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Abstract 

There is a great deal of literature that has shown discrepancies between parent-and child-

report of children’s anxiety symptoms and various factors contributing to such 

discrepancies have been examined.  However, findings have not come to a clear 

understanding when it comes to factors related to informant discrepancies and the most 

appropriate statistical procedure. The aim of this study was to examine factors associated 

with informant discrepancy by using a more recent statistical approach. This study 

examined maternal depressive and anxiety symptoms in relation to parent-and child-

report of children’s anxiety symptoms.  In addition, there is limited research examining 

the quantity of parent-child relationships on discrepant reporting. The current study 

examined the amount of time the mother spends with the child in relation to discrepant 

reporting. Other correlates of interest in the study included child age, gender, and SES of 

the family. Most studies have not examined factors associated with discrepancies on 

anxiety scales, so the current study examined not only total anxiety, but also the scales of 

the Multidimensional Anxiety Scale for Children 2nd Edition (MASC 2) parent and child 

versions. Results of this study found that maternal anxiety, not maternal depression, was 

associated with discrepant reporting. A reporting pattern was seen on child anxiety 

symptoms in relation to maternal anxiety in which mother scores were high and child 

scores were low on the MASC 2 when maternal anxiety scores were higher. However, no 

anxiety scales, only Total Anxiety Score, was found to be significant on the quadratic or 

linear interaction term when analyzing maternal anxiety and discrepancies.  Time spent 

with the child was not found to be significant, although a trend toward significance was 

seen. No significant findings were found for gender or SES. Although the child’s age was 
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not significant on the quadratic term, it was found to be significant on the linear 

interaction term, with a pattern of younger children reporting more symptoms than that of 

their mother. 
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Chapter I 

Introduction 

Prevalence and Underreporting of Child Anxiety Disorders 

Anxiety disorders are thought to be among the most prevalent and common 

childhood psychiatric disorders (Curry, March, & Hervey, 2004; Hudson, 2009; Rapee, 

Schniering, Keeley & Storch, 2009).  Epidemiological studies have continually shown 

that anxiety disorders in youth are the most prevalent mental disorders in children with 

community point prevalence rates varying from 3.1% to 17.5% in children and 

adolescents (Rockhill et al., 2010).  According to an epidemiological study by 

Merikangas et al. (2010), anxiety disorders were found to have a lifetime prevalence rate 

of 31.9% among adolescents aged 13 to 18 years, with higher rates in females compared 

to males (Bennett et al., 2015).  The cumulative prevalence rate of anxiety disorders is 

10% of people by the age of 16 (Costello, Mustillo, Erkanli, Keepler, & Angold, 2003).  

 Anxiety disorders usually arise in childhood or adolescence, beginning around 5-

11 years old, and they typically remain chronic and are recurrent (Kessler, Petukhova, 

Sampson, Zaslavsky, & Wittchen, 2012; Kessler, Ruscio, Shear, & Wittchen, 2010).  

According to Rapee, Schniering, and Hudson (2009), the majority of anxious adults had 

their first symptoms of anxiety as a child.  Some adults may out grow their anxiety 

disorder in childhood, whereas others do not develop anxiety until later on in life. The 

median age of onset of anxiety disorders was found to be 11 years old; however, this 

ranges from 6 to 21 years of age (Kessler et al., 2005).  For these reasons, the current 

study sample includes children from the ages of 8 to 12 years old.  Children younger than 

8 years were excluded due to the reading level of the questionnaires and possible lack of 
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comprehension of the material.  Children older than 12 years were not included because 

the study sought to assess anxiety symptoms as they emerge in childhood or early 

adolescent years.  In addition, this age range was chosen because participants over the 

age of 12 may not portray the same symptoms or types of anxiety as children.  For 

example, children over 12 may exhibit more generalized anxiety symptoms than social 

anxiety or separation anxiety symptoms (Merikangas et al., 2010). 

Studies have also reported age and gender differences in the prevalence of anxiety 

disorders. In community samples, it is suggested that girls suffer more from anxiety 

disorders than do boys (Nauta, 2005; Rockhill et al, 2010).  In addition, overall, women 

are twice as likely than men to develop an anxiety disorder (Costello et al., 2003). 

However, more recent studies have been inconsistent when it comes to gender and age 

discrepancies in anxiety disorders (Rapee et al., 2009). One such longitudinal study that 

examined the prevalence of anxiety disorders by both age and gender was Copeland et al. 

(2014).  The study included participants studied longitudinally from the ages of 9 to 26 

and findings showed an increase in anxiety around 9 to 10 years old, a decrease in 

anxiety in middle childhood (around 11 to 16 years of age), and an increase in anxiety in 

adolescence and young adulthood (around 18 to 26 years of age).  Although females had 

higher rates of anxiety at various time points, findings were not statistically significant 

overall between boys and girls.  This is one rather recent longitudinal study with these 

findings; however, age and gender differences in relation to child anxiety still remain 

inconsistent overall in the literature.  

Previous literature has reported that about 9% to 15% of 7 to 11-year-olds in 

primary care settings are thought to have an anxiety disorder (Wren, Bridge, & Birmaher, 
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2004). Despite the wide prevalence of anxiety disorders in children and adolescents, it 

often times is undetected and is not a routine part of primary care (Wren, Scholle, Heo, & 

Comer, 2003).  Primary care clinicians, although they see children with internalizing 

disorders often, they identify less than half of the disorders in these youth (Wren et al., 

2003).  Furthermore, although effective treatments for child and adolescent anxiety 

disorders are available, only 20%-30% of children are identified and therefore receive 

mental health services (Bennett et al., 2015; Rushton, Clark, & Freed, 2000). Diagnosing 

anxiety disorders is challenging and there is still much to understand as to why it often 

times is underreported and misdiagnosed in children (Rockhill et al., 2010).  According to 

Herzig-Anderson, Colognori, Fox, Stewart, and Warner (2012), anxiety disorders in 

children are often undetected or unnoticed.  Some behavioral theories suggest that it is 

developmentally appropriate to experience some levels of anxiety and this may even 

serve as a protective factor in certain situations. According to Vigil-Colet et al. (2009), 

anxiety disorders are under-diagnosed because children who are anxious may not show 

any signs of anxiety since it is an internalizing disorder and it is harder to detect 

symptoms related to anxiety. Therefore, as far as clinical implications, more research is 

needed to understand why child anxiety disorders may go unnoticed. 

Importance of Early Identification of Anxiety Disorders  

Anxiety disorders in youth are a critical area to study and understand more in 

depth in order to detect the symptoms early on and treat the disorder before the anxiety 

becomes more debilitating or leads to other disorders.  If child anxiety disorders are left 

untreated, they have the potential to develop into other disorders and more serious 

psychiatric disorders (Bittner et al., 2007; Rapee 2015, Rockhill et al., 2010).  Anxiety 
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disorders in children are typically associated with fear in particular situations that is long 

in duration, extreme, and interferes with daily functioning (Nauta, 2005).  In addition, 

anxiety disorders are described as having reoccurring fear or worry that causes substantial 

distress and impairment (Bennett et al., 2015).  

Rapee (2015) describes anxiety disorders in youth as a gateway disorder for other 

disorders including adolescent depression, eating disorders, and substance use, which is 

why early identification, intervention, and treatment is so important. If anxiety disorders 

are left untreated, they have the potential to cause psychosocial difficulties and lead to 

chronic disorders and mental health issues (Pauschardt, Remschmidt, & Mattejat, 2010). 

In a study by Essau, Lewinsohn, Olaya, and Seely (2014), adolescent anxiety, more so 

than childhood anxiety, was associated with negative outcomes at age 30, including 

continued adult anxiety, substance use disorder, and alcohol abuse or dependence.  

Childhood anxiety is often associated with low self-esteem in children and this anxiety 

may also have a detrimental impact on school, social, and academic performance, leading 

to impaired academic and social functioning (Keeley & Storch, 2009; Reinblatt & Riddle, 

2007).  One outcome study found children with anxiety disorders were about 2.9 times 

more likely than children without an anxiety disorder to fail to complete secondary 

school, leading to risk for less adult success and instability at home and at work (Vander-

Stoep, Weiss, McKnight, Beresford, & Cohen, 2002). Children with generalized anxiety 

disorder (GAD) may avoid doing homework or participating in school activities or sports 

because they fear they will make a mistake (Nauta, 2005).  Physiological symptoms also 

accompany GAD such as difficulty sitting still, concentrating, getting upset easily, and 

muscle aches (Nauta, 2005).  
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Comorbidity between anxiety and other disorders such as Oppositional Defiant 

Disorder (ODD), Attention Deficit Hyperactivity Disorder (ADHD), and Obsessive-

Compulsive Disorder (OCD) is common in childhood.  In addition, there is also a high 

comorbidity between child anxiety and depression (Cummings, Caporino, & Kendall, 

2014; Garber & Weersing, 2010; Rapee, Schniering, & Hudson, 2009). Comorbid 

depressive disorders in youth with child anxiety range from 10%-15% (Costello et al., 

2003). In a study by O’Neil, Rodriguez, and Kendall (2012), of youth aged 7 to 17 with 

an anxiety disorder, 58% also had suicidal ideation. Since depression is a factor that can 

lead to suicide ideation and one in five children with an anxiety disorder are expected to 

have at least one major depressive disorder by the age of 18, this may explain why 

suicide ideation is high among those with child anxiety (Wren et al., 2003). It has not 

only been found that youth anxiety disorders are comorbid with depression, but also that 

there are unique relationships between each anxiety disorder and depression.  GAD has 

been shown to have the highest overlap with depression based on symptoms and risk 

factors and GAD and depression are also highly related disorders in youth (Cummings et 

al., 2014). Data has also shown that more than half of adults who have anxiety or mood 

disorders had some form of child anxiety (Kessler et al., 1994).  

In a 16-year longitudinal outcome study by Essau et al. (2014), 816 participants 

from a community sample participated to determine the association between childhood 

and adolescent anxiety and psychosocial outcomes by age 30.  Childhood anxiety was 

found to predict less years of education by age 30 as well as developing adult major 

depressive disorder (MDD). Adolescent anxiety led to poor coping skills, chronic stress, 

unemployment, and poor adjustment.  In addition, adolescent anxiety predicted MDD, 
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substance use disorder (SUD) and alcohol use disorder (AUD) by age 30. In the 

longitudinal Great Smoky Mountains study by Copeland, Angold, Shanahan, and 

Costello (2014), 1,420 participants from various countries were followed for about 20 

years to look at patterns of anxiety from childhood to adolescence and young adulthood.  

Compared to those with no anxiety disorder, participants with childhood anxiety 

disorders had poor functioning in at least one domain (health, financial, and 

interpersonal) in young adulthood. GAD in childhood had the poorest outcomes, with 

adverse functioning in all three domains.  In addition, more than 1 in 5 participants 

developed an anxiety disorder by the time they reached young adulthood (Copeland et al., 

2014). 

Valid and Reliable Measures of Child Anxiety Symptoms  

Given the aforementioned information about child anxiety going undetected, as 

well as the negative consequences and detrimental impact of the disorder if left untreated, 

it is important to have reliable and valid anxiety measures and assessments. Various 

means exist to assess anxiety in children and include multiple rating scales, self-reports, 

and structured and semi-structured interviews that have been developed to examine 

various dimensions and subtypes of anxiety (Klein, 2009). There are various measures 

that have been developed to measure anxiety in children that have been found to be both 

reliable and valid.  The information that is gathered from these measures, depending on 

the type of measure administered, will help the clinician gather pertinent information, 

such as the present type of anxiety and symptomatology in the child.  This will also help 

determine which treatment option is best for the child if the child is clinically referred.  

Other measures are less specific in regards to type of anxiety, but will give an overall 
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total anxiety score for the child. The two most common types of assessment for 

childhood anxiety are diagnostic interviews and self-report measures (Nauta, 2005).   

It is important to distinguish between inter-rater reliability, which refers to the 

amount of agreement between two observers of the same child and is often used in 

observational research or in clinical interviews, and multiple informant reliability.  

Multiple informant reliability is a focus of the current study, which examines the 

reliability across informants such as mother, child, and teacher (Grills & Ollendick, 

2002). Multiple informant reliability can become an issue in Clinical Diagnostic 

Interviews such as the ADIS (Grills & Ollendick, 2002). In addition, multiple informant 

reliability has previously shown conflicting reports on anxiety rating scales such as the 

MASC and SCARED (Comer & Kendall, 2004).  In a study by Kendall et al. (2010), a 

treatment-seeking sample was used and parents reported higher scores of their children’s 

symptoms than child self-report on both the MASC and the SCARED.  The focus of the 

current paper is on child self-rating and parent rating of the child and not on diagnostic 

interviews, although such diagnostic tools are important to study as well in regards to 

informant discrepancy.   

A vast amount of research has been conducted looking at differences in adult 

report and child self-report based off of various anxiety measures.  The anxiety measures 

that have both parent and child report include the Behavioral Assessment System for 

Children and the revised BASC-2 (BASC, Reynolds & Kamphaus, 1998; Reynolds & 

Kamphaus, 2002), Child Behavior Checklist (CBCL, Achenbach & Rescorla, 2000), 

Multidimensional Anxiety Scale for Children (MASC, March, 1997), Revised Children’s 

Manifest Anxiety Scale (RCMAS-2, Reynolds & Richmond, 2012), State-Trait Anxiety 
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Inventory for Children (STAIC; Spielberger, 1973), Spence Children’s Anxiety Scale 

(SCAS, Spence,1999), and the Screen for Child Anxiety Related Disorders (SCARED, 

Birmaher et al., 1999), just to name a few (Essau & Barrett, 2013). Recently, a new 

measure of anxiety disorder symptoms in children and adolescents has emerged that 

includes both child self-report and parent-report, The Youth Anxiety Measure for DSM-5 

(YAM-5) (Muris et al., 2017). The current study used the MASC 2-Self-Report (MASC 

2-SR) and the MASC 2-Parent (MASC 2-P), both revised versions of the original MASC 

(March, 2013).  The MASC 2 serves to assess a broader range of anxiety symptoms in 

children age 8 to 19 years old. Since the MASC 2 assesses a wide range of anxiety 

symptoms, unlike other measures of child anxiety, it is important to understand 

discrepancies in this measure of anxiety.  Whereas other studies may only examine total 

anxiety discrepancies between parent and child, the current study examined discrepancies 

when broken down into various scales, as well as total anxiety score.  To our knowledge, 

this is the first study to examine the MASC 2 scales in regards to mother and child 

discrepancies.  By understanding how these disagreements may be portrayed in the 

MASC 2 and what factors could be related to the discrepancies, clinicians may be able to 

use this to their advantage and assist them in the treatment process.  This is especially 

true since the MASC 2 is a well-established measure that is often used in clinical settings. 

