobis distance statistics 

were used to identify multivariate outliers and influential data points. Following the 

recommendation provided by Tabachnick and Fidell (2013), a conservative critical chi-

square value of 18.467 was utilized to assess for multivariate outliers via Mahalanobis 

distance statistic.  

For the second hypothesis when utilizing PCS-YSR as the measure of maternal 

psychological control, four cases (FID 013, 036, 067, 125) exceeded the critical value for 

Mahalanobis distance and one case (FID 124) fell outside of ±3.3 range for standardized 

residuals, identifying these cases as potential outliers; thus, all five cases were removed 

from the analysis when youth depressive symptoms was the outcome. Following the 

removal of the five cases, two other cases were identified as possible multivariate outlier. 

However, the standardized residuals all fell in the acceptable range and excluding these 

three cases did not improve normality or skew, so these three cases were retained to 

remain true to the data. For the second hypothesis when youth general anxiety or social 

anxiety symptoms were the outcomes utilizing PCS-YSR, the same four cases (FID 013, 

036, 067, 125) exceeded the critical value for Mahalanobis distance and were identified 
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as possible outliers and were therefore removed from the analyses. When utilizing PCDS 

as the measure for psychological control and youth depressive symptoms (CDI 2) was the 

outcome variable, four cases (FID 009, 013, 067, 125) exceeded the critical value for 

Mahalanobis distance and one case (FID 047) fell outside of ±3.3 range for standardized 

residuals, identifying these cases as potential outliers; thus, all five cases were removed 

from the analysis. Following the removal of these five cases, one case was indicated as a 

potential outlier by falling outside of accepted range for standardized residuals. However, 

upon further examination of the histogram and residual plots the case does not appear to 

be an outlier and was retained to remain true to the data. When youth general anxiety 

symptoms and social anxiety symptoms were the outcome variables in conjunction with 

PCDS, the same four cases (FID 009, 013, 067, 125) exceeded the critical value for 

Mahalanobis distance and were identified as possible outliers and were therefore 

removed from the analyses.  

 For the third hypothesis when utilizing PCS-YSR as the measure for maternal 

psychological control, three cases (FID 013, 125, 133) exceeded the critical value for 

Mahalanobis distance and were identified as possible outliers and were therefore 

removed from the analyses for each outcome variable. When utilizing PCDS as the 

measure of maternal psychological control and youth depressive symptoms was the 

outcome variable, four cases (FID 009, 013, 125, 133) exceeded the critical value for 

Mahalanobis distance and one case (FID 047) fell outside of ±3.3 range for standardized 

residuals, identifying these cases as potential outliers; thus all five cases were removed 

from the analysis. Following the removal of those five cases, one case (FID 018) was 

indicated as a potential outlier when examining standardized residuals; however, this case 
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was only indicated following the removal of more extreme data points therefore it was 

retained in the analysis. When youth general anxiety symptoms and social anxiety 

symptoms were the outcome variables in conjunction with PCDS, the same four cases 

(FID 009, 013, 125, 133) exceeded the critical value for Mahalanobis distance and were 

identified as possible outliers and were therefore removed from the analyses. 

Following the address of multivariate outliers, the models for the second and third 

hypotheses examining youth depressive symptoms violated the normality assumption. 

Therefore, a square root transformation was applied to the dependent variable (youth 

depressive symptoms). After examination of histograms, P-P plots, and residual plots of 

the analyses with the square root transformation did not improve the positive skew that 

was violating normality, so a log transformation was applied to the dependent variable. 

The histograms, P-P plots, and residual plots of the analyses with the log transformation 

indicated that the assumptions of normality, linearity, and collinearity and 

homoscedasticity were met. The VIF and tolerance values were also assessed using the 

previously described parameters and confirmed the assumptions were not violated. 

Because the results of the transformed and non-transformed models were similar, the 

non-transformed model results were used for ease of interpretation.  

Preliminary Analyses 

As seen in Table 1, the sample reported similar levels of parental 

acceptance/rejection compared to other samples for child-report (M = 106.41; Rohner & 

Khaleque, 2005). Additionally, our sample reported similar levels of parental warmth (M 

= 28.41 and M = 23.56, child-report and mother-report, respectively) and parental 

behavioral control (M = 37.04 and M = 40.45, child-report and mother-report, 
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respectively) when compared to other samples (Epkins & Harper, 2016). When compared 

to a community and clinical sample of youth ages 8 to 12 years, youth self-report on the 

SASC-R was most comparable to the clinical sample (M = 47.00) than the community 

sample (M = 39.35; Epkins, 2002). The sample reported similar levels of youth general 

anxiety symptoms (M = 47.66) when compared to other samples (Epkins & Harper, 

2016). The sample also reported similar levels of youth depressive symptoms (CDI 2) 

compared to other samples for both child-report (M = 54.76) and mother-report (M = 

49.44; Scanlon & Epkins, 2015). A study conducted with 10 to 14 year-old youths 

reported similar levels of child-reported maternal psychological control (PCS-YSR) for 

boys and girls (M = 10.86, M = 10.72, respectively; Loukas, Paulos, & Robinson, 2005). 

Means for the PCDS and the PCM were not available for comparison due to such 

statistics not being reported for samples comparable to the one used in this study. 

After missing data and outliers were addressed, Pearson’s correlations and t-tests 

were conducted to determine the bivariate relationship between all measures and 

demographic variables including appointment location; children’s age, sex, ethnicity, and 

treatment history; mothers’ age, ethnicity, and treatment history; and SES. Appointment 

location, children’s age, children’s sex, children’s ethnicity, and mother’s ethnicity were 

not significantly related to any of the outcome measures. Child treatment history was 

significantly related to mother and child report of youth depressive symptoms (t(131) = -

5.69, p < .001; t(131) = -4.01, p < .001, respectively), mother and child report of youth 

social anxiety symptoms (t(131) = -3.51, p = .001; t(131) = -2.24, p < .05, respectively), 

and mother’s report of psychological control (PCM; t(131) = -3.12, p < .01). Mother 

treatment history was significantly related to mother’s report of youth depressive 
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symptoms (t(131) = -3.94, p = .001), mother’s report of psychological control (t(131) = -

2.52, p < .05), and child report on the PARQ/Control Behavioral Control subscale (t(131) 

= 2.49, p < .05). SES was significantly related to mother and child report PARQ/Control 

Behavioral Control subscale (r = -.24, p < .01; r = -.28, p < .01, respectively), mother and 

child report of youth depressive symptoms (r = -.30, p = .001; r = -.32, p < .001, 

respectively), mother and child report of youth social anxiety symptoms (r = -.30, p < 

.001; r = -.25, p < .01, respectively), and youth self-report of general anxiety symptoms (r 

= -.29, p < .01). Based on these results, child treatment history, mother treatment history, 

and SES were included as control variables in analyses. In accordance with previous 

research that indicates children’s perception of their parents’ warmth/rejection are highly 

correlated, whereas parents’ self-report of warmth/rejection are only moderately 

correlated with children’s internalizing symptoms concurrently and prospectively, this 

study only utilized child self-report measures for hypotheses 2a-c and 3a-c (Khaleque, 

2013; Putnick et al., 2015). 

Main Analyses 

Descriptive statistics (e.g., means, standard deviations, and correlations) for all variables 

are shown in Tables 1 and 2.  

Regression Analyses. Hierarchical regression analyses were conducted to 

examine the unique and specific relation between maternal psychological control with 

children’s depressive, general anxiety, and social anxiety symptoms. To investigate the 

unique relations of maternal psychological control above and beyond maternal behavioral 

control and youth comorbid symptoms, the hierarchical regression analyses contained 

three steps outlined below. Child treatment history, mother treatment history, family SES, 
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and mother- and child-reported maternal behavioral control were entered as controls for 

all of the following regression analyses.  

Hypothesis 1a; depression. Hierarchical multiple regression analyses were 

conducted to examine the unique and specific relation between maternal psychological 

control and youth depressive symptoms before and after controlling for youth comorbid 

symptoms. As seen in the left column of Table 3, child treatment history, mother 

treatment history, and family SES were entered at step 1, explaining 15% of the variance 

in child self-reported depressive symptoms. After entry of mother- and child-reported 

maternal behavioral control at step 2, the total variance explained by the model was 24%. 

After child-reported maternal psychological control (PCS-YSR and PCDS) and mother 

self-reported maternal psychological control (PCM) were entered at step 3, the total 

variance explained by the model as a whole was 46%, F (8, 122) = 12.92, p < .001. As 

hypothesized, maternal psychological control was significantly related to youth 

depressive symptoms before controlling for comorbid symptoms, ΔR2 = .22, ΔF = 16.61, 

p < .001. In the final model, child treatment history (β = .25, p = .001), family SES (β = -

.21, p = .006), and child-reported maternal psychological control (PCDS) significantly 

contributed (β = .45, p < .001) to children’s depressive symptoms.  

As seen in Table 4, when controlling for demographic variables, after mother- and 

child-reported maternal behavioral control, child self-reported general anxiety symptoms, 

and mother- and child-reported youth social anxiety symptoms were entered at step 2, the 

total variance explained by the model was 63%. After child-reported maternal 

psychological control (PCS-YSR and PCDS) and mother self-reported maternal 

psychological control (PCM) were entered at step 3, the total variance explained by the 
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model as a whole was 73%, F (11, 119) = 28.55, p < .001. As hypothesized, maternal 

psychological control was significantly related to youth depressive symptoms after 

controlling for comorbid symptoms, ΔR2 = .09, ΔF = 13.10, p < .001. In the final model, 

child treatment history (β = .17, p = .002), child self-reported general anxiety symptoms 

(β = .59, p < .001), and child-reported maternal psychological control (PCS-YSR and 

PCDS) significantly contributed to children’s depressive symptoms (PCDS: β = .21, p = 

.008; PCS-YSR: β = .16, p = .047). 

