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ABSTRACT OF THE DISSERTATION

Cross-Ethnic Examination of Parenting Behaviors in Clinically Anxious Mstaed
their Relation to Youth Mental Health Status

by

Araceli Gonzalez

Doctor of Philosophy in Clinical Psychology

University of California, San Diego, 2012
San Diego State University, 2012

Professor V. Robin Weersing, Chair

Youth anxiety is highly prevalent, distressing, and impgirParenting behaviors,
including high control (psychological and behavioral) awd &cceptance, have been
implicated as risk factors for the development and maintenaingouth anxiety. Little is
known about parenting and anxiety in Latino families. Gigeltural differences in family

orientation, it is plausible that the influence of péirepbehaviors on youth mental health



functioning may be culture-specific. The goal of this diséen was to illuminate
psychosocial processes that may serve to transmittgifeden mother to child and to
assess the potential of nonequivalent pathways in ngrahisWhite (NHW) and Latino
(LA) youths. Three broad questions were probed: (1) Do parenting behdw¥iers
between anxious NHW and LA mothers? (2) Are parenting behaviors of anxiougsnothe
associated with youth anxiety, depression, or somatic symptoms? (3) Dadtugece
of maternal behaviors on youth internalizing symptoms vary by ethnicity?

To evaluate these questions, this dissertation examined youth report on three
dimensions of maternal parenting behaviors (psychological control [P Clgdintnol
[FC], and acceptance [AC]) and their association to youth internalizing sgmaph the
children (ages 7 to 15) of clinically anxious NHW and LA mothers (N = 28 dyads;
NHW and 11 LA). In this sample, LA mothers were rated by their children asrhighe
PC. Significant group differences in maternal FC and AC did not emergassAgroups,
increased PC was associated with decreased anxiety per parent and yotghaegor
decreased AC was associated with increased somatic and depressive symstoms b
reports. The associations between PC and AC and youth internalizing symptems we
moderated by ethnicity. Specifically, a) maternal PC was positigsiyceated with
youth-reported somatic symptoms for LA, but not NHW, youths, b) AC was negativel
associated with parent-reported youth anxiety symptoms in NHW, but not LA, youths,
and (c) AC was negatively associated with youth-reported depressanptasys for

NHW, but not LA, youths.



Broadly, results suggests that, as predicted, ethnic groups differ in pgrenti
strategies and the influence of parenting behaviors on youth emotional functiayng m

vary by cultural context. Clinical and research implications of findingslecussed.

Xi



INTRODUCTION

Anxiety in youth is highly prevalent, distressing, angaming. Prevalence rates
are estimated to be as high as 10-20% among youthBklh, Last, & Strauss, 1990;
Cartwright-Hatton, McNicol, & Doubleday, 2006; Essau, Conr&d®etermann, 2000;
Merikangas & Avenevoli, 2002) and anxiety is associated witfent and future
functional impairmentf left untreated, early-onset anxiety often persists tuee,
predicts the development of other psychiatric problentsjsaassociated with negative
long-term outcomes such as social isolation and acaderderachievement (Bittner et al.,
2007; Dadds et al., 1999; Keller et al., 1992; Woodward & Fergusson, 2001). Anxiety
tends to “run” in families, and a strong risk factor for the developwieytuth anxiety is
having a parent with an anxiety disorder (Capps, Sigman, Sena, &1&¢8R6;
Hirshfeld-Becker, Micco, Simoes, & Henin, 2008; Lieblet2000). While genetics
certainly play a role, parenting behaviors have been impglieeeontextual risk factors
for the development of internalizing problems in youthg.(€horpita, Brown, & Barlow,
1998; Dadds, Barrett, Rapee, & Ryan, 1996; Ginsburg & Schlossberg, 2002; Hudson &
Rapee, 2001;Manassis & Bradley, 1994; Rapee, 1997; Rubin & Mills, 1991; Wood,
McLeod, Sigman, Wei-Chin, & Chu, 2003). Previous work has linked maternal anxiety to
the use of critical and controlling behaviors (e.g., @img, Grover, Cord, & lalongo,
2006; Lieb et al., 2000; Whaley, Pinto, & Sigman, 198@\wever, results have been
inconsisten&cross studies and may vary according to a numbertbba@ogical and
sample factors (e.g., diagnosed vs. undiagnosed parenttby ¢@insburg, Grover, &
lalongo, 2004; Wood et al., 2003). Additional reseasameieded to clarify the role of

parenting behaviors in the expression of youth intermgligymptoms in order to inform



the development of family-focused interventions aimeeaicing anxiety-enhancing
parental behaviors. In doing so, it is important to @rarall segments of the population,
particularly given that youths of some ethnic minoritytyxs living in the U.S. are at
higher risk for psychological maladjustment (USDHHS, 20BElatively little is known
about parenting and youth mental health outcomesniliés of ethnic minority
background, as extant studies of parenting behaviors in amtfetted families have
included predominantly Caucasian samples (Moore, Whal&jg&an, 2004; Whaley et
al., 1999). Given cultural differences in family origida, values, and parenting practices,
it is possible that current models explaining the relatigps between parenting behaviors
and youth mental health symptoms may not extend tolalralgroups (Creveling,
Varela, Weems, & Corey, 2010).

Latinos represent the fastest-growing minority groupénd.S(U.S. Census
Bureau, 2010a) but are underrepresented in researchrantlogty mental health settings
alike (Garland et al., 2005). This is problematic given ttléno youths are at high risk for
anxiety and near-neighbor problems, such as depressionraaticscomplaints. Indeed,
some studies have found higher prevalence rates of asyiaptoms in Latino youths
than NHW samples (Burnam, Hough, Karno, & Escobar, 198BeRs & Sobhan, 1992;
Varela et al., 2009). Research regarding parenting @hand anxiety in Latino families
is scarce. It is reasonable to suspect that similanpagepractices may have different
implications for NHW and LA youths, however, little isdwwn about how the linkages
between parenting practices and youth psychologicasadgnt may vary in magnitude or

direction in different these two cultural contexts. Sqgaeenting behaviors that have been



associated with negative youth outcomes in NHW famitiay be consistent with cultural
values and beliefs about family roles in Latinos. Formgda, there is evidence that some
types of controlling behaviors may be viewed as ddsve and caring in Latino families,
and that authoritarian parenting styles may predicttivegautcomes in Caucasian, but not
Hispanic, youths (Driscoll, Russell, & Crockett, 200&]dinseth, Ispa, & Rudy, 2006).
This stands in contrast to decades of research with pnedotty \White populations.
Alternatively, a strong family orientation and desir@teserve group harmony in Latino
culture may place youths at greater vulnerability termalizing problems in the face of
negative interactions with parents.

This dissertation aimed to provide knowledge about tieeglay of parenting
behaviors, ethnicity, and youth internalizing symptonas is basic but necessary to
understanding the contexts that may place youths dborisiegative mental health
outcomes. Examination of ethnic differences and siriéarin parenting behaviors
(psychological control, firm control and acceptance) tneir associations with youth
internalizing symptoms may enhance our knowledge abauwtretgpecific versus
universal processes. In addition, such work may serad@asdation for the development
of culturally appropriate family-focused interventiaised at reducing anxiety-enhancing
behaviors. As a first step toward this long-term go@ itnmediate goal of the proposed
project was to examine the links between parentingictyyrand a range of youth
internalizing symptoms (anxiety, depression, and somatipleamts). Broadly, this
dissertation sought to examine if there are ethnic difiegs in parenting practices, and if
so, how may they differ in their relation to youth eimadl functioning. The specific aims

of this study were as follows:



Aim 1: To examine cross-ethnic differences in youth-rgabparenting behaviors
of clinically anxious mothers.

Aim 2: To specify associations between youth-reporteentiag behaviors and
youth internalizing symptomatology (i.e., anxiety, depressaod somatic symptom
severity).

Aim 3: To explore whether the relationship between parenting behaviors and
youth internalizing symptoms differs by ethnicity.

Findings from this dissertation may provide a rich afen&iypothesis generation
regarding a) parenting behaviors and youth psychopatholpthe lgeneralizability of
findings to families of different cultures, and b) spedikhavioral targets for culturally

appropriate family-focused interventions for youthiinéizing problems.



BACKGROUND

Association between parental anxiety and youth anxiety

The public health consequences of anxiety have beenyobstablished; anxiety
disorders are among the most common mental illness in.&gkessler, Chiu, Demler, &
Walters, 2005) and cost the U.S. more than $42 billipeea (Greenberg et al., 1999).
Furthermore, anxiety is problematic because it rarelyrsda isolation; when a parent is
anxious, the anxiety is often propagated forward to sufese generations. Indeed, having
a parent with an anxiety disorder is one of the strongest risk faotatefdevelopment
of youth anxiety, and rates of familial aggregation of anxiety arerggrikip to 68% of
children of clinically anxious parents meet critenadn anxiety disorder (Capps et al.,
1996; Mancini, Van Ameringen, Szatmari, Fugere, & Boyl®61Whaley et al., 1999; for
review, see Hirshfeld-Becker et al., 2008), and it has lestimated that children of
anxious parents are five to seven times more likebetdiagnosed with an anxiety
disorder themselves compared to children of non-anxioessailLieb et al., 2000; Turner,
Beidel, & Costello, 1987). Further, as many as 83% of motfemsxious youth have a
lifetime history of an anxiety disorder (Last, Hersen,dazFrancis, & Grubb, 1987).

There is evidence of a substantial genetic component tetgnixowever, genes
have accounted for approximately 50% or less of the varianevin studies in youth
(Legrand, McGue, & lacono; 1999; Warren, Schmitz, &en1999). Results from a
recent study indicate thatarrentdiagnosis of parental anxiety nearly doubles the odds of
current child anxiety disorder compared tdetime diagnosis of parental anxiety (van

Gastel, Legerstee, & Ferdinand, 2009). This suggests lkegf the proximal family



environment. In addition, some have found that maternal ppgatiology is more closely
related to child internalizing problems and treatmemt¢@me than paternal
psychopathology (e.g., Connell & Goodman, 2002; Kendall 2@08; Legerstee et al.,
2008; McClure et al., 2001; van Gastel et al., 2009), dughggesting the presence of
contextual risk factors. Thus, while father psychopathologlyparenting behaviors are
highly important and warrant research attention (e.g., Bd&®&hares, 2008), there is
evidence that maternal anxiety specifically may infer fagskyouth anxiety and a focus on
anxious mothers appears a logical starting point fotiaddi research. A high
environmental influence underscores the key role of pageanhd family context in the
development of youth anxiety, and fortunately, makes andistrders particularly
amenable to psychosocial interventions.

Rationale for examining maternal anxiety (top-down approach)

Investigations of parenting behaviors within the context of anxiety have taken two
approaches. Bottom-up studies examine behaviors of parents of anxious children,
whereas top-down studies investigate behaviors of anxious parents towardittiesnc
who may or may not be anxious. Given the broad aims of this dissertation to (a)
understand contextual factors that contribute to the transmission of anxiety fiemmtpa
child, and (b) identify modifiable risk factors for the transmission of anxietp-adwn
approach is more consistent with these study goals.

Maternal anxiety and depression, as well as maternal control, in eadiabul
have been positively associated with development of anxiety and depression symptom
during adolescence (Feng, Shaw, & Silk, 2008; Spence, NajroarORECallaghan, &

Williams, 2002). According to several developmental models, anxiayylead to



parenting behaviors (e.g., controlling, critical) that increase youth voifigréo fear

and worry by inadvertently discouraging the exploration of new experienads)ddo
withdrawal, fearful approach, poor regulation of negative affect, an underdeveloped sens
of security, and limited social development (e.g., Chorpita, Brown, & Bafl©@8;

Dadds, Barrett, Rapee, & Ryan, 1996; Manassis & Brad894)1 Indeed, there is

evidence that maladaptive parenting behaviors may precede later developme

elevated youth anxiety symptoms. One longitudinal study found that maternal aogtroll
behaviors early in life (e.g., age 2) were associated with increasing thaatxiety

during later childhood (e.g., ages 9-11) (Feng et al., 2008). A different investigation
found that parental overprotection positively predicted childegypone year later

(Edwards, Rapee, & Kennedy, 2010). Several additional longitudinaéstpdvide

evidence that maternal anxiety often predates youth mental healterpsobhd that

particular parenting behaviors may infer higher unstin the context of maternal

anxiety For example, high levels of parental criticism and lot@@amy-granting were
associated with child anxiety symptoms six years latgronly if the mother was anxious
(Ginsburg et al., 2004). Likewise, there is evidence that child belahinbrbition may

evoke parenting styles among mothers that are conducive to the development of anxiety
only if the mother is anxious (Hirshfeld, Biederman, Brody, Faraone, & Rosenbaum
1997). Murray and colleagues (2008) found that while non-anxious mothers responded
to an inhibited child by encouraging positive engagement, anxious mothers responded to
their inhibited children by facilitating the avoidance of potential threas&liindings

indicate that the interaction of child vulnerability and parental negative respaviseh

may be heightened in anxious mothers, may shape the child’s future anxious symptom



and behaviors. Thus, given a) the interaction between parental anxiety and child
vulnerabilities and b) the heightened risk of anxiety disorders among childreriofis
mothers, an enhanced understanding of potential mechanisms for this “passingfalong
problems from parent to child is of high importance.

On the other side of the coin, some researchers posit that the behavior of anxious
children may elicit dysfunctional parenting behavi@®Bartolo & Helt, 2007; Eley,
Napolitano, Lau, & Gregory, 2010; Hudson, Doyle, & G&09). While there is certainly
evidence for reciprocal effects, the relevance of conclusions drawn &ibombup
studies to the etiology of anxiety remains ambiguous (Ginsburg, Sigljéllasia-

Warner, & Hedtke, 2004)Y.0 better understand how risk is propagated across
generations, further work is needed to characterize behaviors of anxious pérest
evidence suggests, the links between parenting behavior and youth mental health
symptoms varies with level of maternal anxiety, then it seems particutgsbrtant to
focus on this clinical population. While the precise mechanisms of transmissiopetave
to be fully understood, in the meantime, an understanding of the parenting-youth
symptoms link would inform intervention — interventions designed to modify anxiety-
enhancing behaviors of parents of children who are genetically at-risk fetya(oq
conversely, parents of anxious children who may be “at-risk” of engaging ietgnxi
enhancing parenting behaviors) may be effective.

Finally, top-down examination of family process may not only be useful for
understanding child anxiety but may also provide information regarding cletaigd
youth mental health problems, such as depression and medically unexplained somatic

complaints. Anxiety and depressive disorders co-occur with great frequsrt



longitudinal evidence reveals that development of one of these disorderdiytypica
precedes development of the other (Moffit et al., 2007). Similarly, youths withisomat
complaints often meet criteria for anxiety and depressive disorders, aadstegidence
that anxiety often precedes the onset of clinically significant soma@amplaints (Campo
et al., 2004). While the order of symptoms varies across individuals, there is ample
evidence that individuals who experience anxiety would likely experiencessef@®r
somatic symptoms at some point across development. Investigation of all threesdoma
of symptoms in children of anxious mothers would provide a more comprehensive
snapshot of the clinical correlates of maternal anxiety in their oftgprin

Although this dissertation employed a top-down methodology, results of both top-
down and bottom-up studies will be summarized in this literature review in order to
provide a full picture of the potential relationships between parenting and youditya
and related symptoms.
The role of parenting behaviors

Specific findings regarding the impact of parenting behaviors on youth clinical
outcomes have been mixed across investigations. Inconsistencies in the diteagun
part be due to differences in how parenting behaviors are measured across sttidies. Wi
regard to self- or youth-report of parenting behaviors, numerous questionnaitélsagxis
vary in terms of specific categories of behaviors assessed, number offtenat of the
guestions (e.g., scale vs. true/false). As will be discussed below, thereoasigaifscant
differences in how particular parenting constructs are defined acressalegroups
(e.g., control). Such differences in the measurement of parenting behaviors cemdriput

lack of clarity regarding linkages between parenting behaviors and youth oatcome
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Despite methodological inconsistencies, previous studies have broadly
demonstrated a relationship between patrticular types of parenting behavigosiimd
anxiety (see reviews by Wood et al., 2003; McLeod, Wood, & Weisz, 2007), and these
links are stronger in diagnosed samples (McLeod et al., 2007). Bottom-up studies
demonstrate that parenting behaviors, including intrusiveness, control, low autonomy-
granting, criticism, and modeling of avoidant behaviors (Chorpita, Albano, & Barlow
1996; Hudson & Rapee, 2001; Siqueland, Kendall, & Steinberg, 1996; Whaley, et al.,
1999) are positively associated with child anxiety. A recent meta-anedysiged that
even individual dimensions of parenting behavior may account for as much as 18% of the
variance in childhood anxiety severity (i.e., autonomy-granting; McLeod, 0817).
Another recent meta-analysis reported a strong association betwestalpawatrol and
child anxiety (van der Bruggen et al., 2008), though the association between parental
anxiety level and parental control was non-significant. Data from théojgdown
studies suggest that anxious mothers are more critical (Ginsburg?@0&l), more
catastrophizing about negative outcomes (Moore et al)2[@8s engaged, and more
withdrawn (Woodruff-Borden, Morrow, Bourland, & Cambrof02) during interactions
with their child compared to non-anxious mothers. Moreoyaiths of anxious parents
report higher parental rejection and overprotection (etedd., 2000).