 In the study by Wei et al. (2014), anxiety in youth was assessed with the original 

MASC.  In addition to looking at the discriminant validity and the clinical utility of youth 

self-report and parent-report forms of the MASC, the severity of anxiety symptoms on 

the MASC was examined. In particular, how the severity in the subscales might predict 

specific anxiety disorders based off of the ADIS-C, a semi-structured diagnostic 
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interview.  The study consisted of those who participated in the CAMS study, with 488 

parent and child dyads ages 7 to 17 years old.  Younger children were defined as between 

the ages of 7 and 12 and adolescents were between the ages of 13 and 17.  All 

participants met criteria for an anxiety disorder.  This study found good internal 

consistency across the MASC scales (α = .88), although low agreement between parent 

and child self-reports was found (r = .31), consistent with other studies (Birmaher et al., 

1999; Cosi et al., 2010; Rappaport, Pagliaccio, Pine, Klein, Jarcho, 2017).  The scales on 

the MASC of physical symptoms, harm avoidance, social anxiety, and separation/panic 

were examined. 

The current study was different from the study by Wei et al. (2014) because the 

MASC 2 was used and symptoms on the MASC 2 that consequently predict severity of 

anxiety was not examined. The current study was a community-referred sample and no 

anxiety disorder diagnoses were made. Wei et al. conducted preliminary analyses, which 

included t tests to examine the differences between youth and parent report on the MASC 

scales as well as the MASC total score. Similar to the current study, Pearson correlations 

were used in the study by Wei et al. to look at informant agreement between the parent 

and youth reports. Similar to previous studies (Safford et al., 2005; Villabø et al., 2012), 

there was low-moderate agreement overall (r = .31), and on most of the scales. However, 

a larger youth/parent agreement was seen on the separation/panic subscale (r = .57). 

The study by Wei et al. (2014) stressed the importance and necessity of multiple 

informants in improving the accuracy of identifying child anxiety and gaining valuable 

information from each informant.  Sequential logistic regression analyses were used to 

look at the benefit of adding parent report to youth report on the MASC in predicting 
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certain anxiety disorders such as SAD, SoP, and GAD with a diagnostic interview. It was 

found that the addition of the parent report improved diagnostic accuracy of anxiety 

disorders.  For example, the explained variance in the full model increased for SAD, SoP, 

and GAD. It has also been found in other research studies, that having both parent and 

child reports, in particular on the MASC, significantly improves diagnostic accuracy 

(Villabø et al., 2012).  Despite the fact that different reporting of child anxiety symptoms 

from the child and parent is the norm, recent research has suggested this to be beneficial 

because additional informants offer better insight into clinically valuable information 

such as anxiety of the child in different settings (Comer & Kendall, 2004; De Los Reyes, 

Thomas, Goodman, & Kundey, 2013).  Although this may be the case, it is still important 

to assess the reasons and factors associated with these discrepancies and make sure there 

is not a significant difference in reporting, suggesting parents are over-reporting or under-

reporting the child’s anxiety symptoms, which consequently could lead to misdiagnosis.   

Villabø et al. (2012) found the MASC to be a psychometrically sound screening 

tool and accurate in identifying youth with and without anxiety disorders.  Their study 

contained a sample of 190 treatment seeking youth ages 7-13 years old from Norway.  

The study looked at child, mother, and father reports and found moderate to strong 

internal reliability across all MASC scales.  Consistent with other studies, parent/child 

agreement was low in agreement between mother and child total score (r = .13) and 

between father and child total score (r = .02).  However, mother/father agreement was 

high (r = .56). As stated, overall low child/parent agreement was found but moderate 

associations were observed on the separation/panic subscale for mother-child agreement 

(r =.40) and father-child agreement (r =.34).  Scores on the MASC total scales predicted 
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whether an anxiety disorder would be diagnosed based on all three informants.  Also 

similar to Wei et al. (2014), sequential logistic regression was used and found that adding 

mother report as well as father report to that of the child showed an improvement and was 

a good model fit.   

Factors Related to Discrepancies 

There are many hypothesized reasons as to why discrepancies between parent and 

child may emerge.  In a review by Grills and Ollendick (2002), variables that may affect 

agreement are discussed in detail. One such factor discussed is that of child age, with 

younger children in general showing less agreement than their parents.  This may be due 

to the lack of ability to understand and describe their feelings and behaviors to their 

parents, whereas older children had higher agreement with their parents. This finding was 

also supported in another study that found older children showed more agreement with 

their parents. However, with younger children, especially in regards to social phobia, 

children reported less social anxiety than their parents (Rapee et al., 1994). Previous 

studies generally found anxious children to report more intense symptoms than parents 

(Bird, Gould, & Staghezza, 1992).  However, findings in regards to child age and 

agreement are inconsistent.  For example, Niditch and Varela (2011) found less 

agreement the older the child is, suggesting adolescents keep more of their anxiety 

symptoms and feelings to themselves compared to younger children.  In addition, De Los 

Reyes et al. (2015) suggests no relationship in agreement between parent and child and 

internalizing symptoms.   

Not only in regards to age of the child, but findings also vary when it comes to the 

child’s gender and agreement between parent-and child-report. According to Grills and 
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Ollendick (2002), there has been higher agreement between girls and their parents in 

regards to anxiety symptoms. A reason for this is thought to be that it is more acceptable 

for girls to express feelings, including anxious feelings, which make it easier to detect by 

the parent. Other studies have shown no gender association. For example, according to 

Becker et al. (2016), even though a significant quadratic interaction for gender was found 

on total anxiety, probing the interaction found no significant effects and it was concluded 

there was no relationship between disagreement and gender, the same was true for the 

subscale scores.  Studies have noted findings in regards to gender and its relationship to 

discrepancies between parent and child is not statistically robust, with a lack of empirical 

consensus (Grills & Ollendick, 2002).  

Wei et al. (2014) examined gender and age differences across groups in both 

youth and parent report of child anxiety symptoms. Participants in the study included 

children and adolescents between the ages of 7 to 17 and parents.  Findings showed no 

gender differences on the MASC C/P scales, except on the youth Separation/ Panic scale 

of the MASC, in which boys reported higher scores than girls with a small effect size 

(t(478) = 2.32, p < .05, d = .21).  Across age groups, MASC subscale scores differed. 

Children aged 7 to 12 years scored lower (M = 12.67, SD = 7.11) than adolescents aged 

13 to 17 (M = 14.72, SD = 8.32) on the subscale of Physical Symptoms, with a small 

effect size (t(478) = -2.64, p < .05, d = -.28).  The same was also true for Social Anxiety 

but with a medium effect size (t(478) = -4.97, p < .001, d = -.52), children scored lower 

(M = 12.90, SD = 6.85) than adolescents (M = 16.44, SD = 6.86).  However, younger 

children scored higher on the Separation/Panic subscale in youth report with a large 

effect size (t(478) = 8.92, p < .001, d = .93).  Parent report also showed higher scores for 
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younger children on the Separation/ Panic subscale, with a large effect size (t(478) = 

9.92, p < .001, d = 1.03).  On the Harm Avoidance subscale, children scored higher than 

adolescents based on youth self-report only with a medium effect size (t(478) = 4.51, p < 

.001, d = .47) and not parent report.  

In addition, Grills and Ollendick (2002) expressed that there are potential other 

factors that may be related to parent and child discrepancies such as ethnicity and 

socioeconomic status (SES), in which future research is needed.  De Los Reyes and 

Kazdin (2004) examined different measures of informant discrepancies and how this 

related to different informant characteristics, one of which included SES.  However, 

difference scores were used and a clear rationale for examining SES was not stated.  

According to Duhig, Renk, Epstein, and Phares (2000), those in the middle and mixed 

SES groups had higher mother-father correspondence (d = 1.30 and d = 1.34, 

respectively) on internalizing symptoms of the child than those in the low SES group (d = 

.49).  Lower SES was associated with less agreement between mother-father report of 

child internalizing symptoms. However, SES did not moderate discrepancies between 

mother-father report and mother-child discrepancies in relation to SES, was not 

examined.  Niditch and Varela (2011), in their preliminary analyses found that SES, 

measured by using mother’s level of education and total household income, was not 

significantly related to reporting discrepancy when examining correlations. Therefore, it 

was not included in the main analyses.  van der Toorn et al. (2010) found that SES had 

small but significant negative correlations on the outcome variables including difference 

scores on affective and anxiety problems in boys and girls.  In the aforementioned 

studies, the reason as to why SES may be related to correspondence or discrepancies in 
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mother-child report is not explained.  The current study sought to examine the relation 

between SES and discrepant reporting and if lower SES was associated with more 

discrepant reporting between child and mother.  It is thought that lower SES, as measured 

by parents’ education level and job occupations, could possibly mean greater financial 

stressors in the home, and therefore harder for parents to detect their child’s internalizing 

symptoms due to other stressors.  Another reason may be that lower educational level of 

the parents means less knowledge about anxiety symptoms, making it harder to detect 

and therefore they underreport their child’s symptoms. 

Issues in Parent-Child Agreement in Anxiety and Internalizing Symptoms 

Campbell and Rapee (1996) express that although research on child and 

adolescent anxiety has greatly increased over the years, a major issue is the lack of 

correspondence between teachers, parents, children, etc. The use of multiple informants 

to assess child anxiety is and has been highly recommended (DiBartolo, Albano, Barlow, 

& Heimberg, 1998). Parents often serve as an important source regarding information 

about the child’s symptomatology (Rapee, Barrett, Dadds, & Evans, 1994).  The ideal 

situation suggests that the parent and child complement each other in their reports, 

without providing discrepant clinical information that would lead to different diagnoses 

based on different informants (Klein, 1991).  In the review by Klein (1991), in regards to 

parent-child agreement in clinical assessment of anxiety, it is stated that the informant 

who indicates greater symptoms for a disorder is more likely to be accurate and in the 

case of anxiety disorders, children report more symptoms than parents.  However, this 

differs from more recent literature that has stated parents reports of their children’s 
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symptoms on the MASC and SCARED were higher than children’s self-reports (Comer 

& Kendall, 2004; Kendall et al., 2010).  

According to De Los Reyes et al. (2015), a meta-analysis of 341 studies between 

1989 and 2014 found low to moderate correlations between informants (mean 

internalizing: r = .25).  Two primary meta-analyses were conducted, one for internalizing 

concerns and one for externalizing.  In regards to child anxiety concerns, many years of 

research has supported the reliability as well as the validity of child self-reports.  De Los 

Reyes et al. (2015) also explains that low correspondence between parental report and 

child report of anxiety does not mean that the child’s reports are not accurate. In the 

previous section, the study by Villabø, et al. (2012) was discussed and despite moderate 

to strong internal reliability across all of the MASC scales, parent-child agreement was 

again low.  Villabø et al. (2012) also states that children provide incremental validity with 

their self-reports of anxiety compared to the parent reports in the prediction of an anxiety 

disorder diagnoses.  Therefore, it appears that children may be accurately reporting their 

anxiety symptoms and adding a unique perspective. 

Parent-child agreement is often poor for anxiety disorders as well as other 

internalizing disorders (Rapee et al., 1994). According to Klein (2009), children, parents, 

as well as teachers are often notorious for lack of agreement in assessment.  Overall, 

children’s self-reports typically show higher scores for anxiety symptoms than parents’ 

(Birmaher, et al., 1997). As seen in a study by Cosi et al. (2010), parent-child agreement 

was measured in a Spanish version of the Screen for Child Anxiety and Related 

Emotional Disorders (SCARED) and found that parent- child agreement was moderate on 

overall total score (r = .28).  In particular, parents were found to report fewer severe 
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symptoms than children.  Children’s scores were the best predictors of anxiety symptoms 

and incremental validity of the parent report in this study was low.  Pearson correlation 

coefficients between parents and children across the SCARED scales had moderate to 

low agreement. However, despite the findings of this study that children may be more 

accurate informants that their parents, it is important to not generalize these findings to 

other measures with parent and child versions but rather to conduct separate studies with 

each measure, which this current study did with the MASC 2.  

Prior to this current study, no studies were found that have assessed parent report 

and child self-report within the revised MASC 2.  However, in a study by Becker et al. 

(2016), informant discrepancies were examined on the SCARED measure of anxiety.  

Their study looked at informant discrepancies of broad anxiety symptoms as well as 

anxiety subtypes, which the current study also did. Becker et al. (2016) found differences 

in agreement across the anxiety subtypes.  Parent-child agreement was higher on 

separation anxiety (r = .50) and school phobia (r = .56) compared to other domains.  

Furthermore, age was found to show discrepancy on total anxiety symptoms, in which 

probing revealed low youth-report and high parent-report symptoms (Parent High/Youth 

Low Age M = 9.40), with a small effect size. Also, a quadratic interaction for separation 

anxiety symptoms and age was found (Parent Low/ Youth Low Age M = 12.44) 

compared to the other groups, but again with a small effect size. Gender was not 

associated with discrepancies on any of the subscales of the SCARED.  Rather than look 

at global anxiety symptoms, Becker et al. (2016) stressed the importance of looking at 

discrepancies on subtypes of anxiety symptoms.  Also, similar to Wei et al. (2014) and 

Villabø et al. (2012), Pearson correlations were used in the study to examine parent and 
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child agreement.  However, unlike the studies by Wei et al. and Villabø et al., Becker et 

al. (2016) used polynomial regression to look at patterns of discrepancies. The current 

study used Pearson correlations to examine agreement between parent and child and used 

polynomial regression, similar to Becker et al. (2016). 

More recent research has also begun to examine these discrepancies in parent-

child report of child anxiety by examining the anxiety subtypes on various measures of 

child anxiety.  For example, van Doorn et al. (2018) not only examined subscales of the 

SCARED and differences in reporting, but also looked at independent ratings of 

behavioral observations of anxiety to see how this may be related to mother-child 

discrepancies.  Findings from this study showed variability in agreement on most of the 

subscales of the SCARED.  However, on separation anxiety, a stronger mother-child 

agreement was seen than that of the other subtypes of anxiety (r = .55). Similar to van 

Doorn et al., the current study also used bivariate Pearson correlations and a paired 

samples t-test; however, unlike the van Doorn study, behavioral observations were not 

made to see whether they related to discrepancies. In both the van Doorn study and the 

current study, polynomial regression was conducted; however, whereas van Doorn 

analyzed whether discrepancy was related to behavioral observations, the current study 

examined whether discrepancy was related to various factors. The factors examined 

included maternal anxiety, maternal depressive symptoms, time spent with the child, and 

demographic variables such as age, gender, and SES. 