The same hierarchical multiple regression analyses were conducted utilizing 

mother-reported youth depressive symptoms. As seen in Table 7 (left column) child 

treatment history, mother treatment history, and family SES were entered at step 1, 

explaining 27% of the variance in mother-reported depressive symptoms. After entry of 

mother- and child-reported maternal behavioral control at step 2, the total variance 

explained by the model was 30%. After child-reported maternal psychological control 

(PCS-YSR and PCDS) and mother self-reported maternal psychological control (PCM) 

were entered at step 3, the total variance explained by the model as a whole was 40%, F 

(8, 122) = 10.05, p < .001. As hypothesized, maternal psychological control was 

significantly related to youth depressive symptoms before controlling for comorbid 

symptoms, ΔR2 = .10, ΔF = 6.83, p < .001. In the final model, child treatment history (β = 

.26, p = .001), family SES (β = -.26, p = .001), and mother-reported maternal 

psychological control (PCM; β = .34, p < .001) significantly contributed to mother-

reported youth depressive symptoms.  

When controlling for maternal behavioral control and youth comorbid symptoms, 

as seen in Table 8, mother- and child-reported youth social anxiety symptoms were 
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entered at step 2, and the total variance explained by the model was 42%. After child-

reported maternal psychological control (PCS-YSR and PCDS) and mother self-reported 

maternal psychological control (PCM) were entered at step 3, the total variance explained 

by the model as a whole was 50%, F (11, 119) = 10.80, p < .001. As hypothesized, 

maternal psychological control was significantly related to youth depressive symptoms 

after controlling for comorbid symptoms, ΔR2 = .08, ΔF = 6.13, p = .001. In the final 

model, child treatment history (β = .21, p = .006), family SES (β = -.18, p = .025), 

mother-reported youth social anxiety symptoms (β = .37, p < .001), and mother-reported 

maternal psychological control (PCM; β = .26, p = .001) were significantly and uniquely 

related to mother-reported youth depressive symptoms.  

Hypothesis 1b; anxiety. Hierarchical multiple regression analyses were conducted 

to examine the unique and specific relation between maternal psychological control and 

youth general anxiety symptoms. As seen in Table 3 (middle column), child treatment 

history, mother treatment history, and family SES were entered at step 1, explaining 9% 

of the variance in child self-reported general anxiety symptoms. After entry of mother- 

and child-reported maternal behavioral control at step 2, the total variance explained by 

the model was 18%. After child-reported maternal psychological control (PCS-YSR and 

PCDS) and mother self-reported maternal psychological control (PCM) were entered at 

step 3, the total variance explained by the model as a whole was 27%, F (8, 123) = 5.57, 

p < .001. As hypothesized, maternal psychological control was significantly related to 

youth anxiety symptoms before controlling for comorbid symptoms, ΔR2 = .09, ΔF = 

5.01, p = .003. In the final model, family SES (β = -.27, p = .045), and child-reported 
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maternal psychological control (PCDS; β = .39, p = .001) were uniquely and significantly 

related to child-reported general anxiety symptoms.  

When controlling for maternal behavioral control and youth comorbid symptoms, 

as seen in Table 5, after mother- and child-reported maternal behavioral control, mother- 

and child-reported youth depressive symptoms, and mother- and child-reported youth 

social anxiety symptoms were entered at step 2, the total variance explained by the model 

was 70%. After child-reported maternal psychological control (PCS-YSR and PCDS) and 

mother self-reported maternal psychological control (PCM) were entered at step 3, the 

total variance explained by the model as a whole was 71%, F (12, 119) = 24.25, p < .001. 

Contrary to the hypothesis, maternal psychological control was significantly, negatively 

related to youth general anxiety symptoms after controlling for comorbid symptoms, ΔR2 

= .01, ΔF = 1.96, p = .124. In the final model, higher child self-reported depressive 

symptoms (β = .57, p < .001), higher child-reported youth social anxiety symptoms (β = 

.45, p < .001), and lower child-report of maternal psychological control (β = -.19, p = 

.022) were related to higher child-reported general anxiety symptoms.  

Hypothesis 1c; social anxiety. Hierarchical multiple regression analyses were 

conducted to examine the unique and specific relation between maternal psychological 

control and youth social anxiety symptoms. As seen in Table 3 (right column), child 

treatment history, mother treatment history, and family SES were entered at step 1, 

explaining 8% of the variance in child self-reported social anxiety symptoms. After entry 

of mother- and child-reported maternal behavioral control at step 2, the total variance 

explained by the model was 17%. After child-reported maternal psychological control 

(PCS-YSR and PCDS) and mother self-reported maternal psychological control (PCM) 
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were entered at step 3, the total variance explained by the model as a whole was 20%, F 

(8, 122) = 3.89, p < .001. Contrary to the hypothesis, maternal psychological control was 

not significantly related to youth self-reported social anxiety symptoms before controlling 

for comorbid symptoms, ΔR2 = .04, ΔF = 1.85, p = .142. In the final model, only child-

reported maternal behavioral control (β = .26, p = .006) was significantly related to child-

reported social anxiety symptoms.  

After controlling for maternal behavioral control and youth comorbid symptoms, 

as seen in Table 6, after mother- and child-reported maternal behavioral control, child 

self-reported general anxiety symptoms, and mother- and child-reported youth depressive 

symptoms were entered at step 2, the total variance explained by the model was 57%. 

After child-reported maternal psychological control (PCS-YSR and PCDS) and mother 

self-reported maternal psychological control (PCM) were entered at step 3, the total 

variance explained by the model as a whole was 58%, F (11, 119) = 14.65, p < .001. As 

hypothesized, maternal psychological control was not significantly related to youth self-

reported social anxiety symptoms after controlling for comorbid symptoms, ΔR2 = .002, 

ΔF = .21, p = .888. In the final model, only child self-reported general anxiety symptoms 

(β = .72, p < .001) was related to child social anxiety symptoms. 

The same hierarchical multiple regression analyses were conducted utilizing 

mother-reported youth social anxiety symptoms. As seen in Table 7 (right column), child 

treatment history, mother treatment history, and family SES were entered at step 1, 

explaining 16% of the variance in mother-reported social anxiety symptoms. After entry 

of mother- and child-reported maternal behavioral control at step 2, the total variance 

explained by the model was 17%. After child-reported maternal psychological control 
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(PCS-YSR and PCDS) and mother self-reported maternal psychological control (PCM) 

were entered at step 3, the total variance explained by the model as a whole was 24%, F 

(8, 122) = 4.83, p < .001. Contrary to the hypothesis, maternal psychological control was 

significantly, negatively related to mother-reported youth social anxiety symptoms before 

controlling for comorbid symptoms, ΔR2 = .07, ΔF = 3.65, p = .015. In the final model, 

lower family SES (β = -.22, p = .014) and lower child-reported maternal psychological 

control (PCS-YSR; β = -.30, p = .022) were significantly and uniquely related to higher 

mother-reported child social anxiety symptoms.  

When controlling for maternal behavioral control and youth comorbid symptoms, 

as seen in Table 9, after mother- and child-reported maternal behavioral control, child 

self-reported general anxiety symptoms, and mother- and child-reported youth depressive 

symptoms at step 2, the total variance explained by the model was 33%. After child-

reported maternal psychological control (PCS-YSR and PCDS) and mother self-reported 

maternal psychological control (PCM) were entered at step 3, the total variance explained 

by the model as a whole was 38%, F (11, 119) = 6.75, p < .001. Contrary to what was 

hypothesized, maternal psychological control was significantly, negatively related to 

youth social anxiety symptoms after controlling for comorbid symptoms, ΔR2 = .06, ΔF = 

3.72, p = .013. In the final model, higher mother-reported youth depressive symptoms (β 

= .42, p < .001), and lower child-reported maternal psychological control (PCS-YSR) (β 

= -.33, p = .006) were significantly and uniquely related to higher mother-reported child 

social anxiety symptoms.  

Moderation Analyses. Multiple regression analyses were conducted where 

maternal psychological control (PCS-YSR or PCDS) and maternal warmth (child-report 
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maternal PARQ/Control-warmth subscale) were entered as the independent variables, and 

their product was entered as the interaction term. Youth depressive symptoms, general 

anxiety symptoms, and social anxiety symptoms were entered as the dependent variable 

for hypotheses 2a-c. For hypotheses 3a-c, multiple regression analyses were conducted 

where maternal psychological control (PCS-YSR or PCDS) and maternal HRN (child-

report maternal PARQ/Control-Total) were entered as the independent variables, and 

their product was entered as the interaction term. Youth depressive symptoms, general 

anxiety symptoms, and social anxiety symptoms were entered as the dependent variable. 

It is important to note that maternal psychological control, maternal warmth, and 

maternal HRN were centered at their means. Next, in accordance with the procedure 

proposed by Aiken and West (1991), a new interaction variable was created as the 

product of the centered independent variables and further multiple regression analyses 

were conducted on the new interaction terms to further explore any interaction effects. 

All regression analyses included the control variables of children’s treatment history, 

family SES, and maternal behavioral control. 

