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Abstract 

Studies have revealed the unique relations between parent symptoms of depression, 

anxiety, and social anxiety in relation to parenting constructs (e.g., behavioral control); 

however, little research has been conducted on the parenting construct of psychological 

control. Further, few studies that have examined psychological control have taken 

comorbid symptoms into account. Relations exist between parent symptoms, parenting 

behaviors, and child internalizing symptoms; however, these variables have not been 

examined altogether for psychological control. Therefore, the aim of the study was to 

examine if mothers’ depression, anxiety, and social anxiety symptoms and maternal 

psychological control were related after controlling for maternal behavioral control as 

well as before and after controlling for maternal comorbid symptoms and child 

internalizing symptoms. Data were collected from 133 biological mothers and their 

children, aged 8-12 years-old. The sample consisted mostly of a middle- to upper- class 

range of mothers who identified as Caucasian (61.7%), Hispanic (24.8%), 6.0% African 

American (6.0%), 0.8% Asian (.8%), and Other/Mixed ethnicities (6.8%). Each mother-

child dyad was given a battery of measures that included reports about the self as well as 

about the relationship between the mother and child. Unexpectedly, maternal depressive 

symptoms were not uniquely related to mother- or child-reported maternal psychological 

control. Partially consistent with expectations, maternal anxiety symptoms were not 

uniquely related to mother- or child-reported maternal psychological control. Somewhat 

inconsistent with expectations, maternal social anxiety symptoms were related to mother- 

and child-reported maternal psychological control when controlling for comorbid 
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maternal symptoms but not when child internalizing symptoms were controlled. 

Limitations, future directions, and implications of the present study are discussed.   
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Chapter 1 

Introduction 

Comorbidity of Symptoms 

 The literature has shown that comorbid depressive and anxiety symptoms are 

prevalent in adults (Kessler & Wang, 2008) and in children and adolescents (C. 

Cummings, Caporino, & Kendall, 2014). Furthermore, there is a relationship between 

parental depression and anxiety and children’s depression and anxiety such that the 

offspring of parents with depression and/or anxiety symptoms and disorders have a 

significantly greater chance of having similar anxious and depressive disorders compared 

to the offspring of parents without depressive and anxious disorders (Micco et al., 2009). 

Additionally, studies have shown consistently high rates of comorbidity between 

depression and anxiety such that rates range from 40-80% (as cited by Lamers et al., 

2011). Moreover, a relationship between social anxiety and depression also exists such 

that there are shared features, such as correlates and protective factors, which increase 

their comorbidity (Epkins & Heckler, 2011). Various studies have shown high rates of 

comorbidity between depression and social anxiety, with rates starting at about 20%, and 

the likelihood of having other anxiety disorders, in addition to social anxiety, increased 

when depression was present (Kessler, Stang, Wittchen, Stein, & Walters, 1999; Ohayon 

& Schatzberg, 2010).   

Parental Control, Parenting Constructs, and Child Internalizing Problems 

 Some examples of parental control include behavioral control and psychological 

control, which are two distinct constructs that need to be differentiated. According to 

Barber (1996), behavioral control “refers to parental behaviors that attempt to control or 
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manage children’s behavior” (p. 1). Behavioral control may consist of behaviors such as 

parental permissiveness versus restrictiveness and decreasing children’s autonomy. On 

the other hand, Barber (1996) clarifies that “psychological control refers to control 

attempts that intrude into the psychological and emotional development of the child” (p. 

1). Psychological control influences the development of a child and can be presented in 

the form of love-withdrawal (e.g., through shaming or ignoring), guilt induction (e.g., 

pointing out negative emotional impact from a person’s behavior) and over-control (e.g., 

controlling verbal expressions) (Barber, 1996).  Studies have shown that parental 

psychological control is a correlate of child internalizing problems (Barber & Harmon, 

2002; Barber, Olsen, & Shagle, 1994; El-Sheikh, Hinnant, Kelly, & Erath, 2010), which 

includes the presence of depressive, anxious, and somatic symptoms and problems. For 

the purposes of this study, we will focus on psychological control. 

 In regards to parenting constructs, there are different forms that can be examined 

including, but not limited to, parental warmth/acceptance (e.g., showing affection), 

rejection (e.g., neglecting and/or being hostile towards the child), and behavioral control. 

Research has shown that a reciprocal relationship between child internalizing symptoms 

and parenting behaviors exist (Hipwell et al., 2008). More specifically, experimental and 

longitudinal studies have shown that negative parenting styles are associated with child 

internalizing symptoms, and in turn, anxious and depressed children’s behaviors are 

associated with negative parenting behaviors such as hostility, rejection, and low 

parental, specifically maternal, warmth (Creswell, Apetroaia, Murray, & Cooper, 2013; 

Hudson, Doyle, & Gar, 2009; Nelemans, Hale III, Branje, Hawk, & Meeus, 2014).  
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 Although relationships have been found between parental psychological control 

and child internalizing problems as well as reciprocal relationships between parenting 

and child internalizing symptoms, there appears to be a paucity in the research. First, the 

comorbidity of parental depression and anxiety has not been taken into account. Epkins 

and Harper (2016) was one of the first studies to examine parental anxiety and depression 

in the context of parenting behaviors while controlling for parents’ comorbid symptoms 

as well as children’s depression and anxiety. In Epkins and Harper (2016), parenting 

constructs, specifically parental warmth/acceptance, hostility, rejection, and neglect 

(HRN), and behavioral control were examined. As previously mentioned, these aspects 

were analyzed before and after controlling for comorbid symptoms. The results of this 

study revealed that the presence of comorbid symptoms influenced the impact of 

parenting behaviors such that when comorbid depression was accounted for, parental 

anxiety was not related to parenting behaviors of HRN; however, when comorbid anxiety 

was accounted for, parental depression was uniquely related to HRN (sr2 = .04; Epkins & 

Harper, 2016). Epkins and Harper (2016) also demonstrated that parental anxiety was 

uniquely related to higher behavioral control even after accounting for factors such as 

comorbid depression symptoms (sr2s = .04-.05). In other words, when controlling for 

comorbid depressive symptoms, parents with anxiety displayed more behavioral control. 

On the other hand, maternal depressive symptoms were not uniquely related to behavioral 

control when comorbid anxiety symptoms were taken into account but paternal 

depressive symptoms were such that they were related to lower behavioral control. These 

results emphasize the gravity behind considering comorbid symptoms in this area of 

research. Many other studies have focused on either parents’ depression or anxiety and 
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did not control for the other. This could pose issues during interpretation due to the lack 

of specificity on which disorders or symptoms contributed to the results of the study.  

 Secondly, parenting behaviors, psychological control, and parent symptoms have 

not been examined altogether, before and after controlling for comorbid symptoms in 

parents as well as child and adolescent symptoms of depression and anxiety. While the 

relationship between these factors may have been studied in certain combinations, it is 

imperative to further determine how different parenting behaviors and psychological 

control constructs are related to parental depressive and anxiety symptoms. By examining 

parental anxiety and depressive symptoms in relation to parenting and parental 

psychological control, before and after controlling for parents’ comorbid symptoms and 

child internalizing symptoms, the relation between parental depression and anxiety 

symptoms, psychological control, and parenting constructs can be elucidated. 

Considering the gap in the literature, the present study will extend upon the research done 

by Epkins and Harper (2016) by including the examination of maternal social anxiety 

symptoms (in addition to maternal depression and anxiety symptoms) and psychological 

control, both before and after controlling for child anxiety and depressive symptoms.  

Examining Parent Symptoms and Psychological Control 

 The literature on parental depression, anxiety, and social anxiety will now be 

reviewed to examine how different psychological control constructs relate to these 

symptoms and disorders.  

 Depressed Parents. Many studies that focused on depressed parents have found a 

correlation between depression in parents and psychological control related to anxiety 

and guilt-inducing behaviors (E. M. Cummings, Keller, & Davies, 2005; Donatelli, 
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Bybee, & Buka, 2007; Rakow et al., 2011; Susman, Trickett, Iannotti, Hollenbeck, & 

Zahn-Waxler, 1985). All four of the studies used community samples and/or obtained 

participants from another ongoing study. Additionally, three of the four studies used 

samples of parents who had a previous or current history of depression, and the last study 

used a sample of parents with depressive symptoms. The studies that used only parents 

with a past or current history of depression will be discussed before addressing the one 

that incorporated parents with depressive symptoms.  

 Susman et al. (1985) included a sample of mothers (N = 94) who had been 

diagnosed with different forms of depression and had children, ranging in ages from 4 to 

9 years. The study examined mother-reported measures and found that inconsistency, 

hostility, and protective parenting styles were commonly used by depressed mothers. 

Additionally, depressed mothers displayed high guilt induction and high anxiety 

induction.  

 Rakow et al. (2011) recruited a sample of families (N = 102 families, 129 

children) with at least one parent having a current or past history of major depressive 

disorder (MDD) or dysthymia and a child age of 9-15 years old. Parents and children 

completed questionnaires and also participated in interaction tasks that were videotaped. 

The results from the study revealed that “parental guilt induction accounted for the 

association between parental depressive symptoms and child internalizing problems” (p. 

150). In other words, parental guilt induction can help explain the relationship between 

parental depressive symptoms and child internalizing problems. Additionally, higher 

levels of parental depressive symptoms were related to higher levels of guilt-inducing 

behaviors (ß =.14, p ≤ .05; Rakow et al., 2011).  
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 Donatelli et al.’s (2007) study included adolescents (N = 43), aged 12-20, 

and also yielded similar results to the ones above. This study also involved reports from 

the mothers of the adolescents, including mothers with and without a history of 

depression. Results revealed that adolescents who had a mother with depression had more 

symptoms of depression than when the mother did not have depression. Additionally, 

mothers with a history depression, compared to those without, would frequently make 

their children feel guilty over situations that were not in the child/adolescent’s control 

and when the child failed to meet the mother’s needs (φ = .40 and .55, respectively).   

 Finally, E.M Cummings, Keller, and Davies (2005) included measures for 

parental depressive symptoms as well as psychological control, in general. These parents 

did not have a previous diagnosis of depression and also had to be the parents of a current 

kindergarten child. The results indicated that higher levels of parental depressive 

symptoms were associated with higher levels of psychologically controlling behaviors. In 

this study, the results revealed that the psychological control constructs associated with 

parental depressive symptoms included intrusiveness, guilt-induction, and anxiety-

inducing behaviors.  

 Collectively, these studies seem to indicate a relationship between parents with 

and without a history depression as well as parents with depressive symptoms and 

negative parenting styles, intrusive, guilt-inducing, and anxiety-inducing behaviors. 

Studies that included parents with a past or current history of depression were examined 

to reveal a basis for potential results obtained through a community sample of individuals 

who have subthreshold depression symptomatology. Moreover, the study that included 

parents with depressive symptoms revealed similar results, supporting the idea that 
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subthreshold depressive symptoms can be associated with similar psychological control 

constructs. In addition, a review of these studies also reveals that comorbid parental 

depression and anxiety had not been considered.  

 Anxious Parents. Studies have supported the idea that possessiveness/over 

control, guilt-induction, and conditional behaviors have been forms of psychological 

control found in anxious parents (Bögels & van Melick, 2004; Soenens, Vansteenkiste, 

Duriez, Bart, & Goossens, 2006; Woodruff-Borden, Morrow, Bourland, & Cambron, 

2002). Two of these studies recruited participants using a community sample, and one 

study used community sampling in addition to mental health agency referrals. The 

adolescent participants in the Soenens et al. (2006) study ranged in age from 15-18 years 

old. In this study, parental separation anxiety and parental maladaptive perfectionism 

were examined, and the results indicated that the both of these factors are associated with 

parental psychological control. Furthermore, anxious parents engaged in psychological 

control constructs, such as those mentioned above, when the anxious parent felt an 

increasing sense of autonomy in the adolescent. In other words, when the parent felt as if 

the child was becoming more autonomous, the parent interpreted it “as a signal of 

impending loss of the attachment” (Soenens et al., 2006, p. 553) and engaged in 

psychologically controlling behaviors.  

 Both the Bögels and van Melick (2004) and Woodruff-Borden et al. (2002) 

studies used child samples, ranging from 8-13 years old and 6-12 years old, respectively. 

Bögels and van Melick’s (2004) study indicated a correlation between parental autonomy 

and/or overprotection and child anxiety symptoms (r = -.41, p < .001) as well as parental 

anxiety symptoms (r = -.45, p < .001) and had an overall small effect size. In the 
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Woodruff-Borden et al. (2002) study, the transmission of anxiety symptoms from parent 

to child was investigated. This study included parents who met criteria for an anxiety 

disorder as well as non-anxious parents. Only anxious parents who did not meet criteria 

for another past or current disorder, aside from another anxiety disorder, were included. 

In the end, diagnosed anxiety disorders in parents included separation anxiety, 

generalized anxiety disorder, specific phobia, and post-traumatic stress disorder. Results 

from this study pointed to the idea that parents with anxiety disorders tend to withdraw 

from uncomfortable situations (η2 = .08), and when that occurs, the child may exhibit a 

change in affect in a negative way. Because of this negative change in affect, the anxious 

parent begins to exert over control to appease the child, which could lead to the 

adaptation of negative coping mechanisms in the child, ultimately putting the child at a 

higher risk for developing an anxiety disorder (Woodruff-Borden et al., 2002). Taken 

together, these studies point to anxious parents engaging in negative parenting styles and 

possessive/over controlling, guilt-inducing and conditional behaviors. Further review of 

these studies also show that comorbid parental depression and anxiety was not taken into 

account. 

 Socially Anxious Parents. Regarding the literature of psychological control 

constructs used by socially anxious parents, there seems to be limited to no research done 

in the area. The current literature reveals that low parental warmth, criticism and doubts 

of child competency, and over-control were exhibited in parenting behaviors of parents 

with social anxiety disorder (SAD) (Budinger, Drazdowski, & Ginsburg, 2013; Murray et 

al., 2012). Psychologically controlling features were not examined in either of these 

studies. Budinger et al. (2013) obtained participants from a community sample and 
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included parents with anxiety disorders, which included parents with and without a 

current SAD diagnosis, and their children, who have no anxiety diagnosis. The results 

showed that parents with SAD exhibited significantly more criticism and doubting 

(partial η2 = .12) of their children and less warmth/positive affect (partial η2 = .09) than 

parents with non-SAD anxiety disorders after controlling for anxious symptoms 

presented by the child. Further review of this study reveals that comorbid depression was 

not considered. Based on the results found by Epkins and Harper (2016), parental 

depressive and anxiety symptoms were related to more HRN; however, when depression 

was controlled for in anxious parents, the association between HRN and anxiety was not 

upheld. Additionally, Epkins and Harper (2016) found associations between parental 

anxiety and higher levels of behavioral control even while controlling for depression. 

Therefore, the results from Budinger et al. (2013), revealing that parents with SAD 

exhibited more criticism, which is part of HRN, could be confounded by comorbid 

parental depression. 

 Murray et al.’s (2012) study recruited individuals from a clinical setting and 

screened the mothers for social phobia and generalized anxiety disorder (GAD). The 

sample consisted of mothers with social phobia but not GAD, mothers with GAD but not 

social phobia, and a control group. The study excluded mothers that had comorbid GAD 

and social phobia to allow for more specificity between these two anxiety disorder 

subtypes. After mothers and their children filled out some assessments, they were given 

relaxation periods as well as three tasks. The three tasks included: “a social threat task 

where the child had to give a speech…, a nonsocial threat task where the child had to 

explore potentially scary objects,” and a non-threatening task where the child played with 
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Play-Dough (p. 188). The first two tasks mentioned involved threats to the specific 

anxiety disorders. This study demonstrated that maternal social anxiety still had an effect 

on parenting even when child behaviors were controlled. Moreover, the results from this 

study showed that socially anxious mothers’ parenting was dependent on the task at hand 

such that more challenging tasks, specifically the Speech Task, made negative parenting 

behaviors (e.g., less encouragement and warmth) more evident than in the other tasks. 