Maternal Psychopathology and Quantity of Parent-Child Relationships in Reports 

of Child Anxiety Symptoms 
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There is much speculation as to the causes of child anxiety such as whether it is 

genetic, environmental, or a combination of the two.  Various theories suggest it may 

have to do with attachment style, parent psychopathology, or a combination of a variety 

of factors (Nauta, 2005).  It is suggested there is a genetic and heritability component to 

anxiety and it is more susceptible in families, with heritability rates between 36% to 65% 

(Rockhill, 2010). Additional risk factors include child temperament, peer interactions, 

parent mechanisms, and parent psychopathology (Rapee, 2015).  The ecological model 

supports that the development of anxiety disorders is due to environmental influences 

(Rockhill, 2010), including family and parent factors. Therefore, if parents are thought to 

play a large role in the development of childhood anxiety and parent psychopathology 

has been found to be a risk factor, it is important that to have information from the parent 

and examine how parent psychopathology may have a relationship with reporting of the 

child’s anxiety.  

 Past research has suggested parent psychopathology is a factor leading to 

discrepancies and it has been debated whether or not parents with psychopathology are 

more accurate reporters of the child’s symptoms (Rapee et al., 1994).  This may be 

because parents with psychopathology could be more sensitive to their child’s symptoms.  

Conversely, parents may project their own symptoms or psychopathology onto their child 

(Grills & Ollendick, 2002).  An interesting finding in a study examining maternal 

psychopathology in relation to informant discrepancies between mother, child, and 

teacher in a community sample of 188 children ages 9-12 years old, found that mothers 

who reported higher levels of anxiety and depression were found to report a higher 

number of symptoms for their child.  However, neither the child nor the teachers had 
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higher reporting of anxiety or internalizing symptoms.  This study was also conducted 

using a structured interview rather than reporting scales (Briggs-Gowan, Carter, & 

Schwab-Stone, 1996).   

A growing area in psychology research is literature examining the associations 

between parent psychopathology and depression and anxiety symptoms within children 

(Micco, Henin, Mick, et al., 2009; Treutler & Epkins, 2003; van der Toorn, et al., 2010; 

Waters, Zimmer-Gembeck, & Farrell, 2012).  Micco et al. (2009) conducted a meta-

analysis of studies examining the psychopathology of parents of children with anxiety 

disorders and other psychiatric disorders.  Results found parents with anxiety disorders 

had offspring at greater risk for anxiety and depressive disorders than offspring of non-

psychiatric controls and offspring of psychiatric controls.  Anxious parents also are more 

likely to have children with each type of anxiety disorder as well as MDD compared to 

non-psychiatric controls.  Finally, the study concluded that children of parents who have 

anxiety, anxiety and MDD, or MDD are more likely to also have these disorders 

compared to children of parents without these disorders. According to Waters (2012), in 

which 49 participants were recruited, some with an anxiety diagnosis and some without, 

findings showed that maternal self-reported anxiety and children’s perceptions of their 

mother as having an anxious rearing style, were associated with higher levels of child 

anxiety.   

Not only has research looked at the heritability component of anxiety being 

passed down to children but also how parent psychopathology can lead to inaccurate 

parent reporting of their child’s symptoms.  Becker et al. (2016) found that the greater 

parental psychopathology symptoms, as reported on the BSI, related to parents reporting 
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higher anxiety symptoms in the child than child self-report. This was true for total 

symptoms, in which probing found parent psychopathology was highest in the Parent 

High/ Youth Low group.  On the subscales, the highest parent psychopathology was seen 

for separation anxiety in the Parent High/ Youth Low group (BSI GSI M = .59, BSI 

Anxiety M = 4.21).  This suggests the higher the global symptoms and parental anxiety, 

parents reported more separation anxiety symptoms than child self-reported symptoms.  

No interactions were found in the remaining subscales of the SCARED, including GAD, 

social anxiety, school phobia, or panic.  In addition, when examining main effects, 

parental depressive symptoms were not associated with higher parent reported symptoms 

of child anxiety.    

A study by Affrunti and Woodruff-Borden (2015) examined the effect of maternal 

psychopathology symptoms, such as depression, anxiety, and worry, on parent-child 

agreement of children’s anxiety symptoms.  The BAI, similar to the current study, was 

used to measure maternal anxiety symptoms; however, the BDI and not the BDI-II was 

used to measure maternal depressive symptoms.  In addition, SCARED-P and SCARED-

C were used rather than the MASC 2 parent and child versions and the PSWQ was used 

to assess maternal worry symptoms. The study consisted of a community sample of 

children aged 7 to 10 years old and findings showed that mothers with more worry and 

depressive symptoms reported fewer child anxiety symptoms and consequently led to 

more discrepancies in reporting between mother and child.  However, maternal anxiety 

was related to higher mother reporting of child anxiety and consequently led to higher 

agreement between mother and child report. The more parental anxiety symptoms, the 

amount of agreement in reporting with the child increased whereas the more worry and 
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depressive symptoms of the mother, less agreement emerged.  Lastly, more maternal 

depressive symptoms were associated with higher child self-report of anxiety symptoms. 

The findings from Affrunti and Woodruff-Borden (2015) differ from the results found by 

Becker et al. in terms of parental psychopathology symptoms associated with parent and 

child reporting. Becker et al. found that higher parental psychopathology symptoms, as 

reported on the BSI, was associated with greater reporting of anxiety in the child but this 

was not significant for maternal depressive symptoms. Affunti and Woodruff-Borden 

found that mothers with more depressive symptoms reported less anxiety in their child, 

leading to discrepant reports between mother and child; however, mothers with more 

anxiety symptoms more accurately reported their child’s anxiety symptoms relative to 

child report. 

According to van der Toorn et al. (2010), a large sample of 1,986 children aged 

10 to 12 years and their mothers participated in the study examining mothers’ depressive 

and anxiety symptoms associated with reporting on child’s internalizing problems using 

the anxiety and affective scales in the CBCL and YSR.  The Depression Anxiety Stress 

Scale (DASS-21) measured maternal depressive and anxiety symptoms based off the 

scales and the TRAILS Family History Interview (FHI) looked at lifetime anxiety and 

depressive symptoms.  Overall, mothers’ depressive symptoms affected the reporting of 

their child’s problem behavior and the study found that mothers were reporting more 

problems than that of the child.  Specifically, maternal depressive symptoms were 

associated with over-reporting of child internalizing problems than that of the child.  

Whereas maternal depression was significant for reporting discrepancies in both boys and 

girls, maternal FHI lifetime anxiety was only significant in predicting difference score in 
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boys.  Therefore, taken together, maternal anxiety and depression were associated with 

mother-child discrepancies. However, when one was adjusted for the other, maternal 

depression was more so a predictor of these discrepancies. Mothers’ depressive, but not 

anxiety symptoms, were related to parent-child discrepancies on child affective and 

anxiety symptoms, although it was stated that the association was small and would not 

bias research (van der Toorn et al., 2010). Overall, research in regards to maternal 

psychopathology, particularly anxiety and depression being related to parent and child 

informant discrepancies has been inconsistent.   

In a study by Niditch and Varela (2011), including 41 dyads of mothers and 

children ages 7-13 years old, maternal anxiety and child age were examined and there 

was a significant interaction between child age and maternal anxiety.  Mothers who were 

highly anxious over-reported the anxiety of their children when the child was older; 

however, when the child was younger and maternal anxiety was high, the child reported 

higher anxiety symptoms.  The discrepancies in reporting were fairly stable across age 

when maternal anxiety was low.  Their study looked at diagnostic interviews of anxiety 

such as the ADIS-C and self-report measures of child anxiety such as the MASC 

questionnaire, and the STAI-T, an adult self-report measure of anxiety symptoms. In the 

Niditch and Varela (2011) study, only maternal anxiety was examined in regards to being 

associated with discrepancies and the MASC was used rather than the MASC 2.  

 Treutler and Epkins (2003) study consisted of a community sample of 100 

children aged 10 to 12 years old and both parents participated. The study also examined 

the amount of time the parent spent taking care of and doing activities with the child, 

referred to as quantity of parent involvement. To measure the quantitative aspect, an 
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hourly estimate of parent involvement was given and qualitative aspects included 

concepts such as parental acceptance.  It has been found in previous research that the 

more quantity of involvement the parent has, the less the parent reported internalizing and 

externalizing behaviors of the child (Mosley & Thompson, 1995). According to Truetler 

and Epkins, more time spent with the child was related to mothers reporting more 

internalizing behaviors in their children compared to fathers, after accounting for the 

effects of both parents’ psychological symptoms. Also interesting to note is that maternal 

psychopathology symptoms, as measured using the BSI, was associated with more 

reporting of negative behavior in children.  It has been studied that differences in 

informants’ ratings are due to psychological symptoms of the person rating the symptoms 

of the child.  Whether this is a teacher, peer, or sibling report, all of these informants’ 

symptoms are related to their ratings of the child’s behavior (Epkins & Dedmon, 1999).  

In another study by Blount and Epkins (2009), although not examining parent-child 

discrepancies, the amount of time that mothers spent with their children was examined to 

see whether, 

The amount of time that mothers reported spending with their children 
moderated the relation between mothers’ and children’s negative cognitive triad, 
with significantly stronger relations found between mothers’ and children’s 
negative cognitive triad when mothers reported spending higher in comparison 
to lower amounts of time spent together. (Blount & Epkins, pp. 110) 
 

The current study examined the time spent with the child as a variable or correlate of 

interest and whether mother and child time spent together served as a moderator of the 

relationship between parent report and child self-report of anxiety (C. C. Epkins, personal 

communication, June 9, 2016). 

Ways to Analyze Discrepancies in Reporting 
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Past research on informant discrepancies has primarily used difference scores, 

which may not be the best statistical approach due to various limitations and the lack of 

statistical robustness (Laird & Weems, 2011).  It is important to first explain the 

differences between informant correspondence, informant agreement, and informant 

discrepancies. Correspondence between informants is whether or not the informants’ 

responses are correlated with one another and gives no information about the patterns of 

the responses.  Informant agreement is measuring the amount of similarity in responses 

between informants and is typically measured by correlations. Discrepancies between 

informants is the mean difference in the informants’ reports and will give information 

about a pattern of responses, for example, which informant is endorsing more symptoms 

(Treutler & Epkins, 2003). However, rather than the use of difference scores to measure 

disagreement, more recent literature has suggested the use of polynomial regression 

because it not only tests for patterns of discrepancies but also how these may correlate 

with various variables of interest (Becker et al., 2016; Laird & De Los Reyes, 2013).  In 

addition, in polynomial regression, an interaction term between mother-report multiplied 

by child-report allows one to draw conclusions about the unique contribution of each 

informant and their reporting, above solely examining each individual’s independent 

reporting (Nelemans et al., 2016).  More recently, studies have suggested rather than 

using difference scores, better statistical analyses approaches are available, such as 

polynomial regression (Laird & De Los Reyes, 2013).   

According to Laird and De Los Reyes (2013), empirical work is needed in order 

to understand the meaning of the informant discrepancies that have been reported in 

numerous studies.  Not only understanding the meaning of these discrepancies but also 
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finding the best approach for interpreting such discrepancies is needed.  Although many 

studies have used difference scores to look at informant discrepancies, more recent 

articles explain why difference scores may not be the best approach.  According to De 

Los Reyes and Kazdin (2005), research that has looked at informant discrepancies has 

primarily analyzed the amount of disagreement between informants rather than focusing 

on the constructs in which the informants are disagreeing.  In addition, most research has 

used some form of difference scores in order to define informant discrepancy.  For 

example, De Los Reyes and Kazdin (2004) compared the most common approaches that 

have been used for informant discrepancies, including raw difference scores, standardized 

difference scores, and residual scores and found that standardized difference scores were 

most advantageous of the three.  However, it is stated that difference scores do not take 

into consideration a comprehensive approach to looking at the data and may not validly 

assess any of the constructs (Laird & De Los Reyes, 2013).  Laird and LaFleur (2014) 

also agree that difference scores pose problems.  They put constraints on the relationship 

between the scores and the predictor variable, these constraints misrepresent the question 

at hand, and difference scores do not accurately provide the information researchers are 

wanting to know. 

It has been suggested that an alternative to using difference scores is the use of 

polynomial regression (Becker et al., 2016; Laird & De Los Reyes, 2013; Laird & 

LaFleur, 2016; Laird & Weems, 2011).  Laird and LaFleur (2014) suggest using 

polynomial regression because interaction terms can analyze multiple aspects of 

informant discrepancies.  Laird and De Los Reyes (2013) used polynomial regression to 

test the validity of difference scores and if discrepancies in reports predicted child 
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psychopathology.  They found that interaction terms using polynomial regression showed 

informant discrepancies predict child psychopathology.  The article supports the use of 

polynomial regression analyses as a more valid approach when looking at discrepancies 

in informants rather than using difference scores. According to a recent article by 

Affrunti and Woodruff-Borden (2015), previous studies examined informant concordance 

using rates of disagreement and the outcome variable was the amount of disagreement 

between parent and child and the effect observed are specific variables such as parent 

anxiety, child anxiety, and child disagreement.  Rather than using the previous approach, 

Affrunti and Woodruff-Borden (2015) suggest the use of hierarchical linear modeling 

(HLM) when dyads are being analyzed because it shows conclusions about the individual 

effects of factors that influence the discrepancy as a whole and on reports within each 

parent-child dyad. However, more research has been shown in support of using 

polynomial regression over the use of difference scores or HLM because with polynomial 

regression, if a significant interaction is found between mother and child reporting, this 

interaction can then be broken down into quadrants to further understand the pattern in 

which mothers and children are differing in reporting.  A recent study used polynomial 

regression and longitudinal latent growth modeling to examine parent-youth 

disagreement prior to treatment and throughout treatment (Becker-Haimes, Jensen-Doss, 

Birmaher, Kendall, & Ginsburg, 2018). Another study used polynomial regression with 

response surface modeling to examine discrepancy between parent and child report and 

observable coding of anxiety (van Doorn et al., 2018). 

Another study by de Haan, Prinzie, Sentse, and Jongerling (2018) used Latent 

Difference Score Modeling (LDS) to analyze informant discrepancies between mother 
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and adolescent, as well as father and adolescent.  Rather than looking at anxiety, the 

study examined discrepancies when it came to mothers’ and fathers’ parenting.  The LDS 

approach and results were compared to the results of using difference scores and 

polynomial regression.  The study showed that results generalized across the other two 

approaches but that in the polynomial regression approach, there were fewer significant 

associations.  It is argued in that the LDS approach allows for examination of informant 

discrepancies with multiple dyads such as if you have mother-child and father-child and 

is better at examining moderation with a third variable between informant discrepancies 

and an outcome variable.  In general, it is suggested it is better at testing hypotheses that 

have more complexity and if looking at changes in discrepancies longitudinally (de Haan 

et al., 2018). Since the current study used only one dyad of mother-child and not multiple 

and was not examined longitudinally, the LDS approach was not considered to be the 

best statistical approach.  
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Chapter II 

Purpose of the Study 

Due to the previous literature about the downfalls of using difference scores to 

test informant discrepancies, the current study used an approach similar to that used by 

Becker et al. (2016) in which polynomial regression analyzes correlates of interest.  The 

current study ran multiple regressions as well as polynomial regressions as part of the 

analyses. The main aim of the study was whether or not the discrepancy of scores in the 

MASC 2 between child self-report and parent report is associated with gender, SES, child 

age, parental psychopathology, and the amount of time the parent spends with the child. 