Hypothesis 2a; depression. The interaction term was examined to determine 

whether maternal warmth moderates the relation between maternal psychological control 

and youth depressive symptoms. As seen in Table 10 (left column), hierarchical 

regression analyses found significant main effects for maternal warmth (β = -.26, p = 

.001) and maternal psychological control (PCS-YSR; β = .31, p < .001). Further, 

hierarchical regression analyses, as seen in Table 11 (left column), found significant main 

effects for maternal warmth (β = -.31, p < .001) and maternal psychological control 

(PCDS; β = .40, p < .001). The interaction terms were not significant for PCS-YSR or 
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PCDS; therefore, simple slopes were not examined. It was hypothesized that maternal 

warmth would moderate the relation between maternal psychological control and youth 

depressive symptoms; however, this hypothesis was not supported. 

Hypothesis 2b, anxiety. Hierarchical regression analyses were utilized to 

investigate whether maternal warmth moderates the relation between maternal 

psychological control and youth general anxiety symptoms. As seen in Table 10 (middle 

column), analyses indicated nonsignificant main effects for maternal warmth (β = -.01, p 

= .951) and maternal psychological control (PCS-YSR; β = .17, p = .074), with a 

nonsignificant interaction term. Furthermore, as seen in Table 11 (middle column), 

analyses found a significant main effect for maternal psychological control (PCDS; β = 

.28, p = .002) and a nonsignificant main effect for maternal warmth (β = -.01, p = .895). 

The simple slopes were not examined because the interaction terms for PCS-YSR and 

PCDS were not significant. Thus, the hypothesis that maternal warmth would moderate 

the relation between maternal psychological control and youth general anxiety symptoms 

was not supported.  

Hypothesis 2c, social anxiety. Hierarchical regression analyses were utilized to 

investigate if maternal warmth moderates the relation between maternal psychological 

control and youth social anxiety symptoms. As seen in Table 10 (right column), 

hierarchical regression analyses were also utilized to examine whether maternal warmth 

moderates the relation between maternal psychological control and youth social anxiety 

symptoms. Results indicated nonsignificant main effects for maternal warmth (β = -.13, p 

= .182) and maternal psychological control (PCS-YSR; β = .10, p = .298). As seen in 

Table 11 (right column), when analyses were conducted utilizing PCDS as the measure of 
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maternal psychological control, analyses yielded a significant main effect for maternal 

psychological control (PCDS; β = .18, p = .04) and a nonsignificant main effect for 

maternal warmth (β = -.12, p = .176). Neither interaction terms were significant, thus 

simple slopes were not examined. The hypothesis that maternal warmth would moderate 

the relation between maternal psychological control and youth general anxiety symptoms 

was not supported. 

Hypothesis 3a, depression. Hierarchical regression analyses were conducted to 

examine if maternal HRN moderates the relation between maternal psychological control 

and youth depressive symptoms. As seen in Table 12 (left column), the analyses resulted 

in a significant main effect for maternal HRN (β = .36, p < .001) and a nonsignificant 

main effect for maternal psychological control (PCS-YSR; β = .13, p = .155). As seen in 

Table 13 (left column), when examining PCDS as the measure for maternal 

psychological control the analyses revealed a significant main effect for maternal HRN (β 

= .32, p < .001) and a significant main effect for maternal psychological control (β = .26, 

p = .008). Because there was not a significant interaction between maternal HRN and 

maternal psychological control utilizing PCS-YSR or PCDS, the simple slopes were not 

examined.  

Hypothesis 3b, anxiety. Hierarchical regression analyses were utilized to 

investigate whether maternal HRN moderates the relation between maternal 

psychological control and youth general anxiety symptoms. As seen in Table 12 (middle 

column), the analyses resulted in a significant main effect for maternal HRN (β = .31, p = 

.003) and a nonsignificant main effect for maternal psychological control (PCS-YSR; β = 

-.01, p = .913). As seen in Table 13 (middle column), when PCDS was utilized to 
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measure maternal psychological control, the analyses revealed nonsignificant main 

effects for maternal HRN (β = .18, p = .081) and maternal psychological control (β = .18, 

p = .115). The simple slopes were not examined due to a nonsignificant interaction effect 

with PCS-YSR or PCDS as the measure for maternal psychological control.   

Hypothesis 3c, social anxiety. Hierarchical regression analyses were utilized to 

examine whether the relation between maternal HRN moderates the relation between 

maternal psychological control and youth social anxiety symptoms. As seen in Table 12 

(right column), the analyses resulted in a significant main effect of maternal HRN (β = 

.28, p = .008), but a nonsignificant main effect of maternal psychological control (PCS-

YSR; β = .05, p = .667). As seen in Table 13 (right column), when examining PCDS as 

the measure for maternal psychological control the analyses revealed nonsignificant main 

effects for maternal HRN (β = .19, p = .068) and maternal psychological control (β = .18, 

p = .126). Neither interaction between maternal HRN and maternal psychological control 

resulted in a significant interaction. Due to the nonsignificant interaction effects with 

PCS-YSR or PCDS, simple slopes were not examined.   
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Chapter V 

Discussion 

Existing literature highlights the importance of considering maternal behavioral 

control and youth comorbid symptoms; thus, the unique and specific relations of maternal 

psychological control and youth symptoms of depression, anxiety, and social anxiety 

were examined before and after controlling for youth comorbid symptoms. Furthermore, 

to our knowledge this is the first study to examine both mother- and child-reported 

psychological control in relation to youth symptoms. The results suggest that maternal 

psychological control is uniquely, positively associated with youth depressive symptoms, 

but not with youth general anxiety or social anxiety symptoms, above and beyond 

maternal behavioral control and youth comorbid symptoms. Additionally, child-reported 

maternal psychological control that is intended to disrespect the integrity of the child (as 

measured by PCDS) was the only form of maternal psychological control that was 

significantly, uniquely, and positively related to youth depressive symptoms before 

controlling for youth comorbid symptoms. After controlling for youth comorbid 

symptoms, both child-reported measures of maternal psychological control (PCS-YSR 

and PCDS) were significantly and uniquely associated with child-reported depressive 

symptoms. Further, mother-reported maternal psychological control (PCM) was 

significantly, positively related to mother-reported youth depressive symptoms before 

and after controlling for youth comorbid symptoms. This suggests that higher levels of 

mother- and child-reported maternal psychological control are related to higher levels of 

mother- and child-reported youth depressive symptoms. These results are consistent with 

previous research that has found youth perceived parental psychological control with and 
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without the intent to disrespect the child to be significantly related to youth depressive 

symptoms after controlling for parental behavioral control (Barber et al., 2012; El-

Sheikh, Hinnant, Kelly, & Erath, 2010; Soenens et al., 2008). It is important to note that 

while maternal psychological control was related to youth depressive symptoms 

regardless of the reporter, the specific measure of maternal psychological control (PCM 

versus PCDS or PCS-YSR) that is uniquely related to youth depressive symptoms is 

dependent on reporter. This suggests that psychological control is a multi-faceted 

construct and different measures may be capturing different facets of the same construct.  

Contrary to what was hypothesized, child-reported maternal psychological control 

(PCS-YSR) was uniquely, but negatively associated with youth self-reported general 

anxiety symptoms only after controlling for youth comorbid symptoms. These results are 

not aligned with the findings of Scanlon and Epkins (2015) that maternal rejection and 

behavioral control were not significantly associated to youth social anxiety symptoms 

after controlling for youth depressive symptoms. Importantly, the sign of the correlation 

between the PCS-YSR and youth self-reported general anxiety symptoms was positive 

while the regression coefficient was negative. The change in sign indicates that a 

suppressor effect has occurred. Notably, the regression coefficient for youth depressive 

symptoms increased when the PCS-YSR is added to the regression model. Suppression 

can result when additional variables or predictors are added into the regression model and 

the added predictor accounts for error variance of the original or first predictor (Gaylord-

Harden, Cunningham, Holmbeck, & Grant, 2010). As Gaylord-Harden and colleagues 

(2010) noted, the removal of error variance “enhances the ability of the first predictor to 

explain criterion variance” because the suppressor variable accounts for variance that is 
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irrelevant (p. 844). Thus, it is possible that one or more variables in the regression model 

suppressed irrelevant variance, which increased the strength of the relation between youth 

depressive symptoms and youth general anxiety symptoms. This suggests that the relation 

between maternal psychological control and youth anxiety symptoms is best explained by 

the relation between youth depressive symptoms and maternal psychological control and 

youth depressive and anxiety symptoms. Moreover, Soenens and colleagues (2008) found 

a reciprocal relation between youth depressive symptoms and parental psychological 

control. This stresses the importance of establishing a temporal timeline between the 

variables of interest in this study, particularly maternal psychological control and youth 

general anxiety .  

Furthermore, the results indicated that maternal psychological control was not 

related to youth-reported social anxiety symptoms before or after controlling for youth 

comorbid symptoms. Contrary to what was expected, maternal psychological control was 

significantly related to youth social anxiety when utilizing mothers’ report of youth 

symptoms. Specifically, child-reported maternal psychological control (PCS-YSR) was a 

unique correlate of mother-reported youth social anxiety symptoms both before and after 

controlling for youth comorbid symptoms. However, the relation was negative such that 

as youth-reported maternal psychological control increased, mother-reported youth social 

anxiety symptoms decreased. Similar to the results with general symptoms of youth 

anxiety, this appears to be the result of a suppressor effect rather than reflective of the 

true association between these specific variables. The change in sign from positive to 

negative when examining the relation between PCS-YSR and youth social anxiety 

symptoms suggests another variable that is not accounted for by the model could be 
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influencing the results, or the relation is best explained by an interaction between 

multiple variables. Of particular interest, when youth depressive symptoms were added 

into the hierarchical regression model the unique association between PCS-YSR and 

mother-reported youth social anxiety increased. Furthermore, the suppressor could 

potentially be explained by other parenting behaviors, such as accommodation. Parental 

accommodation refers to behaviors such as reassuring their anxious child or enabling the 

child to avoid anxiety-provoking circumstances (Kerns, Pincus, McLaughlin, & Comer, 

2017). Kerns and colleagues (2017) found that maternal negative affect and emotion 

regulation difficulties are significantly related to parental behaviors of accommodation 

and youth anxiety. Further, the unexpected suppressor effects when examining maternal 

psychological control and child self-reported anxiety symptoms and mother-reported 

youth social anxiety symptoms may be indicative of a temporal relation involving youth 

depressive symptoms or other variables that were not included in the analyses. Previous 

literature indicates that youth with depression are more likely than children with other 

disorders to have at least one current comorbid diagnosis, and youth with depression are 

especially likely to experience comorbid anxiety disorders (Hammen, Rudolph, & 

Abaied, 2014). Therefore, it is possible that the suppressor effects found with youth 

general and social anxiety symptoms are best explained by youth depression or other 

parenting behaviors like accommodation. 