Due to the broad range of parenting behaviors that have been investigated, this
study focused on the parenting dimensions of psychological control, firm control, and
acceptance, which encompass many of the more specific behaviors that lmave bee
previously studied and each of which have been associated with youth internalizing

symptoms. Specific parenting dimensions and associated parenting behaviors ar
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described below.

Control

Parental control is a broadly defined construct and generally destrbes t
pressure that parents put on a child to think, feel, or behave in certain ways (van der
Bruggen, Stams, & Bogels, 2008). However, the specific definition and concegtioaliz
of control varies across research groups. Some have studied control as highsgle
ordered construct (e.g., Costa & Weems, 2005; McLeod et al., 2007; Varela et al. 2009;
Wood et al., 2003), while others have argued that control and autonomy-granting are two
distinct parenting constructs (Silk, Morris, Kanaya, & Steinberg, 2003), ordhabt
can further be delineated into psychological and behavioral control (Barber, 1996;
Barber, Olsen, & Shagle, 2001; Steinberg, 2005). As will be described below,tg grie
parenting behaviors are associated with each dimension of control, and therenesesvide
that aspects of control may have different meanings in different ethnic groups
(Halgunseth, Ispa, & Rudy, 2006). Accordingly, for the purposes of this dissertat
will focus on two dimensions of control — psychological and firm (i.e., behavioral).

Psychological controlPsychological control (PC) is differentiated from
behavioral control in that PC describes indirect methods of controlling the child’s
behaviors and emotions in such a way that hinders the child’s ability to develop
emotionally and psychologically as an individual separate from the parene{&gha
1965). As described by Barber (1996), this is achieved through parental behaviors that
are intrusive and emotionally manipulative, which impede youth developmental
processes such as self-expression and individuation. Intrusiveness invok&s\exc

personal control, including overprotectiveness, treating the child as immatageodoi
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taking over tasks for the child that the child can likelyratependently, providing
unnecessary assistance to their child, or invading thé@<hpitivacy (Barber, 1996; Wood
et al., 2003). Control through manipulation of the parent-child bond involves behaviors
such as guilt induction, giving the “cold shoulder” and other methods of love withdrawal,
and expressing disappointment or shame in response to the child’s actions or
disagreements with the parent. PC parenting behaviors may be inconsistently
implemented and appear to serve the emotional needs of the parent. In this sense, PC ma
be viewed as conditional acceptance that may decrease a youth’s sensalehcer#nd
security (Barber, 1996). On the other end of the control spectrum, psychological
autonomy may manifest through parental behaviors such as soliciting the apitdon,
tolerating differences of opinion, acknowledging and detnatisg respect for child’s
views, avoiding judgmental or dismissive reactions tm&views, and encouraging the
child to think independently (Wood et al., 2003). Resofitstudies that have evaluated the
association between PC and youth anxiety have been mixed @@gls B van Melick,
2004; Siqueland, Kendall, & Steinberg, 1996); however, PC has broadly been associated
with increased internalizing symptoms (e.g., Loukas, Paulos, & Robinson, 2005;
Wijsbroek, Hale, Raaijmakers, & Meeus, 2011), including depressive symptorbgi(Bar
1996). Previous research that specifically and directly compares le\SiafLatina
and NHW mothers remains minimal (e.g., Durrett, O’'Bryant, & Pennebaker, 1975; see
Halgunseth et al., 2006); findings will be described in a later section.

Firm control Firm control (FC) may be conceptualized as behaviorassertive
control in which a parent attempts to guide and regthaie child’s behavior (e.g.,

parental monitoring and limit-setting). FC describes a genetarpatf unilateral parental
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decision-making, providing unsolicited opinions or coma® excessive regulation of
child behavior and strict enforcement of rulesgxyplicit direction on how to think, feel,
and behave. On the other end of the dimension, low levél€ ¢fe., lax control) provide
low levels of structure and parental monitoring and high gsimeness. Generally, FC
behaviors are consistent with those described by aor#atian parenting style. This
parenting dimension may be more associated with externalizing behaviors than
internalizing behaviors (e.g., Barber, 1996; Wijsbroek et al., 2011), particularly in
relation to PC. Findings regarding the links between FC and youth internalizoogreasg
have been mixed across studies. Some researchers have examined asdoetag@ns
parenting styles and anxiety symptoms in non-clinical samples and found teataha
hostile control (which overlaps with FC) was positively associated witthatmld
anxiety symptoms in European American, Latin American, and Mexican (living in
Mexico) youth (Creveling et al., 2010; Varela et al., 2009). By contrast, Finkedste
colleagues (2001) did not find an association between FC and youth depressive
symptoms in NHW or Latina adolescents.

Acceptance

Acceptance (AC) is a dimension of parenting associated with warm, swupporti
affectionate parenting behaviors on one end, and unsupportive, critical, or gejectin
behaviors on the other. This dimension of parenting has been associated withatkiety
depression symptoms in youth according to both bottom-up (Hudson & Rapee, 2001,
Varela et al., 2009; Whaley et al., 1999) and top-down studies (Ginsburg et al., 2004). As
with other parenting behaviors, results regarding AC have been mixed aadiss.st

Rork and Morris (2009) did not find an association between parental warmth and youth
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anxiety. Varela and colleagues (2009) examined associations betweempastds
and anxiety symptoms in non-clinical samples and unexpectedly found that matrna
was associated with increased anxiety for some youths and speculatedrésgad AC
may be related to inadvertent reinforcement of child anxiety symptoms. g&eigneanber
of studies have demonstrated negative associations between maternal AC land yout
depression, and lower levels of maternal AC have been linked to lower levdls of se
worth in adolescents (Garber & Flynn, 2001). As will be discussed later, thaf role
maternal AC in the experience of youth mental health symptoms in diffehent e
groups requires further exploration.
Cross-ethnic comparison to Latino families

It is clear that parenting is a critical aspect of fquaychological development.
There is considerable evidence supporting differentpiagepractices across cultures;
however, little is known regarding cultural variationsha specific linkages between
parenting behaviors and youth mental health symptonssplausible that the influence of
parenting behaviors on youth mental health functioning meaye universal. The value
placed on close, interdependent relationships, in catibmwith a high prevalence of
anxiety, depression, and somatic complaints, makes thlaulture a theoretically
interesting context for the study of the family environtre:nd its role in development of
anxiety in varying cultures.

Public health relevancénvestigations of minority mental health are a publialthe
priority (USDHHS, 2001). Overall, in the U.S., a small portibyrauths who need mental
health services receive them, and services are uténzexd less by youths of ethnic

minority groupgGarland et al., 2005). This is worrisome, particulgixen that living in
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the U.S may place Hispanic youths and adults at eleviatefbr mental health problems
(Burnam et al., 1997). Hispanics represent the fastestigg minority group in the U.S.;
between the years 2000 and 2010, Hispanics accountedfertinan half of the
population’s growth, and the growth rate was more thantiioas that of the total
population (43% vs. 10%).S. Census Bureau, 2010a). It is expected that Hispailics
represent a quarter of the U.S. population by the year. 2@gi@bly, population growth for
individuals of Mexican origin was 54% between 2000-2@{igh population and unmet
mental health need emphasize the public health importdrtasgeting this group to
reduce health disparity. A better of understanding aXipral psychosocial risk factors
may inform areas for intervention, and developmentutitially sensitive interventions
may encourage participation in mental health servicasmiioority populations. As stated
in the Surgeon General’'s Repoi$gecial attention should be directed to the study of
Latino youth, as they may be both the most vulnerablé¢henshost amenable to prevention
and intervention'(USDHHS, 2001, p. 135).

Anxiety in LatinosAnxiety is a highly relevant issue for Latino popwdas. Latino
youths have reported more anxiety symptoms and anxietegigteoblems than Caucasian
youths(Glover, Pumariega, Holzer, Wise, & Rodriguez, 1999€\&et al., 2009).
Investigators have reported ethnic differences intyaakiety with regard to content of
fear and level of somatic symptofirsgman, Ollendick, & Akande, 1999; Pina &
Silverman, 2004). Specifically, Latino adudovy, Stanley, Averill, & Daza, 2001) and
youths have reported increased somatic symptoms of aceietyared to European-
American counterpar{®ina & Silverman, 2004; Varela, Weems, Berman, Henslale

Bernal, 2007). Although the reasons for these findingsat fully understood, one
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explanation is that expression of somatic symptomsheayewed as a more acceptable
form of distress than the expression of personal emotidmsh may disrupt family
harmony (Varela et al., 2004, 2009). From a public health perspective, seynaptoms,
such as headaches and abdominal pain, often prompt tbhérasdical service€ampo,
Jansen-McWilliams, Comer, & Kelleher, 1999), thus incurhigher societal costs for
health systems. On a personal level, a focus on sosyatigtoms may prevent or delay the
receipt of appropriate mental health focused servicesnGixh levels of physical
symptoms of anxiety in this population, examinatiomaidifiable psychosocial factors
that contribute to the etiology and developmental trajgof both anxiety and somatic
symptoms would have clear public health and personafibene

The role of familyThe constructs of individualism and collectivism provide a
useful framework for understanding different cultural ealand conceptualizing
interpersonal relationships (Markus & Kitayama, 1991afdis, 1996). NHW families
traditionally have an individualistic orientation, whiemphasizes personal achievement
and independence. Thus, a healthy development task ntayrakeviduate from parents
and a parental goal may be to promote autonty.tend to have an interdependent
orientation that stresses interpersonal harnfemy, Raeff, Greenfield, & Quiroz, 2000;
Varela et al., 2004) arfdmilismq which emphasizes the importance of family ties,
commitment to family needs over personal needs and slesire a reliance on the family
for emotional suppofe.g., Halgunseth et al., 2006; Negy & Woods, 1992). @ywaAs
report higher family cohesion than European-Amerithaspersists across level of
acculturatior{fRueschenberg & Buriel, 1989).

Differences in family orientation likely relate to difences in parenting practices.
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LAs living in the U.S. generally use more authoritapanenting styles (Baumrind, 1991)
and firm control than NHWSs (Finkelstein, Donenberg, & Mvich, 2001; Varela et al.,
2004). Beyond mean differences in parenting behawattyral differences in family
orientation, normative parenting practices, and culmedning of such practices suggest
that family factors may be variably associated witgntal health outcome in different
cultural context§Gonzales, Deardoff, Formoso, Barr, & Barrerra, 2006; Halgtlmet al.,
2006). It is reasonable to suspect that similar pargtiehaviors may have different
mental health implications for NHW and Latino youthepever,howthese implications
might differ is less clear.

On one hand, cultural differences in family orientatiwely weaken the associations
between “maladaptive” parenting behaviors and poor youthi@mabfunctioning. Cultural
ideals such aespeta(i.e., respect for family roles, Valdés, 1996), sugdestdertain
dimensions of parenting behaviors (e.g., psychologicafianctontrol) may be linked to
positive cultural values and familism and therefore matypredict negative outcomes.
Indeed, overcontrolling (e.g., authoritarian) parepbehaviors were not related to youth
psychological well-being (e.g., depression, anxiety) inncagiouth (Finkelstein et al.,
2001; Luis, Varela, & Moore, 2008; Ruiz, Roosa, & Gonz&682) or across multiple
generations of Mexican families (Driscoll et al., 2008)is stands in contrast to decades of
research within predominantly Caucasian samples thaht®a negative associations
between authoritarian parenting and youth outcomes \@aiss & Schwarz, 1996).
Within the LA cultural context, collectivistic family was may shape the motivation
underlying parenting behaviors. There is evidence to sutiged®2C behaviors may be

viewed positively by LA youths as consequences of love, caring, and obligationilio fam
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(e.g., Halgunseth et al., 2006; Mason, Walker-Barnes, Tu, Simons, & Martinez-Arrue
2004). Given the possible multi-dimensional structure of control and the integral role of
control in NHW and LA families (Halgunseth et al., 2006), the relation betweeifispec
aspects of control and parent and youth psychological functioning warrant further
investigation. There is also evidence that the strength of the relationshgehe
perceived maternal AC and youth psychological functioning may be weskAr i
families than in NHW families (Bean, Barber, & Crane, 2006; Hill, Bush, & Rpoos
2003; Nadeem, Romo, Sigman, Lefkowitz, & Au, 2007). Overall, because suakinmare
behaviors may have difference meanings in LA families; thay not bear the same
adverse influences, at least not at the same magnitsideey do in other cultural contexts.
Alternatively, it is also reasonable to hypothesize tluestecfamily ties may
strengthen the association between parent behaviog@atidmental iliness such that
parenting behaviors may play a particularly importarg nolthe etiology of youth mental
health problems in Latino families. High levels of cdidem have been associated with
increased shyness and anxiety symptoms in childrenppoas a result of the values on
personal restraint and preservation of group harmony (Gé&dlfau, 2010). Along these
lines, harsh parenting was associated with more depressi@mmg Mexican youth
(Manongdo & Ramirez Garcia, 2007), and higher levelstefnalizing symptoms were
observed in Latina adolescents with highly conflictivaternal interactions (Crean, 2008).
As previously mentioned, one study found that retrospectivepgoa of parenting
styles among Mexican adolescents indicated that harsh parenting and Ewainat
affection were associated with higher cognitive and somatic symptomgiefya

(Hernandez-Guzman & Sanchez-Sosa, 1996). Further, some studies of Hispanic youths
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have found that lower levels of parental PC were associated with betteicadoles
adjustment (Bean & Northrup, 2009).