By using the polynomial regression approach, more information was gained from mother-

child discrepancies based on the differences in magnitude and patterns of these 

discrepancies (Becker et al., 2016).  

Research Questions and Hypotheses  

 Research Question 1 (Parent and Child Reports in the MASC 2) 

What will the correlation of agreement between the child self-report of anxiety and the 

parent report of child anxiety symptoms be on the MASC 2? Not only on overall anxiety 

score but when broken down into scales of anxiety, will correlations of agreement 

change? Using paired t-tests, in which mean differences between mother and child report 

were calculated, will mother and child report show significant differences on Total 

Anxiety Score as well as the various scales of anxiety?  Parent and child discrepancies 

will be analyzed on the following scales: Separation Anxiety/Phobias, GAD Index, Social 

Anxiety: Total, Physical Symptoms: Total, and Harm Avoidance.  



Texas Tech University, Lauren Pascarella, December 2018 

   29 

Hypothesis 1.  It is predicted that consistent with previous literature, correlations 

between mother-child reporting of anxiety will be low to moderate, suggesting poor 

agreement between mother and child. This is predicted to be true on Total Anxiety Score 

and also when looking at the correlations on the various other scales.  Although no 

studies to date have examined this in the MASC 2, these results are expected.  As 

founded in Becker et al. (2016), although a different measure of anxiety was used, 

variability was found in the anxiety scales, with parent and youth agreement higher on 

Separation Anxiety compared to the other scales. Other studies have also found the 

strongest correlations for the Separation Anxiety Scale (van Doorn et al., 2018; Villabø et 

al., 2012) and moderate correlations for Social Anxiety (van Doorn et al., 2018; Wei et 

al., 2014). Since Separation and Social Anxiety may be more salient, results from the 

current study are thought to be similar, stronger correlations will be seen for Separation 

and Social Anxiety. It is also predicted that paired t-tests would show significant 

differences between mother and child report, both on Total Anxiety Score and on the 

various scales being examined in this study. It is predicted that children will report more 

anxiety symptoms than that of mothers due to anxiety being an internalizing disorder, 

which may be harder for parents to detect.  This is also consistent with previous literature 

in which community samples were used (Affrunti & Woodruff-Borden, 2015). 

Research Question 2 (Gender, Age, and SES associated with parent and child 

informant discrepancies) 

Using logistic regression to examine gender, is the gender of the child associated with 

parent and child discrepancies in reporting of total anxiety? In regards to age and SES, 

using polynomial regression, do these correlates of interest show a significant quadratic 
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interaction on Total Anxiety Score? If so, this means that the age of the child and family 

SES are associated with discrepant reports between the mother and the child.  Becker et 

al. (2016) found that age was associated with disagreement on Total Anxiety Score, with 

parents reporting more symptoms the younger the child. Furthermore, in order to preserve 

power and not run additional statistical tests, gender, age, and SES are not analyzed in 

relation to the subtypes of anxiety in the MASC 2 and was only looked at in relation to 

Total Anxiety Score.  However, the anxiety scales are analyzed when examining maternal 

depression and anxiety symptoms (see Hypothesis 3).  

Hypothesis 2a, Gender. It is predicted when using logistic regression analyses, 

gender will be significantly related to parent and child discrepancies. Even though 

previous findings had been mixed in regards to discrepancies and gender, it is important 

to study to understand more about how gender may be related to discrepancies, since the 

literature does not show a clear consensus.  It is predicted in this study that females will 

show less discrepancy with the mother than that of males on Total Anxiety Score.  

According to Grills and Ollendick (2002), this may be because of greater social 

acceptability to discuss one’s feelings for females opposed to males. Even though it has 

been found that females have more anxiety symptomatology (Rockhill, 2010), they may 

be more likely to discuss their feelings, which would lead to parents understanding more 

of the internalizing problems and result in less discrepant reporting. 

Hypothesis 2b, Age. Age is examined using polynomial regression and it is 

predicted there will be a significant interaction on the parent-child quadratic interaction 

term.  It is predicted there will be more discrepancies the younger the child’s age.  This 

may be because it is more difficult for the parent to detect internalizing symptoms or 
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younger children may lack the awareness to understand their symptoms.  Although 

findings in regards to age and discrepant reporting have been mixed, empirical consensus 

is needed, especially when using different statistical procedures and different measures. 

Hypothesis 2c, SES.  The lower the SES of the family, as determined using the 

Hollingstead Index (1975), it is predicted there will be greater discrepancies in mother-

and-child reporting. This may be due to lack of resources in understanding the signs and 

symptoms of anxiety and therefore not as educated about child anxiety.  If the parent does 

not know how to detect the signs and symptoms of child anxiety, it is likely that it will go 

unnoticed by the parent. In addition, other variables may be related to lower SES and 

discrepant reporting such as different parent psychopathology presentation and possibly 

more single-parent households in which it is harder for the mother to notice anxiety 

symptoms.  However, due to the statistical procedure used, third variables moderating the 

relationship between SES and discrepant reporting will not be examined. 

Research Question 3 (Maternal anxiety and depressive symptoms associated 

with parent and child informant discrepancies) 

Is mothers’ psychopathology, as reported on the anxiety and depression measures, 

related to the discrepancies between mother and child report of child anxiety? According 

to Becker et al. (2016), parental psychopathology, which was measured using the Brief 

Symptom Inventory (BSI) and the Global Severity Scale (GSI), was associated with 

disagreement on broadband anxiety symptoms.  Typically, parents with many symptoms 

of psychopathology reported higher symptoms than that of the child on total anxiety 

symptoms and separation anxiety symptoms (Becker et al., 2016).  Other studies have 
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shown inconsistent findings when it comes to parent psychopathology and parent-child 

discrepant reports (Affrunti & Woodruff-Borden, 2015; van der Toorn et al., 2010). 

Hypothesis 3a.  It is predicted when examining mothers’ anxiety and depressive 

symptoms separately, the higher reporting of their own symptoms of either anxiety or 

depression, mothers’ will consequently report more total anxiety symptoms in their child.  

Therefore, parents endorsing more anxiety and depressive symptoms may report more 

total symptoms than their child. In addition, it is predicted a similar pattern will be seen 

on the other scales examined in this study. 

Hypothesis 3b.  After accounting for depression, when examining mothers’ 

anxiety symptoms, it is predicted that mothers’ reporting higher anxiety symptoms will 

be associated with an over-reporting of their child’s total anxiety symptoms as well as 

separation anxiety symptoms relative to child self-report.  This is similar to the findings 

by Becker et al. (2016). 

Hypothesis 3c. Unlike the previous Hypothesis 3b, after accounting for anxiety, 

when looking at mothers’ depressive symptoms, it is predicted no significant quadratic 

interaction term will be found.  It is predicted maternal depressive symptoms will not be 

associated with an over reporting of child total anxiety symptoms or on the other scales 

of anxiety, relative to the child. This is similar to finding by Becker et al. (2016). 

Research Question 4 (Mother and Child Relationships associated with 

Discrepancies among Reporting of Anxiety in Children)  

Is the less time the mother spends with the child associated with more discrepant 

reporting between the mother and the child on child anxiety symptoms?  One study by 

Mosley and Thompson (1995) stated the more parent time and involvement spent with 
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the child, the parent reported decreased internalizing and externalizing behaviors for the 

child.  However, child reports were not obtained in this study to analyze the time parent 

spends with the child moderating discrepancies in parent report and child self-reports of 

anxiety. 

 Hypothesis 4. It is predicted that the less time the mother spends with the child 

will be associated with more discrepant reporting, in particular, mothers reporting less 

anxious symptoms in their child compared to child self-report. This may be due to the 

fact that child anxiety is an internalizing disorder that may be hard to detect by parents 

who spend less time with the child.  This is also predicted to be the case when examining 

the MASC 2 scales of anxiety, a significant interaction will be seen the less time the 

mother spends with the child. 
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Chapter III 

Method 

Power Analysis 

 A power analysis was run in G*Power 3, an updated version of the original 

G*Power program, in order to determine the sample size needed for the current study 

(Faul, Erdfelder, Buchner, & Lang, 2007).  Linear multiple regression: fixed model R2 

deviation from zero was used.  In addition, six predictors were used and a medium effect 

size (f 2= .15). After running the power analysis, a minimum sample of 146 participants 

was calculated. An alternative method to determine adequate sample size for the study 

was using Cohen’s power analysis method Cohen, Cohen, West, & Aiken, 2003) in 

which 146 participants was also calculated as an adequate sample size. 

Participants 

 Participants included 148 children and their mothers who were recruited from the 

community.  Children ranged from 8 to 12 years of age (M = 9.51, SD = 1.29) and 

consisted of 50.7% males and 49.3% females.  Mothers ranged from 25 to 66 years old 

(M = 37.90, SD = 7.29) and fathers ranged from 24 to 71 years old (M = 39.48, SD = 

7.58).  The majority of the children identified their ethnicity as Caucasian (63.5%), 

followed by Hispanic (20.3%), African American (4.7%), and Asian (2%), and Other 

(9.5%). In addition, mothers reported as Caucasian (66.0%), Hispanic (23.8%), African 

American (4.8%), Asian (2.0%), and Other (3.4%).  Biological mothers consisted of 

93.2% of the sample, .7% of the sample were identified as step-mothers, and 6.1% as 

adopted mothers. In regards to marital status, 73.6% reported currently being married, 

3.4% reported being separated, 12.8% reported being divorced, and 10.1% reported being 
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single.  Socioeconomic status (SES) of the families was calculated based on parents’ 

education level and occupation, utilizing the Hollingstead’s Index (1975), with 5 

indicating highest SES.  Most of the families fell into categories 4 (39.9%), then 5 

(29.1%), which included upper and middle class families.  However, all categories were 

included in the sample, including middle and lower class families as follows, 3 (19.6%), 

2 (10.1%), and 1 (1.4%).  A maximum score yielded a total of 66 and a minimum score 

yielded a total of 17 (M = 45.97, SD = 12.84).  

  Included in the family demographic form were questions related to child 

psychiatric treatment that were reported on by the mother.  Results found that of the child 

participants, 44 of the 148 or around 29.7% of child participants had received some form 

of psychiatric treatment in the past or were receiving psychiatric treatment at the time of 

the study.  In addition, mothers were asked to report if their child had previously received 

a psychiatric diagnosis or currently had a diagnosis and it was reported that 12 of the 148 

or about 8.1% of the children had been diagnosed or were currently diagnosed with an 

anxiety disorder or depression. Mothers were also asked to report on their own 

psychiatric treatment and diagnoses.  A much larger percentage of mothers had received 

treatment in the past or at the time of the study were in treatment (67.6%).  In addition, 

about 47.9% of the sample of mothers reported they had been diagnosed in the past or 

currently diagnosed with anxiety or depression. 

 Mother and child diagnoses were also reported on the demographic form by the 

mother as to whether or not the child was currently or had in the past experienced 

symptoms or been diagnosed with various disorders.  The ones that are reported for the 

current study are symptoms or diagnoses of anxiety or depression.  Mothers reported a 
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diagnosis of Separation Anxiety Disorder in their child both currently (2.7%) and in the 

past (.7%). Child Social Anxiety Disorder was reported as 1.4% presently diagnosed or 

experiencing symptoms of SAD.  Depression in children was reported as 1.4% of 

children had experienced symptoms or been diagnosed in the past and 4.1% were 

currently experiencing symptoms or had a diagnosis of depression.  In addition, mothers 

also reported on their own symptoms for anxiety and depression. Mother diagnoses of 

Generalized Anxiety Disorder (GAD) was reported as 6.8% had in the past and 18.9% at 

the time of the study had been diagnosed or experiencing symptoms of GAD.  Social 

Anxiety Disorder in mothers was reported as 1.4% had in the past and 3.4% currently.  

Lastly, depression in mothers was reported as 23.6% had been diagnosed in the past and 

16.9% presently.   

Procedure 

 Inclusion criteria for the current study specified only one mother/child dyad was 

allowed to participate per household, the mother partaking in the study should be the 

primary caretaker of the child, both the child and mother had to be able to understand, 

read, and write in English due to the measures administered in English.  Lastly, both the 

child and mother had to be willing and able to complete all the measures to the best of 

their ability.  Exclusion criteria were if the child had an intellectual disability (IQ<70) or 

was unable to understand and complete the measures.  The mother and child dyad had the 

option of either traveling to our Texas Tech University laboratory or having a graduate 

student or undergraduate research assistant come to their home.  Of the 148 mother-child 

dyad pairs in the study, 43.2% of participants were seen in the Texas Tech University lab 

and 56.8% of participants were seen in their own home.   
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   Participants were recruited through local community events in Lubbock, Texas 

and surrounding cities and towns. At these events, a table was set up in which potentially 

interested participants could obtain information in regards to the study, such as the 

purpose of the study, what it would entail, and any questions were answered. Flyers were 

distributed in the attempt to recruit participants at these various events as well as in the 

community and distributed to family and friends that might have been eligible.  In order 

to keep an accurate tracking system in place, a tracking sheet (see Appendix A) was used 

to keep a total of how many people were approached by the researcher and how many 

people agreed to sign up for the study.  According to the tracking sheet and the 

recruitment event log, the researchers approached 2,973 individuals.  Of the 2,973 

individuals approached, 729 participants signed up and agreed to potentially participate in 

the study.  Since multiple two ongoing studies were being conducted at the same time 

within the lab, the participants who signed up were then divided between two studies.  

Overall, based off of those who signed up at recruitment events and through snowball 

recruitment, 430 participants were recruited for the current study.  Of the 430 recruited 

potential participants, 150 participants ended up participating or about 34.8% overall.  

However, one participant ended up not completing all the questionnaires and one 

participant did not live long enough with the child.  Therefore, 148 participants were 

retained or 34.4% of those who had agreed to sign up for the study.   

 Once names and contact information were collected at the events, families were 

contacted within one week of recruitment to see if they were still interested. A tracking 

sheet was used to keep track of how many times a call was made to interested participants 

and noted whether or not they were still interested in the study. In addition, if an 
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appointment was made, it was tracked whether or not the participant made the 

appointment or no showed (see Appendix B).  After contact had been made with the 

participants via phone or email and they expressed interest in participating in the study, a 

time was scheduled for the mother-child dyad to meet with either a graduate student or 

undergraduate Research Assistant in person to go over the details of the study and fill out 

the questionnaires related to the study.  