While existing literature suggests that anxiety and social anxiety precede the 

development of depression (Epkins & Heckler, 2011; Essau, Conradt, & Petermann, 

2000), more recent literature indicates that there are different developmental trajectories 

of depression-anxiety comorbidities in youth (Cummings, Caporino, & Kendall, 2014). 
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Furthermore, a study conducted by Ranta and colleagues (2016) found that youth 

depression plays a very important role when examining the specific association between 

youth social anxiety and both educational and interpersonal impairment. Notably, social 

isolation and withdrawal are risk factors for youth depression and social anxiety as well 

as symptoms of subthreshold depression and social anxiety in youth (Epkins & Heckler, 

2011). Because of the significant overlap in youth depression, anxiety, and social anxiety 

as well as heterotypic developmental trajectories, the findings of this study seem to 

indicate maternal psychological control is most directly related to youth depressive 

symptoms. Furthermore, it is possible the participants in this study were more likely to 

report symptoms of youth depression over anxiety or social anxiety, which could also 

explain the suppressor effects.  

Although neither maternal warmth nor maternal HRN moderated the relation 

between maternal psychological control and youth internalizing symptoms, the 

moderation analyses yielded interesting results. Specifically, when using the PCS-YSR to 

measure maternal psychological control, both PCS-YSR and child-reported maternal 

warmth were uniquely related to youth depressive symptoms. However, when considered 

together, neither PCS-YSR nor maternal warmth were significantly related to youth 

general or social anxiety symptoms. While similar results were yielded with the PCDS 

and maternal warmth when examining their unique contribution to youth depressive 

symptoms, the results for youth general and social anxiety symptoms were different. 

With the PCDS, the nonsignificant relation between maternal warmth and youth general 

anxiety and social anxiety symptoms remained, while maternal psychological control 

with the PCDS was found to be uniquely, positively related to both general anxiety and 
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social anxiety symptoms. Not only do these results support Barber and colleagues’ 

argument that there are distinct facets of parental psychological control, but they also 

suggest these distinct facets have different associations with youth internalizing 

symptoms. While the PCS-YSR is a more general or broadband assessment of parental 

psychological control, the PCDS is specifically related to parenting behaviors that are 

intended to cause disrespect to the child’s individuality or integrity (Barber et al., 2012). 

In accordance with the cognitive theory of anxiety and depression, it is understandable 

why an attack of the child’s integrity or individuality by a caregiver would be associated 

with symptoms of depression, anxiety, or social anxiety as all three of these internalizing 

symptom clusters have a common theme of rejection or fear of rejection. Potentially, 

when children perceive their mothers as psychologically controlling with the intent to 

disrespect them it results in children feeling shame, guilty, hopeless, or experiencing low 

self-worth.  

Interestingly, the moderation analyses with maternal HRN, maternal 

psychological control, and youth internalizing symptoms yielded different results. When 

maternal psychological control was measured using the PCS-YSR, only child-reported 

maternal HRN was uniquely associated with youth symptoms of depression, anxiety, and 

social anxiety. When the PCDS was used to measure maternal psychological control, 

child-reported HRN and the PCDS were uniquely associated with youth depressive 

symptoms, such that as maternal HRN and psychological control increase youth 

depressive symptoms increase. However, when considered together, neither maternal 

HRN nor maternal psychological control were significantly associated with youth general 

or social anxiety symptoms. While these results support the distinction between HRN and 
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psychological control, they further support previous research that has suggested a 

stronger relation between these parenting constructs and youth depressive symptoms 

(Barber et al., 2012; Scanlon & Epkins, 2015). The unique positive associations between 

maternal HRN and the PCDS measure of maternal psychological control with youth 

depressive symptoms suggest the relation between the PCDS and youth depression is 

above and beyond the child feeling rejected by the parent. As previously mentioned, it is 

possible children internalize these parent-child interactions and feel shame or hopeless as 

a result.  

Methodological Implications 

 With regard to methodology, the results of this study indicate the possible 

limitations of the existing parental psychological control measures. As different measures 

of maternal psychological control yielded different results, it becomes critical to 

understand the facets of psychological control that each measure is truly capturing. 

Specifically, there is a weak correlation between mothers’ and children’s report of 

maternal psychological control which suggests that these measures are not converging on 

the same construct as one would expect. Furthermore, the unique associations between 

the PCDS and youth symptoms of depression, anxiety, and social anxiety and the PCS-

YSR and youth internalizing symptoms appear to illustrate that psychological control is 

multi-faceted. This further supports the findings by Barber and his colleagues (2012) that 

the PCDS and PCS-YSR capture distinct features of parental psychological control. Thus, 

it is critical to utilize multiple informants and measures when assessing for psychological 

control. While exploration of the different facets of psychological control are needed, it is 

important to consider that the lack of convergence between the mother- and child-
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reported maternal psychological control measures may have impacted results. Further, 

even though there is a strong correlation between both child-report measures of maternal 

psychological control, their unique non-shared variance may best explain the 

aforementioned results.  

It is important to acknowledge that Hypotheses 1a-c used hierarchical linear 

regression and could have also been reliably addressed by utilizing Structural Equation 

Modeling since there are multiple measures of the same latent constructs. However, 

hierarchical regression was best suited because of the small sample size. Structural 

Equation Modeling typically requires sample sizes of 200 or more in order for the model 

to have adequate statistical power, and examining complex statistical models with a small 

sample size is problematic (Wood, 2017). Furthermore, the use of hierarchical regression 

allowed for variables to be entered in a step-by-step fashion to better examine their 

unique variance with youth internalizing symptoms.  

Theoretical Implications 

 The unexpected finding of a suppressor effect with maternal psychological 

control, specifically the PCS-YSR measure, could support the tripartite theory of anxiety 

and depression. The tripartite model suggests that depression and anxiety share a 

common non-specific component of negative affect (Clark & Watson, 1991). Research 

supports this model with children and adolescents as well and has found that negative 

affect is significantly related to youth depression, generalized anxiety, and social anxiety 

(Chorpita, 2002). From this perspective, it is not surprising that when controlling for 

youth depressive symptoms the relation between maternal psychological control and 

youth general and social anxiety symptoms is negative. It appears that this specific 
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measure of maternal psychological control (PCS-YSR) cannot account for the unique 

variance of youth general or social anxiety symptoms when the common component of 

negative affect is accounted for. This indicates the relation between maternal 

psychological control and youth symptoms of depression, anxiety, and social anxiety may 

be best explained by their common component of negative affect.  

 Furthermore, the results when utilizing the PCDS as the measure of maternal 

psychological control indicate a unique association with youth depressive symptoms and 

not youth general anxiety or social anxiety symptoms. These results fit with the cognitive 

theory distinguishing between depression and anxiety. Specifically, this theory postulates 

depression can be differentiated from anxiety by the presence of cognitive concerns of 

past loss or deprivation as well as significantly more hopelessness (Clark & Beck, 2010). 

Clark and Beck (2010) also describe the presence of future-oriented threat-related 

cognitions distinguishes anxiety disorders from depressive disorders. This theory posits a 

possible explanation as to why this study found a significant association between the 

PCDS measure of psychological control and youth depressive symptoms and 

nonsignificant associations between PCDS and youth symptoms of anxiety and social 

anxiety. The parenting behaviors related to this particular dimension of psychological 

control (e.g., ridiculing their child, violation of privacy, inducing guilt) do not result in 

future-oriented or threat-related cognitions among youth. Furthermore, previous research 

notes that psychological control and youth depressive symptoms are reciprocal (Soenens 

et al., 2008); thus, it appears that the parental intent and behaviors that the PCDS captures 

are associated with depression-specific cognitions in youth.  
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Clinical Implications 

 Although the study was conducted among a community sample, there are still a 

number of clinical implications that can be drawn. To start, the difference in results when 

utilizing child- and mother-report of multiple variables highlights the importance of 

utilizing multiple informants when working with youth and families. Further, it is 

important for clinicians to consider the role of parenting behaviors like HRN and 

psychological control when working with youth experiencing depression, anxiety, or 

social anxiety. Because of the unique association between these parenting behaviors and 

youth internalizing symptoms, treatment interventions should pay particular attention to 

addressing HRN and psychological control. It appears that decreasing the use of negative 

parenting practices that are encompassed by HRN and psychological control in 

interventions for youth internalizing symptoms, particularly depression, would be most 

beneficial. Furthermore, the results of this study suggest that maternal warmth does not 

have a unique association with youth symptoms of anxiety, and social anxiety; therefore, 

therapeutic interventions should not only focus on promoting positive parenting 

behaviors but should also focus on reducing negative parenting practices.  