Thus, there are two plausible alternatives regardingtheence of culture on the
role of parenting behaviors in youth mental health funatig. These lend themselves to
competing hypotheses regarding how ethnicity may modeémratelationship between
anxious parenting behaviors and youth outcomes aar@s¥ye of psychopathological
domains; the magnitude and direction of these relsitips remain open questions. It is
also possible that the the impact of parenting behaviors/argyas a function of youth
level of acculturation (Sher-Censor, Parke, & Coltrane, 20Hd)example, Varela and
colleagues (2009) examined associations between parenting styles angd sympgoms
in non-clinical samples of European American (EA), Latin American (LAd,Mexican
(living in Mexico) youth and unexpectedly found that maternal AC was associdked w
increased anxiety for the EA and LA children but not for the Mexican children.
Developmental window for disorder

It may be particularly important to investigate parenind youth mental health
during a developmental window in which youths are atésgrisk for experiencing
clinically significant internalizing symptoms. The ameage of onset for an anxiety disorder
is approximately 11 years (Kessler et al., 2005), suiggetstat events occurring during
pre- and early adolescence may place youths at riskdartset of mental health
problems. Late childhood to early adolescence marks atperiod in youth social,
physical, cognitive, and emotional development, and steuelopmental scientists posit
that transitions during this period may uniquely phkaoeths at greater risk for

maladjustment (Eccles et al., 1993hanges occur in school context (e.g., start of middle
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school), bodily and hormonal processes, and family irtierac Research on the
developmental course of family relationship suggesta@ease in parent-child conflict
during early adolescence (Paikoff & Brooks-Gunn, 1991). Fori@minority youths, early
adolescence is when many youths begin to express canfsiait ethnic identitfvigil &
Long, 1981). Not surprisingly, early adolescence correspoitdshe average age of onset
for a variety of other emotional and behavioral problentd,ding depression and
aggression (Broidy et al., 2003; Last et al., 1992). Bedhisespresents a period of
maladjustment, it is important to examine the context@individual youth in order to
understand factors that contribute to the developmeamnioblems. Equally important to
study are the few years prior to adolescence so thatayeetter understand the context
that precedes potential maladjustment.
Current study

Within this broad research context, the goal of thisattation study was to
examine cross-ethnic differences in parenting behawitingn a sample of anxious
mothers in an effort to, in the long-term, (a) elucigaitential sources of transmission of
anxiety from parent to child, and (b) identify potenti@havioral targets for culturally
sensitive family-focused interventions for youth inedizing symptoms. Whether previous
findings of parent behaviors associated with youth ansietidepression generalize across
cultures is relatively unknown, and this study is the foexamine similarities and
differences in parenting between NHW and LA mothers.

Within an anxious mother sample, this study provalpseliminary investigation of
ethnic differences in parenting behaviors, associatietvgden parenting behaviors and

youth symptoms, and the potential moderating effecthwiigity on the association
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between maternal behavior and youth symptoms. The hyp@tesodel to be evaluated

in this dissertation is depicted below (Figure 1).

Ethnicity

/

Maternal Youth
Behaviors Symptoms

v

Figure 1. Hypothesized relationships between materhaiMo@s, ethnicity, and youth
mental health

Few studies have directly compared the two ethnigpgon PC, FC, and AC, and
those that have often focused on single aspects of ilit@rgautcomes (i.e., anxiety or
depression). Due to high levels of concurrent and lifetbomorbidity of anxiety and
depression, and the frequent manifestation of thesetiomsthrough somatic symptoms,
investigation of the links between parenting behaviodsvarious domains of internalizing
psychopathology would contribute to a more comprehensiverstachding of the impact
of parenting behaviors across groups. In addition, thitysacused specifically on youth
report of parenting behaviors. Questionnaire measuresaftpay behaviors are subjective
by nature; while this is often a limitation in reseangiyth perceptionf parenting
behaviors are likely to shape the meaning and psychalagipact of parental behaviors.
This subjectivity is important in examining how the lrogtions of parenting behaviors
may vary depending on the cultural lens through which &#neexperienced. This
dissertation aimed to addresses these gaps in theatlmd cultural psychology literature.

Specifically, this study had the following aims:
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Aim 1: To examine cross-ethnic differences in parenting berawaf clinically
anxious mothers.

Specific hypothese®Ve hypothesized that children of anxious Latina mothers
would report increased psychological control (PC) amd éontrol (FC) behaviors
compared to children of anxious NHW mothers. A priori,dicenot expect to detect
significant ethnic differences in levels of acceptandg)(A

Aim 2: To specify associations between youth-reported parehghgviors and
youth internalizing symptomatology (i.e., anxiety, degpoes and somatic symptom
severity).

Specific hypotheses: We hypothesized that youth-repBdednd FC would be
positively associated with internalizing symptoms acetssic groups and that maternal
AC would be negatively associated with youth intemiradj symptoms.

Aim 3: To assess whether the relationship between parenting behaviors and youth
internalizing symptoms differs by ethnicity

Specific hypotheses: We hypothesized that ethnicity would moderate the
relationship between maternal controlling behaviors and youth internalizing@ays
As previously discussed, hypotheses that close family ties might $ie@ogtweaken
these associations can both be reasonably asserted. Based on previous fiatlings t
Latino parents use controlling parenting tactics more so than NHW parents tathe $lea
parenting behaviors may be viewed as consistent with a strong fareihation, we
hypothesized that youth perceptions of PC and FC would beweaaldyassociated with
youth internalizing symptoms (anxiety, depression, somatic symptoms) timan NHW

families. Given previous findings linking lower AC to poorer youth adjustment in both
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NHWSs and LAs, we did not expect to detect ethnic differences in the aszodiativeen

AC and youth internalizing symptoms.



METHODS

This cross-sectional study examined three dimensibparenting behaviors
(psychological control, firm control, and acceptandejiaically anxious mothers and the
association of these behaviors with youth internalizymptomatology. In addition, this
study examined cross-ethnic differences in maternal bisaand their association to
youth symptoms. The sample included 28 dyads (17 nspadic White, 11 Latina) of
anxious mothers and their children (ages 7-15). Pardmgingviors included youth-report
of parenting behavioral dimensions. Data were collectgtehber 2008 through February
2012. All methods and procedures in this study were approved by the IRBs ofe§an D
State University, University of California, San Diego, and University df@aia, Los
Angeles.

Participants

Inclusion criteria.Dyads were eligible for inclusion if, at time of assessp{at
the mother met current DSM-IV diagnostic criteria foleatst one of the following anxiety
disorders: Generalized Anxiety Disorder [GAD], Social PagBioP], and Panic Disorder
with or without Agoraphobia [PD]), (b) the youth was aged Z5, inclusive, (c) the
mother self-identified as either NHW or LA, (d) mother whaes biological parent, (e)
mother lived in the same household as the particgpatirid for at least 50% time in last 6
months, and (f) mother and child were able to completesaments interviews and
guestionnaires in English. The decision to include mothers with GAD, SoP Dawd<$?
made due to similarities in etiology (e.g., Axelson & Birmaher, 2001) and higgh oht
comorbidity among the anxiety disorders (Kessler et al., 2005). In addition, soiitter

PD were included in order to capture individuals who might express high levels of

24
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somatic symptoms as idioms of distress. The decision to include families who could
complete study procedures in English was primarily based on the needui@atacc
assessment of participants, given that many standardized measures gf@ndtaicts
have only been normed in English.

Exclusion criteriaDyads were excluded from the study if, at time of assessment,
(a) mother did not meet DSM-V criteria for current diagnosis of a pyG&D, SoP, or
PD, (b) mother had concurrent diagnosis of bipolar disorder, psychosis, or substance
dependence, (c) youth had mental retardation or a developmental disabilityetfated
with his/her ability to complete assessment procedures, or (d) a dyad nveashenable
to complete study assessments and procedures in English. In addition, only one youth per
household was included in this study; if more than one child in a family was within range
and was eligible, the family decided which child to include.

RecruitmentAnxious mothers and their children were recruitedughoa variety
of sources, including direct clinical referral (adulkigty and general mental health
clinics), community advertisement, including flyers pasthroughout the community (e.g.,
libraries, grocery stores, youth recreation centar®rnet ads (e.g., SD Reader, Craigslist,
Clear Channel online radio streaming ads) and print agls$%an Diego Family Magazine
El LatinoandLa PrensaChicano newspapers). Dyads responded to ads and flg&mnsge
anxious mothers or anxious children as part of a largesss®nt study in the Child and
Adolescent Anxiety and Mood Program at San Diego &tateersity, and dyads were
included in this study if they met inclusion criterigopgkoval was obtained by the
University of California, Los Angeles IRB in November 2011 to continue recrattfoe

this study in Los Angeles using similar avenues of recruitment. In@dddl necessary
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approvals were obtained to contact former researcitiparits in a San Diego study of
adolescents receiving clinic- and school-based seraig$o invite eligible families to
participate (note: only one participant was recruitedugh this method and the youth was
a non-service-seeking sibling).

ScreeningAll parents who indicated interest in this study wiekeéted to
participate in telephone screening. The goal of telepbomens were to (a) describe the
study purpose and procedures, (b) briefly assess curréraleanxiety symptoms, and
(c) determine if families met preliminary inclusion (gmother endorsed anxiety
symptoms in past month) or exclusion criteria (e.g., youtloage range). Final
eligibility was determined upon completion of the fallaffice assessment protocol. Out of
74 completed telephone screens of mothers who mehprary inclusion, 42 dyads
completed the in-person assessment to determine final eligibility fosttinily. Of these,
four LA mothers were ineligible (two did not meet full diagnostic ciatéor an anxiety
disorder, one met criteria for a primary depressive disorder, and one was theeadopti
mother of her child) and nine NHW mothers were ineligible (seven did not meet full
diagnostic criteria for an anxiety disorder, two met full criterraaiaxiety disorders but
had a primary diagnosis of another non-anxiety disorder). Dyads were not excluded for
any other reason.
Study Procedures

Data for this dissertation was collected in one visit (approximatalytfours),
though families had the option of dividing the assessment into two visits. Informed
consent from the parent and informed assent from the youth was obtained by the

Investigator prior to commencing any assessment procedures. To mininizg gatr
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burden, one trained clinical interviewer completed the adult diagnostic intervilewhe
parent while another trained graduate student completed the youth interview. Youths

completed self-report forms with the assistance of a researclansdisiecessary.

CompensationDyads received $25 or $40 for their participation, depending on
the age of the target child. Dyads with a child between the ages of 9 to 15 (n = 35) were
eligible for funding through San Diego State University Minority Resebnftastructure
Support Program (MRISP; PI: T. Cronan, V. R. Weersing) and received $40 for their
participation. Dyads with children ages 7 and 8 (n = 5), who were not eligible for gundin
through MRISP, received funding from the William T. Grant Foundation (PI: V. R.

Weersing) and were compensated $25 for their participation.

Feedback and referralUpon completion of assessments, interviewers provided
feedback to participants regarding their clinical impressions of both the naoithéine
youth. Unless the mother specifically requested diagnostic information sresut
provided individually to the mother in general terms regarding her “experience of
significant worry and anxiety.” Mothers were asked about their curreolviement in
mental health services; if mothers were not currently receivingrteset
recommendations for services were provided, with direct referrals to araagigty
treatment study or to a general outpatient clinic. If mothers werentlyr receiving
treatment, they were given the option of receiving additional treatmentaist For
youths, feedback was provided to the mother and child simultaneously. In cases where

the child endorsed clinically significant internalizing symptoms, recamaiaiéons were
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made to seek services to help the youth manage his/her symptoms, and cfemcdsre

were provided.

Measures

Demographic information and acculturatiofbhe_General Information Sheet (GIS)

was developed by the investigators and includes age, pactohid ethnicity, gender,
number of children, and data relevant to socioeconomicsgiateupation, parent level of
education, employment status), as well as questioreptare the cultural context of
participants, including parent and youth country of birtti primary language spoken in

home. The Short Acculturation Scale for Hispaif®8SH; Marin, Sabogal, Marin, Otero-

Sabogal, & Perez-Stable, 1987) was administered toarsothhe SASH is a 12-item scale
for Hispanics that contains thriaetors: Language Use, Media, and Ethnic Social
Relations. The scale correlates highly with length aflezxe in the U.&nd ethnic
identification. Validity and reliability of this scaleeacomparable to those ather

published scales. An average score of below 2.99 corresfmadtess Acculturated”
sample, whereas an average score of 2.99 or higherrigretesl as “More Acculturated.”
As noted by the authors, the SASH assesses level of accolu@tnainstream US
culture, not affiliation to an alternate culture. As such, a mid-raoge of 2.99 is not
indicative of biculturalism but rather represents ryesemid-point in level of acculturation
to the dominant US culture. In this sample, the SA&#HdCronbach’s alpha coefficient of
o =.96.

Measures of maternal psychopatholo@iie Structured Clinical Interview for DSM

Disorders(SCID; First, Spitzer, Gibbon, & Williams, 2002) wased to determine current

and lifetime presence of maternal anxiety and/or depredgagnoses. The SCID is widely
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used and was designed to assess DSM criteria for Axisrbeis. Only Anxiety and Mood
modules were fully administered unless parent endorseptsym of another disorder
during the SCID screening section. Results of thisuiee determined final study
inclusion. During administration, we obtained age of brsdet, and offset age if
applicable, of each disorder to assess the presenceafatisluring the target youth’s
lifetime and to determine whether maternal symptoms feddeuth symptoms.
Diagnostic interviews were completed by trained gradieatd clinicians under the
supervision of clinical psychologists (Drs. Weersind Amir). Reliability between raters
on primary diagnosis was 100% on 18% of tapes.

Parent self-report questionnaires were also administdieel State-Trait Anxiety

Inventory for Adults(STAI; Spielberger, 1983) includes two 20-item scdlesigned to

measure the temporary, current condition of “state anxatgl’a more general, enduring
“trait anxiety.” This instrument has been widely used laasl strong psychometric
properties. In this study, the STAI-Trait subscale used to assess maternal dimensional
anxiety symptoms in order to capture variability in @abxsymptoms over a longer time
period (rather than in-the-moment anxiety). The STAllbeen widely used and evaluated
in a variety of ethnically diverse populations, and evideggports acceptability in

internal consistency and item performance in Latino s (e.g., Novy, Nelson,
Goodwin, & Rowzee, 1993; Novy, Nelson, Smith, Rogers, &#ase, 1995). In this

sample, the STAI-Trait subscale had a Cronbach’s alptficent ofa = .60. The Beck

Depression Inventor(BDI-1l; Beck, Steer, & Brown, 1996) is a widely used, bself-
report measure of depressive symptoms with sound psyahopreperties that

successfully discriminates depression and anxiety. The2% teave a scale ranging from
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0-3 with a maximum of 63 points. The BDI was used to assess materredsiepr
symptoms, to describe the clinical characteristics dhers in this study, and was
examined as a potential covariate in analyses. The Blddesdemonstrated as suitable
for use with Mexican-American and Hispanic populations vapect to reliability and
convergent validity in adult and youth samples (Suarernddza, Cardiel, Caballero-
Uribe, Ortega-Soto, & Marquez-Marin, 1997; Wiebe & Penk9p5; VanVoorhis &
Blumentritt, 2007). In this sample, the BDI had a Cronbaalpka coefficient o = .80.

Measures of parenting and family functionii¢e Children’s Report of Parenting

Behavior Inventory-Child Repo(CRPBI-C; Schludermann & Schludermann, 1970; 1988)
guestionnaire has been widely used to assess youth i@ncgparent behaviors along
three major domains: psychological control-psychologicraeamy (PC), firm control-lax
control (FC), and acceptance-rejection (AC). Initiadly78-item version of the CRPBI was
used. A shorter version of the CRPBI was subsequentlyedidpe to participant burden.
Accordingly, the three parenting domains were indexedisnsample using (a) the 10-item
PC subscale from the CRPBI-30, (b) a one-item indicattveoFC subscale (“My mother
is a person who... believes in having a lot of rules ac#lisg with them”), and (c) the 10-
item AC subscale from the CRPBI-30. The CRPBI-C has beecessfully used in child
internalizing populations (e.g., Costa & Weems, 2005;dfastal., 2007; McClure et al.,
2001; Siqueland et al., 1996; Yeganeh, Beidel, & Tu2@96) and in populations of
ethnic minority backgrounds (Knight, Virdin, & Roosa, 19Bjon, Henggeler, & Hall,
1992; Varela et al., 2009; Wu & Chao, 2005) within the 7tgdar old age range, with
some some evidence of poorer internal consistency firtheontrol subscale. In this

sample, the PC and AC subscales had Cronbach’s alphaiergffiofa = .60 andx = .91,
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respectively. The items of the CRPBI-C used in thisedigBon can be viewed in
Appendix I.