 Once the date, time, and location were scheduled, the mother- child dyad and the 

researcher met in person at the location of the mother’s choice, either in the home or at 

the TTU clinic.  Upon meeting, the researcher reviewed the study further in-depth such as 

the structure of the session and consent process.  Overall, the total completion time of the 

study took about one hour, depending on various factors. After the participants 

understood the study, were willing and able to complete the requirements of the study, 

and all questions had been answered, an informed consent and assent was signed and 

collected from the mother and child (see Appendices C and D).  In addition, they were 

given a contact information sheet (see Appendix E) to be filled out by the mother if she 

knew of anyone who might be interested in participating.  The consent and assent forms, 

as well as the contact information sheet, were kept separate from all other materials since 

they contained confidential information.  The participant also filled out a demographic 

questionnaire (see Appendix F) that asked various background and identifying 

information of the family.  

 After completing the demographic questionnaire, the mother was given an 

assessment battery and the child was also given an assessment battery to complete in a 

separate room away from the mother in order to privacy. Within the assessment battery 
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that was given to mother and child included self-report measures as well as the child 

answering questions about his or her relationship with the mother and the mother 

answering questions about her relationship with the child.  These consisted of two 

separate packets of questionnaires. The measures were randomized within their packets.  

In addition, the order of administration was also counterbalanced for both parent and 

child in order to reduce any unintentional bias. In addition, all of the forms were de-

identified with a number rather than the participant’s name. The researcher administered 

the battery first to the mother and then explained and administered the battery of 

measures to the child.  All researchers were trained in how to administer to ensure 

standardization of administration. The researcher was present and nearby to answer any 

questions the mother or child might have had during the completion of the battery.  The 

researcher then double checked all of the forms to make sure that no questions were 

skipped.  Lastly, the forms were collected and put back into the corresponding folder and 

were filed away in filing cabinets.  

Measures 

 Family Demographic Questionnaire. The demographic questionnaire (see 

Appendix F) was administered to the parent asking various background information 

questions about the participants, including such questions as the child’s age, gender, 

race/ethnicity, and child’s current grade in school.  It also asked the same questions about 

the mother and the father.  In addition, past and current family psychiatric history was 

asked such as if mother, child, or father have ever experienced symptoms of or been 

diagnosed with any type of disorder (reported earlier).  The answers provided by the 

participant in the demographic questionnaire were used as part of our analyses in regards 
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to the variables of age, gender, and SES (occupation and educational level) of the 

participants. This measure was also used in this study in order to gather more information 

about the participants. 

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

1996). The BDI-II is a revised version of the original BDI and is said to have improved 

from the original in its content, and psychometric and external validity.  The BDI-II is a 

21-item, self-report measure for adolescents and adults ages thirteen and older.  The BDI, 

including the updated BDI-II, has often been used as a “gold standard” for assessing 

depression. It measures various symptoms of depression including items that cover 

sadness, pessimism, past failure, loss of pleasure, etc.  It also looks at the severity of 

depressive symptoms with a 4-point likert scale ranging from 0 (not present) to 3 

(severe).  Scores range from 0 to 63 with higher scores indicating more severe depressive 

symptoms.  Scores of 0-13 indicate minimal or no depression, scores of 14-19 indicate 

mild depression, scores of 20-28 indicate moderate depression, and scores of 29 or above 

indicate severe depression (Whisman, Perez, & Ramel, 2000).  

 Studies that have looked at BDI-II psychometric properties reveal good internal 

consistency.  In a study by Segal, Coolidge, Cahill, and O’Riley (2008), a community 

sample of 376 adults participated and findings showed good internal reliability (α = .90).  

In another study using a student sample of 120 college students, findings showed good 

internal consistency (α = .93); however, this value was higher than from a more recent 

study of 576 undergraduate students, although high internal consistency was still found (α 

= .89) (Whisman et. al., 2000).  An outpatient sample of 277 participants was also 

examined in terms of internal consistency (α = .93), which was found to be high (Beck et 
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al., 1996).   Due to the sound psychometric properties of the BDI-II and reliability of the 

measure, it was used in the current study to assess mothers’ depressive symptoms.  The 

internal consistency for the BDI-II in the current study was also found to be high (α = 

.92). 

 Beck Anxiety Inventory (BAI; Beck & Steer, 1993). The BAI is a widely used, 

21-item, self-report questionnaire for adolescents and adults ages seventeen and older. In 

the current study, the BAI was administered to assess maternal anxiety levels. The BAI 

measures cognitive and physical symptoms of anxiety and participants were asked to 

indicate the degree to which he or she had been experiencing each symptom in the past 

week.  It uses a 4-point likert scale from 0 (“Not at all”) to 3 (“I could barely stand it”) 

and yields a total score of 63, where higher scores indicate greater anxiety (Beck & Steer, 

1993). The 0-9 range indicates normal levels of anxiety, 10-18 is mild to moderate, 19-29 

is moderate to severe, and 30-63 is considered severe. In a clinical sample of 40 

outpatients with anxiety obtained by Fydrich, Dowdall, and Chambless (1992), high 

internal consistency (α = .94) was demonstrated in the BAI. Also, in terms of convergent 

and discriminant validity, the BAI was measured against the Stait-Trait Anxiety 

Inventory and the BAI performed better than the STAI-Y in terms of convergent and 

discriminant validity. The BAI psychometric properties were also examined in a non-

clinical sample of 326 undergraduates and found good psychometric properties with very 

good internal consistency (Creamer, Foran, & Bell, 1995).  In the current study, the 

internal consistency for the BAI was high (α = .93). 

 The BAI has been known to have a two-factor structure.  According to Kabacoff, 

Segal, Hersen, and Van Hasselt (1997), a two-factor structure emerged on the BAI, 



Texas Tech University, Lauren Pascarella, December 2018 

   42 

including somatic and subjective anxiety subscales.  There were 14 items (1-3, 6-8, 11-

13, 15, 18-21) that loaded onto the BAI-somatic subscale and 7 items (4, 5, 9, 10, 14, 16, 

17) loaded onto the BAI-subjective anxiety subscale. Reliability, as evidenced by internal 

consistency coefficients was good for both somatic (α = .89) and subjective (α = .86) 

subscales.  Therefore, this study supports the factorial validity of the BAI.  Furthermore, 

Kabacoff et al. (1997) found that the BAI-somatic and BAI-subjective subscales 

demonstrated a moderate to strong inter-correlation (r = 0.67).  Another study by Hewitt 

and Norton (1993) demonstrated the BAI has two factors of cognitive and somatic 

symptoms and determined how each item loaded onto the factors.  However, unlike the 

previous study, items were not clearly stated on which factor they loaded onto.  Some 

items that loaded onto the cognitive factor appeared more so somatic related.  Also, some 

items loaded onto both factors making it hard to decide which factor it loaded onto.  

Therefore, since there has been support for a two-factor structure of the BAI, the current 

study looked at both factors based on findings by Kabacoff et al. (1997) when examining 

how maternal anxiety may be associated with discrepant reporting on the MASC 2. 

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

March, 2013). The MASC 2 is an updated version of the original MASC of 39 items and 

consists of 50 items with both a parent-report measure and a child self-report measure 

(see Appendices I and J).  This measure assesses anxiety disorder symptoms in children 

and adolescents between the ages of 8 and 19 years old.  The MASC 2 asks questions 

based on emotional, physical, cognitive, and behavioral symptoms of anxiety (Fraccaro, 

Stelnicki, & Nordstokke, 2015).  It also contains six scales: Separation Anxiety/ Phobias, 

Social Anxiety, Generalized Anxiety Disorder, Obsessions and Compulsions, Physical 
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Symptoms, and Harm Avoidance. Four subscales are also included: 

Humiliation/Rejection and Performance Fears are a part of Social Anxiety: Total, Panic 

and Tense/Restless subscales are a part of Physical Symptoms: Total.  For the purposes 

of this study, the Obsessions and Compulsions scale was not included. In addition, a 

Total Score, Anxiety Probability Score, and Scaled Scores are also determined and 

calculated (Fraccaro et al., 2015).  The child self-report measure (MASC 2-SR) is 

completed by the child and therefore is from the perspective of the child assessing his or 

her own symptoms whereas the parent-report measure (MASC 2-P) asks questions about 

the child from the parent’s perspective.  The reading level for both the parent and child 

versions was written at a level that can be read and understood by the majority of parents 

and children.  The MASC 2-SR is at a 2.0 reading level and the MASC 2-P is at a 2.2 

reading level (March, 2013).  Both versions of the MASC 2 take about fifteen minutes to 

complete.  As far as interpretation of scores, higher raw scores indicate more symptoms 

of anxiety and higher T –Scores also indicate higher levels of anxiety symptoms. Lastly, 

interpretation of the scores can be on any of the following: Total Score, Anxiety 

Probability Score, scaled scores, and subscale scores (March, 2013). 

 According to March (2013), the MASC 2 shows high test-retest reliability and 

validity. The MASC 2 child self-report revealed good internal consistency based off of 

the total score (α = .92) with the median alpha value .79 for the scales and subscales.  

Similar findings for age and gender were reported for Total Score in the normative 

sample (α ranging from .90 to .93). In addition, the MASC 2 parent version also revealed 

good internal consistency based on the Total Score (α = .89) in the normative sample.  

Again, age and gender have similar results for total score in the normative sample (α 
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ranging from .84 to .90).  In both the self-report and parent versions, strong internal 

consistency was found for anxiety disorder samples Total Score (α = .95 in both self-

report and parent versions). Test-retest reliability on the MASC 2-SR and MASC 2-P are 

very strong.  On the MASC-SR between time 1, which was initial assessment, and time 2, 

after a one to four week interval, corrected r values on total score, the scales, and 

subscales ranged from .80 to .94 (all p < .001).  The same was true for the MASC 2-P in 

which corrected r values ranged from .80 to .93 (all p < .001) showing strong test-retest 

reliability (March, 2013).  The reliability and validity as well as other psychometric 

properties of the MASC 2 have been found to be high and therefore the MASC 2 is 

thought to be a sound measure in assessing child anxiety symptoms was used to measure 

child anxiety in this study.   

 Overall, in the current study, the internal consistency on the MASC 2 Parent 

report Total Score was high (α = .91).  The MASC 2 Child Self-report Total Score was 

also high (α = .90). The anxiety scales internal consistencies are overall lower than total 

score on the MASC 2.  The following are the child internal consistencies for the various 

scales: Generalized Anxiety Disorder (GAD) (α = .65), Separation Anxiety/Phobia (α = 

.62), Social Anxiety Disorder (α = .83), Physical Symptoms (PS) (α = .79), and Harm 

Avoidance (HA) (α = .59).  Social anxiety had the highest internal consistency for 

children.  Mothers’ internal consistencies on the scales differed somewhat in values, with 

higher internal consistencies than those of the child. GAD (α = .71), Separation 

Anxiety/Phobia (α = .77), Social Anxiety Disorder (α = .87), PS (α = .80), and HA (α 

=.74). 
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 Time Spent Measure: Hourly Estimate of Parent Involvement (Treutler & 

Epkins, 2003).  The hourly estimate of parent involvement is a 3-item questionnaire that 

asks the parent about the amount of time spent with their children.  This time accounts for 

when the mother is working and when the mother is at home.  For example, the first 

question asks on days when the mother is working outside the home, how much time is 

spent with the child. The second question asks on days not working outside the home, 

how much time is spent with the child, and the third question asks how many days a week 

the parent works outside the home.  A weekly total hours spent estimate is calculated by 

summing the hours spent with the child on working as well as nonworking days in a 

week.  This measure has been found have a test-retest reliably rate (r = .57) over a six-

month period (Almeida and Galambos, 1991). 

 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Lauren Pascarella, December 2018 

   46 

Chapter IV 

Results 

Initial Analyses 

 Based on the various questionnaires administered for this study, there was a total 

of 17, 350 questions, and of the missing values, less than .05% of the data in the current 

study was missing.  In addition, Little’s Missing Completely at Random (MCAR) test 

was performed and was found to be non-significant (p = .38), so we failed to reject the 

null hypothesis and can conclude data were missing completely at random (Little, 1998; 

Li, 2013).  In order to handle the missing data, mean substitution was an appropriate and 

conservative method and was the chosen method that was used (Tabachnick & Fidell, 

2013). In mean substitution, means are calculated from the data and are used to replace 

missing values, so the current study, the mean for the child score on the particular scale 

of the MASC 2-SR was used to replace the missing data point(s). Additionally, there 

were originally 150 participants who had participated, however, one participant was not 

used in the analysis due to the participant deciding not to complete a majority of the 

measures.  Another participant, the mother, despite being the biological mother, only 

lived with the child for a few months, so it was decided to not use this participant in the 

analysis.   

 Upon examination of histograms, P-P plots, and skewness and kurtosis statistics, 

several variables violated normality and linearity.  Skewness and kurtosis statistics were 

converted to z-scores by dividing by the standard error and a score greater than 3.29 

suggested significant nonnormality in the data (Fox, 2015).  As can be seen in Table 1, 

the BAI violated normality and linearity.  In order to correct for this, a square-root 
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transformation was used as recommended by Tabachnick and Fidell (2013) and normality 

and linearity were retested.  Since there was a positive skew in the data, it is 

recommended to go down the ladder and after taking the square root of the BAI scores, 

the scores appeared to be more normally distributed and linearity was corrected (Fox, 

2015).  The square root transformed variable for the BAI was used since going further 

down the ladder did not improve normality.  Skew for the BDI-II scores were also 

violated and a positive skew was seen (Table 1).  In order to correct for skew and non-

normality, the Box-Cox transformation was performed by going down the ladder and the 

square root transformed variable was kept.  Although SES was negatively skewed and 

age was positively skewed, demographic variables did not undergo any transformations 

and the original variables were maintained. The variable of total hours spent skew was 

violated in the positive direction so a Box-Cox transformation was performed by going 

down the ladder and taking the square root of the variable, making the distribution more 

normally distributed. Consequently, the transformed variable for total hours spent was 

used for further main analyses.  

Next, several of the MASC 2 scales violated skew and kurtosis and were 

transformed.  This included parent reported physical symptoms, parent-reported social 

phobia, and child reported physical symptoms.  Taking the square root of parent reported 

physical symptoms and social phobia improved the normality of the data.  For child-

reported physical symptoms, it was determined that going further down the ladder and 

taking the variable to the negative one power improved normality, more so than the 

square root transformation.  Therefore, the variables in which the square root transformed 

variables were used for the multivariate analyses were total BDI score, total BAI score, 
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total hours spent with the child, parent MASC physical symptoms subscale, parent 

MASC social phobia subscale. The child MASC physical symptoms subscale was 

transformed by taking the variable to the negative one power.  