Limitations 

Although this study provides insight about the importance of controlling for youth 

comorbid symptoms when examining youth internalizing symptoms, limitations of this 

study are as follows. Notably, it is possible that the large number of variables included in 

the regression models related to Hypotheses 1a-c has increased the likelihood of Type I 

error. Further, it is important to note that this study was cross-sectional and correlational; 

thus, inferences about temporal or causal relations cannot be made. Future studies should 
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be conducted longitudinally to determine if parental warmth, HRN, and psychological 

control contribute to the development and/or maintenance of youth internalizing 

symptoms, or if youth internalizing symptoms lead to parents engaging in behaviors 

capture parental warmth, HRN, and/or psychological control. Special focus should be 

given to conducting longitudinal studies with the aforementioned parenting constructs 

and youth general and social anxiety symptoms. Another limitation was the study was 

conducted with a community sample, which could have influenced the results due to 

limited symptom presentation. This limitation is especially meaningful when considering 

the limited variance in maternal psychological control. Further, this study only included 

mothers’ and children’s perceptions of mother’s parenting behaviors; therefore, it will be 

important that future studies include fathers’ and children’s perceptions of father’s 

parenting behaviors. While previous research suggests that paternal psychological control 

is positively related to youth internalizing symptoms (Arim & Shapka, 2008; Cheng & 

Chen, 2015), little to no research has been conducted to examine the temporal relation 

between fathers’ psychological control and youth symptoms of depression, anxiety, and 

social anxiety.  

Generalizability is limited to community samples and preadolescents due to this 

study’s population. Future studies should examine the possibility that the relations 

observed among the variables of interest are different among clinical populations and 

different age and/or developmental groups. Although gender and ethnicity were not 

significantly related to the variables of interest in this study, it is possible that gender and 

ethnicity were not significantly related due to unequal distribution across groups. Because 

previous findings suggest that parent and child gender and ethnicity may play an 



Texas Tech University, Allison Morton, May 2018 

	 58 

important role when examining parenting constructs and youth internalizing symptoms, 

these variables should be considered in future studies (Fung & Lau, 2012; Gonzalez & 

Weersing, 2014; Loukas, 2009; Schleider, 2014).  

Future Directions 

Findings from the present study support controlling for youth comorbid symptoms 

when examining constructs like youth depression, anxiety and social anxiety and add to 

existing literature regarding the specific associations between internalizing symptoms and 

parenting constructs of psychological control, HRN, and warmth. As different results 

were apparent when using different measures from different reporters, it is critical to 

utilize multiple informants and measures when assessing for psychological control. 

Additionally, due to the different associations found when utilizing PCDS versus PCS-

YSR, future studies should examine the relation between these measures of psychological 

control and the constructs of the tripartite model, especially negative affect. Further 

investigation into the specific dimensions of psychological control and cognitions related 

to youth depression, anxiety, and social anxiety could further clarify the links between 

these variables. Exploration of the different facets of psychological control are needed. 

Specifically, psychometric evaluation of the mother- and child-reported psychological 

control measures should explore whether any items need to be removed or revised. Future 

research efforts should also include factor analyses of mother- and child-reported 

psychological control measures to assess convergent validity and identify potential 

subscales for the PCM in particular.   
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Table 1 
Means and Standard Deviations on Study Measures 

Note. PARQ/Control (Parental Acceptance-Rejection Questionnaire), SASC-R (Social 
Anxiety Scale for Children—Revised), CDI 2 (Child Depression Inventory—2nd Edition), 
BAI-Y (Beck Anxiety Inventory—Youth), PCS-YSR (Psychological Control Scale—
Youth Self Report), PCDS (Psychological Control Disrespect Scale), PCM 
(Psychological Control Measure). 
 

Measure 
 

Mean (SD) Skewness (SE) Kurtosis (SE) 

Child report PARQ/Control 
HRN 

61.69 (15.74) 4.67 (0.21) 0.07 (0.42) 
 

Mother report PARQ/Control-
Behavioral Control subscale 

39.35 (4.57) -0.86 (0.21) 0.25 (0.42) 

Child report PARQ/Control-
Behavioral Control subscale 

35.86 (5.78) -0.29 (0.21) 0.21 (0.42) 

Child report PARQ/Control- 
Warmth subscale 

30.32 (9.73) 7.57 (0.21) 2.36 (0.42) 

Reverse Score Child report 
PARQ Warmth 

69.98 (9.44) -7.71 (0.21) 2.63 (0.42) 

Mother report SASC-R Total 
Score 

44.74 (14.65) 2.57 (0.21) 0.13 (0.42) 

Child report SASC-R Total 
Score 

46.13 (17.26) 2.48 (0.21) -0.58 (0.42) 

Mother report CDI 2 Total T-
Score 

51.73 (8.83) 3.71 (0.21) -0.01 (0.42) 
 

Child report CDI 2 Total T-
Score 

55.57 (12.67) 5.19 (0.21) 0.43 (0.42) 

BAI-Y Total T-Score 
 

51.62 (11.38) 4.38 (0.21) 0.41 (0.42) 

PCS-YSR Total Score 
 

10.65 (2.65) 6.00 (0.21) 1.17 (0.42) 

PCDS Total Score 
 

10.43 (2.77) 8.10 (0.21) 2.88 (0.42) 

PCM Total Score 
 

26.88 (6.20) 4.33 (0.21) 0.36 (0.42) 
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Table 2  
Bivariate Correlations among Measures 

 

Measure 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 
1. C-BC -            

2. M-BC .22* -           

3. C-Warmth -.03 -.10 -          

4. C-HRN .35*** .24** -.60*** -         

5. C CDI 2 .32*** .18* -.38*** .55*** -        

6. M CDI 2 .17* .20* -.18* .19* .50*** -       

7. BAI-Y .35*** .20* -.07 .39*** .72*** .25** -      

8. C SASC-R .35*** .15 -.12 .35*** .59*** .27*** .74*** -     

9. M SASC-R .15 .17 -.09 .07 .32*** .53*** .27*** .33*** -    

10. PCS-YSR .27** .29** -.32*** .60*** .45*** .19* .23** .21* -.10 -   

11. PCDS .31*** .16 -.29** .62*** .51*** .16 .35*** .28** -.02 .76*** -  

12. PCM .18* .36*** -.14 .15 .183* .45*** .11 .13 .25** .26** .19* - 
Note. C-BC = child report of maternal behavioral control; M-BC = mother report of maternal behavioral control; C-Warmth = 
child report of maternal warmth; C-HRN = child report of maternal hostility/rejection/neglect; C-CDI 2 = child report on Child 
Depression Inventory—2nd edition; M-CDI 2 = mother report on Child Depression Inventory—2nd edition; BAI-Y = Beck 
Anxiety Inventory- Youth; C SASC-R = child report on Social Anxiety Scale for Children-Revised; M SASC-R = mother 
report on Social Anxiety Scale for Children-Revised; PCS-YSR = Psychological Control Scale-Youth Self Report; PCDS = 
Psychological Control Disrespect Scale; PCM = Psychological Control Measure. * p < .05; ** p < .01; *** p ≤ .001.  
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Table 3 
Hierarchical Regression Analyses Before Controlling for Comorbid Symptoms with Child Self-Reported Symptoms 

                                            Depression                                                Anxiety                                                 Social Anxiety             
l nPredictor       R2      ΔR2      ΔF       β          sr2               R2       ΔR2        ΔF       β          sr2              R2      ΔR2         ΔF      β          sr2 
Step 1:  .15*** .15*** 7.40***   .09**   .09**   4.43**      .08*    .06*    3.46* 

  Child Tx                                 .25***    .05                                      .12         .01                                      .14        .01 

  Mom Tx                                 .08          .00                                      .02         .00                                      .05        .00 

  SES                                -.21**      .03                                     -.17*       .02                                     -.13        .01 

Step 2:  .24*** .09*** 7.26***    .18*** .08**   6.29**    .17*** .09***  6.87*** 

  Child BC                                 .15*        .02                                      .17         .02                                      .26**    .05 

  Mom BC                                 -.03         .00                                      .09         .01                                      .03        .00 

Step 3: .46*** .22*** 16.61***    .27*** .08**  5.01**    .20***  .04       1.89 

  PCS-YSR                                .07           .00                                     -.19*       .00                                      -.05       .00 

  PCDS                                .45***     .08                                      .39***   .06                                       .24       .02 

  PCM                                .003         .00                                      -.04        .00                                      -.01       .00 
Note.  Child Tx = child treatment history; Mom Tx = mother treatment history; SES = socioeconomic status; Child BC = child-
report maternal behavioral control; Mom BC = mother-report maternal behavioral control; PCS-YSR = psychological control 
scale-youth self-report; PCDS = psychological control disrespect scale; PCM = psychological control measure. Betas reported 
are from the final step. * p < .05; ** p < .01; *** p ≤ .001 
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Table 4 
Hierarchical Regression Analyses for Child Self-Reported Depression After Controlling 
for Anxiety and Social Anxiety 

Predictor  Depression 
R2 ΔR2 ΔF β sr2 

Step 1:  .15***                 .15*** 7.40***   

  Child Tx    .17** .02 

  Mom Tx    .06 .00 

  SES    -.07 .00 

Step 2:  .63*** .49*** 32.42***   

  Child BC    .03 .00 

  Mom BC    -.06 .00 

BAI-Y    .59*** .13 

C SASC-R    -.03 .00 

M SASC-R    .14* .01 

Step 3: .73*** .09*** 13.10***   

  PCS-YSR    .16* .01 

  PCDS    .21** .02 

  PCM    -.05 .00 
Note.  Child Tx = child treatment history; Mom Tx = mother treatment history; SES = 
socioeconomic status; Child BC = child-report maternal behavioral control; Mom BC = 
mother-report maternal behavioral control; BAI-Y = Beck anxiety inventory-youth self 
report; C SASC-R = child-report social anxiety scale for children-revised; M SASC-R = 
mother-report social anxiety scale for children-revised; PCS-YSR = psychological 
control scale-youth self report; PCDS = psychological control disrespect scale; PCM = 
psychological control measure. Betas reported are from the final step. * p < .05; ** p < 
.01; *** p ≤ .001  
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Table 5 
Hierarchical Regression Analyses for Child Self-Reported Anxiety After Controlling for 
Depression and Social Anxiety Symptoms 