The task involving the exploration of scary objects made negative parenting behaviors 

more evident in mothers with GAD than with social phobia. In terms of forms of 

parenting, “both mothers with social phobia and those with GAD showed raised rates of 

passive, withdrawn behavior, and low encouragement/autonomy promotion and warmth” 

(p. 195).  

 Although Murray et al. (2012) did not find significant differences in forms of 

parenting between mothers with social phobia and mothers with GAD, comorbidity with 

depression was not taken into account. Similar to the Budinger et al. (2013) study, 

comorbid symptoms of depression could be influencing the results. Furthermore, only 

comorbidity of GAD and SAD were accounted for and excluded from the study, but the 

comorbidity of other anxiety disorders with either SAD or GAD were not taken into 

account. Therefore, in order to allow for more specificity in the parenting styles of 

socially anxious parents and determine related psychological control constructs, 

comorbid parental depression and anxiety need to be considered together.   

 As noted within each of the sections above, the comorbidity of parental 

depression, anxiety and/or social anxiety had not been considered, further supporting the 

aforementioned gap in the literature regarding the lack of control for anxiety and/or 
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depression. Furthermore, as other studies have focused on mother-child dyads, this study 

also focused on those pairs to allow the results of this study to be easily compared to 

other studies. Taken together, the focus of the study was to examine if there is a 

relationship between mothers’ depressive, anxiety, and social anxiety symptoms and 

maternal psychological control constructs after accounting for behavioral control as well 

as before and after controlling for maternal comorbid symptoms and for child anxiety and 

depressive symptoms (C. Epkins, personal communication, September 28, 2015).  

Research Questions and Hypotheses  

 Research Question 1: Maternal depressive symptoms and psychological 

control. After controlling for maternal behavioral control, is there a relationship between 

maternal depressive symptoms and psychological control before and after controlling for 

comorbid maternal anxiety symptoms, comorbid maternal social anxiety symptoms, and 

child internalizing symptoms? Based on the aforementioned literature regarding maternal 

depressive symptoms, it seemed as though depression would remain significant despite 

holding comorbid symptoms and child internalizing symptoms constant. Therefore, to 

reduce the chance of Type I error, separate analyses for each comorbid symptom and 

child internalizing symptoms were not conducted for this specific research question. 

 Hypothesis 1. After controlling for maternal behavioral control, it was 

hypothesized that maternal depressive symptoms would have a significant relationship 

with psychological control both before and after controlling for comorbid maternal 

anxiety symptoms, comorbid maternal social anxiety symptoms, and child internalizing 

symptoms. This was expected because the idea was supported by the research done by 

Epkins and Harper (2016), where controlling for comorbid symptoms of anxiety did not 
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affect the relationship between parental depressive symptoms and negative parenting 

behaviors. Therefore, a similar relationship was expected to be found between maternal 

depressive symptoms and psychological control. Furthermore, evidence from Hipwell et 

al. (2008) and Nelemans et al. (2014) were thought to support the idea that maternal 

depression would be significant even while holding child anxiety and depressive 

symptoms constant.  

 Research Question 2: Maternal anxiety symptoms and psychological control. 

After controlling for maternal behavioral control, is there a relationship between maternal 

anxiety symptoms and psychological control before and after controlling for a) comorbid 

maternal depressive symptoms, b) comorbid maternal social anxiety symptoms, c) child 

internalizing symptoms, and d) all the previously mentioned variables at the same time 

(controlling for comorbid maternal depression and social anxiety symptoms and child 

internalizing symptoms at once)? This research question was broken down into subparts 

because based on previously discussed literature, it seemed as though maternal anxiety 

symptoms would not remain significantly related to psychological control after holding 

other variables constant. Therefore, comorbid maternal symptoms and child internalizing 

symptoms were held constant individually and then all at once.  

 Hypothesis 2a. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal anxiety 

symptoms and psychological control before controlling for comorbid maternal depressive 

symptoms; however, the significant relationship would not be maintained after 

controlling for comorbid depressive symptoms in mothers. This hypothesis was expected 

based on the Epkins and Harper (2016) study, which revealed that negative parenting 
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behaviors were not correlated with parental anxiety symptoms after controlling for 

comorbid parental depressive symptoms.  

 Hypothesis 2b. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal anxiety 

symptoms and psychological control before and after controlling for comorbid maternal 

social anxiety symptoms (as supported by Woodruff-Borden et al., 2002).  

 Hypothesis 2c. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal anxiety 

symptoms and psychological control before and after controlling for child internalizing 

symptoms (as supported by Hipwell et al., 2008).  

 Hypothesis 2d. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal anxiety 

symptoms and psychological control before, but not after, controlling for comorbid 

maternal depressive and social anxiety symptoms as well as child internalizing symptoms 

all at once. 

 Research Question 3: Maternal social anxiety symptoms and psychological 

control. After controlling for maternal behavioral control, is there a relationship between 

maternal social anxiety symptoms and psychological control before and after controlling 

for a) comorbid maternal anxiety symptoms, b) comorbid maternal depressive symptoms, 

c) child internalizing symptoms, and d) all the previously mentioned points at the same 

time? This research question was broken down into subparts because based on previously 

discussed literature, it seemed as though maternal social anxiety symptoms would not 

remain significantly related to psychological control after controlling for variables. 
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Therefore, comorbid maternal symptoms and child internalizing symptoms were held 

constant individually and then all at once. 

 Hypothesis 3a. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal symptoms 

of social anxiety and psychological control before and after controlling for anxious 

symptoms in mothers. This hypothesis was based on the study conducted by Murray et al. 

(2012). In that study, there were no significant differences in parenting behaviors of 

parents with SAD and GAD; however, further hypotheses sought to examine the lack of 

other comorbid symptoms that need to be controlled in order for more specificity within 

these constructs. 

 Hypothesis 3b. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal symptoms 

of social anxiety and psychological control before controlling for comorbid maternal 

depressive symptoms. This relationship was expected to not be maintained after 

controlling for comorbid depression symptoms in mothers. As noted from Budinger et al. 

(2013), the parenting behaviors noted in socially anxious parents seem to overlap with 

those of parents with depressive symptoms. Therefore, it was anticipated that if comorbid 

maternal depressive symptoms were controlled, then the relationship between social 

anxiety symptoms in mothers and psychological control would be nonsignificant.   

 Hypothesis 3c. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal social 

anxiety symptoms and psychological control before and after controlling for child 

internalizing symptoms (as supported by Hipwell et al., 2008). 
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 Hypothesis 3d. After controlling for maternal behavioral control, it was 

hypothesized that there would be a significant relationship between maternal social 

anxiety symptoms and psychological control before, but not after, controlling for 

comorbid maternal depressive and anxiety symptoms as well as child internalizing 

symptoms all at once. 
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Chapter 2 

Method 

Power Analysis 

 A statistical power analysis was conducted to determine the sample size needed 

for this study using G*Power software (Faul, Erdfelder, Buchner, & Lang, 2007). Since 

each of the hypotheses had the same number of predictors, the analyses were the same for 

all hypotheses. For Hypotheses 1-3, a linear multiple regression: fixed model power 

analysis (Faul, Erdfelder, Buchner, & Lang, 2009) was conducted with 13 predictors and 

a medium effect size (f 2= .15). This yielded a minimum sample of 133 participants. 

Using an alternative method to confirm this sample size, Cohen’s power analysis method 

(Cohen, Cohen, West, & Aiken, 2003) was also used and revealed that 133 participants 

would be sufficient. 

Participants 

 Approximately 3,200 people were approached at 102 community events and 

activities, and 726 people agreed to be contacted to possibly participate. Because two 

data collections were going on at the same time as this data collection, the number of 

participants who signed up were divided among the two studies. Therefore, this particular 

study was in contact with about 363 potential participants. In addition to the 363 potential 

participants obtained from attending recruitment events, approximately 50 potential 

participants were obtained from another study done in the past, where the participant had 

indicated that they would be potentially interested in participating in future studies. 

Furthermore, some potential participants were obtained through snowball recruitment. In 
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total, approximately 495 people were contacted to participate in this study. In the end, a 

sample of 134 youths and mothers were obtained (27.07% retention rate). 

 As aforementioned, a community sample of 134 youths, aged 8-12 years, and 

their mothers were recruited from various community events and activities, such as from 

camps and other seasonal events. Some inclusion criteria for the participants consisted of 

the following: a) the children needed to be between 8-12 years of age; b) the participating 

mother needed to be the biological mother as well as the primary caretaker and/or 

guardian; c) the participants must have been able to understand, read, and write in 

English; and d) participants must have been willing to complete all the measures with the 

researcher either at our Texas Tech University (TTU) laboratory or at their homes to the 

best of their ability. Of the 134 youths and mothers who chose to participate, one 

participant’s data had to be removed due to the child falling outside of the specified age 

range. Therefore, the final analyses were conducted with data from 133 youths, aged 8-12 

years-old (Mage = 9.75, SDage = 1.31), and their mothers, ranging in age from 25-56 

years-old (Mage = 37.35, SDage = 6.24). The sample consisted of mostly female (59.4%), 

Caucasian (54.1%) youths and biological (94.7%), Caucasian (61.7%) mothers. More 

specifically, the youth sample included 27.8% Hispanic, 6.0% African American, 0.8% 

Asian, and 11.3% Other/Mixed ethnicities. The sample of mothers consisted of 24.8% 

Hispanic, 6.0% African American, 0.8% Asian, and 6.8% Other/Mixed ethnicities. 

 According to Hollingshead’s Four Factor Index of Social Status (1975), the 

majority of families fell into socioeconomic status (SES) categories in the middle to 

upper class range. These ranges contain medium business owners, minor professionals, 

and technical workers (middle-class range) as well as major business and professional 
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workers (upper-class range). However, overall, all SES categories were represented: 

Category 1 (1.5%), Category 2 (5.3%), Category 3 (18.0%), Category 4 (49.6%), and 

Category 5 (25.6%).  

 Finally, of the families who participated, 55.6% met with a researcher in their 

home, and 44.4% met in our lab at TTU. Each family was asked to identify whether or 

not the child or mother has ever experienced or been diagnosed with various 

problems/disorders. Additionally, data regarding whether or not treatment was received 

was also gathered. Essentially, 64.6% of mothers and 36.09% of youths received some 

form of past or present treatment, not including pharmacological treatments. For ease and 

readability purposes, details on diagnoses and treatment have been included below in 

Table 1 and 2 and have not been described here. 

Measures 

 Demographic Questionnaire.  A demographic questionnaire (see Appendix A) 

was administered to the parent in order to gather general information about the 

participants such as age, gender, race/ethnicity, education level, and other concepts. This 

helped to provide some background information on participants.  

Parent Symptoms 

  Beck Depression Inventory-Second Edition (BDI-II; Beck, Steer, & Brown, 

1996). The BDI-II is a 21-item self-report assessment for adults, and the total scores 

obtained can range from 0-63. It measures the severity of depressive symptoms in people, 

aged 13-80 years old, such that higher total scores indicate more severity of depressive 

symptoms. This survey asks respondents to answer questions based on a 4-point Likert 
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scale, describing how they have been feeling, on average, within the past two weeks of 

the administration. 

 The BDI-II has been found to have good internal consistency, test-retest 

reliability, and construct validity (Beck et al., 1996). Psychometric properties of the BDI-

II were evaluated using four combined outpatient samples, yielding a total sample size of 

500 (Mage = 37.20 years, SD = 15.91) as well as by using a sample of college students 

(N = 120, Mage = 19.58 years, SD = 1.84). For the outpatient population, the BDI-II had 

good internal consistency (α = .92). In regards to the college sample, the BDI-II also 

revealed good internal consistency (α = .93). For test-retest reliability, a subsample  

(N = 26) was taken from the outpatient sample. The subsample was administered the 

BDI-II twice, approximately one week apart, and a strong test-retest correlation of .93 

was obtained (Beck et al., 1996). Finally, for construct validity, an alpha of .93 was 

obtained, indicating good construct validity. The psychometric properties were supported 

by multiple studies (e.g., Storch, Roberti, & Roth, 2004), and Storch et al. (2004) was 

also able to support its two-factor structure (i.e., cognitive-affective and somatic 

symptoms) with a confirmatory factor analysis. For this study, a Cronbach’s alpha of .94 

was obtained, indicating high internal consistency. 

 Beck Anxiety Inventory (BAI; Beck & Steer, 1993). The BAI is a 21-item self-

report assessment for adults. It measures the severity of anxiety symptoms in adults 

between the ages of 17 to 80 years of age. Higher scores indicate more anxious 

symptoms. 

 In a study conducted by Osman, Kopper, Barrios, Osman, and Wade (1997), a 

sample of 350 undergraduate students from an introductory psychology course were 
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asked to complete a variety of self-report anxiety-related measures, including the BAI. 

Analysis of the internal consistency of the BAI revealed a Cronbach’s alpha of .90, 

indicating high internal consistency. Other studies have also supported the good 

psychometric properties of the BAI (Beck & Steer, 1993). More specifically, in a clinical 

sample obtained by Fydrich, Dowdall, and Chambless (1992), the BAI revealed high 

internal consistency (α = .94) and good construct validity as well (as cited by Beck & 

Steer, 1993). For this study, a Cronbach’s alpha of .93 was obtained, indicating high 

internal consistency. 

 Social Phobia and Anxiety Inventory (SPAI; Turner, Beidel, Dancu, & 

Stanley, 1989). The SPAI is a 45-item self-report assessment, rated on a 7-point scale, 

for people who are 14 years old or above. It measures somatic symptoms, cognitions, and 

behaviors to help differentiate between situations related to social anxiety and fear. 

Subscales of the SPAI include a social phobia and an agoraphobia subscale. In order to 

differentiate between the social phobia and agoraphobia subscales, the difference 

between the subscales is used. Higher scores on the SPAI difference indicate more severe 

social anxiety symptoms. Therefore, to reveal the unique presence and likelihood of 

social anxiety, the difference score was used in this study.  

 Psychometric properties were tested on a sample of college students (N = 182) in 

an introductory psychology course. Using the SPAI, approximately 123 of students were 

found to be non-socially anxious, and the remaining students seemed to be socially 

anxious and were given further screening to determine whether or not they had 

diagnosable social anxiety. The participants who were further screened for social anxiety 

returned approximately two weeks later and completed another SPAI, which revealed 



Texas Tech University, Babetta B. Mathai, May 2018  

21 

 

good test-retest reliability for the entire sample (r = .86). Additionally, the SPAI revealed 

good internal consistency for the social phobia and agoraphobia subscales (α = .96 and 

.85, respectively; Turner et al., 1989). Construct validity for the SPAI was also found to 

be strong such that it had high discriminant validity when analyzing classification 

accuracy between people with social phobia and people without social phobia as well as 

when trying to differentiate between other anxiety symptoms (Beidel, Turner, Stanley, & 

Dancu, 1989). Moreover, it also displayed good concurrent validity with other measures 

of social anxiety (Beidel et al., 1989). For this study, a Cronbach’s alpha of .99 and .92 

were obtained for the social phobia and agoraphobia subscales, respectively, indicating 

high internal consistency. This also indicated that the difference score, which was used in 

the analyses, had high internal consistency as well. 

 Penn State Worry Questionnaire (PSWQ; Meyer, Miller, Metzger, & 

Borkovec, 1990). The PSWQ is a 16-item self-report assessment used to identify 

pathological worry. Items are rated on a 5-point Likert Scale, with five of the items 

requiring reverse scoring. Higher scores on the PSWQ indicate more severe pathological 

worry.  

 To develop the measure, Meyer et al. (1990) initially administered a compilation 

of 161 questions relevant to the construct of worry to a sample of 337 college students in 

an introductory psychology course. Initial analyses yielded one general factor, with other 

factors identifying concerns related to constructs such as physical safety and health and 

beliefs in worry as a coping strategy (Meyer et al., 1990). Then, items were deleted based 

on whether or not they had vague or confusing language, were redundant with other 

items, or had low factor loadings. This led to the creation of the 16-item measure that was 
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then administered in multiple rounds to different groups of college students. Specifically, 

in one study, the PSWQ was administered to a sample of 286 college students, and 

revealed high internal consistency (α = .94), and a subsample of those students were used 

to test the measure’s test-retest reliability, which also was found to be good (r= .75; 

Meyer et al., 1990). Additionally, the correlations found between the PSWQ and other 

measures of anxiety, depression, and emotional control in clinical sample and normal 

controls revealed good convergent and discriminant validity (Brown, Antony, & Barlow, 

1992). For this study, a Cronbach’s alpha of .93 was obtained, indicating high internal 

consistency. 