Measures of youth psychopatholo@iie Schedule for Affective Disorders and

Schizophrenia for School-Age Children-Present and Lifetfarsion(K-SADS-PL;

Kaufman et al., 1997) was used to assess current amnddifistories of anxiety and
depression as well as other DSM-IV Axis | disorders inlyolihis measure is a widely
used diagnostic interview with well-established p&yoetric properties. All interviews
were administered by trained advanced graduate studégsneasure was used describe
the clinical characteristics of the youths. For thislgt the two interviewers were 100%
reliable on diagnoses of five tapes (18%).

Two measures were used to assess youth anxiety syrmspteerity. The Pediatric

Anxiety Rating ScaléPARS; RUPP, 2002) provides an interviewer-rated nreasiu

anxiety that integrates youth and parent report offyanxiety. The PARS includes a 50-
item symptom checklist and seven global severity/impaitntéems that are summed to a
continuous total score of 0-35. The PARS has high inter-raliability, adequate internal
consistency, and fair test-retest reliability. Whigeproperties in Latinos have not been
directly evaluated, it has been used in large clintict of ethnically diverse youths
(Walkup et al., 2008). Approximately 15% of PARS interviews wated for reliability;
inter-rater reliability for the PARS was= .83.In this sample, the PARS had a

Cronbach’s alpha coefficient af= .92. The Screen for Child Anxiety Related Emotional

Disorders(SCARED; Birmaher et al., 1999) is a 41-item questiaenaieasure of anxiety
symptoms with youth- (SCARED-C) and parent-report (BER-P) versions. There is

evidence that a total scor@5 may indicate the presence of a DSM-IV anxiety disorder
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(Birmaher et al., 1997; Bailey, Chavira, Stein, & Stein, 2006). Evidence suppoits simi
reliability characteristics and factor structure and Latino yoatiastheir parents
(Gonzalez et al., 2009); however, there is also evidence of ethnic differertbes i
structure of the somatic subscale (Wren et al., 2007). In this sampBCARED-C and
SCARED-P each had a Cronbach’s alpha coefficieat=0f94.

Given the prominence of somatic complaints in intermaligouths and potential

ethnic differences in the SCARED somatic subscatelthitem Children’s Somatization

Inventory Child- and Parent-Repor(€SI-C/CSI-P; Walker, Garber, & Greene, 1991)

were used to assess youth somatic symptoms over theyzréwo weeks. The CSI has
demonstrated sound psychometric properties in thealignd replication samples
(Meesters, Muris, Ghys, Reumerman, & Rooijmans, 2003%. ifktrument has been
commonly used to assess somatic symptoms in youthsneitrcally unexplained physical
complaints. Direct examination of psychometric prapstin Latino youth population have
not been published; however, studies using the CSllangje Latino populations have
been conducted (e.g., Vasquez, Fritz, Kopel, Seifer, McQ&aCanino, 2009). In this
sample, the CSI-C and CSI-P had Cronbach’s alpha deetSoofa = .90 andy = .85,
respectively.

Two measures were used to assess depressive symptoity geyeuths. The

Children’s Depression Rating Scale — Revi€@DRS; Poznanski, & Mokros; 1996) was

used as the primary measure of youth depressive symptogiatbhe CDRS is an
interviewer-rated measure of depression that integrates youth and parenorapsests
the presence and severity of depression in yotiths CDRS is composed of 17 items

tapping the major features of depression; scores of 40 and above are considetectrefle
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of a depressive diagnosis. The CDRS-R has demonstrated good interrateityeliabil
internal consistency, and convergent validity with other measures of youtlsslepre
Approximately 15% of CDRS interviews were rated for reliability; wreger reliability
for the CDRS was = .86. In this sample, the CDRS had a Cronbach’s alpHfacoeet of

a =.99. The Mood and Feelings Questionn@gd- and Parent-reports (MFQ-C/MFQ-P;

Wood, Kroll, Moore, & Harrington, 1995) were used to furthresess youth depressive
symptoms. The MFQ is a 33-item youth- and parent-tepeentory of depressive
symptomatology in children and adolescents with sounchosyetric properties. A total
score>11 is the clinical cutoff. The psychometrics propertiethe MFQ in a Latino
sample have not been directly examined. In this sari@eyIFQ-C and MFQ-P had
Cronbach’s alpha coefficients @f= .92 andx = .90, respectively.
Data analytic strategy

Data screeningPrior to analysis, data were screened to testtgtatiassumptions
(e.g., normality). Standardized z-scores on all continuous data werenexiamnd a
criterion of z> £ 2.5 was used to identify outliers. Skewness and kurtosis were also
examined. Data screening also focused on identifying potential covdoataglyses
and understanding the comparability of the two ethnic groups in this samplés ares
Xz tests were performed to examine potential group difteem demographic and clinical
variables. In addition, correlations between dependergblas and independent variables
that represented related constructs were examined.
Evaluation of a priori hypotheses by aim

Hypothesis 1: Anxious LA mothers would be perceived bycthiElren as more

psychologically and behaviorally (i.e., firm) controllisgmpared to anxious NHW
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mothers. There would be no significant ethnic diffeesno maternal ACA one-way
multivariate analyses of covariance (MANCOVA) was planiweglvaluate differences in
youth-reported parent behaviors (DVs = PC, FC, and AC)dmtwlyads with LA and
NHW mothers (IV = ethnic group). A partial eta squangdl \Was used as a measure of
effect size the omnibus model, where values of 0.04 = sffiatt, 0.25 = medium effect,
and 0.64 = large effect (Ferguson, 2009).

Hypothesis 2: Across all dyads, youth-reported matd?@abnd FC would be
positively associated with youth internalizing syonpg, and maternal AC would be
negatively associated with youth internalizing symptdaltiple linear regression
analyses were performed to examine the association betwebnethelimensions of
parenting behaviors (IVs = PC, FC, and AC on the CRPBI-@)yaunth mental health
symptoms (DVs = PARS, CDRS, CSI-P/C, SCARED-P/C, arfQNP/C). Separate
models were run for each DV, with all three dimensiorsanénting behaviors as
predictors in each model (a total of eight regressionefsad

Hypothesis 3: Ethnicity would moderate the associatiebsden youth-reported
parenting behaviors and youth symptoms. Specificallyg®CFC would be positively
associated with youth internalizing symptoms in ledtimic groups, but these relationships
would be weaker in LA families. Significant moderagtiacts of ethnicity on the
association between AC and youth symptoms were notaedultiple linear regression
analyses were performed to test potential moderatiparehting behaviors by ethnicity.
To test moderation, regression models including theaatien of (1) ethnicity and PC
(IVs = ethnicity, PC, and ethnicityPC), (2) ethnicity and FC (IVs = ethnicity, FC, and

ethnicityx FC), and (3) ethnicity and AC (IVs = ethnicity, AC, and etity x AC) were
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tested to predict total scores on the eight clinicalpm measures. Specifically, the
significance of the beta weights for the interaction ter@ach model were examined to
assess moderation.

For multiple linear regression analyses (Aims 2 anth8}); statistic is reported for
omnibus models and an AdjustefiiRas used to describe the variance accounted for by
each model; Adjusted?Rs a more appropriate index of model fit to these data A
given the size of the current sample, as Adjustelies sample size into account (note:
adjusted Rmay be negative in poorly fitted models). For individualdictors, confidence
intervals around B (unstandardized coefficient) angb#ir@al correlation statistic (partial r;
.2 = small effect, .5 = medium effect, .8 = large @lfare reported as indices of the
magnitude of association between predictor and outcomsaigfoficant interaction terms
(Aim 3), simple regression slopes for ethnic groupsliarsnated using graphs of simple
regression equations. Because of the preliminary natdings study, we retained a
significanta level of .05 in analyses. Results of regression anadysesrganized by

domain of psychopathology (i.e., grouped by anxiety, somaiicgdapression symptoms).



RESULTS

Preliminary data screening

There were no significant outliers on any questionnaires. Skewness andskurtosi
were also examined and were not violated on any measures. Only ¢lghi 6fCRPBI-
C-30 AC subscale items were available for nine youthes@ eight items were highly and
significantly correlated with the 10-item AC subsaaethe CRPBIC-30 in the subsample
of 19 youths for whom the full 10-item AC subscale waalalle (r = .98, p <.001).
Given this strong correlation, the last two itemshef AC subscale were imputed using
Expectation Maximization (EM) missing data imputationgedures in SPSS 20 for the
nine youths who completed the CRPBI-C-78. For all otheabkes, data values were
imputed for variables containing less than 10% missing data. For examplasé was
missing three of 41 items on the SCARED-C, then those three missing data \eteies w
imputed using EM method in order to compute a more accurate total score. This was
performed in six total instances.
Participants and comparability of groups

The final sample included 28 mothers (17 NHW, 11 LA) aed tthildren (ages 7-
15, Mean = 11.54, SD = 2.37). Ethnic groups did not diffgrouth age (t(27) = .53, p =
.53), gender,f(1) = .20, p = .66), or parent age (Mean mother age = 42.6 years, SD =
6.92, age range = 30-53; t(26) = 1.73, p =.10) at time of assessment.

Socioeconomic statuSocioeconomic status was determined using the
Hollingshead (1975) index of social status, obtained using highest level of education and
occupation for head of household and spouse/partner. There were no significant ethnic

differences in social status or highest level of educajf@d)(= 5.84, p = .21). In this

36
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sample, 11 mothers (39.3%) earned a standard college degree (e.g., Assaciate’
Bachelor’s degree), nine mothers (32.1%) completed some college, three (éariée)

a graduate degree, three (10.7%) completed high school, and three (10.7%) completed
some high school. In terms of marital status, 19 mothers were Married, Living wit
Spouse (67.9%), four mothers were Single, Never Married (14.8%), three werat&edpa
(11.1%), one was Divorced (3.7%), and one was Widowed (3.7%). There were no
significant ethnic differences in marital staty§4) = 4.39, p = .36).

Clinical characteristics of mother€linical characteristics of mothers are
displayed in Table 1. Generalized Anxiety Disorder (GAD) was the most freque
primary diagnosis in the total sample of mothers (n = 16, 57.1%). There were no
significant differences between NHW and LA mothers in the type of priaradgty
disorder ¢%(2) = 4.37, p = .11). Twenty-one mothers (75.0%) met criteria for more than
one anxiety disorder, with the majority of mothers meeting criteria forctwrent
anxiety disorders (n = 16, 57.1%). NHW and LA mothers did not differ significantly in
the mean number of current anxiety disorders (t(26) = 1.31, p = .20) or number of current
or past depressive disorder&®) = 1.13, p = .57) (see Table 1). NHW and LA mothers
also did not significantly differ on self-reported state anxiety (t(26) = .823p), trait

anxiety (t(26) = 1.60, p = .12), or depression (BDI: t(26) = -.53, p = .60) symptoms.
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Table 1. Clinical characteristics of mothers

Total NHW LA
No./ No./ No./ P-
value
Mean (SD) Mean (SD) Mean (SD)
No. of Current Anxiety Disorders 1.93 (.66) 2.06(.66) 1.73(.65) .20

No. of Lifetime Anxiety Disorders 2.11 (.79) 2.29 (.77) 1.82(.75) A2

No. of Current Diagnoses (any) 2.21 (.99) 2.41 (1.00) 1.90 (.94) 19
Primary Anxiety Diagnosis A1

No. with GAD 16 8 8

No. with SoP 11 9 2

No. with PD with Agoraphobia 1 0 1
Concurrent Depressive Disorder 57

No. with Current Diagnosis 6 3 3

No. with Past Diagnosis 11 6 5

Symptom Measures

STAI-State 39.22 (11.71) 40.82 3650 .36
(13.34) (8.17)

STAI-Trait 46.29 (10.00) 48.65 4264 .12
(11.48) (5.90)

BD! 11.18 (8.01) 10.53 12.18 .60
(8.66) (7.17)

NHW = Non-Hispanic White; LA = Latina; GAD = Generalized Anxietis@der; SoP =
Social Phobia; PD = Panic Disorder; STAI = State-Trait Anxiety lrorgnBDI = Beck
Depression Inventory
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Mothers provided an estimate of their age of first onset of anxiety disorder.
Thirteen mothers (10 NHW and 3 LA) were unable to identify a specific age of onset
stating that they had been anxious for most of their lives (e.g., “For as lbogras
remember”). For purposes of data analysis, we provided an early childhood onset age of
five for these mothers. Using this approach, the average age of onset of jamxiaty
disorder in this sample was 10.57 years (SD = 8.69). There was a asigndfiference in
the age of onset of anxiety disorder between NHW and LA mothers (t(26) =-2.97, p =
.006), with NHW mothers reporting earlier ages of onset (NHW: M = 7.12 years, SD =
4.44; LA =15.91, SD = 10.99). A variable in the dataset was created to document
whether the age of onset of an anxiety disorder occurred before the birth of the targe
child. All but one mother (n = 27, 96.4%) reported an anxiety disorder onset that predated
the birth of the target child (one NHW mother reported age of onset of anxibty thie
year prior to study participation).

Clinical characteristics of youttDiagnostic characteristics of youths are
displayed in Table 2. A total of 16 (57.1%) youths met criteria for a currenagyrim
anxiety disorder (7 GAD, 6 SoP, 3 SAD) and one met criteria for primarptitie
Deficit-Hyperactivity Disorder Combined type. There were no signifiedtmic
differences in number and type of anxiety diagnog#d)(= 6.14, p = .52). Eleven
youths (75%) met criteria for more than one anxiety disorder, with the mabthgse
youths meeting criteria for two current anxiety disorders (n = 9). Notiegfouths in
this sample met diagnostic criteria for a current depressive disordee. yiduths met
criteria for a Probable diagnosis for GAD, SoP, and Obessive-Compulsivel&igoe.,

meeting criteria for all but one core symptom, e.g., time or impairmgatiay but did
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not meet full diagnostic criteria for any disorder. Table 3 displays thgoggneans and
standard deviations for youth clinical scales. There were no significant eiffarences

in clinician-, youth-, or parent-reported youth internalizing symptoms (p--91)7

Table 2. Diagnostic characteristics of youths

Total NHW LA
Mean Mean Mean
(SD)/ (SD)/ (SD)/
No. No. No. p-value
No. of Current Anxiety 1.04 (1.04) 1.12(1.11) .91 (.94) .61
Disorders
No. of Current Diagnoses (any) 1.11 (1.03) 1.24(1.09) 91 (.94) 42
Primary Diagnosis 52
No. with GAD 7 4 3
No. with SoP 6 5 1
No. with SAD 3 1 2
No. with ADHD-Combined 1 0 1
Type

NHW = Non-Hispanic White; LA = Latina; GAD = Generalized Anxietis@der; SoP =
Social Phobia; SAD = Separation Anxiety Disorder; ADHD — Attention
Deficit/Hyperactivity Disorder.
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Table 3. Youth means and standard deviations for clinical scales

Total NHW LA p-
M (SD) M (SD) M (SD) t value
PARS 17.11 (8.18) 17.59 (8.15) 16.36 (8.56) .38 71
CDRS 27.74 (7.90) 27.16 (7.50) 28.63 (8.77) -.48 .69
SCARED-C  29.04 (15.20)  29.41 (15.34)  28.45 (15.72) 16 .87
SCARED-P  29.04 (15.19)  32.24 (14.83)  24.09 (15.06) 1.41 17
CSI-C 12.68 (8.99) 10.94 (9.16) 15.36 (8.44) -1.29 21
CSI-P 8.04 (8.29) 7.88 (9.74) 8.27 (5.82) -12 91
MFQ-C 14.89 (10.91)  13.06 (10.57)  17.73(11.32) -1.11 28
MFQ-P 15.61 (10.19) 15.35 (11.28) 16.00 (8.75) -.16 .87

NHW = Non-Hispanic White; LA = Latina; t = t-test statistic; PAR Pediatric Anxiety
Rating Scale; CDRS = Children’s Depression Rating Scale — Revised; HGAR:
Screen for Child Anxiety and Related Emotional Disorders — Child Report; SOARE
= Screen for Child Anxiety and Related Emotional Disorders — Parent Repfh€ €
Children’s Somatization Inventory — Child Report; CSI-P = Children’s Saatain
Inventory — Parent Report; MFQ-C = Mood and Feelings Questionnaire — Child Report
MFQ-P = Mood and Feelings Questionnaire — Parent Report

Service-seeking characteristidst time of the assessment, mothers were asked a
brief set of questions regarding service-seeking behavior. Specificallyyéreyasked if
they were currently in services or seeking services for themselvestbeir child.
Treatment and service seeking characteristics were examinedds pstmtial
associations with parent and youth symptoms or ethnic differences in servitethse
sample, five mothers were currently taking medication for their anxiety, eighaken
medications in the past but not currently, and 12 had never received medication

treatment; three declined to answer. There were no significant eifferences in

current or past medication use by mothgf&) = 5.29, p = .07). Only one child in the
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sample was currently taking psychiatric medication (NHW youth; angdepnt for
anxiety).