Predictor  Anxiety 
R2 ΔR2 ΔF β sr2 

Step 1: .09** .10** 4.43**   

  Child Tx    -.09 .00 

  Mom Tx    -.03 .00 

  SES    -.03 .00 

Step 2:  .70*** .60*** 40.15***   

  Child BC    .02 .00 

  Mom BC    .09 .01 

C CDI 2    .57*** .12 

M CDI 2    -.11 .01 

C SASC-R    .45*** .12 

M SASC-R          -.03 .00 

Step 3: .71*** .01 1.96   

  PCS-YSR    -.19* .01 

  PCDS    .07 .00 

  PCM    .04 .00 
Note.  Child Tx = child treatment history; Mom Tx = mother treatment history; SES = 
socioeconomic status; Child BC = child-report maternal behavioral control; Mom BC = 
mother-report maternal behavioral control; C CDI 2 = child self-report child depression 
inventory-second edition; M CDI 2 = mother-report child depression inventory-second 
edition; C SASC-R = child-report social anxiety scale for children-revised; M SASC-R = 
mother-report social anxiety scale for children-revised; PCS-YSR = psychological 
control scale-youth self-report; PCDS = psychological control disrespect scale; PCM = 
psychological control measure. Betas reported are from the final step. * p < .05; ** p < 
.01; *** p ≤ .001 
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Table 6 
Hierarchical Regression Analyses for Child Self-Reported Social Anxiety After 
Controlling for Depression and Anxiety Symptoms 

Predictor  Social Anxiety 
R2 ΔR2 ΔF β sr2 

Step 1:  .08**                 .08** 3.46**                                                            

  Child Tx     .05 .00 

  Mom Tx     .03 .00 

  SES     .03 .00 

Step 2:  .57*** .49*** 28.42***   

  Child BC     .12 .00 

  Mom BC     .003  

BAI-Y     .72*** .19 

  C CDI 2    -.02 .00 

  M CDI 2     .07 .00 

Step 3: .58*** .01 .21   

  PCS-YSR    .01 .00 

  PCDS    -.03 .00 

  PCM    -.05 .00 
Note.  Child Tx = child treatment history; Mom Tx = mother treatment history; SES = 
socioeconomic status; Child BC = child-report maternal behavioral control; Mom BC = 
mother-report maternal behavioral control; C CDI 2 = child self-report child depression 
inventory-second edition; M CDI 2 = mother-report child depression inventory-second 
edition; C SASC-R = child-report social anxiety scale for children-revised; M SASC-R = 
mother-report social anxiety scale for children-revised; PCS-YSR = psychological 
control scale-youth self-report; PCDS = psychological control disrespect scale; PCM = 
psychological control measure. Betas reported are from the final step. * p < .05; ** p < 
.01; *** p ≤ .001 
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Table 7 
Hierarchical Regression Analyses Before Controlling for Comorbid Symptoms with Mother-Reported Youth Symptoms 

 Depression Social Anxiety 
Predictor R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 
Step 1: .27*** .27*** 15.43***   .16*** .16*** 7.90***   
  Child Tx    .26** .05    .14 .02 
  Mom Tx    .15 .01    .12 .02 
  SES    -.26*** .05    -.22* .04 
Step 2: .30*** .03 2.56   .17*** .02 1.14   
  Child BC    .05 .00    .10 .01 
  Mom BC    -.06 .00    .05 .00 
Step 3: .40*** .10*** 6.83***   .24*** .07* 3.65*   
 PCS-YSR    .08 .00    -.30* .03 
  PCDS    .05 .00    .16 .01 
  PCM    .34*** .08    .22* .04 
Note.  Child Tx = child treatment history; Mom Tx = mother treatment history; SES = socioeconomic status; Child BC = child-report 
maternal behavioral control; Mom BC = mother-report maternal behavioral control; BAI-Y = Beck anxiety inventory-youth self 
report; C SASC-R = child-report social anxiety scale for children-revised; M SASC-R = mother-report social anxiety scale for 
children-revised; PCS-YSR = psychological control scale-youth self report; PCDS = psychological control disrespect scale; PCM = 
psychological control measure. Betas reported are from the final step. * p < .05; ** p < .01; *** p ≤ .001 
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Table 8 
Hierarchical Regression Analyses for Mother-Reported Youth Depression After 
Controlling for Anxiety and Social Anxiety Symptoms 

Predictor  Depression 
R2 ΔR2 ΔF β sr2 

Step 1:  .27***                 .27*** 15.42***                                                            

  Child Tx    .21** .03 

  Mom Tx    .10 .01 

  SES    -.18* .02 

Step 2:  .42*** .16*** 6.56***   

  Child BC     .006 .00 

  Mom BC    -.08 .00 

BAI-Y      .03 .00 

C SASC-R     -.02 .00 

M SASC-R     .37*** .09 

Step 3: .50*** .08*** 6.13***   

  PCS-YSR    .19 .01 

  PCDS     -.01 .00 

  PCM     .26*** .05 
Note.  Child Tx = child treatment history; Mom Tx = mother treatment history; SES = 
socioeconomic status; Child BC = child-report maternal behavioral control; Mom BC = 
mother-report maternal behavioral control; BAI-Y = Beck anxiety inventory-youth self 
report; C SASC-R = child-report social anxiety scale for children-revised; M SASC-R = 
mother-report social anxiety scale for children-revised; PCS-YSR = psychological 
control scale-youth self report; PCDS = psychological control disrespect scale; PCM = 
psychological control measure. Betas reported are from the final step. * p < .05; ** p < 
.01; *** p ≤ .001 
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Table 9 
Hierarchical Regression Analyses for Mother-Reported Youth Social Anxiety After 
Controlling for Depression and Anxiety Symptoms 

Predictor  Social Anxiety 
R2 ΔR2 ΔF β sr2 

Step 1:  .16***                 .16*** 7.90***                                                            

  Child Tx     -.001 .00 

  Mom Tx      .05 .00 

  SES    -.08 .00 

Step 2:  .33*** .17*** 6.13***   

  Child BC     .05 .00 

  Mom BC     .08 .00 

C BAI-Y     .08 .00 

C CDI 2     .10 .00 

M CDI 2     .42*** .09 

Step 3: .38*** .06* 3.72*   

  PCS-YSR    -.33** .04 

  PCDS    .06 .00 

  PCM    .08 .00 
Note.  Child Tx = child treatment history; Mom Tx = mother treatment history; SES = 
socioeconomic status; Child BC = child-report maternal behavioral control; Mom BC = 
mother-report maternal behavioral control; C CDI 2 = child self-report child depression 
inventory-second edition; M CDI 2 = mother-report child depression inventory-second 
edition; C SASC-R = child-report social anxiety scale for children-revised; M SASC-R = 
mother-report social anxiety scale for children-revised; PCS-YSR = psychological 
control scale-youth self report; PCDS = psychological control disrespect scale; PCM = 
psychological control measure. Betas reported are from the final step. * p < .05; ** p < 
.01; *** p ≤ .001 
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Table 10 
Moderation Analyses for the Interaction between PCS-YSR and Maternal Warmth for Child Self-Reported Symptoms 

 Depression Anxiety Social Anxiety 
Predictor R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 

Step 1: .23*
** 

.23**
* 

12.64**
*   .16**

* 
.16**

* 
7.77**

*   .16**
* 

.16**
* 

7.71**
*   

Child Tx    .28**
* 

.0
7    .10 .0

1    .18* .0
2 

  SES    -
.20** 

.0
3    

-
.19
* 

.0
3    -.11 .0

1 

PARQ 
BC    .16* .0

2    .24
* 

.0
5    .28*

* 
.0
6 

Step 2:  .47*
** 

.24**
* 

27.47**
*   .18**

* .02 1.77   .18**
* .02 1.72   

 PARQ 
Warmth    

-
.26**

* 

.0
5    -.01 .0

0    -.13 .0
1 

 PCS-
YSR    .31**

* 
.0
7    .17 .0

2    .10 .0
1 

Step 3: .47*
** .001 .33   .18**

* .002 .31   .19**
* .01 1.03   

Warmth 
x PCS-
YSR 

   -.04 .0
0    .05 .0

0    .09 .0
1 

Note.  Child Tx = child treatment history; SES = socioeconomic status; PARQ BC = child-report maternal behavioral control; 
PARQ Warmth = child-report maternal warmth; PCS-YSR = psychological control scale-youth self report; Warmth x PCS-
YSR = interaction term between PARQ Warmth and PCS-YSR. Betas reported are from the final step. * p < .05; ** p < .01; 
*** p ≤ .001 
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Table 11 
Moderation Analyses for the Interaction between PCDS and Maternal Warmth for Child Self-Reported Symptoms 

 Depression Anxiety Social Anxiety 
Predictor R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 

Step 1: .22*** .22*** 11.63***   .14*** .14*** 7.01***   .15*** .15*** 7.56***   
  Child 
Tx    .32*** .09    .12 .01    .17* .03 