Child Symptoms 

 Children’s Depression Inventory 2nd Edition (CDI 2; Kovacs, 2011). The CDI 

2 is a scale that measures the severity of depressive symptoms in children between the 

ages of 7 and 17. It includes scales of emotional problems and functional problems. The 

CDI 2 also includes a self-report form that contains 28 items and a parent-rated form that 

contains 17 items. High T-scores on the CDI-2 indicate more severe levels of depression 

symptoms.   

 A sample of 1,351 participants were used to standardize the CDI-2 and determine 

its psychometric properties. The internal consistency of the CDI 2-Self-Report (SR) total 

score reveals high internal consistency (α = .91), and for the overall sample, there was 

also good internal consistency (α = .82). For test-retest reliability, a subsample of 79 

children were asked to complete the CDI-2 SR twice over a period of 2-4 weeks, and the 

estimates were also strong (r = .98; Kovacs, 2011). The CDI 2-Parent form included a 

sample of 582-593 adults, and this version also revealed good internal consistency  
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(α = .79-.88) on the total score (Kovacs, 2011). Furthermore, the CDI 2-Parent seems to 

be reliable over time and the overall CDI-2 versions display good construct validity, as 

evidenced by its good convergent and discriminant validity (Bae, 2012; Kovacs, 2011). 

This study included the parent- and child-self report versions of the CDI-2. For this study, 

the parent-reported and child self-reported CDI-2 obtained Cronbach’s alphas of .82 and 

.89, respectively, indicating good internal consistency.  

 Multidimensional Anxiety Scale for Children- Second Edition (MASC 2; 

March, 2013). The MASC 2 is a 50-item self- and parent-report measure that assesses 

the presence of anxiety disorder symptoms in children and adolescents between the ages 

of 8 and 19 years old. The self-report measure is reported by the child and gives the 

child’s perspective on their symptoms. The parent-report measure is the parent’s account 

of the child’s symptoms. It includes scales that evaluate scales including, but not limited 

to, separation anxiety/phobias, social anxiety, and generalized anxiety disorder. Higher T-

scores on the MASC 2 indicate more severe levels of anxiety symptoms (March, 2013).   

 Psychometric properties of the MASC 2 were obtained from a normative sample 

of 1,800 youths and 1,600 parents. The MASC 2 self-report total score revealed high 

internal consistency (α = .92), and it also had good internal consistency for the scales and 

subscales (median α = .79). The parent-version also had good internal consistency for the 

total score (α = .89) and for the scales and subscales (median α = .76). To assess test-

retest reliability, a sample of 98 youths and 95 adults were obtained and revealed 

excellent test-retest reliability for the self-report (r = .80-.94) and for the parent-report  

(r =.80-.94; March, 2013). Finally, the MASC 2 has also been found to have good 

construct validity as well such that it has been found to have good convergent and 
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discriminant validity (Fraccaro, Stelnicki, & Nordstokke, 2015; March, 2013). For this 

study, both the mother-reported and the child-reported MASC 2 obtained Cronbach 

alphas of .92 on the total scores, indicating high internal consistency.  

Parenting Behaviors: Behavioral Control 

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

Rohner, 2005). The PARQ/Control has three versions of administration: adult-reported, 

parent-reported, and child-reported versions. For this study, the child-reported and the 

parent-reported measures were used. The parent-reported version is a self-report measure 

on how the parent currently treats their child. The child-reported measure is a self-report 

measure that assesses how the child feels their mother currently treats them. This 

questionnaire consists of a total of 73 items that is broken down into subscales: parental 

warmth/affection, hostility/aggression, neglect/indifference, undifferentiated rejection, 

and behavioral control. Sixty of the items in the PARQ/Control assess parental 

acceptance-rejection (i.e., parental warmth/affection, hostility/aggression, 

neglect/indifference, and undifferentiated rejection), and the other 13 assess parental 

behavioral control. Each of the questions are answered using a 4-point Likert scale 

format. Higher scores on the total standard PARQ indicate more parental rejection, and 

lower scores indicate more parental acceptance. For control, higher scores indicate more 

behaviorally controlling parenting.  

 Psychometric properties of the PARQ/Control were established through a meta-

analysis of 11 cross-cultural and intracultural studies (Rohner & Khaleque, 2003). The 

total sample of studies consisted of 4,203 participants, with participating children being 

between 7-19 years old and parents being 19-89 years old. In general, an analysis of the 



Texas Tech University, Babetta B. Mathai, May 2018  

25 

 

studies showed adequate internal consistency across the different versions of the measure, 

with a weighted mean alpha coefficient of .73 and a general spread from .48-.91 (Rohner 

& Khaleque, 2003). Various studies have also shown good construct validity for the 

measure (Rohner & Khaleque, 2005). As this study mostly focused on behavioral control 

as a variable to control, only the behavioral control subscales were used and reported. For 

this study, the behavioral control subscales of the mother-reported and the child-reported 

PARQ/Control obtained Cronbach alphas of .71 and .70, respectively, indicating 

adequate internal consistency. 

Parenting Behaviors: Psychological Control-Parent Report on Self 

 Psychological Control Measure (PCM; Olsen et al., 2002). The PCM is a 16-

item parent-reported measure used to assess psychologically controlling behaviors used 

by parents on a 5-point Likert scale. This measure was adapted from the Psychological 

Control Scale-Youth Self-Report (PCS-YSR; explained in more detail below) by Barber 

(1996), and it contains questions that assess psychological control constructs in the 

context of constraining verbal expressions, invalidating feelings, personal attacks, erratic 

emotional behavior, love withdrawal, and guilt induction.  

 The initial study by Olsen et al. (2002) used this measure to assess maternal 

psychological control and behavior outcomes in preschool children in three different 

cultural contexts, one of which was the United States. Various analyses were run, and 

structural equation modeling revealed significant correlations between psychological 

control and internalizing as well as externalizing disorders in the data gathered from the 

United States. Furthermore, the model fit was acceptable (Olsen et al., 2002). The 
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measure also revealed that higher scores indicated higher parental psychological control 

levels, and it earned adequate Cronbach alpha levels for mothers’ and fathers’ reports  

(α = .71 and .81, respectively) in a study by Jubber, Olsen Roper, Yorgason, Poulsen, and 

Mandleco (2013) that examined predictors of parental psychological control in families 

with a child who has diabetes. For this study, a Cronbach’s alpha of .81 was obtained, 

indicating good internal consistency. 

Parenting Behaviors: Psychological Control-Child Report on Parent 

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

The PCS-YSR is an eight-item measure based on the 10-item Children’s Report of 

Parental Behavior Inventory’s (CRPBI; Schaefer, 1965) psychological control portion of 

the questionnaire. It uses a 3-point Likert scale to assess for psychologically controlling 

behaviors exhibited by parents, reported by the youth. Higher scores on the PCS-YSR 

indicate more psychologically controlling parental behaviors. 

 The psychometric properties of the PCS-YSR were evaluated using a sample of 

933 families with fifth and eighth grade students. Initially 16-items were used to assess 

for various constructs within psychological control (e.g., constraint of verbal expression, 

love withdrawal). A factor analysis was conducted on these items, and separate analyses 

were conducted based on the parent and child sex along with other variables. In the end, 

eight items were retained, and the Cronbach’s alpha ranged from .80-.83 for the different 

combinations of parent-child pairs. Based on these results, the internal consistency 

seemed to be high in this measure of psychological control. Furthermore, studies have 

shown the PCS-YSR to have good construct validity, as evidenced its convergent validity 

with similar measures (rs = -.54 - .24) and discriminant validity (e.g., Barber, Xia, Olsen, 
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McNeely, & Bose, 2012; Blodgett Salafia, Gondoli, Corning, McEnergy, & Grundy, 

2007). For this study, a Cronbach’s alpha of .74 was obtained, indicating adequate 

internal consistency. 

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

PCDS is a short, eight-item survey used to assess categories of parental behaviors relating 

to youth-identified forms of disrespect to their individuality. Higher scores on the PCDS 

indicate higher levels of youth-perceived forms of parental disrespect towards the youth’s 

individuality. 

 This measure was analyzed using a qualitative and quantitative phase. In the 

qualitative phase, the concept of psychological control was described to 120 adolescents 

from five different cultures, and they were asked to describe specific situations in which 

they experienced forms of psychological control. The qualitative phase helped determine 

the saliency of the concept of disrespect and confirmed that adolescents from different 

cultures understood and experienced these types of issues with their parents. In the 

quantitative phase, construct validity and predictive validity were measured by 

comparing the new PCDS to the PCS as well as the CRPBI, items related to parental 

behavioral control, and other variables to analyze youth behaviors and psychopathology. 

Results from the quantitative phase revealed that the PCDS had “strongly consistent with 

distinct but correlated factors” (p. 280) with the PCS, establishing construct validity 

(Barber et al., 2012). Furthermore, the PCDS seemed to be a better predictor of youth 

depression and antisocial behavior than the PCS (Barber et al., 2012). Overall, the PCDS 

seemed to measure distinct constructs from the PCS and other measures, and it seemed to 

have good predictive validity in terms of identifying problematic youth behaviors. For 
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this study, a Cronbach’s alpha of .79 was obtained, indicating adequate internal 

consistency. 

 Maladaptive Guilt-Induction Measure (MGI; Donatelli et al., 2007). The MGI 

is a 22-item child-reported measure used to assess parental guilt induction on a 7-point 

scale. Higher total scores on the MGI indicate more guilt-inducing parental behaviors. 

The total scores were used in this study. 

 Although there has been limited research on the psychometric properties of the 

MGI, multiple studies have supported that the measure has good internal consistency. 

Specifically, the measure has obtained Cronbach’s alphas ranging from .77-.88 (Rakow et 

al., 2009; Rakow et al., 2011). More specific details could not be found on the validity of 

the measure; however, it has been identified as a reliable measure of child-reported, 

parental guilt-induction for a sample of children in a similar age range to the current 

study (Rakow et al., 2011). For this study, a Cronbach’s alpha of .80 was obtained, 

indicating good internal consistency. 

Procedure 

 Participants were recruited by way of community events in a mid-sized city in 

Texas. General information regarding the study was given to potentially interested 

participants. A Potential Participants Tracking Sheet and a Potential Participants Calling 

Tracking Sheet (see Appendix B.1 and B.2, respectively) were used to keep an account of 

how many people were approached, how many times an attempt was made to call the 

potential participants, and how they responded to our request for participation. Once 

participants showed further interest in the study, a time was scheduled for the mother-

child dyad to meet with the researcher to go over the details of the study. The researcher 
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ensured that the participants were willing and able to complete the requirements of the 

study, which involved filling out an assessment battery. Any and all questions were 

answered throughout the meeting. Informed consent and assent were obtained from the 

participants (see Appendix C and D, respectively), and a contact information sheet (see 

Appendix E) and demographic questionnaire were completed. The contact information 

sheet was removed from the file and kept separate from all other materials. Following the 

completion of the demographic questionnaire, the mother-child dyad was given the rest 

of the assessment battery to complete separately from each other. Each mother-child dyad 

was given two packets of measures, including a packet about themselves and one about 

the relationship between the mother and child. The measures were randomized within 

their packets and also counterbalanced in their administration. Additionally, the 

researcher who administered the battery was present to answer any questions during the 

completion of the battery and immediately collected the forms afterwards. Overall, the 

meeting time took about 1-1 ½ hours.  
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Chapter 3 

Results 

Initial Analyses 

 Out of the 85,696 data points, 89 were missing (< 1%) from 24 individual cases in 

the overall sample, and the data were found to be missing completely at random based on 

a Missing Values Analysis completed through IBM SPSS (p = 1.00). To address any 

missing data, multiple imputation was utilized over mean substitution due to some of the 

benefits it provides such as decreasing the biases that may be present from simply using a 

single data set to obtain values (Tabachnick & Fidell, 2013). Once the missing data were 

addressed, univariate outliers were addressed such that the method proposed by 

Tabachnick and Fidell (2013) was utilized. Outliers on the raw scores were increased or 

decreased by one unit from the next most extreme score on the distribution. The means, 

standard deviations, standardized skew, and standardized kurtosis for each of the 

measures are reported in Table 3 and include the values obtained after addressing 

univariate outliers. After looking at the distribution of the measures with univariate 

outliers being addressed, there still seemed to be some indication of skew and kurtosis. 

Square root transformations were applied to all variables that had an absolute z-skew 

and/or z-kurtosis value greater than 1.96 (i.e., BDI-II, BAI, mother- and child- CDI-2, 

mother- and child- MASC 2, and all the psychological control measures), as suggested by 

Field (2013). While the square root transformations showed improvement for the BDI-II, 

BAI, and the child-reported MASC 2, it did not significantly improve the mother- or 

child-reported CDI 2, mother-reported MASC 2, or any of the psychological control 

measures. Therefore, reciprocal transformations were applied to the mother- and child-
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reported CDI 2, mother-reported MASC 2, and psychological control measures. For the 

psychological control measures, only the PCM and MGI improved with reciprocal 

transformations; therefore, no transformations were utilized for the other psychological 

control measures (i.e., PCS-YSR, PCDS). Mahalanobis Distance was utilized to assess 

for any multivariate outliers that may have been contributing to the skewness. According 

to this test, there were no significant multivariate outliers. Considering this, only 

univariate outliers were addressed. Ultimately, to test the assumptions, square root 

transformations were applied to the BDI-II, the BAI, and the child-reported MASC 2; 

reciprocal transformations were applied to the mother- and child-reported CDI 2, the 

mother-reported MASC 2, PCM, and the MGI; no transformations were applied to the 

SPAI, the mother- or child-reported PARQ/Control, the PSWQ, the PCS-YSR, or the 

PCDS. 

 The assumptions for a hierarchical regression model include: 1) linearity, 2) 

normality, 3) homogeneity of variances, and 4) multicollinearity, and all of these were 

tested prior to completing the main analyses. To test for the linearity, normality, and 

homogeneity of variances assumption, P-P plots, histograms with normality curves, and 

the residual plots for each of the dependent variables were examined. Based on the 

graphs, the linearity assumption did not seem to be violated; however, there seemed to be 

some potential violations to normality and homogeneity. For multicollinearity, VIF and 

tolerance values were analyzed, where VIFs > 10 and tolerance statistics < .1 were cause 

for concern (Field, 2013). Based on these cutoffs, there was no collinearity within the 

data, as tolerance values ranged from .42 to .85 and VIF values ranged from 1.18 to 2.34. 

Overall, transformations to the predictor variables when the outcome variable included 
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either the PCS-YSR or PCDS did not seem to significantly improve the data. According 

to Field (2013), transformation of the raw data may not necessarily influence the 

residuals, which was the case with the current dataset for the PCS-YSR and PCDS. 

Therefore, to stay true to the data, no transformations were applied to the predictor 

variables for the hypotheses that included the PCS-YSR or PCDS as the outcome 

variable. However, reciprocal transformations were used for the predictor variables on 

the analyses that involved the PCM and MGI as outcome variables.  