Four mothers (14.3%; n = 3 NHW, n = 1 LA) indicated that they were currently
seeking services for their own anxiety, and 16 mothers (57.1%; n = 10 NHW, n = 6 LA)
indicated that they were currently seeking services for their child’stgnXieere were
no ethnic group differences in service-seeking staf$)(= .05, p = .83). Youths whose
mothers were currently seeking youth mental health services for themrated as
having higher anxiety levels by clinicians and by mothers, compared to ydutise w
mothers were not seeking youth services (PARS: t(26) = -2.71, p = .01; SCARED-P:
t(26) = -2.48, p = .02). Service seeking status was not significantly associttehwi
other maternal or youth clinical characteristics. Service seeking stais not
significantly associated with any parenting behaviors (p = .13-.92).

Level of acculturationLA mothers completed the SASH as a measure of
acculturation. In this sample, LA mothers had a Mean score of 3.69 (SD = 0.56), which
corresponded with scores in the “More Acculturated” range of the measurenMater
level of acculturation was not significantly associated with parenting beisavi
Aim 1: Ethnic differences in youth perception of parenting behaviors

Means and standard deviations of youth-reported parenting behaviors are
displayed in Table 4. Notably, total sample means for PC and AC were comparable t
those reported in the original validation sample (Schluderman & Schluderman, 1988;
Mean PC =16.19, SD = 5.08; Mean AC = 24.62, SD = 4.82) and to samples reported in

various studies of youths with elevated anxiety symptoms (e.g., Bogels & \mk,Me



43

2004; Costa, Weems, & Pina, 2009; Yegeneh, Beidel, & Turner, 2006). Given our single-

item indicator of FC, we were unable to compare FC to other samples.

Table 4. Means and standard deviations for maternal parenting behaviors

Total NHW LA p-
M (SD) M (SD) M (SD) t value

CRPBIC-PC 16.07 (4.08) 1453 (3.37)  18.70(3.97) -2.91 .008*
CRPBIC-FC 1.71 (.85) 1.71 (.85) 1.73(90)  -06 .95
CRPBIC-AC 25.54 (4.67) 2587 (3.71)  25.00(6.17) .46 .65

Note * = p < .05

NHW = Non-Hispanic White; LA = Latina; t = t-test statistic; GRE-PC =

Children’s Report of Parental Behavior Inventory — Child Report — Psychological
Control Subscale; CRPBIC-FC = Children’s Report of Parental Behawientory —
Child Report — Firm Control; CRPBIC-AC = Children’s Report of Parental Behavio
Inventory — Child Report — Acceptance Subscale.

Several demographic and clinical variables were examined as potentiahtas/a
in a planned multivariate analysis of ethnic group differences in pagdoghaviorsA
priori covariates (youth age, youth gender, parent age, maternal trait anxiety, and
maternal depression) were not significantly correlated with any of tee garenting
dimensions (see Table 5). Likewise, there were no significant disredaamong any of
the three dimensions of parenting behaviors. Accordingly, rather than pieidcam
multivariate analysis of covariance, a univariate approach to compare groupndiée
was adopted. Three t-tests were conducted to examine group differences in R@, FC, a
AC, and a significance criterion af= .017 was used. Means of maternal parenting

behaviors are displayed in Table 4.
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Table 5. Bivariate correlations among parenting behavior variables and glotenti
covariates

CRPBIC CRPBIC CRPBIC Youth Maternal Maternal Maternal
-PC -FC -AC Age Age STAI-T BDI

CRPBIC- 1 14 -.30 14 -.18 .08 21
PC

CRPBIC- 1 -.18 -.16 .05 13 A7
FC

CRPBIC- 1 -.23 -.15 .16 -.13
AC

Youth 1 A42* -.23 A2
Age

Maternal 1 -.14 -.07
Age

Maternal 1 B61**
STAI-T

Maternal 1
BDI

Note: * = p <.05; ** = p< .001
CRPBIC-PC = Children’s Report of Parental Behavior Inventory — Child Report
Psychological Control Subscale; CRPBIC-FC = Children’s Report of PaBsttavior
Inventory — Child Report — Firm Control; CRPBIC-AC = Children’s Report ofiRale
Behavior Inventory — Child Report — Acceptance Subscale; STAI-T = StateAhxiety
Inventory — Trait Subscale; BDI = Beck Depression Inventory

As expected, LA mothers were rated by their children as significamghehin
PC than NHWs mothers (t(25) = -.291, p = .008), and we did not detect significant ethnic
group differences in levels of youth-reported maternal AC (t(25) = .21, p = .65). Gontrar
to hypotheses, there were no significant ethnic differences in youtheépoaternal FC
(t(26) = .004, p = .95).

Exploratory post-hoc analyses were performed to test whether parenting

behaviors differed by primary anxiety disorder (GAD or SoP). Mothers withapyim
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GAD did not significantly differ from those with primary SoP on PC (t(24) = .42, p =
.68), FC (t(25) = .98, p = .34), or AC (t(24) = .13, p = .90).
Aim 2: Maternal parenting behaviors as predictors of youth internalizing symptoms
Multiple linear regression analyses were performed to assess thetssoci
between the three dimensions of parenting behaviors (predictors) and youtHianerna
symptoms. All three parenting behaviors were included in each model as predictors of
each clinical outcome measure (dependent variables = PARS, SCARED$1/E/C,
CDRS, MFQ-P/C; eight models total).
Maternal parenting behaviors as predictors of youth anxiety symptégress
all informants, the specific hypotheses that PC and FC would be positiveliyatsgoc
with youth anxiety symptoms and that AC would be negatively associated with yout
symptoms were not supported. FC and AC were not significantly associategeutith
anxiety symptoms on any measure. Contrary to hypothesis, PGegasvelyassociated
with youth anxiety by youth and parent report. The omnibus model with three pgrentin
dimensions as predictors of parent-reported youth anxiety symptoms wasargratix
= .05 level (F(3,23) = 3.65, p = .03, Adjustet=R23.4%), and there was a significant
main effect of maternal PC such that, holding FC and AC constant, higher lev€@ls of P
were associated with lower levels of parent-reported anxiety symit8s=-3.01, p =
.006, partial r =-.53, B = -2.06, 95% CI: -3.47, -.64). A one-point increase in PC was
associated with a 2.06 decrease in parent-reported youth anxiety (se6)T&blalarly,
while the omnibus model examining parenting behaviors as predictors of youttedeport
anxiety symptoms was not statistically significant (SCARED-G;A) = 2.31, p = .10,

Adjusted R = 13.2%), PC emerged as an individual predictor of youth-reported anxiety
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(t(25) = -2.50, p = .02, partial r = -.46, B = -1.81, 95% CI: -3.31, -.32) such that a one-
point increase in PC was associated with a 1.81-point decrease in SCARED-C. The
omnibus model examining associations between parenting behaviors andrchiaieth
anxiety symptoms was not significant (PARS: F(3,23) = 1.18, p = .94, Adjuéted R

2.0%) was not significant.
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Table 6. Parenting behaviors as predictors of youth anxiety symptoms

B B t p-value Partialr  95% CI for B

DV: PARS

CRPBIC-PC -.76 -.38 -1.85 .08 -.36 -1.61, .09

CRPBIC-FC 72 .08 .38 g1 .08 -3.20, 4.64

CRPBIC-AC -.26 -.14 - 71 49 -.15 -1.00, .49
DV: SCARED-C

CRPBIC-PC -1.81 -.48 -2.50 .02* -.46 -3.31, -.32

CRPBIC-FC -.30 -.02 -.09 .93 -.02 -7.19, 6.60

CRPBIC-AC -.94 -.29 -1.48 15 -.30 -2.26, .37
DV: SCARED-P

CRPBIC-PC -2.06 -.54 -3.01 .006* -.53 -3.47, -.64

CRPBIC-FC -3.07 -.17 -.98 .34 -.20 -9.59, 3.43

CRPBIC-AC -.97 -.29 -1.61 A2 -.32 -2.21, .27

Note:* = p < .05; Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.
DV = Dependent variable; PARS = Pediatric Rating Scale; SCARED-Ceeistor
Child Anxiety and Related Emotional Disorders — Child Report; SCARED-Peef&cr
for Child Anxiety and Related Emotional Disorders — Parent Report; CRPBIE-PC
Children’s Report of Parental Behavior Inventory — Child Report — Psychol@zycefol
Subscale; CRPBIC-FC = Children’s Report of Parental Behavior InventGhyld
Report — Firm Control; CRPBIC-AC = Children’s Report of Parental Belndnventory
— Child Report — Acceptance Subscale; B = Unstandardized beta coefficrent;
Standardized beta coefficient; t = t-test statistic=Rdjusted R Square; Partial r =
Partial correlation coefficient; Cl = Confidence Interval

Maternal parenting behaviors as predictors of youth somatic sympidras.
hypothesis that PC and FC would be positively associated with youth somatic symptoms

was not supported by either informant. However, the hypothesis that AC would be

negatively associated with youth somatic symptoms was partially supportgaiie
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report. The omnibus model with three parenting dimensions as predictors of youth-
reported somatic symptoms was significant at.05 level (F(3,23) = 6.65, p =.002,
Adjusted R = 39.5%). There was a significant main effect of maternal AC such that AC
was negatively associated youth-reported somatic symptoms (t(25) #p3:6@01,

partial r = -.60, B = -1.14, 95% CI: -1.78, -.49). Holding PC and FC constant, a one-unit
increase in AC was associated with a 1.14 decrease in CSI-C (Table 7). The omnibus
model with three parenting dimensions as predictors of parent-reported somatic
symptoms was not significant@t .05 level (F(3,23) = .37, p = .78, Adjusteti-R-

7.9%). Results are displayed in Table 7.
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Table 7. Parenting behaviors as predictors of youth somatic symptoms

B B t p-value Partialr 95% CI for
B
DV: CSI-C
CRPBIC-PC 46 21 1.29 21 .26 -.28,1.20
CRPBIC-FC .06 .01 .04 .97 .01 -3.33, 3.45
CRPBIC-AC -1.14 -.59 -3.64 .001** -.60 -1.78, -.49
DV: CSI-P
CRPBIC-PC -.27 -.13 -.61 .55 -.13 -1.19, .65
CRPBIC-FC 31 .03 15 .88 .03 -3.90, 4.53
CRPBIC-AC -.37 -.21 -.96 .35 -.20 -1.18, .43

Note:** = p <.001; Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.
DV = Dependent variable; CSI-C = Children’s Somatization Inventory — ChipdiRe
CSI-P = Children’s Somatization Inventory — Parent Report; CRPBIC-PKildrén’s
Report of Parental Behavior Inventory — Child Report — Psychological@€ &ubscale;
CRPBIC-FC = Children’s Report of Parental Behavior Inventory — Child Refairim
Control; CRPBIC-AC = Children’s Report of Parental Behavior Inventory -d@eport
— Acceptance Subscale; B = Unstandardized beta coeffiien§tandardized beta
coefficient; t = t-test statistic; = Adjusted R Square; Partial r = Partial correlation
coefficient; Cl = Confidence Interval.

Maternal parenting behaviors as predictors of youth depression symptoms.
Across all measures, the hypothesis that PC and FC would be positively asiswiiat
youth depressive symptoms was not supported. The hypothesis that maternal AC would
be negatively associated with youth depressive symptoms was partmityrsd using
clinician-rated and parent-reported symptoms of youth depression. The omnibus model

with three parenting behaviors as predictors of parent-reported youth depression

symptoms was marginally significanteat .05 level (F(3,23) = 2.98, p = .05, Adjusted
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R? = 18.6%); however, there was a significant association between maternal AC and
parent-reported youth depressive symptoms (t(25) = -2.66, p =.01, partial r =-.49, B =
1.11, 95% CI: -1.97, -.25). Holding PC and FC constant, a one-unit increase in maternal
AC was associated with a 1.11-point decrease in parent-reported youth depressi
symptoms. While the omnibus model examining the association between the three
parenting behaviors and clinician-rated youth depression symptoms wagniitant
(CDRS: F(3,23) = 1.53, p = .23, AdjustedR5.8%), maternal AC was a significant
individual predictor of youth depressive symptoms by clinician report (t(25) =-2.11, p
=.046, partial r =-.40, B =-.73, 95% CI: -1.45, -.01) (see Table 8). Parenting behaviors
were not significantly associated with youth-reported depression symptorss.@5

level (MFQ-C: F(3,23) = 1.10, p = .37. Adjusted R1.1%).
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Table 8. Parenting behaviors as predictors of youth depression symptoms

B B t p-value Partialr 95% CI for
B
DV: CDRS
CRPBIC-PC -.38 -.19 -.96 .34 -.20 -1.20, .44
CRPBIC-FC -.61 -.07 -.24 74 -.07 -4.37, 3.15
CRPBIC-AC -.73 -.43 -2.11 05 -.40 -1.45,-.01
DV: MEQ-C
CRPBIC-PC -.27 -.10 -.50 .62 -.10 -1.39, .86
CRPBIC-FC  -2.99 -.24 -1.19 .25 -.24 -8.16, 2.19
CRPBIC-AC -72 -31 -1.51 14 -.30 -1.71, .27
DV: MEQ-P
CRPBIC-PC -.58 -.23 -1.22 .23 -.25 -1.56, -.40
CRPBIC-FC  -3.42 -.28 -1.57 13 -.31 -7.93, 1.09
CRPBIC-AC -1.11 -.50 -2.66 .01~ -.49 -1.97,-.25

Note: * = p < .05;%= p-value of .046.

Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.

DV = Dependent variable; CDRS = Children’s Depression Scale - Revised:QVlFEQ
Mood and Feelings Questionnaire — Child Report; MFQ-P = Mood and Feelings
Questionnaire — Parent Report; CRPBIC-PC = Children’s Report of Parehtali@e
Inventory — Child Report — Psychological Control Subscale; CRPBIC-FC dréhis
Report of Parental Behavior Inventory — Child Report — Firm Control; CRIARIG
Children’s Report of Parental Behavior Inventory — Child Report — Acceptanceafjbsc
B = Unstandardized beta coefficiefts Standardized beta coefficient; t = t-test statistic;
R? = Adjusted R Square; Partial r = Partial correlation coefficient; Cbrfidence
Interval.

Aim 3: Interaction between ethnicity and maternal behavior as predictors of youth

internalizing symptoms
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Multiple linear regression analyses were performed to test the modeeétct
of ethnicity on the associations between parenting and youth internalizingosysapt
Each regression model included three predictors: Ethnicity, specific ipardimhension,
and their interaction. Only interaction terms are interpreted.

Interactions between ethnicity and Psychological Control.