  SES    -.14* .02    -.17 .02    -.09 .01 
  PARQ 
BC    .13 .01    .18* .03    .26** .05 

Step 2:  .49*** .27*** 32.63***   .21*** .07** 5.11**   .20*** .05* 3.45*   
 PARQ 
Warmth    -

.31*** .07    -.01 .00    -.12 .01 

 PCDS    .40*** .13    .28** .06    .18* .03 

Step 3: .51*** .10 3.29   .23*** .02 3.40   .21*** .01 2.07   
Warmth 
x PCDS    .13 .01    .16 .02    .13 .01 

Note.  Child Tx = child treatment history; SES = socioeconomic status; PARQ BC = child-report maternal behavioral control; PARQ Warmth = 
child-report maternal warmth; PCDS = psychological control disrespect scale-youth self report; Warmth x PCDS = interaction term between 
PARQ Warmth and PCDS. Betas reported are from the final step. * p < .05; ** p < .01; *** p ≤ .001 
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Table 12  
Moderation Analyses for the Interaction between PCS-YSR and Maternal HRN for Child Self-Reported Symptoms 

 Depression Anxiety Social Anxiety 
Predictor R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 

Step 1: .23*** .23*** 12.51***   .16*** .16*** 7.77***   .16*** .16*** 8.00***   
  Child 
Tx    .31*** .09    .10 .01    .18* .03 

  SES    -.20** .03    -.17 .02    -.12 .01 
PARQ 
BC    .07 .00    .20* .03    .21* .04 

Step 2:  .45*** .22*** 24.41***   .17*** .07** 5.48**   .22*** .06* 4.56*   
 PARQ 
HRN    .36*** .08    .31** .06    .28** .04 

 PCS-
YSR    .13 .01    -.01 .00    .05 .00 

Step 3: .46*** .01 2.52   .24*** .01 .87   .23*** .01 2.24   
HRN x 
PCS-
YSR 

   .12 .01    -.08 .01    -.13 .01 

Note.  Child Tx = child treatment history; SES = socioeconomic status; PARQ BC = child-report maternal behavioral control; PARQ HRN = 
child-report maternal hostility/rejection/neglect; PCS-YSR = psychological control scale-youth self report; Warmth x PCS-YSR = interaction 
term between PARQ HRN and PCS-YSR. Betas reported are from the final step. * p < .05; ** p < .01; *** p ≤ .001 
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Table 13 
Moderation Analyses for the Interaction between PCDS and Maternal HRN for Child Self-Reported Symptoms 

 Depression Anxiety Social Anxiety 
Predictor R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 R2 ΔR2 ΔF β sr2 

Step 1: .21*** .21*** 11.04***   .14*** .14*** 6.84***   .16*** .16*** 7.75***   

Child Tx    .32*** .10    .12 .01    .18* .03 

  SES    -.19** .03    -
.18* .03    -.12 .01 

PARQ BC    .03 .00    .15 .02    .19* .03 

Step 2:  .46*** .25*** 28.68***   .21*** .07** 5.48**   .22*** .07** 5.30**   

 PARQ HRN    .32*** .06    .18 .02    .19 .02 

 PCDS    .26** .03    .18 .02    .18 .01 

Step 3: .46*** .00 .09   .22*** .00 1.06   .23*** .01 1.43   
HRN x 
PCDS    .02 .00    -.10 .01    -.11 .01 

Note.  Child Tx = child treatment history; SES = socioeconomic status; PARQ BC = child-report maternal behavioral control; PARQ HRN = 
child-report maternal hostility/rejection/neglect; PCDS = psychological control disrespect scale-youth self-report; HRN x PCDS = interaction 
term between PARQ HRN and PCDS. Betas reported are from the final step. * p < .05; ** p < .01; *** p ≤ .001 
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Appendix A-1: Recruitment Flyer 

Moms & 8-12 Year Old Kids 
Wanted 

Texas Tech University 
Department of Psychological Sciences 

 
We are currently looking for children between the ages of 8 and 
12 years old and their biological mothers to participate in our new 

project! 
 

You can come to the Psychology Building at Texas Tech University to 
complete the surveys or Research Assistants can visit you at your home.  
The research surveys include commonly-used questionnaires and will take 
about 60 minutes to complete.  This project will help us learn more about 

children’s and mothers’ thoughts, feelings, and behaviors regarding 
themselves, each other, and their relationship.  

 

Participation is confidential & visits can be scheduled at a time 
that works best for families, including evenings and weekends. 

 
Siblings or other children may be looked after by one of our research 

assistants while mothers participate in the project. 
 

Interested? 
Contact the research team at 

806-834-4158 or allison.morton@ttu.edu 
 

You can also contact Dr. Catherine Epkins at  
806-834-1877 or catherine.epkins@ttu.edu
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Appendix A-2: Recruitment Flyer 
***VOLUNTEERS WANTED*** 

 
Children between the ages of 8 and 12 and their biological mothers are invited to 
participate in a research survey.  This survey study is approved by Texas Tech 
University and will help us learn more about children’s and mothers’ thoughts, 
feelings, and behaviors regarding themselves, each other, and their relationship.   

 
This is an important area of research for many reasons.  It may improve therapy or 
clinical work with children because as we learn more counselors, doctors, and 
researchers can develop better interventions and treatments to help children and 
mothers when they feel sad, worried, angry, or stressed.  This research survey may 
also help others improve their understanding as to how to prevent children and 
parents from feeling sad, worried, angry, or stressed in the first place.        
 
All information gathered in this survey will be strictly confidential.  Because we 
know how busy people are, we have flexibility in scheduling a meeting time for 
you to complete the survey and are able to meet during the evenings and 
weekends.  In addition, both mother and child can complete the surveys in the 
Psychology Building at Texas Tech University or we can meet with you in your 
home (if you prefer).  The research survey requires about one hour of your time, 
and you and your child will complete commonly-used questionnaires.   
         
If you are interested in participating and/or need further information about the 
study, please contact, or leave a message for Allison Morton at (806) 834-4158. 
You can also contact Dr. Catherine Epkins at (806) 834-1877 or 
catherine.epkins@ttu.edu.  
 
 

Your participation is greatly appreciated! 
 
 
_________________________________ __________________________________ 
Mother’s Name     Phone Number(s) 
 
 
 
__________________________________ ____________________________________ 
Best Time to Call     Time(s) Available to Participate 
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Appendix B: TechAnnounce Recruitment Flyer 
 

Mothers and Kids Needed for Study 
We are looking for children between the ages of 8 and 12 and their 
biological mothers to participate in a research survey.  Your participation 
will be confidential and voluntary.   
 
Because we know how busy people are, we have flexibility in scheduling a 
meeting time for you to complete the survey and are able to meet during the 
evenings and weekends.  In addition, both mother and child can complete 
the surveys in the Psychology Building at Texas Tech University or we can 
meet with you in your home (if you prefer).   
 
If you have questions or want to learn more, please contact Allison Morton 
at allison.morton@ttu.edu 
 
Dr. Catherine Epkins (catherine.epkins@ttu.edu) is the supervisor for this 
study.  This study is approved by Texas Tech University Institutional 
Review Board for Projection of Human Subjects. 
 

Your participation is greatly appreciated! 
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Appendix C: Potential Participant Tracking Sheet 
Potential Participants Tracking Sheet  

 
Date:____________________ 

 
Researcher’s Name:_______________________________________________________ 
 
Name of the Event:________________________________________________________ 
 
Time of the Event:__________________________ Length of the Event:_____________ 
 
 

# of People Approached  # of People Agreed To Participate 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Total: 
 

Total:  
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Appendix D: Potential Participants Calling Tracking Sheet 
Potential Participants Calling Tracking Sheet  

 
Check the Appropriate Box  

 
Person Called  Declined 

Participation  
Set Up 
Appointment  

Showed 
Up 

No 
Showed  

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

Totals:     
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Appendix E: Parent Consent Form 
Parent Consent Form 

 
Please share your thoughts in our research project.  
 
What is this project studying? 
We are asking you and your child to be participants in a research project to learn more 
about mothers’ and children’s thoughts, feelings, and behaviors, about themselves and 
their relationship with each other. What we learn may help children and families. We are 
not looking at individual answers. Instead, we are interested in looking at what mothers 
and children on average think.  
 
What would I do if I participate? 
In this study, you will fill out commonly used surveys about your own and your child’s 
thoughts, feelings, and behaviors. In addition, your child will fill out surveys about 
his/her own thoughts, feelings, and behaviors.  
 
Can I quit if I become uncomfortable? 
Yes, absolutely. Dr. Catherine Epkins and the Institutional Review Board have reviewed 
the questions on the surveys and think you can answer them comfortably. However, you 
are free to skip any of the questions and you may quit at any time if you become 
uncomfortable. In other words, you may stop participating in the study at any time.  If 
your child becomes uncomfortable with a task we will stop.  If you sense your child feels 
uncomfortable with a task you can ask us to stop.  There is no consequence from 
stopping, and you will keep all the benefits of participating even if you choose to stop.  
 
How long will participation take? 
Participating in this study may take you and your child about 60-90 minutes to complete. 
 
How are you protecting privacy? 
We will keep all of the information provided by you and your child private and locked in 
filing cabinets in Dr. Epkins’ lab. Dr. Epkins, Babetta Mathai, Allison Morton, and 
trained research assistants will be the only people with access to your identifying 
information sheet. Your identifying information sheet will be kept separate from the 
surveys. A code number, and not your name, will identify your surveys. We ask you for 
contact information so that we can contact families who would like to see the results of 
the study if they are interested. However, you may choose not to receive the results of the 
study. 
 
I have some questions about the study. Who can I ask? 