Multivariate assumptions of normality, linearity, and homoscedasticity were 

tested using histograms, P-P plots, and residual plots.  Upon examination of the data 

using Studentized residuals, Mahalanobis distance, Cook’s distance, and Leverage 

statistics, no multivariate outliers were identified.  For the variables of parent anxiety 

total score (BAI), parent depression total score (BDI-II), SES, and total hours spent with 

the child, each had improved skew, kurtosis, and normality after univariate 

transformations and transformed variables were used in the analyses.  Multicollinearity 

was assessed upon examining the variance inflation factors (VIF).  Prior to mean 

centering the dependent variables (child anxiety, maternal anxiety and depression), the 

VIF was extremely inflated (>10) and tolerance values were violated (<0.10); therefore, 

multicollinearity and singularity were problematic.  In order to correct for 

multicollinearity, variables were mean centered, in which a new variable was created by 

subtracting the variables mean score from all measurements, creating a new variable with 

a mean of zero (Darlington & Hayes, 2016).  After mean-centering the variables, 

multicollinearity and singularity were no longer violated. 

Preliminary Analyses 

 Table 1 reports the means and standard deviations of the measures and variables, 

as well as the skewness, kurtosis, and standard errors after accounting for missing data 

points.  In addition, the values for the variables that were transformed include values both 

before transformation, in which skew and kurtosis were violated, and after 
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transformation, in which skew and kurtosis improved.  This sample reported similar 

levels for the various measures as other community samples.  For example, for the time 

spent questionnaire, a study by Blount and Epkins (2009), whose sample also consisted 

of a community sample, found the following in regards to mother and child time spent 

together (M = 48.66, SD = 23.16), which is similar to the current study findings for this 

particular measure (M = 44.78, SD = 21.87).  In addition, studies that examined the BDI-

II have similar findings although the means were on average slightly lower than what the 

current study found.  One study examined adults scores on the BDI-II (M = 9.12, SD = 

8.32) and the mean falls within the minimal range for depressive symptoms (Segal et al., 

2008).  Although the mean score is lower than the current study, the current sample also 

had a larger standard deviation (M = 11.15, SD = 9.69) and the mean is still within the 

lower level of depressive symptoms.  In regards to BAI score, one study found the 

following for BAI scores (M = 5.52, SD = 5.85) and is within the minimal range of 

anxiety symptoms (Blount & Epkins, 2009).  The current study had higher mean scores 

and again higher standard deviations although still falling within the low range on anxiety 

symptoms (M = 8.16, SD = 9.24).   

The MASC 2 manual was examined to compare data obtained in the current study 

to a normative sample of parents and children. Since the normative sample included 

children aged 8 to 19 years old, the norms are reported for the age group that was broken 

down from 8-11 years old, since that was as close to the current samples age range (8-12 

year olds). Table 2 reports the normative sample raw means and standard deviations for 

parent and child and Table 3 reports the current study’s raw means and standard 

deviations for mother and child. As can be seen from the tables, the normative data and 
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data from this study show that parent report is lower than that of the child report. 

However, the means in the current study are slightly higher, which could be due to the 

difference in sample size between the normative sample and the current study. 

 As shown in Table 4, bivariate correlations were calculated between measures and 

demographic variables, including children’s age, sex, and SES.  Children’s age and sex 

were not significantly related to any of the measures.  Child SES was significantly related 

to total BAI and BDI score of parents (r = -.17 and r = -.21, respectively).  Since SES 

was significantly related to both the BAI and BDI, it is statistically controlled for in the 

main analyses. In addition, in the main analyses, as can be seen in Table 7, demographic 

variables were also controlled for in the main analyses. Lastly, maternal anxiety and 

depressive symptoms were controlled in the main analyses. 

 Polynomial regression analyses were conducted as well as multiple regressions. A 

polynomial regression coefficients approach was used in which the interaction term of 

mother and child report of anxiety symptoms tested to see if patterns of informant 

discrepancies emerged when examining various correlates of interest. The dependent 

variables or also referred to as the correlates of interest included child gender, age, SES 

of the family, mothers’ anxiety and depressive symptoms, and time spent with the child.  

The independent variables were the parent score, child score, and the linear and quadratic 

interaction terms of parent and child score on the MASC 2.   

 Therefore, the main effect of child, main effect of parent, the interaction of parent 

and child, the quadratic effect of parent, the quadratic effect of child, and the quadratic 

interaction term were analyzed.  The following equation was used: ….In this equation, 

the main effect, whether linear or quadratic, controlled for parent score and child score 
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and allowed for interpretation of the interaction as the difference between parent and 

child score associated with the correlates of interest. Quadratic terms were used because 

previous research has shown that the child score and the parent score may not show a 

linear relationship with the correlates of interest; therefore, higher order effects were 

controlled. The higher order quadratic interaction terms of mother score and child score 

were included in our model and were analyzed. If the quadratic interaction terms were 

found to not be significant, they were taken out of the model in order to maintain a power 

that was as high as possible and linear interaction terms were examined (Becker et al., 

2016).  It is important to first examine the quadratic, second order model to see if there is 

a significant interaction.  If significant, this would suggest that there is discrepant 

reporting between parent and child on the MASC 2, in relation to whatever the correlate 

of interest was in the model. If this is not significant, then quadratic terms were taken out 

of the model and the linear interaction term was examined to see if it was significant.  

The quadratic interaction term provides more information about the discrepant reporting 

above that provided by the linear interaction term. 

Main Analyses 

 Hypothesis 1. Parent and Child Reporting on the MASC 2. It was predicted 

that there would be low to moderate correlations between mother and child report of 

anxiety symptoms on total anxiety and on the scales of anxiety. In addition, it was 

predicted there would be a higher correlation for more salient features of anxiety such as 

separation anxiety and social anxiety. T-test results were predicted to show significant 

differences on total anxiety and on all of the scales of anxiety. It was predicted that 
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children would report more anxiety symptoms on total anxiety score and on all of the 

scales, compared to maternal report of child anxiety symptoms. 

Finding 1. Results found Pearson correlations between mother and child anxiety 

score were low to moderate (Table 5).  As predicted, the strongest correlations were seen 

for separation anxiety and social anxiety. No significant correlations were found for the 

scale of harm avoidance.  Paired- samples t-tests were also performed and results found 

that there were significant differences in scores from parent-report and child self-report 

and that children reported more anxiety symptoms than that of the mother (Table 6).  This 

was true for total anxiety score as well as the scales of separation anxiety, generalized 

anxiety, physical symptoms, and harm avoidance (Figure 1). However, social anxiety was 

not significant, suggesting there were no significant differences between mother and child 

report on social anxiety symptoms. Therefore, our hypothesis was for the most part 

supported because there were low to moderate correlations, with the strongest 

correlations for separation and social anxiety, as predicted. Paired sample t-tests revealed 

that total anxiety score, and all except one of the scales had significant differences. 

 Hypothesis 2a. Gender. It was predicted that using logistic regression, gender 

would be related to parent and child discrepancies and that females would show less 

discrepancy with the mother than males. This was also concluded to be true even after 

controlling for age and SES. MASC 2 raw scores were used in the gender analyses since 

T-scores correct for age and gender. 

 Finding 2a. Results found that gender was not significantly related to discrepant 

reporting and there were no differences between males and females. In addition, even 

after controlling for age and SES, by including these variables in the regression, gender 
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was still not significant.  Table 7 reports regression coefficients for quadratic as well as 

linear interactions, and Total R2.  Therefore, the hypothesis in regards to gender was not 

supported. 

 Hypothesis 2b. Age. It was predicted that when using polynomial regression, 

there would be a significant interaction on the parent-child quadratic interaction term. 

Not only was it predicted age would be associated with discrepancies but that the younger 

the child is, the more discrepancies would be seen between mother and child, with the 

child reporting more symptoms than mother.  This was thought to also be true after 

controlling for gender and SES.  MASC 2 raw scores were used in the gender analyses 

since T-scores correct for age. 

 Finding 2b. Age was entered as the dependent variable in the model and it was 

not found to be significantly associated with discrepancies on either mother or child 

quadratic interaction term. This was also the case after controlling for gender and SES 

(Table 7).  However, the lower order linear interaction term of mother by child score was 

found to be significant (β = .21, p = .05) and this was also true when controlling for 

gender and SES (β = 2.16, p = .03) (Table 7).  Since the linear interaction term was 

significant, the data were further broken down into quadrants of highs and lows to 

understand more about how mothers and children were reporting related to the child’s 

age.  This resulted in four groups: mother and child reporting high scores, mother and 

child reporting low scores, mother reporting high and child reporting low scores, or child 

reporting high and mother reporting low scores of child anxiety (Becker et al., 2016).  

Results found a reporting pattern on child anxiety symptoms in relation to child age; high 

youth reported symptoms and low mother reported symptoms were associated with the 
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youngest age (Child High/ Mother Low MASC 2; Age M = 9.32). The hypothesis in 

regards to age was partially supported because although the quadratic interaction term 

was not significant, the linear interaction term was significant. When further broken 

down into quadrants, findings showed that as predicted, the discrepancy in high youth 

report and low mother report was associated with the youngest age. 

 Hypothesis 2c. SES. It was predicted that the lower the SES of the family, the 

greater discrepancies would be seen between mother and child reports. In order to 

analyze SES, scores on the Hollingshead index were broken down into categories 

numbered 1 to 5 and a new recoded SES numeric variable was created to use in the 

analyses. Rather than using MASC 2 raw scores as was done with Age and gender, 

MASC 2 T-scores were used when examining age. 

 Finding 2c. When SES was examined as the correlate of interest (dependent 

variable), results found that SES was not significantly associated with discrepancies in 

reporting and lower SES was not associated with more discrepancies. Since no significant 

quadratic or linear interaction terms emerged, this was not further broken down.  In 

addition, after controlling for gender and age, SES remained not significant (Table 7).  

Therefore, this study’s hypothesis in regards to SES was not supported. 

 Hypothesis 3a. Maternal Anxiety and Depression and Parent-Child 

Discrepancies. It was predicted that when analyzing maternal anxiety and depression 

separately, the more mothers reported of their own anxiety and/ or depressive symptoms, 

this would be associated with discrepancies between parent and child. Specifically, 

mothers who endorsed more anxiety and/ or depressive symptoms would report more 

total anxiety symptoms than that of the child. In addition, it was predicted that the same 
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pattern would be seen on the scales of anxiety. The more anxiety and/ or depression the 

mother endorsed, the more mothers would report for specific child anxiety symptoms as 

seen on the scales of Separation Anxiety/ Phobias, GAD, Social Anxiety, Physical 

Symptoms, and Harm Avoidance. MASC 2 T-scores were used in all analyses for 

maternal anxiety and depressive symptoms. 

Finding 3a. Maternal anxiety (R2 = .15, F (3, 144) = 4.24, p = .007) had a 

significant quadratic interaction between mother’s score by child score squared (β = .45, 

p = .004). Therefore, mother-child discrepancies on total score were significantly related 

to maternal anxiety symptoms. This was not the case for maternal depression (R2 = .07, F 

(3, 144) = 2.12, p = .10). The pattern in which mothers with anxiety symptoms and 

children were reporting on child anxiety was determined by having the data broken down 

into quadrants of highs and lows. This resulted in four groups: mother and child reporting 

high scores, mother and child reporting low scores, mother reporting high and child 

reporting low scores, or child reporting high and mother reporting low scores (Becker et 

al., 2016).  Results found a reporting pattern on child anxiety symptoms in relation to 

maternal anxiety. Specifically, mother scores were high and child scores were low on the 

MASC 2 Total Score when maternal anxiety scores were higher (Mother High/ Child 

Low MASC 2; BAI M = 10.62). This indicated that higher maternal anxiety symptoms 

were associated with mothers reporting higher levels of child anxiety relative to the child.  

Results found that when running polynomial regression equations for the scales, none of 

the scales of anxiety showed significance. Therefore, this hypothesis was partially 

supported since maternal anxiety symptoms were associated with discrepant reporting 

and mothers with more anxiety symptoms reported more child anxiety symptoms, 
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compared to the child. However, maternal depressive symptoms were not associated with 

discrepant reporting between mother and child. In addition, when the scales were 

examined, no significant results were found in discrepant reporting related to maternal 

anxiety symptoms or maternal depressive symptoms (Table 8). As can be seen in Table 8, 

neither maternal anxiety or depressive symptoms were significant on the scales for linear 

or quadratic interaction terms. 

 Hypothesis 3b. Controlling for Depressive Symptoms. It was predicted that 

when looking at mothers’ anxiety symptoms, after controlling for depressive symptoms, 

mothers’ higher anxiety symptoms would be associated with higher reporting of child 

total anxiety symptoms. This was predicted to be the case for total anxiety and separation 

anxiety but not the other scales. 

Finding 3b. Even after controlling for maternal depressive symptoms, maternal 

anxiety symptoms (R2 = .54, F (3, 144) = 38.05, p < .001) remained significant (β = .29, p 

= .013) on total anxiety score.  When analyzing the scales using the same polynomial 

regression equation, none of the linear or quadratic interaction terms were significant 

(Table 8). For each of these scales, mother and child main effects, interaction effects, and 

quadratic interaction effects were examined. This hypothesis was partially supported 

since even after controlling for maternal depressive symptoms, maternal anxiety 

symptoms were still associated with higher reporting than child on total anxiety 

symptoms; however, not on any of the scales of the MASC 2. 

 Hypothesis 3c. Controlling for Anxiety Symptoms. It was predicted that when 

analyzing mothers’ depressive symptoms, after accounting for anxiety symptoms, no 

significant quadratic interaction term would be found on the MASC 2 total anxiety score 
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or the other scales. Maternal depressive symptoms would not be associated with an over 

reporting of child total anxiety symptoms or discrepancies on any of the scales. 

Finding 3c. The results found that maternal depressive symptoms were not 

significantly related to discrepant reports between mother and child, even after 

accounting for maternal anxiety symptoms.  This was also the case for all of the scales of 

the MASC 2. Mothers’ depressive symptoms were not associated with discrepancies 

between mother and child on any of the scales of anxiety (Table 8).  Therefore, our 

hypothesis was supported since we predicted that maternal depressive symptoms, after 

accounting for maternal anxiety symptoms, would not be associated with discrepancies. 

This was also the case for the scales as well.  

Hypothesis 4. Time Spent with the Child. It was predicted that the less time the 

mother spends with the child, there would be significant discrepancies between mother 

and child report on total score. Specifically, mothers would be reporting less anxiety 

symptoms than that of the child self-report.  This was also predicted to be the case when 

examining the scales on the MASC 2. 

Finding 4. Results showed no significance for time spent with the child (R2 = .05, 

F (3, 144) = 1.14, p = .34).  No significance was seen when examining the linear 

interaction term or quadratic interaction term for total anxiety symptoms; however, 

results were moderately significant (β = .22, p = .06; β = -.40, p = .08, respectively).  This 

suggests that the time spent with the child may be associated with discrepant reporting.  