Ethnicity as moderator of maternal PC and youth anxiety symp#engss all
measures of youth anxiety, the hypothesis that ethnicity would moderasstogation
between PC and youth anxiety was not supported. Results are displayed 8. Taiae
omnibus models with PC, maternal ethnicity, and the interaction term as predifctors
clinician-rated, youth-reported, and parent-reported anxiety were mdficagt ata =
.05 level (PARS: F(3,23) = 1.32, p = .29, Adjustéct=R3.6%); SCARED-C: F(3,23) =
2.06, p = .13, Adjusted R 10.9%; SCARED-P: F(3,23) = 2.44, p = .09, Adjusté&R

14.3%).
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Table 9. Interaction between maternal psychological control and eyhamcit
predictors of youth anxiety symptoms

B B t p-value Partialr 95% CI for B

DV: PARS
Ethnicity -14.65 -88 -.93 .36 -.19 -47.10,17.19
CRPBIC-PC -1.12  -56 -1.87 .07 -.36 -2.35, .12
EthnicityxPC .93 1.07 1.03 .32 21 2.79,-.13

DV: SCARED-C

Ethnicity 424 .14 15 .88 .03 -54.06, 62.54

CRPBIC-PC -2.11  -56 -1.96 .06 -.38 -4.33, .12

EthnicityxPC 24 15 14 .88 .03 -3.12, 3.60
DV: SCARED-P

Ethnicity 11.74 .37 42 .68 .09 -45.78, 69.25

CRPBIC-PC -1.32 -35 -1.25 22 -.25 -3.52, .87

EthnicityxPC -82 -51 -51 .61 -11 -4.13, 2.49

Note Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.

DV = Dependent variable; PARS = Pediatric Anxiety Rating Scale; SCARE

Screen for Child Anxiety and Related Emotional Disorders — Child Report; SODARE

= Screen for Child Anxiety and Related Emotional Disorders — Parent Rep&BICR

PC = Children’s Report of Parental Behavior Inventory — Child Report — Psyatello
Control Subscale; B = Unstandardized beta coefficfeatStandardized beta coefficient;

t = t-test statistic; R= Adjusted R Square; Partial r = Partial correlation coefficient; Cl =
Confidence Interval.

Ethnicity as moderator of maternal PC and youth somatic sympidrasspecific
hypothesis that the association between PC and somatic symptoms would befoveaker

LA youths than NHW youths was not supported. However, ethnicity was a marginally
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significant moderator of the relationship between PC and youth-reported somatic
symptoms. The overall interaction model with PC, maternal ethnicity, and theciiaera
term as predictors of youth-reported somatic symptoms (CSI-C) atastisally

significant ato. = .05 level (F(3,23) = 3.13, p = .045, Adjustet=R19.8%). The

interaction between ethnicity and PC was marginally significant (t(25)3; B.= .055, B
=1.83, 95% CI of B: -.04, 3.71) (see Table 10). The omnibus model predicting somatic
symptoms was not significant by parent report (F(3,23) = .38, p = .77, Adjusted R

7.7%) (Table 10).
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Table 10. Interaction between maternal psychological control and ethrscity a
predictors of youth somatic symptoms

B B t p-value Partial 95% CI for B
r
CSI-C
Ethnicity -28.41  -155 -1.81 .08 -.35 -60.96, 4.13
CRPBIC-PC -.10 -.05 -17 .87 -.04 -1.34,1.14
EthnicityxPC 1.83 1.93 2.03 .06 .39 -.04,3.71
CSI-P
Ethnicity 1565 -91  -92 .37  -18  -50.82,19.52
CRPBIC-PC -.61 -.30 -.95 .35 -.19 -1.96, .73
EthnicityxPC .98 1.10 1.00 .33 .20 -1.04, 3.01

Note Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.

CSI-C = Children’s Somatization Inventory — Child Report; CSI-P = Children’s
Somatization Inventory — Parent Report; CRPBIC-PC = Children’s Reportaitgh
Behavior Inventory — Child Report — Psychological Control Subscale; B =
Unstandardized beta coefficiefit= Standardized beta coefficient; t = t-test statistfc=R
Adjusted R Square; Partial r = Partial correlation coefficient; Corfi@ence Interval.

Due to the hypothesis-generation nature of these analyses, the interdetibofef
ethnicity and PC on youth-reported somatic symptoms was further explored naiiami
of simple regression equations revealed that for LAs, maternal PC wagaighyfand
positively associated with youth-reported somatic symptoms such thateibmecrease
in maternal PC was associated with a 1.73 increase in CSI-C score (t(9) = 4.602p =

partial r = .85, B = 1.73, 95% CI: .85, 2.62). Conversely, for NHWSs, the association
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between maternal PC and youth-reported somatic symptoms was not sig(iificgnt -
15, p = .89, partial r =-.04, B =-.01, 95% CI: -1.59, 1.39). Thus, contrary to
expectations, the association between somatic symptoms and maternal $(0Ongpes

for LA youths, not weaker. The associations are displayed in Figure 2.
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Figure 2. The association between maternal psychological control and gpotted
somatic symptoms, by ethnicity

Ethnicity as moderator of maternal PC and youth depression sympAcnass
all measures, the hypothesis that ethnicity would moderate the associatiearb®C
and youth depressive symptoms was not supported. The omnibus model with PC,

maternal ethnicity, and the interaction term as predictors of clinfeitaal, youth-
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reported, and parent-reported depression symptoms were not signifieantQs level
(CDRS: (F(3,23) = 0.32, p = .81, Adjusted R-8.5%; MFQ-C: F(3,23) = 1.12, p = .36,

Adjusted R = 1.3%; MFQ-P: F(3,23) = 0.37, p = .80, Adjustét=R8.3%) (Table 11.)

Table 11. Interaction between maternal psychological control and ethrsicity a
predictors of youth depression symptoms

B B t p-value Partial r 95% CI for B

CDRS

Ethnicity -3.45 -.21 -.21 .83 -.04 -37.12, 30.22

CRPBIC-PC -.51 -.26 -.81 42 -17 -1.79, .78

EthnicityxPC .39 46 42 .68 .09 -1.54, 2.33
MFQ-C

Ethnicity 13.43 .61 .64 53 13 -29.75, 56.60

CRPBIC-PC -.53 -.20 -.67 51 -.14 -2.18,1.12

EthnicityxPC -.27 -.23 22 .83 -.05 -2.75, 2.22
MFQ-P

Ethnicity -10.39 -.49 -.49 .63 -.10 -53.83, 33.05

CRPBIC-PC -.79 -.31 -.99 .33 -.20 -2.45, .86

EthnicityxPC e g1 .64 .53 A3 -1.73, 3.27

Note Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.

CDRS = Children’s Depression Scale - Revised; MFQ-C = Mood and Feelings
Questionnaire — Child Report; MFQ-P = Mood and Feelings Questionnaire — Parent
Report; CRPBIC-PC = Children’s Report of Parental Behavior Inventory € ®eiport

— Psychological Control Subscale; B = Unstandardized beta coeffigier8tandardized
beta coefficient; t = t-test statistic’ R Adjusted R Square; Partial r = Partial correlation
coefficient; Cl = Confidence Interval.
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Ethnicity as moderator of maternal Firm Control (FC) and youth symptoms.
Ethnicity as moderator of maternal FC and youth anxiety sympibimes.
hypothesis that ethnicity would moderate the association between FC and yoeityn anx
symptoms was not supported by any informant. The omnibus model with FC, maternal
ethnicity, and the interaction term as predictors of clinician-repyaeth anxiety
symptoms, youth-reported anxiety symptoms, and parent-reported youth anxiety
symptoms were not significant@t= .05 level (F(3,24) = 0.35, p = .79, Adjustetd=R
7.8%; SCARED-C: F(3,24) = .04, p = .99, AdjustetER11.9%; SCARED-P: F(3,24) =

1.63, p = .21, Adjusted’R= 6.5%). Results are displayed in Table 12.
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Table 12. Interaction between maternal firm control and ethnicity as pmesdadt
youth anxiety symptoms

B B t p-value  Partialr 95% CI for B

PARS

Ethnicity 5.07 31 .68 .36 .50 -10.28, 20.41

CRPBIC-FC 1.72 .18 .70 .07 .50 -3.44, 6.88

EthnicityxFC =~ -3.67  -.46 -.95 .32 .35 -11.68, 4.34
SCARED-C

Ethnicity 3.05 .10 22 .83 .04 -26.02, 32.12

CRPBIC-FC 79 .04 A7 .87 .03 -8.99, 10.56

EthnicityxkrC =~ -2.33  -.16 -.32 .75 -.07 -17.50, 12.84
SCARED-P

Ethnicity 6.96 23 54 .59 A1 -19.58, 33.50

CRPBIC-FC 10 .01 .02 .98 .01 -8.82, 9.03

EthnicityxrC~ -8.75 -59  -1.30 21 -.26 -22.60, 5.11

Note Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.

PARS = Pediatric Anxiety Rating Scale; SCARED-C = Screen fodGmlkiety and
Related Emotional Disorders — Child Report; SCARED-P = Screen for Chile#mnxi
and Related Emotional Disorders — Parent Report; CRPBIC-FC = Childrgmost®é
Parental Behavior Inventory — Child Report — Firm Control; B = Unstandardized beta
coefficient; = Standardized beta coefficient; t = t-test statisticz Rdjusted R Square;
Partial r = Partial correlation coefficient; Cl = Confidence Interva

Ethnicity as moderator of maternal FC and youth somatic sympiimes.

hypothesis that ethnicity would moderate the association between FC and yoaitic som
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symptoms was not supported by either informant. The omnibus model with FC, maternal
ethnicity, and the interaction term as predictors of youth- and parenteeporhatic
symptoms was not significant@t= .05 level (CSI-C: F(3,24) = 1.90, p = .16, Adjusted

R? = 9.1%; CSI-P: F(3,24) = .02, p = .996, Adjustéd=-R12.2%). Results are displayed

in Table 13.
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Table 13. Interaction between maternal firm control and ethnicity as fmedaf youth
somatic symptoms

B B t p-value Partial r 95% CI for B

CSI-C

Ethnicity -7.63 -42 -1.02 .32 -.20 -23.13, 7.86

CRPBIC-FC -1.24 -12 -.49 .63 -.10 -6.45, 3.97

EthnicityxFC 6.70 .79 1.79 .09 .34 -1.10, 15.09
CSI-P

Ethnicity 1.17 .07 15 .88 .03 -14.71,17.04

CRPBIC-FC 57 .06 22 .83 .04 -4.78, 5.90

EthnicityxFC -.46 -.06 -11 91 -.02 -8.74,7.83

Note Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.

CSI-C = Children’s Somatization Inventory — Child Report; CSI-P = Children’s
Somatization Inventory — Parent Report; CRPBIC-FC = Children’s Reposdrehtal
Behavior Inventory — Child Report — Firm Control; B = Unstandardized beta coefficie
B = Standardized beta coefficient; t = t-test statistfcz Rdjusted R Square; Partial r =
Partial correlation coefficient; Cl = Confidence Interval.

Ethnicity as moderator of maternal FC and youth depressive sympAcnass
all measures, the hypothesis that ethnicity would moderate the associatiearbeC
and youth depressive symptoms was not supported. The omnibus model with FC,
maternal ethnicity, and the interaction term as predictors of clinreitea, youth-
reported, or parent-reported depressive symptoms were not significant @5 level

(CDRS: F(3,24) = 0.74, p = .54, Adjustedl R-3.0%; MFQ-C: F(3,24) = 0.67, p = .58,
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Adjusted R = -3.8%; MFQ-P: F(3,24) = 0.50, p = .69, Adjustet=R5.9%). Results are

displayed in Table 14.

Table 14. Interactions between maternal firm control and ethnicity a{onesdbf
youth depression symptoms

B B t p-value Partial r 95% CI for B

CDRS

Ethnicity -7.41 -47 -1.06 .30 -.21 -21.89, 7.07

CRPBIC-FC -2.25 -.24 -.95 .35 -.19 -7.12, 2.62

EthnicityxFC 5.17 .67 1.41 A7 .28 -1.54,2.33
MFQ-C

Ethnicity .70 .03 .07 .94 .02 -19.39, 20.78

CRPBIC-FC -2.92 -.23 -.89 .38 -.18 -9.68, 3.83

EthnicityxFC 2.34 22 46 .65 .09 -8.15, 12.82
MFQ-P

Ethnicity -3.13 -.15 -.34 74 -.07 -22.08, 15.81

CRPBIC-FC -3.58 -.30 -1.16 .26 -.23 -9.95, 2.80

EthnicityxFC 2.23 22 A7 .65 10 -7.66, 12.12

Note Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.

CDRS = Children’s Depression Scale - Revised; MFQ-C = Mood and Feelings
Questionnaire — Child Report; MFQ-P = Mood and Feelings Questionnaire — Parent
Report; CRPBIC-FC = Children’s Report of Parental Behavior Inventory ld leport

— Firm Control; B = Unstandardized beta coefficig; Standardized beta coefficient; t
= t-test statistic; R= Adjusted R Square; Partial r = Partial correlation coefficient; Cl =
Confidence Interval.
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Ethnicity as moderator of maternal acceptance (AC) and youth symptoms.

Ethnicity as moderator of maternal AC and youth anxiety sympteuapgort for
the hypothesis that there would be no ethnic group differences in the assdogtveen
AC and youth anxiety was mixed. Contrary to expectations, the omnibus modelQyith A
maternal ethnicity, and the interaction term as predictors of parentae@mxiety
(SCARED-P) was statistically significant@at= .05 level (SCARED-P: F(3,23) =3.41, p
= .04, Adjusted R= 21.7%). There was a significant interaction between ethnicity and
AC (t(25) = 2.62, p =.02, B = 3.09, 95% CI: .65, 5.54) in predicting parent-reported
youth anxiety symptoms (note: although all parameters in this model wesacsthy
significant, only the interaction effect is interpretable). Consistent wibatations, the
omnibus models with AC, maternal ethnicity, and the interaction term as predt
clinician-rated and youth-reported youth anxiety were not signifettant .05 level
(PARS: F(3,23) = 0.14, p = .93, AdjustedR-11.0%; SCARED-C: F(3,23) = 1.18, p =

.34, Adjusted R= 2.0%). Results are displayed in Table 15.
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Table 15. Interaction between maternal acceptance and ethnicity asqusealict
youth anxiety symptoms

B B t p- Partial 95% CI for B
value r
PARS
Ethnicity -5.30 -.32 -.27 .79 -.06 -45.40, 34.80
CRPBIC-AC -17 -.10 -.30 g7 -.06 -1.38, 1.03
EthnicityxAC 13 .20 A7 .87 .04 -1.42,1.67
SCARED-C
Ethnicity -58.79 -1.88 -1.73 10 -34  -129.23, 11.65
CRPBIC-AC -1.85 -.56 -1.81 .08 -.35 -3.97, .27
EthnicityxAC 2.29 1.91 1.74 10 34 -.43, 5.00
SCARED-P
Ethnicity -88.47 -2.82 -2.89 .008* -.52 -151.79, -
25.16
CRPBIC-AC -2.30 -.70 -2.50 .02* -.46 -4.20, -.40
EthnicityxAC 3.09 2.57 -2.62 .02* 48 .65, 5.54

Note * = p < .05; Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.
PARS = Pediatric Anxiety Rating Scale; SCARED-C = Screen fod@Gmlkiety and
Related Emotional Disorders — Child Report; SCARED-P = Screen for Chile#mnxi
and Related Emotional Disorders — Parent Report; CRPBIC-AC = Childrep@of
Parental Behavior Inventory — Child Report — Acceptance Subscale; B = Unstaedardi
beta coefficientp = Standardized beta coefficient; t = t-test statistfcz Rdjusted R
Square; Partial r = Partial correlation coefficient; Cl = Confidentarval.