Preliminary Analyses 

 In general, the sample obtained for this study seemed comparable, in regards to 

the measures, to other samples. Specifically, for the BDI-II and BAI, this sample was 

comparable to that of another sample in the study conducted by Epkins and Harper 

(2016) (MBDI-II(SD)= 8.53 (6.68), MBAI(SD)= 6.83 (7.89)). Mothers in the current study 

also reported similar levels of social anxiety based on the SPAI to mothers of a 

comparable age (Mage = 40.67) in another study (MSPAI = 52.08, SD = 23.76, Morris & 

Oosterhoff, 2016). The PSWQ also had comparable levels reported as that found in a 

study conducted by Murray et al. (2012), which was previously described (Mcontrol 

group(SD) = 34.45 (10.04), Msocial phobia group (SD)= 45.32 (14.83), Mgeneralized anxiety group 

(SD)= 53.43 (12.65)). For the CDI-2, the mother- and child-reported levels of depression 

symptoms in this study were consistent with those found in Scanlon (2016), who had a 

similar sample, for both the mother-report (M = 49.44, SD = 9.11) and the child-report  

(M = 54.76, SD = 11.90). Mother- and child- reported behavioral control based on the 

PARQ/Control was also comparable to that of another similar sample  
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(Mbehavioral control (SD)= 40.45 (4.24) and 37.04 (5.61), respectively; Epkins & Harper, 

2016). For the MASC 2, the current sample reported similar levels of total anxiety as in a 

comparable, normative sample for both the parent and child reports (M(SD) = 43.60 

(15.80) and 53.3 (21.1), respectively; March, 2013). The current study also found similar 

levels of maternal psychological control as levels found in a comparable sample 

(Mage(SD) = 11.81 (0.76), MPCS-YSR(SD) = 10.86 (3.07); Loukas, Paulos, & Robinson, 

2005). Means for the totals on the PCDS, PCM, and MGI were unavailable in studies 

with similar samples to allow for appropriate comparisons to be made; therefore, these 

could not be compared to a different sample. 

  Finally, one-way ANOVAs and Pearson’s correlations were conducted to 

determine which demographic variables would need to be controlled in the main 

analyses, and bivariate correlations were examined between all the measures (see Table 4 

for bivariate correlations).  Demographic variables, including child sex, child age, mother 

age, mother’s race/ethnicity, appointment location, child treatment, mother treatment, and 

SES were all analyzed. If the results of the one-way ANOVA for variables such as child 

age and mother’s ethnicity revealed a significant difference between the groups and the 

psychological control outcome variables, then T-tests were conducted to determine which 

groups differed significantly. Based on the one-way ANOVAs that were conducted, there 

were no significant differences between child sex, child age, or appointment location. 

Therefore, T-tests were not conducted to determine which specific groups differed for 

those variables.  

 The one-way ANOVA revealed that mother’s ethnicity (Caucasian versus all 

other ethnicities) was significantly related to various measures. T-tests revealed that 
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mother’s ethnicity was related to the BDI-II (t(131) = -2.69, p <.01), BAI (t(131) = -

1.99, p < .05), mother- and child-reported PARQ/Control (t(131) = -2.86, p < .01; t(131) 

= -3.07, p < .01, respectively), and the PCS-YSR (t(131) = -2.16, p < .05). Specifically, 

Caucasian mothers had lower scores on those measures. Whether or not the child 

received treatment (no treatment versus past/present treatment) was significantly related 

to the BDI-II (t(77.03) = -2.50, p < .05), PSWQ (t(131) = -2.43, p < .05), mother- and 

child-reported CDI 2 (t(72.95) = -5.15, p < .001; t(73.78) = -3.65, p < .001, respectively), 

mother-reported MASC 2 (t(131) = -2.87, p < .01), and the PCM (t(75.24) = -2.86, 

p < .01) such that children who received past/present treatment had higher self- or 

mother-reported scores on those measures. Whether or not the mother received treatment 

(no treatment versus past/present treatment) was significantly related to the mother-

reported CDI 2 (t(118.52) = -3.80, p < .001), child-reported PARQ/Control  

(t(131) = 2.49, p < .05), and the PCM (t(120.37) = -2.76, p < .01). Mothers who received 

no treatment had lower scores on the mother-reported CDI 2 and PCM and higher scores 

on the child-reported PARQ/Control. Mother’s age was found to be significantly related 

to the mother-reported behavioral control subscale of the PARQ/Control such that as 

mother’s age increased, the level of behavioral control decreased (r = -.19, p < .05). 

Additionally, SES was significantly negatively associated with the BDI-II, BAI, mother- 

and child-reported CDI 2, mother- and child-reported PARQ/Control, and the mother- 

and child-reported MASC 2 such that higher SES was related to less severe depressive 

and anxious symptoms in both mothers and children and behavioral control. Since 

mother’s ethnicity and whether or not the mother and child received treatment were the 
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only variables significantly related to the outcome variables, these were the only 

demographic variables that were statistically controlled in the main analyses.  

Main Analyses 

 Hierarchical regression models were built in order to determine whether or not 

unique relations existed between maternal symptoms of depression, anxiety, and social 

anxiety and measures of psychological control. Models were built before and after 

controlling for maternal comorbid symptoms and child internalizing symptoms. For each 

of the models built, mother- and child-reported behavioral control from the 

PARQ/Control and the aforementioned demographic variables (i.e., mother’s ethnicity, 

mother treatment, child treatment) were entered in Step 1. For Step 2, when building a 

model prior to controlling for comorbid maternal symptoms and child internalizing 

symptoms, the maternal symptom of interest (i.e., depression, anxiety, social anxiety) 

was entered for each outcome measure of psychological control (i.e., PCM, PCS-YSR, 

PCDS, MGI). When examining models in which maternal comorbid symptoms and child 

internalizing symptoms were built, Step 1 remained the same, Step 2 involved including 

the maternal comorbid symptoms and child internalizing symptoms, and the maternal 

symptom of interest was entered in Step 3 for each outcome measure of psychological 

control.  

 Even if models were not significant prior to controlling for comorbid maternal 

symptoms and/or child internalizing symptoms, subsequent models were built to account 

for potential suppression effects. Suppression may occur when an additional predictor 

variable is controlled in the model, improving the overall model and revealing an increase 

in the strength or a change in directionality of the relation between the other variables 
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(Gaylord-Harden, Cunningham, Holmbeck, & Grant, 2010). Such effects have been 

found in various studies that included parent and child symptoms and some with 

parenting behaviors (e.g., Epkins & Harper, 2016; Gaylord-Harden et al., 2010; Weems, 

Graham, Scott, Banks, & Russell, 2013), providing support for building models despite 

nonsignificant results for the “before” models. 

 Maternal depressive symptoms and psychological control (Hypothesis 1). 

 PCM as the outcome variable. Based on the hierarchical model built and 

consistent with predictions, symptoms of maternal depression were significantly related 

to the mother-reported measure of psychological control before controlling for comorbid 

maternal symptoms and child internalizing symptoms (ΔR2 = .03, ΔF(1, 126) = 4.55,  

p = .04; see left side of Table 5). However, contrary to predictions, symptoms of maternal 

depression were not significantly related to the mother-reported measure of psychological 

control above and beyond comorbid maternal symptoms and child internalizing 

symptoms (ΔR2 = .00, ΔF(1, 119) = .01, p = .92; see top of Table 6). Although the final 

model was significant overall (F(13, 119) = 4.49, p < .001), only the mother-report of 

behavioral control on the PARQ/Control (β = -.29, p < .001) and the mother-reported 

CDI 2 (β = .31, p < .01) were identified as statistically significant and unique predictors 

of mother-reported maternal psychological control on the PCM. Therefore, Hypothesis 1 

was not supported when the PCM was the outcome variable. 

 PCS-YSR as the outcome variable. Contrary to Hypothesis 1, when the PCS-

YSR was entered as the outcome variable, maternal depressive symptoms were not 

significantly related to the child-report of maternal psychological control before 

controlling for maternal symptoms and child internalizing symptoms (ΔR2 = .00,  
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ΔF(1, 126) = .13, p = .72; see left side of Table 5). Furthermore, after controlling for 

maternal comorbid symptoms and child internalizing symptoms, maternal depressive 

symptoms continued to have an insignificant relation to the PCS-YSR (ΔR2 = .00,  

ΔF(1, 119) = .45, p = .51; see middle of Table 6). Although the final model was 

significant overall (F(13, 119) = 5.41, p < .001), only the mother-report of behavioral 

control on the PARQ/Control (β = .22, p < .01), whether or not the child received 

treatment (β = -.20, p < .05), the mother-reported MASC 2 (β = -.26, p < .01), and the 

child-reported CDI 2 (β = .42, p < .001) were identified as statistically significant and 

unique predictors of child-reported maternal psychological control on the PCS-YSR. 

Therefore, Hypothesis 1 was not supported when the PCS-YSR was the outcome 

variable. 

 PCDS as the outcome variable. Contrary to expectations, maternal depressive 

symptoms were not significantly related to the PCDS before controlling for comorbid 

maternal symptoms or child internalizing symptoms (ΔR2 = .00, ΔF(1, 126) = .24,  

p = .63; see left side of Table 5). After controlling for comorbid maternal symptoms and 

child internalizing symptoms, maternal depressive symptoms continued to have an 

insignificant relation to the PCDS (ΔR2 = .00, ΔF(1, 119) = .07, p = .80; see middle of 

Table 6). Although the final model was significant overall (F(13, 119) = 5.26, p < .001), 

only child treatment (β = -.18, p = .05) and the child-reported CDI 2 (β = .49, p < .001) 

were identified as statistically significant and unique predictors of child-reported 

maternal psychological control on the PCDS. Therefore, Hypothesis 1 was not supported 

when the PCDS was the outcome variable. 
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 MGI as the outcome variable. Contrary to predictions, maternal depressive 

symptoms were not significantly related to the MGI before controlling for comorbid 

maternal symptoms and child internalizing symptoms (ΔR2 = .00, ΔF(1, 126) = .44,  

p = .51; see left side of Table 5). Maternal depressive symptoms continued to have an 

insignificant relation to the MGI after controlling for comorbid maternal symptoms and 

child internalizing symptoms (ΔR2 = .00, ΔF(1, 119) = .76, p = .39; see bottom of Table 

6). Although the final model was significant overall (F(13, 119) = 6.12, p < .001), only 

child treatment (β = .23, p < .01), mother treatment (β = -.16, p = .05), and the child-

reported CDI 2 (β = .61, p < .001) were identified as statistically significant and unique 

predictors of child-reported maternal psychological control on the MGI. Therefore, 

Hypothesis 1 was not supported when the MGI was the outcome variable. 

 Maternal anxiety symptoms and psychological control (Hypothesis 2a-d). 

 PCM as the outcome variable. Inconsistent with predictions, maternal anxiety 

symptoms were not significantly related to the mother-reported measure of psychological 

control before controlling for maternal comorbid symptoms and child internalizing 

symptoms (ΔR2 = .02, ΔF(2, 125) = 1.83, p = .17; see middle of Table 5). When maternal 

depressive symptoms were controlled in the analyses to test Hypothesis 2a., maternal 

anxiety symptoms continued to have an insignificant relation to the PCM (ΔR2 = .00, 

ΔF(2, 125) = .70, p = .73; see left side of Table 7). Although the final model was 

significant overall (F(8, 124) = 4.83, p < .001), maternal anxiety symptoms were not a 

significant or unique predictor (β = -.13, p = .24). Only the mother-report of behavioral 

control on the PARQ/Control (β = -.30, p = .001) was identified as a statistically 

significant and unique predictor of mother-reported maternal psychological control on the 
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PCM. Therefore, Hypothesis 2a. was not supported when the PCM was the outcome 

variable.  

 When maternal social anxiety symptoms were controlled in the analyses to test 

Hypothesis 2b., maternal anxiety symptoms continued to be insignificantly related to the 

PCM (ΔR2 = .01, ΔF(2, 124) = .56, p = .57; see right side of Table 7). The final model 

was significant overall (F(8, 124) = 5.21, p < .001), and maternal social anxiety 

symptoms (β = -.17, p = .05) and the mother-report of behavioral control on the 

PARQ/Control (β = -.31, p < .001) were identified as statistically significant and unique 

predictors of mother-reported maternal psychological control on the PCM. Therefore, 

Hypothesis 2b. was not supported when the PCM was the outcome variable. 

 When child internalizing symptoms were controlled in the analyses to test 

Hypothesis 2c., maternal anxiety symptoms continued to be insignificantly related to the 

PCM (ΔR2 = .00, ΔF(2, 121) = .07, p = .94; see left side of Table 8). The final model was 

significant overall (F(11, 121) = 5.15, p < .001). The mother-report of behavioral control 

on the PARQ/Control (β = -.27, p = .001) and the mother-report on the CDI 2 (β = .32,  

p < .01) were identified as statistically significant and unique predictors of mother-

reported maternal psychological control on the PCM. Therefore, Hypothesis 2c. was not 

supported when the PCM was the outcome variable. 

 Finally, when comorbid maternal symptoms and child internalizing symptoms 

were controlled in the analyses to test Hypothesis 2d., maternal anxiety symptoms were 

not significantly related to the PCM (ΔR2 = .00, ΔF(2, 119) = .07, p = .93; see right side 

of Table 8). The final model was significant overall (F(13, 119) = 4.49, p < .001), and the 

mother-report of behavioral control on the PARQ/Control (β = -.29, p = .001) and the 
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mother-report on the CDI 2 (β = .31, p < .01) were identified as statistically significant 

and unique predictors of mother-reported maternal psychological control on the PCM. 

Therefore, Hypothesis 2d. was only partially supported, as maternal anxiety symptoms 

were not significantly related to the PCM before or after controlling for all variables.  

 PCS-YSR as the outcome variable. Contrary to predictions, maternal anxiety 

symptoms were not significantly related to the PCS-YSR before controlling for comorbid 

maternal symptoms and child internalizing symptoms (ΔR2 = .01, ΔF(2, 125) = .74,  

p = .48; see middle of Table 5). Additionally, when controlling for maternal depressive 

symptoms to test Hypothesis 2a., maternal anxiety symptoms continued to be 

insignificantly related to the PCS-YSR (ΔR2 = .01, ΔF(2, 124) = .74, p = .48; see left side 

of Table 7). The final model was significant overall (F(8, 124) = 3.04, p < .01). However, 

maternal depressive symptoms were not a significant or unique predictor (β = .05,  

p = .70). Only the mother- and child-reports of behavioral control on the PARQ/Control 

(both βs = .25, both ps < .01) were identified as statistically significant and unique 

predictors of child-reported maternal psychological control on the PCS-YSR. Therefore, 

Hypothesis 2a. was not supported when the PCS-YSR was the outcome variable as the 

models were not significant before or after controlling for maternal depressive symptoms, 

and maternal depressive symptoms were not a significant predictor. 

 When controlling for maternal social anxiety symptoms to test Hypothesis 2b., 

maternal anxiety symptoms continued to be insignificantly related to the PCS-YSR (ΔR2 

= .01, ΔF(2, 124) = .53, p = .59; see right side of Table 7). The final model was 

significant overall (F(8, 124) = 3.14, p < .01). However, maternal social anxiety 

symptoms were not a significant or unique predictor in the final model (β = -.08, p = .38). 
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Only the mother- and child-reports of behavioral control on the PARQ/Control (βs = .23 

and .24, both ps ≤ .01, respectively) were identified as statistically significant and unique 

predictors of child-reported maternal psychological control on the PCS-YSR. Therefore, 

Hypothesis 2b. was not supported when the PCS-YSR was the outcome variable. 

 When controlling for child internalizing symptoms to test Hypothesis 2c., 

maternal anxiety symptoms continued to be insignificantly related to the PCS-YSR (ΔR2 

= .01, ΔF(2, 121) = .84, p = .44; see left side of Table 8). The final model was significant 

overall (F(11, 121) = 6.43, p < .001). The mother-report of behavioral control on the 

PARQ/Control (β = .22, p < .01), child treatment (β = -.19, p < .05), the child-report on 

the CDI 2 (β = .41, p = .001), and the mother-report on the MASC 2 (β = -.27, p < .01) 

were identified as statistically significant and unique predictors of child-reported 

maternal psychological control on the PCS-YSR. Therefore, Hypothesis 2c. was not 

supported when the PCS-YSR was the outcome variable. 

 Finally, when controlling for comorbid maternal symptoms and child internalizing 

symptoms to test Hypothesis 2d., maternal anxiety symptoms continued to be 

insignificantly related to the PCS-YSR (ΔR2 = .01, ΔF(2, 119) = 1.03, p = .36; see right 

side of Table 8). The final model was significant overall (F(13, 119) = 5.41, p < .001). 