There were also no significant differences when running tests on the scales of anxiety 

(Table 8). First Separation Anxiety/ Phobias were examined in relation to time spent with 
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the child, then GAD Index, Social Anxiety, Physical Symptoms, and lastly, Harm 

Avoidance. 

Additional Analyses 

A supplementary aim of this study was to break down the factor structure of the 

BAI and then assess how maternal anxiety, in relation to discrepancies, may differ based 

on this factor structure.  Based off of previous literature, a two-factor structure was 

determined in which fourteen items were a part of the BAI somatic scale and 7 items 

consisted of the BAI subjective scale. A significant finding was found when analyzing 

the data using polynomial regression and the BAI somatic scale as the dependent variable 

(R2 = .43, F (4, 143) = 23.61, p < .001), and a significant quadratic interaction term was 

also found (β = .27, p = .038). This means that mothers’ somatic anxiety symptoms are 

associated with discrepancies.  This was again analyzed on the BAI subjective scale 

items. Results found that the BAI subjective scale was also significant (R2 = .46, F (4, 

143) = 26.91, p < .001) and a significant quadratic interaction term was seen (β = .26, p = 

.042).  This suggests that mothers’ anxiety symptoms were still significant when broken 

down into the factors of the BAI, suggesting that it is not solely somatic or subjective 

symptoms of maternal anxiety that are associated with discrepancies in reporting, but 

both.  
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Chapter V 

Discussion 

 The purpose of this study was to examine factors associated with mother reported 

and child self-reported discrepancies on child anxiety symptoms.  Results indicated that 

of the factors analyzed, maternal anxiety was associated with greater disagreement on 

total anxiety symptoms and that when broken down into the scales, no significant 

findings emerged.  When analyzing correlates of interest of gender and SES, no 

significant interactions were found as predicted. Although age was not found to be 

significant on the quadratic interaction term, it was significant on the linear interaction 

term. When further broken down into quadrants of highs and lows, results found high 

child reported symptoms and low maternal reported symptoms of child anxiety was 

associated with the youngest age.  This finding was different than what was found by 

Becker et al. (2016), in which the reverse pattern was seen with lower child scores, but 

higher parent scores, associated with the youngest age. Although not statistically 

significant, time spent with the child was approaching significance and may warrant 

future study. Supplementary analyses revealed that even when the BAI was analyzed 

using a two-factor structure, significant findings remained. Maternal anxiety symptoms 

and discrepancies on child anxiety symptoms remained after examining somatic and 

subjective items separately.  This suggests that the type of maternal anxiety may not be 

associated with discrepancies, but overall maternal anxiety.  

 Despite several hypotheses in this study not being supported, this is the first study 

to examine the MASC 2 and discrepant reporting of child anxiety using a more novel 

statistical approach. Previous studies have primarily used difference scores and have 
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examined the SCARED or other anxiety measures when studying informant 

discrepancies. In addition, this was one of the first studies to take into consideration the 

SES of the family as well as the amount of time the mother spends with the child as 

possible contributors to mother and child discrepancies on child anxiety symptoms. 

Despite some non-significant findings, it is important to rule out factors that may not be 

associated with discrepant reporting.  This study’s finding that maternal anxiety 

symptoms, and not maternal depressive symptoms, are associated with mother-child 

discrepancies on child anxiety symptoms is not consistent with other studies in which 

depressive symptoms were found to have more of an association with discrepancies on 

anxiety (Affrunti & Woodruff-Borden, 2015; van der Toorn et al., 2010). However, it is 

noted that these studies used different statistical analyses, different child anxiety 

measures were used, and one study used different measures for maternal 

psychopathology.  Other studies have been consistent with the current study’s finding of 

maternal anxiety being associated with more discrepant reporting (Becker et al., 2016; 

Briggs-Gowan, Carter, Schwab-Stone, 1996). However, previous studies have again used 

different measures to assess maternal psychopathology and different statistical 

procedures were used.  It is important that future research is consistent when it comes to 

the statistical approach that is being used for informant discrepancies and come to an 

empirical consensus about the best approach. It is important that different measures are 

being used to see if different results are being seen or similar results are seen across 

anxiety measures. 

Methodological Implications 
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 Although none of the subscales when examining maternal anxiety symptoms, 

depressive symptoms, and time spent with the child were significant, it is important to 

note that since the square root transformations were used, this may have affected the 

findings on the quadratic terms.  For example, by taking the square root transformation, 

this may cancel out significant quadratic findings. Given the recent literature that has 

emerged about how best to analyze informant discrepancies, it is important to note 

possible limitations with the statistical procedure that this study chose to use, polynomial 

regression (de Haan et al., 2018).  Although recommended as superior to difference 

scores at providing more information about discrepancies when discrepant reporting is 

the outcome (Laird & De Los Reyes, 2013; Laird & LaFleur, 2016), the extent to which 

polynomial regression is or is not superior to other approaches has not been thoroughly 

studied.  Other approaches that have been recently used include hierarchical regression or 

latent growth modeling (LGM), and latent difference score modeling (LDS) when 

examining discrepancies longitudinally (de Haan et al., 2018).  More research is needed 

comparing these approaches and how they are gathering different information in regards 

to informant discrepancies.  de Haan et al. (2018) used latent difference score (LDS) 

modeling and compared this approach to observed difference scores (ODS) and to the 

polynomial regression approach (PRA).  Although results generalized across the 

approaches, more research is needed to understand which approach is most beneficial at 

providing information on informant discrepancies.  Since many studies have examined 

factors related to discrepancies, but only recently have new statistical approaches been 

found to be more statistically robust, it is important that future studies are consistent with 

how these discrepancies are being analyzed in order to gather the most information.  
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Theoretical Implications 

 Findings from the current study are consistent with the theory that more 

observable anxiety symptoms have been found to show more agreement between parent 

and child (Comer & Kendall, 2004).  Results from this study found the strongest 

correlations between parent and child for separation and social anxiety, consistent with 

previous research (van Doorn et al., 2018).  Various theoretical frameworks have been 

discussed in order to explain informant discrepancies.  One such theoretical framework, 

proposed by De Los Reyes and Kazdin (2005) is referred to as the Attribution Bias 

Context (ABC) model.  This model explains three ways that informants may differ and 

why informant discrepancies may emerge.  First, attribution refers to explanations about 

what is causing the child’s behavior and how these perspectives can be different given the 

informant that is answering the questions. Bias in this case is referring to how informants 

might differ in their perspectives regarding the child’s symptoms. The last component to 

this model is referring to the context in which behaviors are exhibited as being associated 

with informant discrepancies.  Furthermore, how the context in which information is 

gathered can play a role in informant discrepancies.  The current study examined factors 

that may be related to the ‘B’ component and findings are consistent with this proposed 

model.  For example, findings from the current study found that maternal anxiety 

symptoms may bias maternal report of child anxiety symptoms.  However, this study 

only examined maternal anxiety and depressive symptoms as potential factors or biases 

that may influence informant discrepancies.  Other such biases such as parental 

acceptance or rejection may be associated with informant discrepancies and is an area of 

future research.  In addition, the context in which information was gathered for this study, 
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the lab or the home, might have played a role in the discrepant reports, which was not 

taken into consideration. 

Training Implications 

 Findings from the current study have important clinical and training implications.  

It is common practice to administer assessments or self-report measures to children in a 

clinic setting who may be presenting with anxiety symptoms. In addition, often times 

these assessments or measures have a parent report form so the parent can provide 

additional information about their child’s anxiety symptoms.  It is important that 

clinicians understand how to interpret parent and child reporting and what the 

discrepancies in reports mean.  Since the current sample was not a clinical sample, 

interpretations may be different because in a clinical sample, parents typically report 

more symptoms of anxiety than that of the child, since the parent is typically the one 

seeking out services (Wei et al, 2014).  This differs from community samples in which 

children typically endorse more symptoms of anxiety than that of the parent, as was the 

case in the current study.  Despite this, findings from the current study suggest that 

maternal anxiety symptoms result in an over reporting of their child’s anxiety symptoms. 

However, it is not customary practice in clinical settings to provide assessments to 

parents about their own emotional functioning.  Given the findings from the current 

study, clinicians may find it beneficial to administer an anxiety measure to the parent as 

well as the child early on in treatment.  By understanding the parents’ symptomatology, 

in particular, mothers’ anxiety symptoms, the clinician can gain further insight into the 

discrepant reporting of child anxiety, which can provide valuable information.  
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 Not only does this study provide various clinical implications, but also treatment 

implications are important to note.  Since treatment decisions are often based on 

diagnosis, especially for different diagnoses of anxiety disorders, it is important that 

clinicians know how to interpret discrepant reporting.  This is especially true so that the 

clinician can make the most accurate diagnosis and treatment decisions.  One possible 

solution would be for the clinician to clarify the answers that the child and mother are 

reporting and try to understand if discrepancies in answers are due to the parent not being 

aware of the child’s symptoms of anxiety or if the parent is over-reporting.  

Limitations and Future Directions 

 Limitations and future directions of the proposed study are important to discuss.  

This study used a community sample, not a clinically diagnosed anxiety sample of 

children, so therefore our results might be different from those obtained from a clinical 

sample.  Another limitation is that fathers were not included in the study and therefore 

father report was not included and how discrepancies may differ based on maternal or 

paternal reporting.  Since it has been found that additional reports provide incremental 

validity and valuable information, future studies should include both parental reports. In 

addition, teacher report would also be informative and provide additional information. 

Given the lower rates of attendance when just mothers were asked to participate, it was 

decided to not include fathers.  Furthermore, based off of our sample and demographic 

information provided, the majority of mothers were the ones who were the primary 

caretaker and spent the most time with the child, suggesting they may have better insight 

into the child’s behavior and symptoms.   
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 Concerns about the accuracy of the mothers’ reporting is raised and whether or 

not they were answering based on social desirability rather than an accurate 

representation of their symptoms as well as that of their children.  Future studies could 

use semi-structured interviews such as the ADIS in order to obtain a more accurate 

representation of how the mother is responding to questions since it is an interview 

format.  In addition, despite evidence of the high internal and construct validity of the 

measures used, concerns of whether or not the participants are interpreting questions 

differently and therefore answering differently to the same question may be an issue.  

Another limitation is that in order to preserve power, gender, SES, and age were not 

examined on all of the anxiety scales.  Further analyses could provide more information 

about patterns of agreement in these variables.  In addition, if future studies consist of 

both father and mother, parental gender differences would be an important factor to 

consider.  Other future directions include examining these correlates of interest in regards 

to externalizing disorders and not just internalizing disorders.  More recent research has 

sought to examine informant discrepancies and its association with treatment outcome 

longitudinally (Becker-Haimes et al., 2018; Goolsby et al., 2018).   

 Although the current study found age to be significantly associated with 

informant discrepancies, with younger children reporting more symptoms than that of 

mothers, we did not have a very wide age range (8 to 12 year olds).  Furthermore, the 

majority of our sample consisted of children that were younger (8 or 9 year olds).  Future 

studies should examine age with a wider range of ages and equal ages within the sample.  

Although this study looked at SES, which few studies have examined as a factor 

associated with discrepant reporting between mother and child, the current study did not 
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examine race.  Future studies should examine race to see if it is associated with 

discrepant reporting.  Lastly, it has been stated earlier that the LDS approach allows for 

examination of moderation with a third variable between informant discrepancies and an 

outcome variable.  By using polynomial regression, it is difficult to examine a third 

variable that may be moderating the relationship between informant discrepancies and an 

outcome variable due to the nature of the statistical approach.  Future studies should 

examine third variables that may moderate the relationship between informant 

discrepancies and an outcome variable. 
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Chapter VI 

Conclusion 

 Despite numerous studies about discrepancies when it comes to parent and 

child report, it has been found that is helpful and beneficial to use both parent and child 

report because additional informants provide unique and valuable information for the 

clinician.  Therefore, the goal is not to minimize these discrepancies in various measures 

or assessments but to understand the reasons that such discrepancies exist when it comes 

to multiple informants reporting.  By understanding the factors related to such 

discrepancies, better understanding and interpretation of these assessment measures is 

possible. In addition, they can provide valuable information for clinicians aiming to 

diagnose or treat children with anxiety disorders.  Lastly, more research is needed 

comparing various statistical approaches on informant discrepancies in order to 

understand which approach provides the most valuable information. 
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Tables 
 

Table 1 

 Means and Standard Deviations on all Measures  

Measure Mean (SD) Skewness  Kurtosis  
BAI 8.16 (9.24) 10.67 14.46 
        Square Root 2.40 (1.55) 2.45 .55 
BDI-II 11.15 (9.69) 4.93 .98 
        Square Root 2.94 (1.59) -.30 -1.48 
MASC-P 53.16 (10.89) 2.95 .95 

        MASCSPT 53.23 (11.07) 3.30 -.95 
            Square Root 7.26 (.74) 2.49 -1.67 

        MASCGADT 55.53 (11.43) 2.00 -1.23 
        MASCSATT    51.94 (9.54) 2.35 -1.7 
        MASCPHT     53.12 (10.27) 5.75 2.78 
            Square Root 7.26 (.68) 2.70 1.18 
        MMASCHAT 49.62 (8.34) 1.55 -3.20 
MASC-SR 56.10 (9.66) 1.30 -1.45 
        MASCSPT 56.01 (9.23) .55 -.78 
        MASCGADT 55.86 (9.88) 1.60 -1.18 
        MASCSATT 53.04 (9.85) 2.45 -1.70 
        MASCPHT 55.60 (9.75) 3.55 -.33 
            Negative Power .019 (.003) -1.90 -1.60 
        MASCHAT 51.45 (7.84) .20 -2.50 
TOTHRSPENT  44.78 (21.87) 4.85 2.68 
       Square Root 6.49 (1.64) .00  2.88 

 
Note. BAI (Beck Anxiety Inventory), BDI-II (Beck Depression Inventory- Second 
Edition), MASC-P (Multidimensional Anxiety Scale for Children- Parent Report), 
MASCSPT(MASC Social Phobia T score), MASCGADT(MASC Generalized Anxiety 
Scale T score), MASCSATT (MASC Separation Anxiety T score ), MASCPHT (MASC 
Physical Symptoms T score), MASCHAT(MASC Harm Avoidance T score), 
TOTHRSPENT (Time Spent Questionnaire- amount of time mother spends with child). 
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Table 2 

MASC 2 Normative Sample Raw Score Means and Standard Deviations for Parent and 
Child 
 

Scales Parent Mean Parent SD Child Mean  Child SD 
Total score 43.60 15.80 53.30 21.10 
Separation Anxiety/ Phobias 8.50 4.80 9.50 5.10 
GAD Index 8.80 4.20 9.80 4.90 
Social Anxiety 10.50 5.80 10.60 5.80 
Physical Symptoms 3.80 4.60 7.20 6.60 
Harm Avoidance 16.80 4.00 17.30 4.20 
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Table 3 

 MASC 2 Current Sample Raw Score Means and Standard Deviations for Parent and 
Child 
 

Scales Mother Mean Mother SD Child Mean  Child SD 
Total score 47.24 18.42 65.23 20.33 
Separation Anxiety/ Phobias 9.39 5.44 11.68 4.64 
GAD Index 10.89 4.95 12.37 4.95 
Social Anxiety 11.28 5.95 12.02 6.38 
Physical Symptoms 5.15 4.68 10.76 6.12 
Harm Avoidance 15.95 4.13 17.46 3.70 
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Table 4 

 Bivariate Correlations among Measures 

 
Note. BAI = Beck Anxiety Inventory; BDI-II = Beck Depression Inventory (2nd ed.); 
MASC 2-P = Multidimensional Anxiety Scale for Children Parent Report (2nd ed.); 
MASC 2-SR = Multidimensional Anxiety Scale for Children Self Report (2nd ed.); 
TOTHRS = Total Hours Spent with Child; SEX = Sex of the child; SES = 
Socioeconomic Status of family; AGE = Age of the child. 
a Sex of the child was coded as Male = 1, Female = 2 
* p < .05; ** p < .01; *** p ≤ .001 
 

 
  

 
 
 
 
  

Measure 1. 2. 3. 4. 5. 6. 7. 8. 