• Dr. Epkins will answer any questions you may have about the study. Dr. Epkins is 
from the Department of Psychology at Texas Tech University and you can contact 
her at (806) 834-1877 or by email at catherine.epkins@ttu.edu.  

• The following people can also answer any questions you may have about the 
study through phone or email.  
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o Babetta Mathai: (806) 834-5032 or babetta.mathai@ttu.edu 
o Allison Morton: (806) 834-4158 or allison.morton@ttu.edu 

• In addition, for questions about your rights as a participant you can contact the 
Human Research Protection Program (HRPP) at Texas Tech University in 
Lubbock, Texas 79409. Or you can call them at (806) 742-3884. 

 
How will I benefit from participating? 
We will be giving you a list of mental health resources in the community. Even if you 
feel you may not benefit from these services, someone you know might be able to use 
this information. 
 

 

_______________________________    ________________ 

Signature of Parent/Guardian      Date 

 

_______________________________ 

Printed Name 

 

_______________________________ 

Name of Child 

 

This consent form is not valid after MONTH/DAY/YEAR.  
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Appendix F: Child Assent Form 
Child Assent Form 

 
We are here today because we are interested in learning more about kids.  We hope that 
you and your mom can help us today.  We are going to ask you and your mom to fill out 
and answer some easy yes/no or multiple choice questions.  It will take you about 60-90 
minutes to complete all of the questions.  We will give you and your mother the names 
and phone numbers of counselors who help children and families.  Even if you do not 
need any of these names or numbers, somebody you know might. 
 
Helping us is up to you.  You can stop answering the questions at any time if you want to. 
You can also skip any of the questions if you want to.  We will have you fill out the 
surveys apart from your mother, so that they will be secret. All of your answers will be 
kept secret from your family, teachers, and friends.   
 
If you want to help us today, we are going to ask you to write your name on this line.  Let 
us know if you need some help writing your name.  
 
 
_______________________________    ________________ 

Child Name        Date 

 

This consent from not valid after MONTH DAY YEAR. 
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Appendix G: Demographic Questionnaire 
FAMILY DEMOGRAPHIC INFORMATION 

 
                                                                                      Family ID# ___________ 

Information about Child                                                                                           

Child’s Sex: (Please circle): Boy  Girl   Child’s Age: ___ Child Birth month/Year _____ 

Child’s Race (Please circle):  Caucasian  African American   Hispanic    Asian  Other 

Child’s Grade ____________   School Type (Please circle):    elementary school  

middle school  

Has the child recently been exposed to a significant stressor or major life event in his/her 
life (please circle):    Yes      No 
 
If yes, please specify what and when:_________________________________________ 

Information about Mother 

Mother’s Age: _______________ 

What best describes the mother’s relation to the child (please circle):  Biological   Step   

Adopted  

How long has she lived with the child? _______________________________________ 

Mother’s Race (please circle):   Caucasian      African American      Hispanic     Asian      

Other 

Marital Status (please circle):  married separated divorced single  

Years of school/Education ___________________   

Job Description and Occupation (please be specific) __________________________  

Has the mother recently been exposed to a significant stressor or major life event in her 
life (please circle):     
Yes     No 
  
If yes, please specify what and when:_______________________________________ 
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Information about Father     Family ID# ___________ 

Father’s Age: _______________ 

What best describes the father’s relation to the child (please circle):  Biological   Step   

Adopted  

How long has he lived with the child? _________________________________ 

Father’s Race (please circle):  Caucasian  African American   Hispanic     Asian      Other  

Marital Status (please circle):  married separated divorced single  

Years of school/Education ___________________   

Job Description and Occupation (please be specific) __________________________ 

Has the father recently been exposed to a significant stressor or major life event in his life 
(please circle):  
Yes      No 
 
If yes, please specify what and when:_________________________________________ 

Additional Family Information: 

Are there other children living in the home with the child participating in this study (i.e. 

focal child)? ______ 

How many? __ (please provide additional information about these other children below): 

Child 1: Sex _______ Age __ Relation to focal child _________ Birth month/Year _____ 

Child 2: Sex _______ Age __ Relation to focal child _________ Birth month/Year _____ 

Child 3: Sex _______ Age __ Relation to focal child _________ Birth month/Year _____ 

Child 4: Sex _______ Age __ Relation to focal child _________ Birth month/Year _____ 

Child 5: Sex _______ Age __ Relation to focal child _________ Birth month/Year _____ 

Child 6: Sex _______ Age __ Relation to focal child _________ Birth month/Year _____ 

Child 7: Sex _______ Age __ Relation to focal child _________ Birth month/Year _____ 
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Brief History of Family Behavioral/Emotional/Medical Problems   Family ID# _____ 
(***Please recall that all of this information will be kept confidential, and this form 
will be kept locked in Dr. Epkins’ file cabinets***) 

 
Child History: 
 
Has your child ever experienced or been diagnosed with any of the following (Please 
check all that apply): 
 

1. Attention Deficit Hyperactivity Disorder (ADHD):    _____ Past    _____Present  
2. Oppositional Defiant Disorder:                _____ Past    _____Present 
3. Conduct Disorder:                             _____ Past    _____Present 
4. Separation Anxiety Disorder:              _____ Past    _____Present 
5. Social Anxiety Disorder:                               _____ Past    _____Present  
6. Depression:                                                    _____ Past    _____Present  
7. Bipolar Disorder:                                   _____ Past    _____Present 
8. Substance/Drug Abuse:                                                _____ Past    _____Present 
9. Other (Please Specify What and the 

Timeframe):___________________________________________ 
 
Has your child ever received any of the following treatments (Please check all that 
apply): 
 

1. Individual therapy/counseling:   _____ Past    _____Present 
2. Family therapy/counseling:    _____ Past    _____Present 
3. Group therapy/counseling:      _____ Past    _____Present 
4. School Counseling:                                                  _____ Past    _____Present 
5. Medication for emotional/behavioral problems:        _____ Past    _____Present 
6. Other (Please Specify What Treatment(s) and the 

Timeframe):_________________________________ 
 
Mother History: 
 
Has the mother ever experienced or been diagnosed with any of the following (Please 
check all that apply): 
 

1. Generalized Anxiety Disorder:             _____ Past    _____Present  
2. Social Phobia/Social Anxiety Disorder:             _____ Past    _____Present 
3. Obsessive Compulsive Disorder:                     _____ Past    _____Present 
4. Posttraumatic Stress Disorder:               _____ Past    _____Present 
5. Panic Disorder :              _____ Past    _____Present  
6. Depression:        _____ Past    _____Present  
7. Bipolar Disorder:                                              _____ Past    _____Present  
8. Personality Disorder:       _____ Past    _____Present 
9. Substance/Drug Abuse or Dependence:                     _____ Past    _____Present 
10. Other (Please Specify What and the Timeframe):_________________________ 
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                                                                                        Family ID# ___________ 
 
Has the mother ever received any of the following treatments (Please check all that 
apply): 
 

1. Individual therapy/counseling:        _____ Past    _____Present 
2. Couple’s therapy/counseling:                                       _____ Past    _____Present 
3. Family therapy/counseling:      _____ Past    _____Present 
4. Group therapy/counseling:         _____ Past    _____Present 
5. Medication for emotional/behavioral problems:          _____ Past    _____Present 

      6.   12-Step Programs (AA, NA, etc.)                                _____ Past    _____Present 
7. Other (Please Specify What Treatment(s) and the Timeframe):______________ 

 
Father History: 
 
Has the father ever experienced or been diagnosed with any of the following (Please 
check all that apply): 
 

1. Generalized Anxiety Disorder:    _____ Past    _____Present  
2. Social Phobia/Social Anxiety Disorder:          _____ Past    _____Present 
3. Obsessive Compulsive Disorder:                     _____ Past    _____Present 
4. Posttraumatic Stress Disorder:                         _____ Past    _____Present 
5. Panic Disorder :                        _____ Past    _____Present  
6. Depression:       _____ Past    _____Present  
7. Bipolar Disorder:                                             _____ Past    _____Present  
8. Personality Disorder:      _____ Past    _____Present 
9. Substance/Drug Abuse or Dependence:                     _____ Past    _____Present 
10. Other (Please Specify What and the Timeframe):_________________________ 

 
Has the father ever received any of the following treatments (Please check all that 
apply): 
 

1. Individual therapy/counseling:        _____ Past    _____Present 
2. Couple’s therapy/counseling:                                       _____ Past    _____Present 
3. Family therapy/counseling:      _____ Past    _____Present 
4. Group therapy/counseling:         _____ Past    _____Present 
5. Medication for emotional/behavioral problems:          _____ Past    _____Present 

      6.   12-Step Programs (AA, NA, etc.)                                 _____ Past    _____Present 
7.  Other (Please Specify What Treatment(s) and the Timeframe):_______________ 
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Appendix H: Family Identifying Information and Contact Sheet 

Family Identifying Information and Contacts Sheet (which will be keep separate 

from all other material) 

 
Child’s Name:__________________________________________________    

Mothers Name: _________________________________________________ 

Fathers Name:  _________________________________________________ 

Other families you know may be interested in helping out in this study. Would you be 

interested in providing their names and contact information? (please circle):   Yes       No 

Name       Contact Information 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

Would you maybe be interested in helping with future research studies (please circle):    

Yes      No 

Would you like to be sent the results of this study (please circle):   Yes       No 

Where can we contact you: 

Phone number (home) _______________________  (work)__________________ 

Email address:___________________________________________________________ 

Street Address:___________________________________________________________ 

City/State/Zip:____________________________________________________________ 
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Appendix I: List of Community Resources 

 