Mother-report of behavioral control on the PARQ/Control (β = .22, p < .01), child 

treatment (β = -.20, p < .05), the child-report on the CDI 2 (β = .42, p = .001), and the 

mother-report on the MASC 2 (β = -.26, p < .01) were identified as statistically 

significant and unique predictors of child-reported maternal psychological control on the 

PCS-YSR. Therefore, Hypothesis 2d. was only partially supported, as maternal anxiety 

symptoms were not significantly related to the PCS-YSR before or after controlling for 
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all variables. Additionally, mother-reported behavioral control, child treatment, and child 

internalizing symptoms seemed to be influencing the significance of the overall model 

instead of maternal depressive symptoms.  

 PCDS as the outcome variable. Contrary to predictions, maternal anxiety 

symptoms were not significantly related to the PCDS before controlling for comorbid 

maternal symptoms and child internalizing symptoms (ΔR2 = .00, ΔF(2, 125) = .17,  

p = .84; see middle of Table 5). Additionally, when controlling for maternal depressive 

symptoms to test Hypothesis 2a., maternal anxiety continued to be insignificantly related 

to the PCDS (ΔR2 = .00, ΔF(2, 124) = .07, p = .93; see left side of Table 7). The final 

model approached significance (F(8, 124) = 1.97, p = .055), but maternal depressive 

symptoms were not a significant predictor (β = -.02, p = .86). Only the child-report of 

behavioral control on the PARQ/Control (β = .31, p = .001) was identified as a 

statistically significant and unique predictor of child-reported maternal psychological 

control on the PCDS. Therefore, Hypothesis 2a. was not supported when the PCDS was 

the outcome variable as the models were not significant before or after controlling for 

maternal depressive symptoms, and maternal depressive symptoms were not a significant 

predictor. 

 When controlling for maternal social anxiety symptoms to test Hypothesis 2b., 

maternal anxiety continued to be insignificantly related to the PCDS (ΔR2 = .00,  

ΔF(2, 124) = .20, p = .82; see right side of Table 7). However, the final model was 

significant overall (F(8, 124) = 2.58, p < .05). Maternal social anxiety symptoms  

(β = -.19, p < .05) and child-report of behavioral control on the PARQ/Control (β = .30,  
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p = .001) were identified as statistically significant and unique predictors of child-

reported maternal psychological control on the PCDS. Therefore, Hypothesis 2b. was not 

supported when the PCDS was the outcome variable. 

 When controlling for child internalizing symptoms to test Hypothesis 2c., 

maternal anxiety continued to be insignificantly related to the PCDS (ΔR2 = .01,  

ΔF(2, 121) = .54, p = .59; see left side of Table 8). However, the final model was 

significant overall (F(11, 121) = 5.92, p < .001). In the final model, only child treatment 

(β = -.18, p < .05) and the child-report on the CDI 2 (β = .50, p < .001) were identified as 

statistically significant and unique predictors of child-reported maternal psychological 

control on the PCDS. Therefore, Hypothesis 2c. was not supported when the PCDS was 

the outcome variable. 

 Finally, when controlling for comorbid maternal symptoms and child internalizing 

symptoms to test Hypothesis 2d., maternal anxiety symptoms continued to be 

insignificantly related to the PCDS (ΔR2 = .00, ΔF(2, 119) = .53, p = .59; see right side of 

Table 8). The final model was significant overall (F(13, 119) = 5.26, p < .001). In the 

final model, only child treatment (β = -.18, p = .05) and the child-report on the CDI 2  

(β = .49, p < .001) were identified as statistically significant and unique predictors of 

child-reported maternal psychological control on the PCDS. Therefore, Hypothesis 2d. 

was only partially supported, as maternal anxiety symptoms were not significantly related 

to the PCDS before or after controlling for all variables. Additionally, child treatment and 

child-report on child depressive symptoms seemed to be influencing the significance of 

the overall model instead of maternal depressive symptoms. 
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 MGI as the outcome variable. Inconsistent with predictions, maternal anxiety 

symptoms were not significantly related to the MGI before controlling for comorbid 

maternal symptoms and child internalizing symptoms (ΔR2 = .00, ΔF(2, 125) = .31,  

p = .73; see middle of Table 5). When controlling for comorbid maternal depressive 

symptoms to test Hypothesis 2a., maternal anxiety symptoms continued to be 

insignificantly related to the MGI (ΔR2 = .00, ΔF(2, 124) = .12, p = .89; see left side of 

Table 7). The final model was significant overall (F(8, 124) = 2.61, p = .01), but maternal 

depressive symptoms were not a significant or unique predictor in the model (β = .03,  

p = .82). In the final model, only the mother- and child-reports of behavioral control on 

the PARQ/Control (βs = -.18 and -.20, p = .05 and p < .01, respectively) were identified 

as statistically significant and unique predictors of child-reported maternal psychological 

control on the MGI. Therefore, Hypothesis 2a. was not supported when the MGI was the 

outcome variable as the models were not significant before or after controlling for 

maternal depressive symptoms, and maternal depressive symptoms were not a significant 

predictor. 

 When controlling for comorbid maternal social anxiety symptoms to test 

Hypothesis 2b., maternal anxiety symptoms continued to be insignificantly related to the 

MGI (ΔR2 = .00, ΔF(2, 124) = .26, p = .77; see right side of Table 7). The final model 

was significant overall (F(8, 124) = 2.60, p = .01), but maternal social anxiety was not a 

significant predictor in the model (β = .00, p = .97). In the final model, only the mother- 

and child-reports of behavioral control on the PARQ/Control (βs = -.18 and -.29, p = .05 

and p < .01, respectively) were identified as statistically significant and unique predictors 
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of child-reported maternal psychological control on the MGI. Therefore, Hypothesis 2b. 

was not supported when the MGI was the outcome variable. 

When controlling for child internalizing symptoms to test Hypothesis 2c., 

maternal anxiety symptoms continued to be insignificantly related to the MGI (ΔR2 = .00,  

ΔF(2, 121) = .25, p = .78; see left side of Table 8). The final model was significant 

overall (F(11, 121) = 7.09, p < .001). In the final model, child treatment (β = .22,  

p = .01), mother treatment (β = -.16, p = .05), and the child-report on the CDI 2 (β = .57, 

p < .001) were identified as statistically significant and unique predictors of child-

reported maternal psychological control on the MGI. Therefore, Hypothesis 2c. was not 

supported when the MGI was the outcome variable. 

When controlling for comorbid maternal symptoms and child internalizing 

symptoms to test Hypothesis 2d., maternal anxiety symptoms continued to be 

insignificantly related to the MGI (ΔR2 = .01, ΔF(2, 119) = .75, p = .48; see right side of 

Table 8). The final model was significant overall (F(13, 119) = 6.12, p < .001). Child 

treatment (β = .23, p < .01), mother treatment (β = -.16, p = .05) and the child-report on 

the CDI 2 (β = .61, p < .001) were identified as statistically significant and unique 

predictors of child-reported maternal psychological control on the MGI. Therefore, 

Hypothesis 2d. was only partially supported, as maternal anxiety symptoms were not 

significantly related to the MGI before or after controlling for all variables. Additionally, 

child treatment, mother treatment, and child-report on child depressive symptoms seemed 

to be influencing the significance of the overall model instead of maternal depressive 

symptoms. 
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 Maternal social anxiety symptoms and psychological control (Hypothesis 3a-

d). 

 PCM as outcome variable. Congruent with predictions, maternal social anxiety 

symptoms were significantly related to the mother-reported measure of psychological 

control before controlling for comorbid maternal symptoms and child internalizing 

symptoms (ΔR2 = .04, ΔF(1, 126) = 6.45, p = .01; see right side of Table 5). This relation 

remained significant when controlling for comorbid maternal anxiety symptoms to test 

Hypothesis 3a. (ΔR2 = .02, ΔF(1, 124) = 3.78, p = .05; see right side of Table 9). The 

final model was significant (F(8, 124) = 5.21, p < .001), but maternal anxiety symptoms 

were not a significant predictor of the model (βs = -.09 and .01, ps = .31 and .95 for the 

BAI and PSWQ, respectively). In the final model, maternal social anxiety symptoms  

(β = -.17, p = .05) and the mother-report of behavioral control on the PARQ/Control  

(β = -.31, p < .001) were identified as statistically significant predictors of mother-

reported maternal psychological control on the PCM. Therefore, Hypothesis 3a. was 

supported when the PCM was the outcome variable, but unexpectedly, after controlling 

for mother-reported maternal behavioral control, maternal social anxiety symptoms went 

from being positively to negatively related to the PCM, indicating a suppression effect. 

The negative relation between maternal social anxiety symptoms and mother-reported 

maternal psychological control may be due to characteristics of social anxiety (e.g., fear 

of negative evaluation) that may lead mothers with higher levels of social anxiety to 

report engaging in less maternal psychological control to avoid being viewed in a 

negative manner.  
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 When controlling for comorbid maternal depressive symptoms to test Hypothesis 

3b., maternal social anxiety symptoms approached a significant relation to the PCM  

(ΔR2 = .02, ΔF(1, 125) = 3.73, p = .056; see left side of Table 9). The final model was 

significant overall (F(7, 125) = 6.14, p < .001), but maternal depressive symptoms were 

not a significant predictor of the model (β = -.12, p = .17). In the final model, the mother-

report of behavioral control on the PARQ/Control was identified as a statistically 

significant and unique predictor (β = -.32, p < .001), whereas maternal social anxiety 

symptoms (β = -.16, p = .056) approached being a statistically significant and unique 

predictor of mother-reported maternal psychological control on the PCM. Therefore, 

Hypothesis 3b. was partially supported, as maternal social anxiety symptoms were no 

longer significantly related to the PCM after controlling for maternal depressive 

symptoms. However, contrary to expectations, maternal depressive symptoms were not a 

significant predictor of the model.  

 When controlling for child internalizing symptoms to test Hypothesis 3c., 

maternal social anxiety symptoms were not significantly related to the PCM (ΔR2 = .01, 

ΔF(1, 122) = 1.83, p = .18; see left side of Table 10). The final model was significant 

overall (F(10, 122) = 5.96, p < .001). In the final model, the mother-report of behavioral 

control on the PARQ/Control (β = -.28, p = .001) and the mother-report on the CDI 2  

(β = .30, p < .01) were identified as statistically significant and unique predictors of 

mother-reported maternal psychological control on the PCM. Therefore, Hypothesis 3c. 

was not supported when the PCM was the outcome variable. 

 When controlling for comorbid maternal symptoms and child internalizing 

symptoms to test Hypothesis 3d., maternal social anxiety symptoms were not 
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significantly related to the PCM (ΔR2 = .01, ΔF(1, 119) = 1.76, p = .19; see right side of 

Table 10). The final model was significant overall (F(13, 119) = 4.49, p < .001). The 

mother-report of behavioral control on the PARQ/Control (β = -.29, p = .001) and the 

mother-report on the CDI 2 (β = .31, p < .01) were identified as statistically significant 

and unique predictors of mother-reported maternal psychological control on the PCM. 

Therefore, Hypothesis 3d. was supported when the PCM was the outcome variable; 

however, only mother-reported behavioral control and mother-reported child depressive 

symptoms seemed to be influencing the significance of the overall model instead of 

maternal symptoms of depression. 

 PCS-YSR as the outcome variable. Contrary to predictions, prior to controlling 

for comorbid maternal symptoms and child internalizing symptoms, maternal social 

anxiety symptoms were not significantly related to the PCS-YSR (ΔR2 = .01,  

ΔF(1, 126) = 1.21, p = .27; see right side of Table 5). When controlling for comorbid 

maternal anxiety symptoms to test Hypothesis 3a., maternal social anxiety continued to 

be insignificantly related to the PCS-YSR (ΔR2 = .01, ΔF(1, 124) = .79, p = .38; see right 

side of Table 9). The final model was significant overall (F(8, 124) = 3.14, p < .01). Only 

the mother- and child-reports of behavioral control on the PARQ/Control were identified 

as statistically significant and unique predictors (βs = .23 and .24, both ps ≤ .01, 

respectively). Therefore, Hypothesis 3a. was not supported when the PCS-YSR was the 

outcome variable. 

 When controlling for comorbid maternal depressive symptoms to test Hypothesis 

3b., maternal social anxiety symptoms continued to be insignificantly related to the PCS-

YSR (ΔR2 = .01, ΔF(1, 125) = 1.07, p = .30; see left side of Table 9). The final model 
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was significant overall (F(7, 125) = 3.44, p < .01), but maternal depressive symptoms 

were not a significant or unique predictor (β = .00, p = .98). Only the mother- and child-

reports of behavioral control on the PARQ/Control were identified as statistically 

significant and unique predictors of child-reported maternal psychological control on the 

PCS-YSR (βs = .22 and .24, both ps = .01, respectively). Therefore, Hypothesis 3b. was 

not supported when the PCS-YSR was the outcome variable as the models were not 

significant before or after controlling for maternal depressive symptoms, and maternal 

depressive symptoms were not a significant predictor. 

 When controlling for child internalizing symptoms to test Hypothesis 3c., 

maternal social anxiety symptoms continued to be insignificantly related to the PCS-YSR 

(ΔR2 = .00, ΔF(1, 122) = .01, p = .91; see left side of Table 10). The final model was 

significant overall (F(10, 122) = 6.87, p < .001). The mother-report of behavioral control 

on the PARQ/Control (β = .22, p < .01), child treatment (β = -.18, p < .05), the child-

report on the CDI 2 (β = .40, p = .001), and the mother-report on the MASC 2 (β = -.28,  

p < .01) were identified as statistically significant and unique predictors of child-reported 

maternal psychological control on the PCS-YSR. Therefore, Hypothesis 3c. was not 

supported when the PCS-YSR was the outcome variable as the models were not 

significant before or after controlling for child symptoms. 

 When controlling for comorbid maternal symptoms and child internalizing 

symptoms to test Hypothesis 3d., maternal social anxiety symptoms continued to be 

insignificantly related to the PCS-YSR (ΔR2 = .00, ΔF(1, 119) = .03, p = .86; see right 

side of Table 10). The final model was significant overall (F(13, 119) = 5.41, p < .001). 

The mother-report of behavioral control on the PARQ/Control (β = .22, p < .01), child 
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treatment (β = -.20, p < .05), the child-report on the CDI 2 (β = .42, p = .001), and the 

mother-report on the MASC 2 (β = -.26, p < .01) were identified as statistically 

significant and unique predictors of child-reported maternal psychological control on the 

PCS-YSR. Therefore, Hypothesis 3d. was only partially supported, as maternal social 

anxiety symptoms were not significantly related to the PCS-YSR before or after 

controlling for comorbid maternal symptoms and child symptoms, and only mother-

reported behavioral control, child treatment, child-reported child depressive symptoms, 

and mother-reported child anxiety symptoms seemed to be influencing the significance of 

the overall model instead of maternal depressive symptoms. 

 PCDS as the outcome variable. Congruent with predictions, maternal social 

anxiety symptoms were significantly related to the PCDS before controlling for comorbid 

maternal symptoms and child internalizing symptoms (ΔR2 = .03, ΔF(1, 126) = 4.33,  

p = .04; see right side of Table 5). Consistent with predictions, when controlling for 

comorbid maternal anxiety symptoms to test Hypothesis 3a., maternal social anxiety 

symptoms remained significant to the PCDS (ΔR2 = .03, ΔF(1, 124) = 4.33, p = .04; see 

right side of Table 9). The final model was significant overall (F(8, 124) = 2.58, p = .01). 

Maternal social anxiety symptoms (β = -.19, p < .05) and the child-report of behavioral 

control on the PARQ/Control (β = .30, p = .001) were identified as statistically significant 

and unique predictors of child-reported maternal psychological control on the PCDS. 

Therefore, Hypothesis 3a. was supported when the PCDS was the outcome variable. 

Maternal social anxiety symptoms were significantly and negatively related to the PCDS, 

when the relation was not previously significant when looking at bivariate correlations, 

indicating a suppressor effect. Similar to with maternal social anxiety symptoms and the 
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PCM, this negative relation, again, may be due to the specific characteristics of social 

anxiety symptoms that would lead mothers to respond in a more favorable manner 

regarding their engagement in maternal psychological control.  