Simple regression equations were examined in order to understand the nature of

the interaction effect between ethnicity and AC on parent report of youth anxiety
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symptoms. For NHWSs, maternal AC was significantly and negatively atedavith
parent-reported youth anxiety symptoms (t(16) = -2.73, p = .02, partial r = -.58, B = -
2.30, 95% CI: -4.10, -.50), such that a one-point increase in maternal AC was associated
with a 2.30-point decrease in SCARED-P. Conversely, for LAs, this association not
significant (t(9) = .94, p = .37, partial r = .32, B = .80, 95% CI: -1.15, 2.74). The

associations are displayed in Figure 3.
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Figure 3. The association between maternal acceptance and parentrgpottteanxiety
symptoms, by ethnicity

Ethnicity as moderator of maternal AC and youth somatic sympiens.

expected, there were no significant ethnic differences in the associatieebenaternal
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AC and youth somatic symptoms by youth or parent report. The omnibus model with AC,
maternal ethnicity, and the interaction term as predictors of youth-eejpgomatic

symptoms was significant at the= .05 level (F(3,23) = 7.49, p = .001, Adjustetd=R

42.8%), however, this was due to the main effect of AC and the interaction term was not
significant (see Table 16). The omnibus model predicting parent-reported youthcsomati

symptoms was not significant (F(3,23) = .24, p = .87, Adjusfed R.7%).

Table 16. Interaction between maternal acceptance and ethnicity as pseafigtouth
somatic symptoms

B B t p-value Partialr 95% CI for B

CSI-C

Ethnicity -6.86 -.37 -.45 .66 -.09 -38.51, 24.80

CRPBIC-AC -1.49 -77 -3.23 .004* -.56 -2.44, -54

EthnicityxAC 44 .63 75 46 A5 -.78, 1.66
CSI-P

Ethnicity -.37 -.02 -.02 .99 -.004 -40.23, 40.53

CRPBIC-AC -.32 -.18 -.94 .60 -11 -1.55, .91

EthnicityxAC .008 .01 .01 .99 .002 -1.57, 1.59

Note * = p < .05; Partial r: .2 = small effect, .5 = medium effect, .8 = large effect.
CSI-C = Children’s Somatization Inventory — Child Report; CSI-P = Children’s
Somatization Inventory — Parent Report; CRPBIC-AC = Children’s ReposdrehRl
Behavior Inventory — Child Report — Acceptance Subscale; B = Unstandardiaed bet
coefficient; = Standardized beta coefficient; t = t-test statistfcz Rdjusted R Square;
Partial r = Partial correlation coefficient; Cl = Confidence Interva
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Ethnicity as moderator of maternal AC and youth depression symBoimgort
for the hypothesis that ethnicity would moderate the link between AC and youth
depressive symptoms was mixed. Contrary to hypotheses, there wereasigeificic
group differences in the association between maternal AC and youth depressive
symptoms per youth report. The omnibus model with AC, maternal ethnicity, and the
interaction term as predictors of youth-reported depression symptoms wésasigjaito
= .05 level (MFQ-C: F(3,23) = 3.74, p = .03, Adjustet-R24.0%) and there was a
significant interaction between ethnicity and AC (t(25) = 2.62, p =.02, B = 2.13, 95% CI:
45, 3.82). However, as predicted, the omnibus models with AC, maternal ethnicity, and
the interaction term as predictors of clinician-rated and parent-repantitial depression
symptoms were not significant@at= .05 level (CDRS: F(3,23) = 1.86, p = .16, Adjusted
R? = 9.0%; MFQ-P: F(3,23) = 2.45, p = .09, Adjustet=RL4.4%), Results are displayed

in Table 17.
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Table 17. Interaction between maternal acceptance and ethnicity asqusealfigtouth
depression symptoms

B B t p-value Partialr 95% CI for B

CDRS

Ethnicity -21.59 -1.32 -1.26 22 -.25 -57.10, 13.93

CRPBIC-AC -1.14 -.66 -2.21 .04* -42 -2.21, -.08

EthnicityxAC .89 1.43 1.35 19 27 -.46, 2.26
MFQ-C

Ethnicity -48.63 -2.21 -2.30 .03* -.43 -92.29, -4.97

CRPBIC-AC -1.80 -.78 -2.83 .009* -5l -3.11, -.48

EthnicityxAC 2.13 2.53 2.62 .02* 48 45, 3.82
MFQ-P

Ethnicity -36.49  -1.73  -1.70 10 -.33 -81.00, 8.02

CRPBIC-AC -1.71 77 -2.65  .01* -.48 -3.05, -.38

EthnicityxAC 1.43 1.77 1.72 10 34 -.29, 3.15

Note * = p < .05; Patrtial r: .2 = small effect, .5 = medium effect, .8 = large effect.
CDRS = Children’s Depression Scale - Revised; MFQ-C = Mood and Feelings
Questionnaire — Child Report; MFQ-P = Mood and Feelings Questionnaire — Parent
Report; CRPBIC-AC = Children’s Report of Parental Behavior Inventory -d &eport
— Acceptance Subscale; B = Unstandardized beta coeffifien§tandardized beta
coefficient; t = t-test statistic; = Adjusted R Square; Partial r = Partial correlation
coefficient; Cl = Confidence Interval.

The significant interaction effect of ethnicity and AC on youth reported
depressive symptoms was examined using simple regression equations. For NHWSs,
maternal AC was significantly negatively associated with youth-reppdepressive

symptoms such that a one-point decrease in maternal AC was associated with a 1.80-
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point increase in MFQ-C (t(15) =-3.17, p = .007, partial r = -.63, B =-1.80, 95% CI: -
3.01, -.58). Conversely, for LAs, this association was non-significant (t(9) = .57, p = .59,

partial r = .20, B = .34, 95% CI: -1.04, 1.71). The associations are displayed in Figure 4.
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Figure 4. The association between maternal acceptance and youtherejeqirtession
symptoms, by ethnicity



DISCUSSION

The broad focus of this this dissertation was to examine whether the impact of
maternal parenting behaviors on youth mental health symptoms is universal @-cultur
specific. This central aim was probed in a population of youths at high-risk for negative
outcomes, namely children of Latina (LA) and Non-Hispanic White (NHW) motheos w
met criteria for a current DSM-IV anxiety disorder. Specificaltys tlissertation
addressed three broad questions: (1) Do parenting behaviors differ between anxious
NHW and LA mothers? (2) Are parenting behaviors of anxious mothers asslowitt
youth internalizing symptoms? (3) Does the influence of maternal behavioositim y
internalizing symptoms depend on the cultural context? To evaluate these quéssons
dissertation examined youth report on three dimensions of maternal parenangtseh
(psychological control, firm control, and acceptance) and clinician, youth, ant pare
report of internalizing symptoms in the children of anxious mothers. Given a broad
literature on cultural differences between NHWs and LAs in parenting valddamily
orientation, we anticipated ethnic differences in parenting, negative relapisietween
parenting behaviors and youth symptomatology, and a moderating influence otythnici
on these associations (i.e., that psychological control and firm control would be more
weakly linked to youth mental health in Latino youth). While support for specific
hypotheses was mixed, broadly, the association of parenting behaviors with yout
anxiety, depression, and somatic symptoms did vary by ethnicity. Findindseussed
below by theoretical aim.

Are there ethnic differences in parenting?

70



71

Results of this dissertation provide evidence that parenting practicasatifbss
ethnic groups, and this is in line with previous findings regarding cross-cultural
parenting. In this sample, significant differences in FC and AC did not emerge.
However, as hypothesized, LA children in this sample rated their mothershas ini¢C
than did children of NHW mothers. As noted previously, research that specificdlly a
directly compares levels of PC in Latina and NHW mothers has been minighal (e
Durrett et al., 1975; see Halgunseth et al., 2006). Nevertheless, this finding isetnsis
with previous work in which mothers from collectivist groups scored higher in PC than
mothers from individualist backgrounds (e.g., Rudy & Halgunseth, 2005). In an
integrative review by Halgunseth and colleagues (2006), it was noted that PC Ishavior
within a Latino family context may be motivated by intentions to be loving amacar
and to educate children in moral values. In this sample, mean PC for NHW and LA
mothers was 14.53 and 18.70, respectively. In previous studies that have examined
anxiety symptoms, mean ratings for PC have typically been somewhere eebahese
values (e.g., 15.5-17.8; Bogels & van Melick, 2004; Costa et al., 2009; McClure et al.,
2001; Yegeneh et al., 2006). It is unclear if either NHW mothers would score
significantly lower than previous samples, or if LA mothers would score signify
higher than previous samples; it also unclear if this difference is unique viaghin t
context of maternal anxiety.

Unexpectedly, NHW and LA mothers did not differ in firm control. This diverges
from previous studies in which LA parents were rated as more controlling than NHW
parents (e.g., Finkelstein et al., 2001; Varela et al., 2004). It is unclear diffierence is

attenuated within an anxious mother sample (i.e., anxiety may influence levéls of F
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equally or more so than ethnicity) or whether a more acculturated samplehefrsnoiay
exert less FC (Buriel, 1993; Hill, Bush, & Roosa, 2003). While level of acculturagsn w
not associated with any parenting behavior in this sample, the range of atmrtwas
narrow. Further, as will be discussed later, it is also possible that our indéxnedynot
have been adequate to detect a group difference.

As anticipated, there were no significant ethnic group differences irs lefvel
youth reported maternal AC. Across groups, levels of maternal AC weigacalhe to
those in previous examinations, suggesting that maternal anxiety did not siglyifica
influence maternal warmth or rejection. Of note, non-significant ethnic eliféers should
not be interpreted as ethnic equivalence, and limited sample size preclucigs for
equivalence analyses.

There is ample evidence suggesting that parenting strategies are dircketital
values, however other contextual factors may also play a role (e.g., meigbtdauality,
marital distress) and may have influenced present findings. Overall, howeswdts c#
this study are consistent with the broader literature suggesting thatmparertes by
cultural context.

Is parenting associated with youth internalizing outcomes?

Broadly, results of this dissertation indicate that parenting behaviors are
significantly related to youth internalizing symptoms. In this sample,feignt
associations were found between PC and AC and youth internalizing symptoms.
However, specific findings varied by domain of psychopathology and informant, and

associations were not all in the expected direction.
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Across informants, PC was not associated with youth depressive symptoms, and
there was no significant main effect of PC on somatic symptoms. Unexpectedly,
increased maternal PC was associated dattreasegarent- and child- reported youth
anxiety symptoms across all youths (note: this finding differed by ethaicd will be
discussed further below). These findings conflict with previous work indicttatg
maternal PC was associated with negative youth outcomes, including increased
depressive symptoms (Barber, 1996; Garber, Robinson, & Valentiner, 1997; Garber &
Flynn, 2001, Sher-Censor et al., 2011). Results, however, must be interpreted within the
clinical context of the sample. Within this sample of anxious mother-child dyaafy, m
youths also experienced clinically significant anxiety symptoms.dossible that
anxious youths are more likely than youths in the general population to rely on their
mothers for emotional guidance and to therefore perceive maternal P@obela
protective or necessary to ensure their own safety and well-being. Fgplexanxious
youths may experience short-term relief in response to their mothersgnagkiisions for
them. Further, because of the subtleties of PC behaviors, youths may not readily
recognize their occurrence (Bogels & van Melick, 2004; Siqueland, Kendall, &
Steinberg, 1996). Alternatively, while youths may report decreased anxigtygonse to
increased PC, youths may experience distress but express it difféeegt] as somatic
symptoms or disruptive behaviors). This finding requires further investigationitp ver
its robustness in larger samples.

Associations between FC and youth internalizing symptomatology were not
detected; this is consistent with a previous study in which FC was not assedthte

depressive symptoms in Caucasian or Latina adolescents (Finkelstei2@dH).,
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Further, youth anxiety symptoms have been more strongly linked to PC than to
behavioral control (Wijsbroek et al., 2011). Further, extant literature inditeteEE€
may be more strongly associated with externalizing behaviors (e.qg.rBEHBé) or
other types of functional outcomes (e.g., academic achievement, HalgundgthO£i&)
that were not directly assessed in this study. Due to level of participant burden, a
shortened version of the CRPBI was used; the index of FC was highly correitdiaew
full FC subscale in a subset of youths and thus appeared to be a reasonable measure;
however, a single-item indicator may not have been adequate to detect graepckie
in this sample.

As expected, lower levels of AC were generally associated with lessbde
outcomes. The specific findings vary depending on informant and domain of
psychopathology. In the entire youth sample, lower levels of AC were asdowsitdie
increased youth-reported somatic symptoms. In addition, lower levels of AC we
associated with increased depressive symptoms per clinician and pangt (@ite:
ethnicity moderated this relationship per youth report; this will be discusskdrfurt
below). These findings are consistent with previous research demonstratimgtéanal
AC predicted low levels of self-worth in adolescents (Garber & Flynn, 200dyideis
findings regarding the relationship between AC and internalizing symptontic et
minority youths has been mixed. In a sample of African-American youthsrmaht
support was not significantly associated with depression (Bean et al., 200@)trhst
Varela and colleagues (2009) found an ethnic®C interaction. For Latino-American
youths, maternal AC was positively associated with youth anxiety, ah&€ was not

significantly associated with anxiety for European American or téax(living in
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Mexico) youth. In this dissertation sample, significant associations eeté€ and
youth anxiety were not detected for either ethnic group.

In sum, results of this dissertation indicate that parenting behaviors may play
significant role in youth mental health functioning in both cultural contextseniait
anxiety appears to confer youth risk for negative mental health outcomes, taed fur
investigation is needed to determine whether present findings are robustouatladl gf if
they are specific to this high-risk context.

Does ethnicity moderate the influence of parenting behaviors on youth mental health
symptoms?

This dissertation provides further evidence that cultural context may steape
meanings and influences of specific parenting behaviors. In partitwdaassociation
between both PC and AC and youth internalizing symptoms varied across NHW and LA
families. As previously mentioned, it is unclear whether perceptions of pay&mm a
collectivist viewpoint would buffer the impact of certain behaviors (e.g., control
behaviors may be consistent with family ideals; parenting behaviors mayedvas
motivated by love and caring) or make youths more vulnerable to the effectsrafrgare
behaviors (e.g., higher need to maintain group harmony associated with higherisensiti
to parental disapproval). We predicted the former; however, whether etimitggted
or strengthened the associations between parenting and youth symptoms varied by
parenting behavior. Results in this sample indicate that PC was more sthokeglytb
somatic symptoms for LA youths, whereas AC appeared to have a strongensblat

to anxious and depressive symptoms for NHW youths.
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In this sample, ethnicity moderated the association between PC and youtic soma
symptoms. However, findings were not as predicted — increased maternasPC w
significantly associated with increased somatic symptoms as reéfyrteA youths. This
association was non-significant for NHW youths. Due to previous findings ttatmal
PC behaviors may be viewed as consequences of love, caring, and obligation to family
(e.g., Halgunseth et al., 2006), it was initially predicted that associatibmedrePC and
youth internalizing symptoms would be weaker in LA dyads. However, this same
evidence can be used to assert that due to the high value of familial bonds, LA youths
may be more vulnerable to the negative sequelae of maternal PC.

In interpreting these results, it is useful to consider the potentiahrelewof an
interdependent family orientation and the expression of somatic symptodisnas of
distress. First, Latinos generally possess a collectivist familygbaigkd. In collectivist
cultures, individuals frequently define their identity and worth in referemgaltied
group members (Markus & Kitayama, 2001; Varela et al., 2009). A strong family
orientation may place youths at heightened sensitivity to parental marmapuwéthe
emotional relationship, and Latino youths may be more likely than individugl@iits
to experience distress in response to causing parents feelings of disapppisivaee,
or worry. Next, distress in this sample of Latino youths may have manifestedasic
symptoms rather than as overt anxiety or depression. Notably, previous studies
examining the impact of PC on LA youth outcomes did not assess somatic symptoms. As
discussed by Varela and colleagues (2004; 2009), the importance of preserving
group/family harmony may lead youths to believe that they should not bother family

members with personal emotions. Consequently, in combination with elevated PC
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behaviors (which often focus on parental emotions), Latino youths may suppress their
negative emotions and express their distress through somatic symptoms.