1. BAI -        

2. BDI-II .60** -       

3. MASC 2-P .24** .12 -      

4. MASC 2-SR .15 .04 .27** -     

5. TOTHRS -.10 -.22** .01 .08 -    

6. SEX .00 -.06 .01 -.01 -.23* -   

7. SES -.17* -.21** .02 .09 -.13 .04 -  

8. AGE -.06 -.16 -.04 -.07 -.08 -.03 -.00 - 
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Table 5 

Number of Items and Correlations between Mother and Child Report of Anxiety  

Scales # of items Correlation (r) 
Total Score 50 0.27** 
Separation Anxiety/ Phobias 9 0.38** 
GAD Index 10 0.22* 
Social Anxiety 9 0.34** 
Physical Symptoms 12 0.17* 
Harm Avoidance 8 0.07 

 *p < .05, **p < .001. 
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Table 6 

Paired-samples T-tests between Mother and Child Report of Anxiety Symptoms and 
Significance 
 

Scales Mother Mean Child Mean t Significance 
Total Score 47.24 65.23 9.30 .00 

Separation Anxiety/ Phobias 9.39 11.68 4.97 .00 

GAD Index 10.89 12.37 2.95 .00 

Social Anxiety 11.28 12.02 1.27 .21 

Physical Symptoms 5.15 10.76 9.68 .00 
Harm Avoidance 15.95 17.46 3.45 .00 
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Table 7 

Regression Coefficients for Associations with Parent-Child Informant Discrepancies 
(Age, Gender, SES) 
 

 
Mother by 

Youtha 
Mother Sq by 

Youth 
Youth Sq by 

Mother 
R Squared 

b 

Total score     
Gender c .02 .12 -.01 .02 
    Controlling for 

Age and SES .04 .09 -.01 .02 

Age d .21* .11 -.10 .06 
Controlling for 
Gender and SES .24* .16 -.13 .07 

SES e .14 -.09 -.06 .03 
Controlling for 
Gender and Age .13 -.10 -.05 .03 

 
Note. No quadratic coefficients were significant 
a Interaction between parent and youth report 
b Nagelkerke R Squared reported for gender analysis 
c Gender is the dependent variable in the polynomial regression equation and was coded 
as Male = 1, Female = 2 
d Age is the dependent variable in the polynomial regression equation 
e SES is the dependent variable in the polynomial regression equation 
*p < .05 
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Table 8 

Regression Coefficients for Associations with Parent-Child Informant Discrepancies 
(Subscales and Maternal Anxiety, Depression, and Time Spent) 
 

 Mother by 
Youth a 

Mother Sq by 
Youth 

Youth Sq by 
Mother 

R Squared 

Separation Anxiety/ 
Phobias b     

BAI anxiety c -.14 .16 -.17 .08 
     BDI depression d -.20 .14 -.19 .06 

         Time spent e .26 -.30 -.39 .05 
GAD Index b     

BAI anxiety c -.01 -.01 .06 .06 
BDI depression d -.04 -.04 .07 .06 

Time spent e .73 .35 -1.68 .05 
Social Anxiety b     

BAI anxiety c -.03 .01 .06 .06 
     BDI depression d .01 -.20 .25 .07 

         Time spent e .42 -.79 .18 .04 
Physical Symptoms b     

BAI anxiety c .08 .01 .16 .17 
BDI depression -.02 -.04 .16 .05 

Time spent e .31 .21 -.87 .04 
Harm Avoidance b     

BAI anxiety c -.13 .10 -.13 .04 
BDI depression d -.11 .08 -.14 .05 

          Time spent e -1.13 1.52 1.99 .04 
 
Note. No second order linear or quadratic regression coefficients were significant. 
a Interaction between parent and youth report 
b Subscales on the MASC 2 are the independent variables in the analyses 
c Maternal anxiety is the dependent variable in the polynomial regression equation  
d Maternal depression is the dependent variable in the polynomial regression equation 
e Time spent with the child is the dependent variable in the polynomial regression 
equation 
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Figure 
 

 
Figure 1. Mean anxiety scales ratings (T-scores) for child and mother report of the 
MASC 2. MASC 2, Multidimensional Anxiety Scale for Children. 
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APPENDIX A 
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 
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 
Parent Consent Form 

 
Please help us by sharing your thoughts in our study. 
 
What is this project studying? 
The goal of this study is to learn about mom’s and kid’s thoughts, feelings, and behaviors. The results 
gained  
from this study can help kids and families in the future. We are not looking at individual answers given by 
you 
 and your child. We are looking at how moms and their kids on average think about these things. 
 
What would I do if I participate? 
You and your child will fill out paper and pencil survey questions. Some of the questions will be about your  
child and some will be about you. While you fill out your surveys, your child will fill out their surveys 
separately  
to give you both privacy. 
 
Can I quit if I become uncomfortable? 
Yes, you can. Dr. Catherine Epkins and the Participant Protection Board have looked over the survey 
questions.  
They think you and your child can answer them comfortably. But, you can skip any questions you do not 
want to 
answer and can stop at any time if you become uncomfortable. There are no penalties for stopping. You 
will  
keep any benefits even if you choose to stop. 
 
How long will participation take? 
We are asking for 45 to 60 minutes of your time. 
 
How are you protecting my privacy? 
All of the information provided by you and your child will be kept private in locked filing cabinets in  
Dr. Epkins’ lab. Any papers with your name on them will be kept separate from the surveys you filled out.  
A code number, and not your name, will be used to identify your surveys. We ask you for contact 
information so  
that we can contact families who are interested in future studies, and to send families the results of this 
study if  
they are interested. However, you may choose not to provide your identifying information. 
 
I have some questions about the study, who can I ask? 

• This study is run by Dr. Catherine Epkins who can answer questions you have. You can contact her at  
(806) 834-1877 or by email at catherine.epkins@ttu.edu. 

• Shannon Harper can also answer any questions you may have about the study. You can contact her at 
(806) 834-0616 or by email shannon.harper@ttu.edu. 

• TTU also has a Board that protects the rights of people who participate in research. You can contact them 
at  
(806) 742-2064 or by email hrpp@ttu.edu. 
 
How will I benefit from participating? 
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Your help will provide us valuable information. We will also give you a list of mental health resources in 
town. 
 
Please sign here if you would like to give consent for you and your child to participate in this study. 
 
 
___________________________________________                                          _______________________ 
Signature                                                                                                                 Date 
 
____________________________________________ 
Printed Name 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 



Texas Tech University, Lauren Pascarella, December 2018 

   91 

APPENDIX D 
Child Assent Form 

 
This study is about moms’ and kids’ thoughts, feelings, and actions. I hope that you and 
your mom can help today. To help, you and your mom will answer some questions. The 
questions are about you and your mom. Your answers will all be multiple choice. 
 
To help will take about 45 to 60 minutes. You will answer your questions away from 
your mom, this way your answers can be private.  
 
Helping today is up to you. You can stop any time you want. No one will be upset with 
you if you want to stop. 
 
If you want to help today, write your name on this line. Let me know if you need help 
writing your name. 
 
 
 
_____________________________________                                             ___________ 
Child Name               Date 
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APPENDIX E 

Contact	Information	Sheet	

Family	ID#	___________	

	
Family	Identifying	Information	and	Contacts	Sheet	(which	will	be	keep	

separate	from	all	other	material)	

	
Child’s	Name:_________________________________			Child’s	Birth	Date	(Month/Year):		

_______________								

Mothers	Name:	_________________________________________________	

Fathers	Name:		_________________________________________________	

Information	about	Family:	

Years	of	School/Education		 	 Job	Description/Occupation	

(please	be	specific)	

Mother	 _______________________	 		 _____________________________________	

Father	_______________________	 	 _____________________________________	

Other	Children	in	the	Family	Include:	

	 Name	 	 				Sex	 	 									Age	 	 	 Birth	Date	

(Month/Year)	

______________________________________________________________________________	

______________________________________________________________________________	

Other	Information:	

Other	families	that	might	be	interested	in	helping	with	this	important	research	are:	

______________________________________________________________________________	

______________________________________________________________________________	
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______________________________________________________________________________	

______________________________________________________________________________	

Would	you	maybe	be	interested	in	helping	with	future	research	studies	(please	

circle):		Yes				No	

Would	you	like	to	be	sent	the	results	of	this	study	(please	circle):	 Yes	 		No	

Where	can	we	contact	you:	

	 Phone	number	(home)	_______________________	

	 (work)__________________	

	 Email	address:___________________________________________________________	

Street	Address:___________________________________________________________	

	 City/State/Zip:____________________________________________________________	
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APPENDIX	F	

Family	Demographic	Questionnaire	
	

Family	ID#	___________	
Information	about	Child																																																																																											

Child’s	Sex:	(Please	circle):				Boy					Girl																				Child’s	Age:	____________	

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	 	 	

Has	the	mother	recently	been	exposed	to	a	significant	stressor	or	major	life	event	in	
her	life	(please	
													circle):				Yes					No	
	
	 If	yes,	please	specify	what	and	when:______________________________________________	
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Information	about	Father	

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	 	

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:______________________________________________	

	
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):	
	
Attention	Deficit	Hyperactivity	Disorder	(ADHD):		 	 		_____	Past				
_____Present		
Oppositional	Defiant	Disorder:	 													 	 			 	 		_____	Past				
_____Present	
Conduct	Disorder:	 	 	 																																							 	 		_____	Past				
_____Present	
Separation	Anxiety	Disorder:	 	 									 	 	 		_____	Past				
_____Present	
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Social	Anxiety	Disorder:																												 	 	 			 		_____	Past				
_____Present	 	
Depression:																																																	 	 	 			 		_____	Past				
_____Present	 	
Bipolar	Disorder:																															 	 	 															 		_____	Past				
_____Present	
Substance/Drug	Abuse:																																											 	 		 		_____	Past				
_____Present	
	
Other	(Please	Specify	What	and	the	
Timeframe):____________________________________________	
	
																																																																														____________________________________________	
	
Has	your	child	ever	received	any	of	the	following	treatments	(Please	check	all	that	
apply):	
	
Individual	therapy/counseling:	 	 	 	 _____	Past				_____Present	
Family	therapy/counseling:		 	 	 	 _____	Past				_____Present	
Group	therapy/counseling:			 	 	 	 _____	Past				_____Present	
School	Counseling:		 																																																													 _____	Past				_____Present	
Medication	for	emotional/behavioral	problems:																	_____	Past				_____Present	
	
Other	(Please	Specify	What	Treatment(s)	and	the	
Timeframe):_________________________________	
	
																																																																																																																
_________________________________		
	
Mother	History:	
	
Has	the	mother	ever	experienced	or	been	diagnosed	with	any	of	the	following	
(Please	check	all	that	apply):	
	
Generalized	Anxiety	Disorder:													 		 	 		_____	Past				_____Present		
Social	Phobia/Social	Anxiety	Disorder:	 											 	 		_____	Past				_____Present	
Obsessive	Compulsive	Disorder:							 	 																_____	Past				_____Present	
Posttraumatic	Stress	Disorder:	 	 																														_____	Past				_____Present	
Panic	Disorder	 :	 	 	 									 																_____	Past				_____Present		
Depression:		 	 	 	 	 	 	 			_____	Past				_____Present	 	
Bipolar	Disorder:																																												 	 	 			_____	Past				_____Present	 	
Personality	Disorder:		 	 	 	 	 			_____	Past				_____Present	
Substance/Drug	Abuse	or	Dependence:																																				_____	Past				_____Present	
	
Other	(Please	Specify	What	and	the	
Timeframe):____________________________________________	
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_____________________________________________		
																																																																																																																																					Family	ID#	
___________	
	
	
Has	the	mother	ever	received	any	of	the	following	treatments	(Please	check	all	that	
apply):	
	
Individual	therapy/counseling:				 	 	 	 		_____	Past				_____Present	
Couple’s	therapy/counseling:																																																						_____	Past				_____Present	
Family	therapy/counseling:		 	 	 	 		_____	Past				_____Present	
Group	therapy/counseling:					 	 	 	 		_____	Past				_____Present	
Medication	for	emotional/behavioral	problems:																			_____	Past				_____Present	
						6.			12-Step	Programs	(AA,	NA,	etc.)																																						_____	Past				_____Present	
	
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):	
	
Generalized	Anxiety	Disorder:		 	 		 	 		_____	Past				_____Present		
Social	Phobia/Social	Anxiety	Disorder:	 											 	 		_____	Past				_____Present	
Obsessive	Compulsive	Disorder:								 	 																_____	Past				_____Present	
Posttraumatic	Stress	Disorder:	 	 																														_____	Past			_____Present	
Panic	Disorder	 :	 	 	 									 	 		_____	Past				_____Present		
Depression:		 	 	 	 	 	 	 		_____	Past				_____Present	 	
Bipolar	Disorder:																																												 	 	 		_____	Past				_____Present	 	
Personality	Disorder:		 	 	 	 	 		_____	Past				_____Present	
Substance/Drug	Abuse	or	Dependence:																									 		_____	Past				_____Present	
	
Other	(Please	Specify	What	and	the	
Timeframe):____________________________________________	
	
																																																																																										
____________________________________________	
	
	
Has	the	father	ever	received	any	of	the	following	treatments	(Please	check	all	that	
apply):	
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Individual	therapy/counseling:				 	 	 	 		_____	Past				_____Present	
Couple’s	therapy/counseling:																																																						_____	Past				_____Present	
Family	therapy/counseling:		 	 	 	 		_____	Past				_____Present	
Group	therapy/counseling:					 	 	 	 		_____	Past				_____Present	
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):__________________________________	
	
																																																																																																															
__________________________________	
	
	
 