 When controlling for comorbid maternal depressive symptoms to test Hypothesis 

3b., maternal social anxiety remained significantly related to the PCDS (ΔR2 = .03,  

ΔF(1, 125) = 4.12, p = .05; see left side of Table 9). The final model was significant 

overall (F(7, 125) = 2.91, p < .01). Maternal social anxiety symptoms (β = -.18, p < .05) 

and the child-report of behavioral control on the PARQ/Control (β = .30, p = .001) were 

identified as statistically significant and unique predictors of child-reported maternal 

psychological control on the PCDS. Therefore, Hypothesis 3b. was not supported when 

the PCDS was the outcome variable. 

 When controlling for child internalizing symptoms to test Hypothesis 3c., 

maternal social anxiety symptoms were no longer significantly related to the PCDS (ΔR2 

= .02, ΔF(1, 122) = 2.94, p = .09; see left side of Table 10). The final model was 

significant overall (F(10, 122) = 6.85, p < .001). The child-report on the CDI 2 was 

identified as a statistically significant and unique predictor of child-reported maternal 

psychological control on the PCDS (β = .48, p < .001). Therefore, Hypothesis 3c. was not 

supported when the PCDS was the outcome variable. 

 When controlling for comorbid maternal symptoms and child internalizing 

symptoms to test Hypothesis 3d., maternal social anxiety symptoms were no longer 

significantly related to the PCDS (ΔR2 = .02, ΔF(1, 119) = 2.87, p = .09; see right side of 

Table 10). The final model was significant overall (F(13, 119) = 5.26, p < .001). Child 

treatment (β = -.18, p = .05) and the child-report on the CDI 2 (β = .49, p < .001) were 



Texas Tech University, Babetta B. Mathai, May 2018  

52 

 

identified as statistically significant and unique predictors of child-reported maternal 

psychological control on the PCDS. Therefore, Hypothesis 3d. was supported when the 

PCDS was the outcome variable; however, child treatment and child-reported child 

depressive symptoms seemed to be influencing the overall model instead of maternal 

depressive symptoms. 

 MGI as the outcome variable. Contrary to predictions, maternal social anxiety 

symptoms were not significantly related to the MGI before controlling for comorbid 

maternal symptoms and child internalizing symptoms (ΔR2 = .00, ΔF(1, 126) = .11,  

p = .74; see right side of Table 5). When controlling for comorbid maternal anxiety 

symptoms to test Hypothesis 3a., maternal social anxiety symptoms continued to be 

insignificantly related to the MGI (ΔR2 = .00, ΔF(1, 124) = .00, p = .97; see right side of 

Table 9). The final model was significant overall (F(8, 124) = 2.60, p = .01). The mother- 

and child-reports of behavioral control on the PARQ/Control (βs = -.18 and -.29, p = .05 

and p < .01, respectively) and mother treatment (β = -.19, p < .05) were identified as 

statistically significant and unique predictors of child-reported maternal psychological 

control on the MGI. Therefore, Hypothesis 3a. was not supported when the MGI was the 

outcome variable. 

 When controlling for comorbid maternal depressive symptoms to test Hypothesis 

3b., maternal social anxiety symptoms continued to be insignificantly related to the MGI 

(ΔR2 = .00, ΔF(1, 125) = .01, p = .91; see left side of Table 9). The final model was 

significant overall (F(7, 125) = 2.97, p  < .01), but maternal depressive symptoms were 

not a significant or unique predictor (β = .06, p = .56). The mother- and child-reports of 

behavioral control on the PARQ/Control (βs = -.17 and -.29, p = 05 and p < .01, 
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respectively) and mother treatment (β = -.19, p < .05) were identified as statistically 

significant predictors of child-reported maternal psychological control on the MGI. 

Therefore, Hypothesis 3b. was not supported when the MGI was the outcome variable as 

the models were not significant before or after controlling for maternal depressive 

symptoms, and maternal depressive symptoms were not a significant predictor. 

 When controlling for child internalizing symptoms to test Hypothesis 3c., 

maternal social anxiety symptoms continued to be insignificantly related to the MGI 

(ΔR2 = .00, ΔF(1, 122) = .64, p = .42; see left side of Table 10). The final model was 

significant overall (F (10, 122) = 7.89, p < .001). Child treatment (β = .22, p = .01), 

mother treatment (β = -.16, p = .05), and child-report on the CDI 2 (β = .57, p < .001) 

were identified as statistically significant and unique predictors of child-reported 

maternal psychological control on the MGI. Therefore, Hypothesis 3c. was not supported 

when the MGI was the outcome variable. 

 When controlling for comorbid maternal symptoms and child internalizing 

symptoms to test Hypothesis 3d., maternal social anxiety symptoms continued to be 

insignificantly related to the MGI (ΔR2 = .00, ΔF(1, 119) = .83, p = .37; see right side of 

Table 10). The final model was significant overall (F(13, 119) = 6.12, p < .001). Mother 

treatment (β = -.16, p = .05), child treatment (β = .23, p < .01), and the child-report on the 

CDI 2 (β = .61, p < .001) were identified as statistically significant and unique predictors 

of child-reported maternal psychological control on the MGI. Therefore, Hypothesis 3d. 

was only partially supported, as maternal social anxiety symptoms were not significantly 

related to the MGI before or after controlling for all variables. However, mother 
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treatment, child treatment, and child-reported child depressive symptoms seemed to be 

influencing the overall model instead of maternal depressive symptoms. 
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Chapter 4 

Discussion 

Main Findings 

 This was one of the first studies to examine the unique relations between maternal 

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

after controlling for behavioral control as well as before and after comorbid maternal 

symptoms, and child internalizing symptoms. Data regarding mother- and child-reported 

maternal psychological control were obtained and used as the outcome variables. Each 

analysis was conducted for the single mother-reported and three child-reported maternal 

psychological control measures. 

Maternal depressive symptoms.  

Based on the results, and contrary to what was hypothesized, maternal depressive 

symptoms were not uniquely related to mother- or child-reported maternal psychological 

control. Although previous studies (e.g., E.M. Cummings et al., 2005) revealed a relation 

between maternal depressive symptoms and some psychological control constructs (e.g., 

intrusiveness, guilt-induction, and anxiety-inducing behaviors), the studies did not control 

for comorbid symptoms and child symptoms all at once. The present study sought to 

address this by controlling for these variables individually and altogether. 

For this study, prior to controlling for these comorbid maternal symptoms and 

child internalizing symptoms, maternal depressive symptoms were related to mother-

reported maternal psychological control. However, once all the variables were considered 

in the model, maternal depressive symptoms were not related to mother-reported 

maternal psychological control.  Instead, mother-reported behavioral control and mother-
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report on child depressive symptoms were unique predictors of mother-reported maternal 

psychological control. Specifically, mother-reported behavioral control was negatively 

associated with mother-reported maternal psychological control such that the more 

mothers perceived they engaged in behaviorally controlling behaviors, the less they 

endorsed engaging in psychologically controlling behaviors. Conversely, mother-report 

on child depressive symptoms were positively associated with mother-reported maternal 

psychological control; in other words, the more mothers perceived their child to have 

depressive symptoms, the more they would perceive themselves engaging in 

psychologically controlling behaviors. These associations could be explained by the 

relationship erosion perspective discussed by Nelemans et al. (2014). The relationship 

erosion perspective states that parents may initially be supportive and understanding of 

children who have increased internalizing symptoms; however, as children engage in 

more negative interpersonal interaction styles (e.g., need for constant reassurance, 

increased display of irritability), parents begin to exhibit more negative parenting styles 

(as cited by Nelemans et al., 2014).  

For child-reports, whether or not the child received treatment seemed to be a 

consistently unique predictor across all child-reported measures of maternal 

psychological control. Whether or not the child received treatment was negatively 

associated with child-reported maternal psychological control. This seemed to indicate 

that if children did not receive treatment, they would be more likely to perceive their 

mothers as being psychologically controlling. These findings could point to the benefits 

of treatment regarding decreasing and/or challenging maladaptive cognitions that may be 

influencing child perceptions on mothers’ behaviors.  
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 Maternal anxiety symptoms. 

Partially consistent with expectations, maternal anxiety symptoms were not 

uniquely related to mother- or child-reported maternal psychological control. After 

controlling for maternal behavioral control, maternal anxiety symptoms were not 

uniquely related to any of the child- or mother-reported measures of maternal 

psychological control before or after taking comorbid maternal symptoms and child 

internalizing symptoms into account. Similar to when all variables were accounted for in 

the model examining the relation between maternal depressive symptoms and mother-

reported maternal psychological control, mother-reported behavioral control and mother-

reported child depressive symptoms were the only unique predictors in this model as 

well. The direction of the associations was also the same. 

Child internalizing symptoms seemed to be a consistently unique predictor across 

the various measures of child-reported maternal psychological control. For example, 

child’s self-report on child depressive symptoms was positively associated with all three 

child-reported maternal psychological control measures. This indicated that as child-

reported symptoms of depression increased, the child’s perception of maternal 

psychological control also increased.  

 Maternal social anxiety symptoms. 

 The findings regarding maternal social anxiety symptoms were particularly 

interesting and unexpected. Maternal social anxiety symptoms were significantly related 

to mother-reported maternal psychological control and to the child-reported maternal 

psychological control measure that focused on the construct of disrespect. However, in 

both cases, maternal social anxiety symptoms were not uniquely related to mother- or 
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child-reported maternal psychological control once child internalizing symptoms were 

controlled. The significant relation between maternal social anxiety symptoms and the 

mother- and child-reported maternal psychological control was a particularly interesting 

finding, as maternal social anxiety symptoms were only significantly, positively related 

to the mother-reported measure of psychological control when looking at their bivariate 

correlations. However, after controlling for mother-reported maternal behavioral control, 

the relation between maternal social anxiety symptoms became negative. Additionally, 

maternal social anxiety symptoms were not significantly or strongly related to the child-

report on maternal psychological control, specifically the construct of disrespect, until 

after child-reported behavioral control was included in the model.  

In this study, mother- and child-reported maternal behavioral control seemed to 

act as suppressor variables. Once mother-reported maternal behavioral control was 

controlled, maternal social anxiety symptoms went from being positively to negatively 

related to mother-reported maternal psychological control. Further, once child-report of 

maternal behavioral control was controlled, it impacted the relation between maternal 

social anxiety symptoms and child-reported maternal psychological control to become 

significantly negatively related. More specifically, in both cases, as maternal social 

anxiety symptoms increased, both mother-reported maternal psychological control and 

child-reported maternal psychological control on the disrespect-specific measure 

decreased. Considering the phenomenological characteristics of symptoms of social 

anxiety (e.g., fear related to being observed or of negative evaluation), it is hypothesized 

that the unexpected negative relation between maternal social anxiety symptoms and 

maternal psychological control could be due to mothers not wanting to engage in overtly 



Texas Tech University, Babetta B. Mathai, May 2018  

59 

 

general psychologically controlling or disrespectful behaviors (e.g., ridiculing a child, 

embarrassing the child in public) to avoid negative evaluation or excessive attention from 

others. 

Explanation of contradictory findings. 

 There are some possible explanations as to why the findings differed from what 

was initially predicted. First, there may not have been enough endorsement of maternal 

symptoms. For example, total scores for the BDI-II and BAI could range from 0-63, and 

the mean for the sample in this study was 11.66 and 8.82, indicating minimal depressive 

and anxious symptoms, respectively. Therefore, conducting the study with a clinical 

sample or a community sample with more symptom presentation may be needed in the 

future to confirm the current results.  

Secondly, the lack of variability in the dependent variable of maternal 

psychological control may be contributing to the contradictory results. Two of the four 

measures of psychological control that were used only include 8-items, rated on a 3-point 

Likert scale. Therefore, the limited number of response options may have decreased the 

spread or variability of responses. Furthermore, for each of the psychological control 

measures, the variability in reporting across participants, along with the overall level of 

endorsement of maternal psychological control, was not very high. For example, the 

PCM could range from 16-80, and the mean for the sample was 26.88; the PCS-YSR and 

PCDS could range from 8-24, and the mean for the sample was 10.64 and 10.39, 

respectively; the MGI could range from 22-154, and the mean for the sample was 49.46 

(see Table 3 for standard deviations of each measure). Therefore, more endorsement of 
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maternal psychological control may be needed in order to have a clearer picture of the 

relation between maternal symptoms and maternal psychological control. 

Third, there may be some method variance. When mothers reported on maternal 

symptoms and maternal psychological control, there were significant bivariate 

correlations; however, mother-report on child symptoms and child-report on maternal 

psychological control was not strongly correlated. The differences between mother and 

child perceptions of symptoms and maternal psychological control may be contributing to 

the surprising results.  

Finally, the construct of maternal psychological control is still a fairly new one. 

Although the measures used were ones that were used in a handful of studies and the 

main measures of psychological control that could be found, better elucidation of 

psychological control could be beneficial. As such, the measures of psychological control 

may need further validation and support.  

Limitations and Future Directions 

 Although this study adds to the literature regarding parent symptoms, parenting 

behaviors, and child symptoms, several limitations need to be taken into consideration 

when interpreting the results of the study. First, the study was cross-sectional and 

correlational in nature, which would not allow for temporal or causal relations to be 

examined and understood. Therefore, a longitudinal design may be implemented in future 

studies to determine if the variables examined would influence and/or maintain each 

other over time. Second, the sample was a community sample, which as aforementioned, 

could have influenced the results, as there may not have been enough symptom 
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presentation. Future studies should obtain a clinical sample or a community sample with 

more severe symptomology.  

Another limitation was that a mono-method format of collecting data was used 

instead of a multi-method format such as incorporating behavioral observations to 

identify parenting behaviors related to behavioral and psychological control. This might 

only capture a limited understanding of the constructs that were explored in this study. 

Multi-method formats should be implemented in future studies to identify any potential 

discrepancies between informants’ reports of parenting and coded observations. 

The role of social desirability may have also influenced the results of the study. 

Mothers may have been reluctant to endorse engagement in behaviorally or 

psychologically controlling behaviors due a desire to be seen as socially desirable. Social 

desirability refers to the way in which a person would behave in order to make 

themselves be portrayed in a more positive way (Bornstein et al., 2015). A study 

conducted by Bornstein et al. (2015) revealed that self-perceptions of parenting correlated 

with an increased likelihood in socially desirable responding from mothers and fathers. 

Additionally, some studies have also supported the idea that more harsh or negative 

parenting practices would predict socially desirable responding in parents (e.g., Allaman, 

Joyce, & Crandall, 1972). Therefore, future studies should incorporate a measure of 

social desirability to determine how much of an influence the construct would play on 

accurate reporting of parenting behaviors.  

Mechanisms between maternal depressive symptoms and maternal psychological 

control such as maternal stress and negative schemas about oneself were not examined 

within this study. As the main focus of the study was to identify whether maternal 
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symptoms and maternal psychological control were related, these mechanisms were not 

explored in this study. Moreover, these mechanisms were not examined to help decrease 

participant response burden. However, these mechanisms may be useful to explore in 

future studies. 

 Finally, the statistical analysis used for the main analyses may also be considered 

a limitation. Hierarchical regression models were used to build the models and control for 

multiple variables; however, structural equation modeling (SEM), a method in which 

relationships between a variety of variables can be simultaneously modeled, may be 

another appropriate type of analysis. SEM would allow for more flexibility in the way the 

analyses were run; several hierarchical regression models had to be built in order to 

conduct the analyses, and the effects of all independent variables on the dependent 

variables were not able to really be captured at the same time. Moreover, only one 

dependent variable could be tested at one time unless a composite psychological control 

variable was created. However, different constructs of psychological control were being 

evaluated with the different measures, therefore, creating a composite would not be 

beneficial in this case.  

Despite hierarchical regression models having some limitations, there were 

benefits to utilizing this method of analysis. SEM would require a much larger sample 

size, which may not be able to be met considering the population being examined. 

Further, SEM could have multiple fitting models, which would make interpretation more 

difficult as there could be a variety of ways to understand and interpret the variables in 

the model. Another benefit to hierarchical regression modeling is the fact that the 

variance accounted for by the variables can be determined in an incremental manner that 
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is based on theory and previous research. This would allow for more elucidation on the 

relation between maternal symptoms and maternal psychological control in a methodical 

manner (i.e., incrementally controlling for variables in a variety of steps to identify 

unique relations and understand why a variable would change from being a significant 

and unique predictor to not being one). 