Contrary to hypotheses, ethnicity did not moderate the association between FC
and youth internalizing symptoms. As previously mentioned, a one-item indicator ma
not have provided sufficient variance to detect ethnic differences despite the high
correlation of this item with total scales and acceptable variability ponse to this item
across the sample. Increased parental monitoring, rules, and limit-settengden
associated with more favorable outcomes in some ethnic minority populatgnseés
depression in African American youths; Finkelstein et al., 2001), and it is possible tha
differences may have emerged on measures of different psychologicahatidrial
domains. Interestingly, there is evidence that controla@lparenting constructs may
differ in LA and non-LA parents such that LA parents’ cantetated behaviors may be
more domain specific (e.g., strict rules for behaviotsida the home and more permissive
rules within the home) (see Halgunseth et al., 2006)s,Tihis possible that the
implications of FC may vary as a function of where itsiseated.

Interestingly, there was a significant interaction between ethr@od AC on
youthreported depression symptoms. Consistent with previous studies of predominantly
NHW samples, lower levels of maternal AC were associated with irctegpressive
symptoms for NHW youth in this sample; however, the association between mag€rnal
and youth reported depressive symptoms was not significant for LA youthsrfes a
reminder, AC was negatively associated with somatic symptoms in both NHWAand L
youths in this sample, indicating that low levels of AC play an adverse rnpteith

mental health functioning. However, it is interesting that its associatibnyeitth
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depressivesymptoms varies by ethnicity. Because of the value on hierarchical structur
and interdependence of family relationships in LA families, some behaviessadon
the CRPBI (e.g., smiling often, showing affection, cheering youth up wltgmes/ not
be as critical to the perception of parental AC as other feelings, such antfealing
proud of her child. It is possible that attitude and behaviors not captured on the CRPBI
may play a large role in some aspects of psychological well-being of LAs/dat
addition, AC has been described by some as a form of support (e.g., Barber, 1996); it is
possible that LA youth also receive substantial emotional support from athér fa
members (e.g., siblings, extended family members) and that these othensklps are
protective against non-physiological symptoms of depression.
Limitations

Results of this dissertation must be viewed in light of study-spdaifiations.
Due to difficulties in recruiting our target populations, the sample was sniadler t
anticipated and power to detect effects was low to moderate. In addition, lirgaxof
monolingual Spanish-speaking families resulted in the collection of a markuaated
sample and may have attenuated group differences. On the other hand, we were able t
obtain two different ethnic samples that were similar in several regardsduaced
variability in level of acculturation and external stressors (e.g., inatnogr stress) may
have aided in the detection of significant associations in this sample. lroad8abo of
Hispanics in San Diego County self-identify as fluent or good English-spgak&rs
Census, 2010c), and nearly two-thirds of Hispanics in San Diego County have an average
household income of over $35,000, suggesting that LA mothers and youths in this sample

were socioeconomically similar to the majority of Latinos in San Diegm&qU.S.
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Census, 2010b}uture work with families at different levels of acculturation is needed to
determine whether present results were attenuated or unique to a mae aecl|
sample. Overall, it is promising that significant associations, group ditfese and
moderation effects emerged despite a small sample size; this suggesis tha
associations between parenting behaviors, and ethnic differences in thesgiasspc
may be robust and warrant research and clinical attention.

Next, as with any cross-sectional design, we were unaplkerform true mediation
analyses or make inferences regarding the causalidired the associations between
parenting behaviors and youth symptomatology. Neverthétessyork may help to
generate hypotheses about mechanisms of transmissisyabiopathology from parent to
child and how these pathways may vary across ethnic groupse kvork aimed at
unpacking the influence of culture by directly examirfengily factors such as cultural
values and beliefs is needed.

A strength of this study was the collection of mothelisical histories, including
age of onset of maternal anxiety disorder. In all but ond,dyathers’ onset of clinically
significant anxiety predated the birth of her participathidd. As noted earlier, some
researchers debate the directionality of parentingtsffeaggesting that anxious children
may elicit or exacerbate maladaptive parenting behai¢nge the temporal occurrence
of specific parenting behaviors cannot be determineddrstady, data from this study
indicates that youth resided in a high-risk context, (itaternal anxiety) for most, if not
all, of their lives. A more thorough, longitudinal undargling of the behavioral correlates
of this context is needed in order to identify pointstéivention and inform efforts to

interrupt the dynamic, reciprocal cycle of maladapgiseent and youth behaviors. This



80

understanding may be vital in treating and preventinghymental health problems.
Relatedly, an interesting finding of this study is that on average, athears reported

later age of first onset of an anxiety disorder than NHW mothers. Thiamsfurther
investigation. While it is possible that retrospective reports may redlability in

reporting, investigation of other environmental factors that might contribute to this
finding would be informative. Further, continued research should examine the hypothesi
that other forms of distress, such as somatic or depressive symptoms, meg prece
anxiety in LA mothers.

Perhaps one of the most important aspects of parerdhrayitors is the youth’s
perception and attribution of those behaviors. Accoigjnlgis study aimed to assess the
associations between youth-perceived maternal behandrgouth mental health
outcomes. As mentioned in the Background section, an gui of this dissertation was
to assess youth perception of behaviors and the dlimpécations of those perceptions.
While this makes theoretical sense, it is importamiote for many youths in this sample,
parenting behaviors were perceived by youths with high lev@sxiety. It is well-known
that anxious youths may be biased in their perceptiotiewfenvironment. Therefore, it is
important to highlight that these biases may haviaented youth perception and reporting
of maternal behaviors. The use of observational methods to assess pandntbehthe
future would facilitate comparison of both actual and perceived parent behavinds. Bli
investigator ratings of observed behavior may be less subject to bias than pouth re
which can be influenced by anxiety-related distortions (Krain & Kendall, 260@&her,
assessment of physiological correlates of parentingvimeanay provide a basic and

objective means to assess stress response in anxious yeeths\gdence that physiology
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is the aspect of emotion that is least susceptildeltaral influence (Soto, Levenson, &
Ebling, 2005). This may help to disentangle the effetteue biological differences in the
manifestation of distress versus differences in ingagion and reporting of distress. For
example, if LAs report higher levels of somatic symptamthe absence of increased
physiological stress response, this also has cleardatipins on treatment components that
may be most acceptable and relevant to LAs (e.g., moreibedlaand relaxation
techniques, strategies to reduce the impact of percegdtigimysiological symptoms).

As described in the Results section, a large portion of mothers in thisesaerpl
seeking services for themselves or for their child. It is possible thatrabteratment of
anxiety may have attenuated the effects of maternal behaviors for some nasttielst
the rates of youth anxiety in this sample were elevated. We do not view thidyas like
given that rates of youth anxiety disorders in this sample (57%) were cibteotr those
of children of anxious parents cited in previous research (up to 68%; ieNreoee
Hirshfeld-Becker et al., 2008). Finally, fathers were not includelisnstudy for
conceptual clarity; there is reason to suspect that, while both play an intpoléa
childrearing practices of mothers and fathers may uniquely influencedeviedopment
(Bogels & Phares, 2008; Crean, 2008; McClure et al., 2001).

This dissertation study involved direct comparison oftarg behaviors in
anxious mothers within two cultural contexts and pravieiidence for potentially
divergent top-down pathways for the development of anxMtiiile some of the present
findings were consistent with hypotheses, some results were not anticgradetie
majority of our analyses did not emerge as statistically significante®f the non-

significant findings may be attributed to low sample power, however, theanrenany
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open questions regarding the relationships between parenting behaviors and youth
clinical outcomes. This dissertation study illustrates the need for fatanieto further
understand which associations between parenting behaviors and youth outcomes are
equivalent across groups versus culture specific. For example, future workiegam
potential cultural differences in the construct of acceptance, factorsflbahice the
impact of psychological control, and the linkages between behavioral contrgdatid
mental health would shed light on the role of parenting behaviors in youth development.
In light of noted limitation, as will be discussed further belowylte®f this dissertation
suggest novel ways to include parents in youth intéimesn by targeting specific parenting
characteristics. This work may guide the developmentaaliiation of family-oriented
treatment models that teach parents skills to modifgisp@arenting behaviors based on
empirical findings.
Clinical and Research Implications

This dissertation study was intended to be the first step toward a longdalsn g
of (a) understanding environmental pathways of the intergeneratiomstinisssion of
anxiety and related internalizing symptoms, and (b) guiding developmeultafally
appropriate interventions aimed at interrupting these pathways. Whether psiahosoc
treatment of child anxiety should head in a familial direction is currentiygentious
issue due to mixed efficacy of extant family-focused therapy proto@#sSiverman,
Pina, & Viswesvaran, 2008). Within the context of maternal anxiety, ostensibly
psychopathology-enhancing types of parenting behaviors were found to be associated
with negative youth internalizing outcomes, and present findings lend themselves t

testable hypotheses regarding behavioral targets for intervention.
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Results suggest that interventions designed to directly address parentingtsehavi
associated with youth anxiety, depression, and/or somatic symptoms maydigeval
preventing and treating youth internalizing symptoms. Surprisingly,vehatiew
family-focused treatments have directly targeted the parenting behthabvtsave been
linked to child anxiety (for exception, see Wood et al., 2006). For many existingfamil
focused treatments for child anxiety, the primary goals of parental involvemeetd
teach parents to play the role of a coach or co-therapist by (a) helpirtglthacgjuire
and practice a set of skills, (b) modeling a set of skills specificalljhéoptirpose of
teaching the child new skills, or (c) reinforcing the lessons during the cluilcséd
portion of treatment. Similarly, transfer-of-control approaches, which involveahsfér
of knowledge and skills from therapist to parent to child (Ginsburg, Silverman, &
Kurtines, 1995), are often used. Results of this dissertation, albeit preliminagnadont
that there is a need for a different approach to family involvement — an approdaalchn w
a primary goal is direct modification of parenting behaviors that have beed tmke
youth symptoms. Specific targets should be grounded on empirical findings rggardin
parental behavior correlates of youth symptomatology. Results of this siyglyss that
goals of such an intervention may be to a) increase acceptance and support, and b)
decrease intrusiveness, overprotectiveness, manipulation of the parent-child bond, and
rejection. Future work can evaluate the efficacy of such an interventioould e
critical to include pre-, during, and post-treatment assessment of pareawpge to
such intervention studies in order to evaluate a) whether intervention producedsahange

target behaviors, and b), whether these changes precede changes in youth symptoms.
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In this dissertation study, decreased maternal AC was associdteathwgrse
youth outcomes across multiple domains of psychopathology, including somatic and
depressive symptoms, for both NHW and Latino youth. However, the adverse influence
of maternal PC may be particularly problematic for LA youths. Reswisguide pilot
projects aimed at developing culturally-sensitive intervesttargeting familial processes
as a prevention and early intervention strategy for Latuhs. Increased familial
involvement has been shown to be an effective adaptatitie treatment of depression in
LA adolescents (Rosselld, Bernal, & Rivera-Medina, 2008), anchfisddf this project
suggest that parental involvement may provide additiomedflie for treatment of anxiety
and somatic symptoms as well. As previously discussegduths living in a the U.S.
may be at unique risk for experiencing distress due to ctimdjidesires to both respect
family traditions and gain autonomy. For this particplapulation, strategies designed to
increase the youth'’s perceptions of their motheracagptance of youth personal and
emotional autonomy, and b) unconditional pride and love feducing affective
punishment for undesirable behavior) may be criticattlucing youth’s internalizing
symptoms.

Results of this dissertation study were obtained within the context ofrrakter
anxiety, and different but complementary approach to intervention is the diegotere
of maternal anxiety (e.g., direct application of evidence-based tnetstioeclinically
anxious mothers). In the depression literature, there is evidence thatetreatrmaternal
depression, without youth receipt of treatment, can reduce or impede the onset of youth
depressive symptoms (Weissman et al., 2006). Likewise, it is plausibleitbhassful

treatment of maternal anxiety (i.e., modification of the parenting context)mdirectly
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and positively influence youth symptomatology. One study examined the useibEspec
parent training techniques in a family-focused cognitive behavior therapyfetud
anxious youths (Kendall et al., 2008) and found a moderate to large effect for parent
anxiety management (PAM) techniques in reducing youth anxiety sympifom«8,
moderate to large effect). In this study, PAM was only used for an avar&de minutes
(SD=11.6) of coded family sessions (Khanna & Kendall, 2009), leaving the full potential
effects of PAM largely unknown. It is possible that an adequate, successfuwfdos
maternal anxiety treatment would lead mothers to alter their behaviongt @r teduction
in maternal anxiety would correspond with broader changes, such as decredyed fam
functioning or decreased modeling of anxiety. These are testable hypolistseartant
investigation.

Results of this dissertation may also have a numbepafler implications. Present
findings are consistent with a wealth of literaturegating that anxious youths, and LA
youths in particular, may identify with the experience ohatc symptoms rather than
anxiety or depression. At a screening level, identificatif somatic symptoms as a
potential manifestation of distress is critical iatohing youths to appropriate mental
health services. From a treatment development perspeebudts broadly suggest that
effective interventions may utilize transdiagnosppr@aches designed to simultaneously
target anxious, depressive, and/or somatic symptomns \(@eersing, Rozenman, Maher-
Bridge, & Campo, 2012). Given that some families may hé#fieudty identifying somatic
symptoms as mental health problems, research is needrdmine whether
implementation of mental health services in altereasttings (e.g., primary care, schools)

might increase youth access to services. In additi@kagang interventions as classes to
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enhance mind-body health and wellness, as opposedtiodgranxiety and depression,
may provide a better fit to their goals and perspecboves/erse families.
Summary and Conclusions

This dissertation represents one of the first studies to investigate thbdimksen
parenting, youth mental health, and ethnicity within the context of maternatyanxie
Results suggest that culture influences parenting, parenting is sigttyfiliaked to
youth mental health adjustment, and culture influences the strength and direttieseof
links. While some researchers have posited that the broad dimensions of PC and AC have
little impact on youth anxiety (e.g., McLeod, Wood, & Avney, 2011), results of tly st
may be used to support the benefits of moving away from a main effects approach and
towards a deeper understanding of specific factors that influence the meaningaaod i
of parenting approaches in youth mental health development. There is evidene that t
relationships between parenting and child mental health functioning are aldw@en s
ways across ethnic groups but diverge in others. The potential of naalegtipathways
for the development of anxiety in varying ethnic groups amigrstores the importance of
understanding psychosocial processes that may sepvepagate the occurrence of
internalizing problems from parent to child in diversaifees. Conclusions drawn from
ethnically heterogeneous research samples may not extend to other populadidinis, a
applies both to extant knowledge regarding the links between parenting behasgliors a
youth anxiety, and to previous studies of family-focused psychosocial tregongouth
anxiety. Future research should aim to extend the work of this disseatl further
explore which pathways are universal and which are culture-specific. Such War&tw

only enhance our theoretical understanding of the influence of culture on youth menta
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health, but may lead to better public health outcomes by informing effectiveeintiens

and reducing mental health disparities.



APPENDIX I:

Children’s Report of Parenting Behavior Inventory — Youth Report on Mother

My mother is a person who...

Psychological Control:

2. ...tells me of all the things she had done for me.

5. ...says, if | really cared for her, | would not do things that cause her to worry.
8. ...is always telling me how | should behave.

11. ... would like to be able to tell me what to do all of the time.

14. ...wants to control whatever | do.

17. ... is always trying to change me.

20. ...only keeps rules when it suits her.

23. ...is less friendly with me, if I do not see things her way.

26. ...will avoid looking at me when | have disappointed her.

29. ...if I have hurt her feelings, stops talking to me until | please her again.

Firm Control:
3. ...believes in having a lot of rules and sticking to them

Acceptance:

1. ...makes me feel better after talking over my worries with her.
4. ...smiles at me very often.

7. ...is able to make me feel better when | am upset.

10. ...enjoys doing things with me.

13. ...cheers me up when | am sad.

16. ...gives me a lot of care and attention.

19. ...makes me feel like the most important person in her life.
22. ...believes in showing her love for me.

25. ...often praises me.

28. ...is easy to talk to.
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