Implications of the Current Study 

Despite the aforementioned limitations, the study had multiple benefits and 

implications for research and clinical settings. The results of the study highlight the 

influence of utilizing multiple informants and obtaining both parent- and child-reports on 

parenting behaviors and child symptoms. Including multi-informant psychological 

control measures in studies is necessary to better capture the unique constructs of parental 

control and their affiliated behaviors from various perspectives, which can also allow for 

discrepancies in informant perceptions to be identified. 

Additionally, the study reveals the importance of utilizing measures to assess both 

maternal behavioral and psychological control, as maternal behavioral control seems to 

be a unique and significant predictor of maternal psychological control. Therefore, 

despite support for behavioral and psychological control being separate and distinct 

constructs, this study reveals a significant and unique relation between the two that may 

be important to take into consideration when discussing parenting behaviors.  

Findings from the study also support the idea of taking child symptoms into 

account when considering parent symptoms and parenting behaviors. If child symptoms 

were not incorporated and controlled for in the models, the results would have presented 

differently for the relation between maternal social anxiety symptoms and child-reported 
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maternal psychological control as well as for maternal depressive symptoms and mother-

reported maternal psychological control. Therefore, it strengthens the idea that parent 

symptoms, behavioral and psychological control, and child symptoms need to be taken 

into consideration altogether in order to identify any other specific and unique relations 

between these variables. 

The study also has implications for interventions and treatments for mothers and 

children. Specifically, as child-reported child depressive symptoms were uniquely and 

positively associated with multiple measures of maternal psychological control, focusing 

on challenging maladaptive and/or distorted cognitions could be beneficial in treatment. 

This could improve child internalizing symptoms and the child’s perception of maternal 

psychological control, which would allow for improved perceptions on the parent-child 

relationship. 
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Chapter 5 

Conclusion 

This study enhanced the literature on the relation between parent symptoms of 

depression, anxiety, and social anxiety, parenting behaviors, and child internalizing 

symptoms. Maternal depressive symptoms were related to mother-reported maternal 

psychological control after controlling for maternal behavioral control but not after 

controlling for comorbid maternal symptoms or child internalizing symptoms; maternal 

depressive symptoms were not uniquely related to child-reported maternal psychological 

control. Maternal anxiety symptoms were not significantly or uniquely related to mother- 

or child-reported maternal psychological control. Maternal social anxiety symptoms were 

significantly negatively related to mother-reported maternal psychological control after 

controlling for maternal behavioral control but not after controlling for comorbid 

maternal symptoms or child internalizing symptoms. Additionally, maternal social 

anxiety symptoms were significantly related to child-reported maternal psychological 

control that measured the construct of feeling disrespected by their mothers after 

controlling for maternal behavioral control and for comorbid maternal symptoms. 

However, the relation was no longer significant when child internalizing symptoms were 

controlled. Despite the contributions of this study, future studies should aim to utilize a 

longitudinal, multi-method, multi-informant design to better assess for temporal and 

causal relations that could not examined due to the cross-sectional, correlational, and 

mono-method format of this study. Additional future directions and implications of the 

current study were also discussed. 
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Tables 

Table 1 

Experienced Problems and/or Diagnoses Percentages  

Note. ADHD = Attention Deficit/Hyperactivity Disorder; ODD = Oppositional Defiant 

Disorder; CD = Conduct Disorder; GAD = Generalized Anxiety Disorder; OCD = 

Obsessive Compulsive Disorder; PTSD = Posttraumatic Stress Disorder; PD = 

Personality Disorder. 

 

Problems/Diagnoses No History (%) Past History (%) Present History (%) 

Child 

ADHD 

 

83.5% 

 

.80% 

 

15.8% 

ODD 98.5% -- 1.5% 

CD 97.7% .80% 1.5% 

Separation Anxiety 94.0% 3.8% 2.3% 

Social Anxiety 93.2% -- 6.8% 

Depression 95.5% 2.3% 2.3% 

Bipolar  99.2% -- .80% 

Substance/Drug 100% -- -- 

Other 91.0% -- 9.0% 

Mother 

GAD 

 

68.4% 

 

12.8% 

 

18.8% 

Social Anxiety 95.5% .80% 3.8% 

OCD 92.5% 2.3% 5.3% 

PTSD 91.0% 3.8% 5.3% 

Panic  91.7% 4.5% 3.8% 

Depression 56.4% 24.8% 18.8% 

Bipolar 96.2% 1.5% 2.3% 

PD 98.5% -- 1.5% 

Substance/Drug 92.5% 6.8% .80% 

Other 94.0 3.0% 3.0% 
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Table 2 

Treatment/Therapy History Percentages 

 

 

 

 

 

 

 

 

 

 

 

Treatment/Therapy No History (%) Past History (%) Present History (%) 

Child 

Individual 

 

72.2% 

 

16.5% 

 

11.3% 

Family 89.5% 8.3% 2.3% 

Group 97.0% 1.5% 1.5% 

School 84.2% 9.0% 6.8% 

Medication 89.5% 1.5% 9.0% 

Other 94.7% 2.3% 3.0% 

Mother 

Individual 

 

45.9% 

 

44.4% 

 

9.8% 

Couples 70.7% 25.6% 3.8% 

Family 82.0% 13.5% 4.5% 

Group 93.2% 5.3% 1.5% 

Medication 65.4% 14.3% 20.3% 

12-Step 93.2% 6.8% -- 

Other 95.5% 3.0% 1.5% 
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Table 3 

   

Means and Standard Deviations of all Measures 

Measure Mean SD Z-Skewness Z-Kurtosis 

BDI-II 11.66 10.46 6.33 3.67 

            BDI-II sqrt transformed 3.02 1.63 0.66 -0.07 

BAI 8.82 8.89 7.80 6.52 

            BAI sqrt transformed 2.54 1.59 1.24 0.14 

SPAI 54.14 32.94 1.66 -1.51 

PSWQ 54.40 13.91 -1.81 -1.63 

CDI 2 Total T-scores     

            Mother-Report  51.73 8.83 3.74 -0.03 

            Mother-Report sqrt transformed 7.16 0.60 2.98 -0.68 

            Mother-Report recip transformed .02 .003 -.74 -1.74 

            Child-Report 55.57 12.67 5.18 1.04 

            Child-Report sqrt transformed 7.41 0.81 4.31 -0.02 

            Child-Report recip transformed .02 .003 -1.90 -2.00 

PARQ/Control     

            Mother-BC 39.35 4.57 -0.86 0.60 

            Child-BC 35.86 5.78 -0.30 0.49 

MASC 2 Total T-scores     

            Mother-Report 55.38 12.01 3.13 0.12 

            Mother-Report sqrt transformed 7.40 0.79 2.05 -0.95 

            Mother-Report recip transformed .02 .004 .62 -2.39 

            Child-Report 57.95 11.54 2.11 -1.11 

            Child-Report sqrt transformed 7.58 0.75 1.20 -1.51 
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Note. BDI-II = Beck Depression Inventory-Second Edition; BAI = Beck Anxiety 

Inventory; SPAI = Social Phobia and Anxiety Inventory; PSWQ = Penn State Worry 

Questionnaire; CDI 2 = Children’s Depression Inventory 2nd Edition; PARQ/Control = 

Parental Acceptance and Rejection/Control Questionnaire; Mother-BC = PARQ/Control 

behavioral control; Child-BC = PARQ/Control BC; MASC 2 = Multidimensional 

Anxiety Scale for Children Second Edition; PCM = Psychological Control Measure; 

PCSYSR = Psychological Control Scale-Youth Self Report; PCDS = Psychological 

Control-Disrespect Scale; MGI = Maladaptive Guilt Induction Measure; sqrt transformed 

= measure after square root transformation applied;  

recip transformed = measure after reciprocal transformation applied.

Table 3. Continued     

PCM 26.88 6.20 4.34 0.86 

            PCM sqrt transformed 5.15 0.58 3.58 0.45 

            PCM recip transformed .04 .008 -.12 -1.62 

PCSYSR 10.64 2.63 5.82 2.41 

            PCSYSR sqrt transformed 3.24 0.39 5.05 1.41 

            PCSYSR recip transformed .10 .02 -2.30 -1.52 

PCDS 10.39 2.67 7.43 5.42 

            PCDS sqrt transformed 3.21 0.40 6.60 4.16 

            PCDS recip transformed .10 .02 -3.16 -.58 

MGI 49.46 18.41 5.34 1.97 

            MGI sqrt transformed 6.92 1.24 3.70 0.28 

            MGI recip transformed .02 .008 2.25 .06 
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Table 4 

 

Bivariate Correlations 

Measure 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 

1. BDI-II -              

2. BAI .68** -             

3. SPAI .37** .37** -            

4. PSWQ .39** .38** .34** -           

5. MCDI 2 .49** .45** .24** .25** -          

6. MPARQ .21* .23** .05 .26** .20* -         

7. MMASC 2 .41** .47** .33** .27** .49** .20* -        

8. CMASC 2 .24** .23** .09 .11 .34** .10 .32 -       

9. CCDI 2 .19* .22* .01 .11 .50** .18* .19* .67** -      

10. CPARQ .22* .15 .05 .07 .17* .22* .20* .38** .32** -     

11. PCM .30** .23** .22** .23** .45** .36** .32** .18* .18* .18* -    

12. PCSYSR .09 .02 -.06 .08 .19* .29* -.11 .29** .46** .28** .26** -   

13. PCDS .04 .02 -.16 .03 .17 .16 -.01 .40** .52** .32** .19* .75** -  

14. MGI .13 .07 -.04 .07 .19* .26** -.04 .41** .61** .34** .17 .60** .56** - 
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Note. BDI-II = Beck Depression Inventory-Second Edition; BAI = Beck Anxiety Inventory; SPAI = Social Phobia and Anxiety 

Inventory; PSWQ = Penn State Worry Questionnaire; MCDI 2 = Mother-report on Children’s Depression Inventory 2nd Edition; 

MPARQ = Mother-report on Parental Acceptance and Rejection/Control Questionnaire-behavioral control subscale; MMASC 2 = 

Mother-report on Multidimensional Anxiety Scale for Children Second Edition; CMASC 2 = Child-report on MASC 2; CCDI 2 = 

Child-report on CDI 2; CPARQ = Child-report on PARQ/Control- behavioral control subscale; PCM = Psychological Control 

Measure; PCSYSR = Psychological Control Scale-Youth Self Report; PCDS = Psychological Control-Disrespect Scale; MGI = 

Maladaptive Guilt Induction Measure. * p ≤ .05; ** p ≤ .01; *** p ≤ .001 
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Table 5 

 

Hierarchical Regression Analyses Before Controlling for Comorbid Symptoms and Child Internalizing Symptoms 

                                               Depression                                                          Anxiety                                                    Social Anxiety             l 

nPredictor               R2      ΔR2      ΔF       β          sr2                             R2      ΔR2       ΔF       β          sr2                   R2      ΔR2       ΔF      β          sr2 

 PCM 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.21     .21     6.60 ***                                        

                              -.33*** .10 

      -.15 

      -.17*     .02 

      -.14 

      .09       

.21      .21     6.60*** 

     -.33***  .10 

     -.15 

     -.17*      .02 

     -.14 

     .09 

 

.21      .21     6.60*** 

     -.33***  .10 

     -.15 

     -.17*      .02 

     -.14 

     .09 

Step 2: 

   BDI-II 

 

.23     .03      4.55                                 

     -.18*     .03 

 

.23    .02    1.83 

BAI                                             -.14 

PSWQ                                         -.04 

.25    .04     6.45** 

SPAI                                -.20**     .04 

 

 PCS-YSR 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.15     .15     4.60*** 

                            .23**     .05 

    .24**     .05 

    .14 

    -.08 

    .09 

.15     .15    4.60*** 

     .23**     .05 

     .24**     .05 

     .14 

    -.08 

    .09 

.15     .15     4.60*** 

      .23**    .05 

      .24**    .05 

      .14       

     -.08 

     .09 

 

Step 2: 

   BDI-II 

 

.15     .00     .13 

    -.03 

.16    .01    .74 

BAI                                             -.11 

PSWQ                                          .04 

.16    .01     1.21 

SPAI                                -.09    
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Table 5. Continued  

 

 PCDS 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.11     .11     3.15** 

     .10 

     .30***     .08 

     .02 

     -.05 

     -.02 

.11    .11    3.15** 

     .10 

     .30***     .08  

     .02 

     -.05 

     -.02 

.11      .11     3.15** 

      .10 

      .30***   .08 

      .02       

     -.05 

      -.02 

 

Step 2: 

   BDI-II 

.11     .00     .24 

     -.05 

.11    .00     .17 

BAI                                             -.06 

PSWQ                                          .01 

 

.14    .03     4.33* 

SPAI                                -.18*      .03 

 

 MGI 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.14     .14     4.12** 

     -.17      

     -.28**   .07 

     -.19*     .03 

     .12 

     -.03 

.14     .14     4.12** 

     -.17 

     -.28**   .07 

     -.19*     .03 

      .12 

      -.03 

.14      .14     4.12*** 

     -.17      

     -.28**   .07 

     -.19*     .03 

      .12 

      -.03 

 

Step 2: 

   BDI-II 

 

.14     .00     .44 

     .06 

.14    .00     .31 

BAI                                              .07 

PSWQ                                          .00 

 

.14    .00      .12 

SPAI                                 .03        

 

Note.  Betas reported are from the step in which the variable was entered. MPARQ = Mother-report on Parental Acceptance and 

Rejection/Control Questionnaire-behavioral control subscale; CPARQ = Child-report on PARQ/Control-behavioral control subscale; 

Mother Tx = mother treatment status (past or current treatment versus no treatment); Child Tx = child treatment status (past or 

current treatment versus no treatment); M-Ethnicity = mother’s ethnicity; BDI-II = Beck Depression Inventory-Second Edition; BAI 

= Beck Anxiety Inventory; SPAI = Social Phobia and Anxiety Inventory; PSWQ = Penn State Worry Questionnaire; PCM = 

Psychological Control Measure; PCSYSR = Psychological Control Scale-Youth Self Report; PCDS = Psychological Control-

Disrespect Scale; MGI = Maladaptive Guilt Induction Measure. * p ≤ .05; ** p ≤ .01; *** p ≤ .001
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Table 6 

Hierarchical Regression Analyses for Depression Controlling for Comorbid Maternal 

Symptoms and Child Internalizing Symptoms  

 

Depression 

(Controlling for Comorbid Maternal Symptoms and Child Internalizing 

Symptoms)                                                                       

Predictor R2 ΔR2 ΔF β sr2 

 PCM 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.21 .21 6.60*** 

 

 

    

 

-.33*** 

-.15 

-.17* 

-.14 

.09  

 

.10 

 

.02 

Step 2: 

   BAI 

   SPAI 

   PSWQ 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.33 .12 3.14**  

.04 

-.12 

-.00 

.31** 

.11 

-.05 

-.11 

 

 

 

 

 

.05 

Step 3: 

   BDI-II 

.34 .00 .01  

-.01 

 

 PCS-YSR 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.15 .15 4.60***  

23** 

.24** 

.14 

-.08 

.09 

 

 

.05 

.05 

Step 2: 

   BAI 

   SPAI 

   PSWQ 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.37 .22 5.86***  

-.10 

-.01 

.08 

.12 

-.27** 

.02 

.40*** 

 

 

 

 

 

.04 

 

.06 

Step 3: 

   BDI-II 

 

.37 .00 .45  

.07 
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Table 6. Continued      

 PCDS 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

Step 2: 

   BAI 

   SPAI 

   PSWQ 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

 

.37 .26 6.87***  

-.07 

-.14 

.07 

.03 

-.08 

.07 

.48*** 

 

 

 

 

 

 

 

.09 

Step 3: 

   BDI-II 

.37 .00 .07  

.03 

 

 MGI 

Step 1: 

   MPARQ 

   CPARQ 

   Mother Tx 

   Child Tx 

   M-Ethnicity 

 

.14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

Step 2: 

   BAI 

   SPAI 

   PSWQ 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.40 .26 7.31***  

.08 

-.08 

.01 

-.07 

-.12 

.01 

.58*** 

 

 

 

 

 

 

 

.14 

Step 3: 

   BDI-II 

.40 .00 .76  

-.09 

 

 

 

Note.  Coincides with results for Hypothesis 1. Betas reported are from the step in which the variable 

was entered. MPARQ = Mother-report on Parental Acceptance and Rejection/Control Questionnaire-

behavioral control subscale; CPARQ = Child-report on PARQ/Control-behavioral control subscale; 

Mother Tx = mother treatment status (past or current treatment versus no treatment); Child Tx = child 
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treatment status (past or current treatment versus no treatment); BDI-II = Beck Depression Inventory-

Second Edition; BAI = Beck Anxiety Inventory; SPAI = Social Phobia and Anxiety Inventory; PSWQ 

= Penn State Worry Questionnaire; MCDI 2 = Mother-report on Children’s Depression Inventory 2nd 

Edition; MMASC 2 = Mother-report on Multidimensional Anxiety Scale for Children Second Edition; 

CMASC 2 = Child-report on MASC 2; CCDI 2 = Child-report on CDI 2; PCM = Psychological Control 

Measure; PCSYSR = Psychological Control Scale-Youth Self Report; PCDS = Psychological Control-

Disrespect Scale; MGI = Maladaptive Guilt Induction Measure. * p ≤ .05; ** p ≤ .01; *** p ≤ .001 
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Table 7 

 

Hierarchical Regression Analyses for Anxiety Controlling for Comorbid Maternal Symptoms   

 Anxiety 

(Controlling for Comorbid Depression 

Symptoms) 

 Anxiety 

(Controlling for Comorbid Social Anxiety Symptoms) 

Predictors R2 ΔR2 ΔF β sr2  R2 ΔR2 ΔF β sr2 

 PCM 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

 .21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

Step 2: 

   BDI-II 

.23 .03 4.55  

-.18 

  

SPAI 

.25 .04 6.45*  

-.20* 

 

.04 

Step 3: 

   BAI 

   PSWQ 

.24 .00 .30  

-.08 

-.02 

  .25 .01 .56  

-.10 

.01 

 

 PCS-YSR 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.15 .15 4.60***  

.23** 

.24** 

.14 

-.08 

.09 

 

.05 

.05 

 .15 .15 4.60***  

.23** 

.24** 

.14 

-.08 

.09 

 

.05 

.05 

Step 2: 

   BDI-II 

.15 .00 .13  

-.03 

  

SPAI 

.16 .01 1.21  

-.09 

 

Step 3: 

   BAI 

   PSWQ 

.16 .01 .74  

-.14 

.03 

  .17 .01 .53  

-.09 

.06 
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Table 7. Continued  

 PCDS 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

 .11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

 

Step 2: 

   BDI-II 

.11 .00 .24  

-.05 

  

SPAI 

.14 .03 4.33  

-.18* 

 

.03 

Step 3: 

   BAI 

   PSWQ 

.11 .00 .07  

-.04 

.01 

  .14 .00 .20  

.00 

.06 

 

 MGI 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

 .14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

Step 2: 

   BDI-II 

.14 .00 .44  

.06 

  

SPAI 

.14 .00 .11  

.03 

 

Step 3: 

   BAI 

   PSWQ 

.14 .00 .12  

.05 

.00 

  .14 .00 .26  

.08 

.00 

 

 

Note.  Coincides with results for Hypothesis 2a-b. Betas reported are from the step in which the variable was entered. MPARQ = 

Mother-report on Parental Acceptance and Rejection/Control Questionnaire-behavioral control subscale; CPARQ = Child-report 

on PARQ/Control-behavioral control subscale; Mother Tx = mother treatment status (past or current treatment versus no 

treatment); Child Tx = child treatment status (past or current treatment versus no treatment); BDI-II = Beck Depression 
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Inventory-Second Edition; BAI = Beck Anxiety Inventory; SPAI = Social Phobia and Anxiety Inventory; PSWQ = Penn State 

Worry Questionnaire; PCM = Psychological Control Measure; PCSYSR = Psychological Control Scale-Youth Self Report; 

PCDS = Psychological Control-Disrespect Scale; MGI = Maladaptive Guilt Induction Measure. * p ≤ .05; ** p ≤ .01; *** p ≤ 

.001
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Table 8 

Hierarchical Regression Analyses for Anxiety Controlling for Child Symptoms and All Variables 

 Anxiety 

(Controlling for Child Internalizing 

Symptoms) 

 Anxiety 

(Controlling for Comorbid Maternal Symptoms 

AND Child Internalizing Symptoms) 

Predictors R2 ΔR2 ΔF β sr2  R2 ΔR2 ΔF β sr2 

 PCM 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

 .21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

 

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.32 .11 5.04***  

.32** 

.13 

-.06 

-.14 

 

.05 

 

BDI-II 

SPAI 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.33 .12 .07  

.01 

-.11 

.30** 

.10 

-.05 

-.12 

 

 

 

.04 

Step 3: 

   BAI 

   PSWQ 

.32 .00 .07  

.02 

-.03 

  .33 .00 .07  

.04 

-.00 

 

 PCS-YSR 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

.15 .15 4.60***  

.23** 

.24** 

.14 

-.08 

.09 

 

.05 

.05 

 .15 .15 4.60***  

.23** 

.24** 

.14 

-.08 

.09 

 

.05 

.05 
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Table 8. Continued 

            

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.36 .21 9.94***  

.10 

-.29** 

.02 

.40*** 

 

 

 

.05 

 

.06 

 

 

 

BDI-II 

SPAI 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.36 .21 6.53***  

.02 

-.01 

.09 

-.29** 

.02 

.40*** 

 

 

 

 

.05 

 

.06 

Step 3: 

   BAI 

   PSWQ 

.37 .01 .84  

-.10 

.08 

  .37 .01 1.03  

-.13 

.07 

 

 PCDS 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

 .11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.34 .23 10.96***  

-.00 

-.12 

.06 

.50*** 

 

 

 

 

.10 

 

BDI-II 

SPAI 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.36 .25 7.85***  

.00 

-.14 

.02 

-.09 

.07 

.48*** 

 

 

 

 

 

 

.90 

Step 3: 

   BAI 

   PSWQ 

.35 .01 .54  

-.09 

.04 

  .37 .01 .53  

-.08 

.07 
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Table 8. Continued 

 

 MGI 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

 .14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.39 .25 12.59***  

-.07 

-.14 

-.01 

.56*** 

 

 

 

 

 

.13 

 

BDI-II 

SPAI 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.39 .25 8.43***  

-.03 

-.06 

-.09 

-.16 

.00 

.58*** 

 

 

 

 

 

 

.14 

Step 3: 

   BAI 

   PSWQ 

.39 .00 .25  

.07 

-.01 

  .40 .01 .75  

.12 

.02 

 

 

 

 

 Note.  Coincides with results for Hypothesis 2c-d. Betas reported are from the step in which the variable was entered. MPARQ = 

Mother-report on Parental Acceptance and Rejection/Control Questionnaire-behavioral control subscale; CPARQ = Child-report on 

PARQ/Control-behavioral control subscale; Mother Tx = mother treatment status (past or current treatment versus no treatment); 

Child Tx = child treatment status (past or current treatment versus no treatment); BDI-II = Beck Depression Inventory-Second 

Edition; BAI = Beck Anxiety Inventory; SPAI = Social Phobia and Anxiety Inventory; PSWQ = Penn State Worry Questionnaire; 

MCDI 2 = Mother-report on Children’s Depression Inventory 2nd Edition; MMASC 2 = Mother-report on Multidimensional Anxiety 

Scale for Children Second Edition; CMASC 2 = Child-report on MASC 2; CCDI 2 = Child-report on CDI 2; PCM = Psychological 

Control Measure; PCSYSR = Psychological Control Scale-Youth Self Report; PCDS = Psychological Control-Disrespect Scale; MGI 

= Maladaptive Guilt Induction Measure. * p ≤ .05; ** p ≤ .01; *** p ≤ .001 
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Table 9 

Hierarchical Regression Analyses for Social Anxiety Controlling for Comorbid Maternal Symptoms   

 Social Anxiety 

(Controlling for Comorbid Depression 

Symptoms) 

 Social Anxiety 

(Controlling for Comorbid Anxiety Symptoms) 

Predictors R2 ΔR2 ΔF β sr2  R2 ΔR2 ΔF β sr2 

 PCM 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

 .21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

Step 2: 

   BDI-II 

.23 .03 4.55*  

-.18* 

 

.03 

 

BAI 

PSWQ 

.23 .02 1.83  

-.14 

-.04 

 

Step 3: 

   SPAI 

.26 .02 3.73  

-.16 

  .25 .02 3.78  

-.17* 

 

.02 

 PCS-YSR 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.15 .15 4.60***  

.23** 

.23** 

.14 

-.08 

.09  

 

.05 

.05 

 .15 .15 4.60***  

.23** 

.23** 

.14 

-.08 

.09  

 

.05 

.05 

Step 2: 

   BDI-II 

.15 .00 .13  

-.03 

  

BAI 

PSWQ 

.16 .01 .74  

-.11 

.04 
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Table 9. Continued            

 

Step 3: 

   SPAI 

 

.16 

 

.01 

 

1.07 

 

 

-.09 

   

.17 

 

.01 

 

.79 

 

 

-.08 

 

 PCDS 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

 .11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

Step 2: 

   BDI-II 

.11 .00 .24  

-.05 

  

BAI 

PSWQ 

.11 .00 .17  

-.06 

.01 

 

 

Step 3: 

   SPAI 

.14 .03 4.12*  

-.18* 

 

.03 

 .14 .03 4.33*  

-.19* 

 

.03 

 MGI 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

 .14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

Step 2: 

   BDI-II 

.14 .00 .44  

.06 

  

BAI 

PSWQ 

.14 .00 .31  

.07 

.00 

 

Step 3: 

   SPAI 

.14 .00 .01  

.01 

 

  .14 .00 .00  

.00 

 

 

Note.  Coincides with results for Hypothesis 3a-b. Betas reported are from the step in which the variable was entered. MPARQ = Mother-

report on Parental Acceptance and Rejection/Control Questionnaire-behavioral control subscale; CPARQ = Child-report on 



Texas Tech University, Babetta B. Mathai, May 2018  

 

92 

 

PARQ/Control-behavioral control subscale; Mother Tx = mother treatment status (past or current treatment versus no treatment); Child Tx 

= child treatment status (past or current treatment versus no treatment); BDI-II = Beck Depression Inventory-Second Edition; BAI = Beck 

Anxiety Inventory; SPAI = Social Phobia and Anxiety Inventory; PSWQ = Penn State Worry Questionnaire; PCM = Psychological 

Control Measure; PCSYSR = Psychological Control Scale-Youth Self Report; PCDS = Psychological Control-Disrespect Scale; MGI = 

Maladaptive Guilt Induction Measure. * p ≤ .05; ** p ≤ .01; *** p ≤ .001 
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Table 10 

 

Hierarchical Regression Analyses for Social Anxiety Controlling for Child Symptoms and All Variables 

 Social Anxiety 

(Controlling for Child Internalizing 

Symptoms) 

 Social Anxiety 

(Controlling for Comorbid Maternal 

Symptoms AND Child Internalizing 

Symptoms) 

Predictors R2 ΔR2 ΔF β sr2  R2 ΔR2 ΔF β sr2 

 PCM 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

 .21 .21 6.60***  

-.33*** 

-.15 

-.17* 

-.14 

.09 

 

.10 

 

.02 

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.32 .11 5.04***  

.32** 

.13 

-.06 

-.14 

 

.05 

 

BDI-II 

BAI 

PSWQ 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.32 .11 2.84**  

-.02 

.03 

-.03 

.31** 

.13 

-.05 

-.13 

 

 

 

 

.04 

Step 3: 

   SPAI 

.33 .01 1.83  

-.11 

 

  .33 .01 1.76  

-.12 

 

 PCS-YSR 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

.15 .15 4.60***  

.23** 

.23** 

.14 

 

.05 

.05 

.15 .15 4.60***  

.23** 

.23** 

.14 

 

.05 

.05 
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Table 10. Continued 

 

  Child Tx 

  M-Ethnicity 

 

 

 

-.08 

.09  

 

 

-.08 

.09  

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.36 .21 9.94***  

.10 

-.28** 

.02 

.40*** 

 

 

 

.05 

 

.06 

 

 

 

BDI-II 

BAI 

PSWQ 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.37 .22 5.94***  

.07 

-.14 

.07 

.10 

-.27** 

.01 

.42*** 

 

 

 

 

 

.04 

 

.07 

Step 3: 

   SPAI 

.36 .00 .01  

-.01 

  .37 .00 .03  

-.02 

 

 PCDS 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

 

 .11 .11 3.15**  

.10 

.30*** 

.02 

-.05 

-.02 

 

 

.08 

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.34 .23 10.96***  

-.00 

-.12 

.06 

.50*** 

 

 

 

 

.10 

 

BDI-II 

BAI 

PSWQ 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.35 .24 6.32***  

.01 

-.10 

.04 

.02 

-.10 

.06 

.51*** 

 

 

 

 

 

 

 

.10 

Step 3: 

   SPAI 

.36 .02 2.94  

-.13 

  .37 .02 2.87  

-.14 
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 Note.  Coincides with results for Hypothesis 3c-d. Betas reported are from the step in which the variable was entered. MPARQ 

= Mother-report on Parental Acceptance and Rejection/Control Questionnaire-behavioral control subscale; CPARQ = Child-

report on PARQ/Control-behavioral control subscale; Mother Tx = mother treatment status (past or current treatment versus no 

treatment); Child Tx = child treatment status (past or current treatment versus no treatment); BDI-II = Beck Depression 

Inventory-Second Edition; BAI = Beck Anxiety Inventory; SPAI = Social Phobia and Anxiety Inventory; PSWQ = Penn State 

Worry Questionnaire; MCDI 2 = Mother-report on Children’s Depression Inventory 2nd Edition; MMASC 2 = Mother-report 

on Multidimensional Anxiety Scale for Children Second Edition; CMASC 2 = Child-report on MASC 2; CCDI 2 = Child-

report on CDI 2; PCM = Psychological Control Measure; PCSYSR = Psychological Control Scale-Youth Self Report; PCDS = 

Psychological Control-Disrespect Scale; MGI = Maladaptive Guilt Induction Measure. * p ≤ .05; ** p ≤ .01; *** p ≤ .001 

 

Table 10. Continued 

  

 MGI 

Step 1: 

  MPARQ 

  CPARQ 

  Mother Tx 

  Child Tx 

  M-Ethnicity 

 

.14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

 .14 

 

.14 4.12**  

-.17 

-.28** 

-.19* 

.12 

-.03 

 

 

.07 

.03 

Step 2: 

   MCDI 2 

   MMASC 2 

   CMASC 2 

   CCDI 2 

.39 .25 12.59***  

-.07 

-.14 

-.01 

.56*** 

 

 

 

 

 

.13 

 

BDI-II 

BAI 

PSWQ 

MCDI 2 

MMASC 2 

CMASC 2 

CCDI 2 

.40 .26 7.30***  

-.10 

.11 

.00 

-.08 

-.12 

.01 

.60*** 

 

 

 

 

 

 

 

.14 

Step 3: 

   SPAI 

.39 .00 .64  

-.06 

  .40 .00 .83  

-.07 
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APPENDIX A 

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) __________________________  
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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: _________________________________________ 

 

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 ___________ 
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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 ___________ 

 

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):_________________________________ 
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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):____________________________________________ 

                                                                                            

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 
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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 B.1 

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 B.2 

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 C 

Parental 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.  

mailto:catherine.epkins@ttu.edu
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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 

 

 

This consent form is not valid after MONTH/DAY/YEAR.  
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APPENDIX D 

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 form is not valid after MONTH DAY YEAR.  
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APPENDIX E 

Contact Information 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:____________________________________________________________  


