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Introduction

The use of multiple informants has been recommended in child and adolescent mental health
assessment to assure a comprehensive and more accurate view of presenting problems and
contributing factors. Multiple informants, however, often bring conflicting perspectives on
mental health issues of children and adolescents. Previous studies have shown parent and
child informants to have considerable disagreement on the presence and severity of child
depressive symptoms, with correlations in the low to moderate range (.20-.30) (De Los Reys
& Kazdin, 2005). Such discrepancies pose a significant challenge for clinicians in
determining the need for intervention and making treatment plans (De Los Reyes, 2011). In
light of parents being the agents who enable their children to access mental health services,
it is important to understand factors contributing to parent-child informant discrepancies in
reports of child depression. Some studies have argued that discrepancies in results from
multiple informants have potential clinical value (Achenbach, 2011). While parents report
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fewer symptoms, they are likely to bring unique perspectives about their children’s
emotional health. Under-reporting of depressive symptoms becomes problematic if it means
parents are unlikely to notice and promote help seeking when their child is suffering from
emotional health problems.

Ethnic Differences of Discrepancy in Reporting of Child Depressive Symptoms

Few studies examine predictors of discrepancies between parent and child reports of child
depressive symptoms. Previous studies on ethnic differences in informant discrepancies have
revealed greater parent-child discrepancies among ethnic minority groups than among
European Americans (Lau, Garland, Yeh, McCabe, Wood, & Hough 2004). Lau et al. (2004)
found the greatest discrepancies in Asian dyads compared to European Americans, African
Americans, and Hispanics. In terms of patterns of discrepancies, Lau et al. (2004) reported
European American parents to report more internalizing problems than their children, while
African American, Hispanic American, and Asian/Pacific Islander children report more
internalizing problems than their parents (Lau et al. 2004).

Parenting, as well as parents’ appraisal and interpretation of child behaviors, is influenced
by cultural beliefs and social factors (Kim, Im, Nahm, & Hong, 2012). Parenting in some
immigrant cultures is characterized by expectations of obedience and conformity from
children (Su & Hynie, 2011), whereas parenting from European American parents combines
understanding and empathy, with valuing independence and autonomy (Kim et al., 2012).
However, few empirical studies have examined parenting practices and/or the parent-child
relationship as predictors of discrepancies in reporting child depressive symptoms. Fung and
Lau (2010) found that when immigrant Chinese parents are more engaged in US culture,
there are smaller parent-child discrepancies in reporting child internalizing problems.
Parent-child relationship closeness predicted less discrepancy in reporting of children’s
internalizing problems among Chinese immigrant families.

There is controversy in the literature as to whether parents with a history of depression are
reliable reporters of children’s depressive symptoms. Ehrlich, Cassidy, and Dykas (2011)
reported that more parents’ depressive symptoms were associated with higher parent-child
reporting discrepancies, while Lewis et al. (2012) found that parents with a histroy of
depression provided clinically meaningful ratings of childre’s depressive symptoms.

Given that 43% of all U.S. children age 19 and younger are ethnic minorities (Passel, 2011),
nurse practitioners and other primary healthcare providers, should understand that parents
from different ethnic groups have different ways of understanding, recognizing, and
responding to their child’s emotional problems. Depending upon a parent’s ethnic heritage,
the ways of understanding, recognizing, and responding may be different from the
provider’s. They should also be familiar with the factors that contribute to discrepant
reporting. The current study uses a large, diverse sample of school children to investigate
discrepancies in parent/child reporting of child depressive symptoms across four ethnic
groups.
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The Present Study

Method

The objectives of this study were to determine whether race/ethnicity influenced
discrepancies between parent and child assessments of the child’s depressive symptoms and
to determine whether history of parental depression and/or parenting practices also
influenced discrepancies. Using a community sample of 516 11-12 year olds from a large
urban school district, this study followed a four-step process to meet research objectives.
First, we examined ethnic group differences in discrepancies between reports of parents/
guardians and their children regarding child symptoms of depression. Second, we examined
whether parental history of depression was associated with racial/ethnic group differences in
the discrepancies. Third, we examined the role of parenting practice as a unique contributor
to ethnic group differences in discrepancies. Lastly, we tested the ethnic group-specific
effects of parenting on discrepancies by examining an interaction between parenting and
ethnic group. Based on past studies (Lau et al., 2004), we first hypothesized that we would
find significant differences across ethnic groups in the discrepancies noted between parent-
and child-reports. Our second and third hypotheses, also based on previous studies (Ehrlich
etal., 2011; Fung & Lau, 2010), were that both parental history of depression and parenting
practices would affect discrepancies in parent-child reports across ethnic groups. Our last
hypothesis was that there would be a significant interaction between parenting and ethnic
group in predicting discrepancy.

Design and Sample

This study used an existing data set from the Developmental Pathways Project (DPP), a
community-based longitudinal study that examined depression and conduct problems in
early adolescence. The XX Human Subjects Division approved the study. Student
participants were recruited from four public middle schools. The DPP study carried out
universal mental health screening for depression and conduct problems in sixth-grade
students from 2000-2004. Of 2,920 eligible sixth graders, 2,187 (74.9%) were screened.
Children who were screened did not differ significantly by sex or ethnicity from children
who were not screened.

Following screening, eligible students were invited to the DPP longitudinal study. The
criteria for eligibility included: 1) the student had one adult caregiver who could speak
English; and 2) the student’s family resided in the school district. A random sample of 807
students was identified for the longitudinal study of which 521 students (64.6%) and their
parents/guardians agreed to participate. Demographic characteristics of study participants
are shown in Table 1.

In-home interviews were administered to participating students and parents/guardians (76%
biological mothers, 15% biological fathers, 9% other caregivers) by two trained research
interviewers. Of the 521 participants originally enrolled in the DPP, between 86% and 90%
were retained in each of the first four follow-up interviews that were conducted every 6
months. For the purposes of this study’s analyses five Native American students were
excluded due to small sample size. This study focused on African American (AA), Asian
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American (ASA), Hispanic American (HA) and European American (EA) children.
Therefore, study data were drawn from 516 students.

Depression was measured using the Mood and Feelings Questionnaire (MFQ: Angold &
Costello, 1987). The MFQ is a 33-item measure of depression for children aged 8-18. Child
and parent-versions assess common affective, cognitive, and vegetative features of childhood
depression (Costello & Angold, 1988). Participating students and their parents/guardians
were asked to complete the MFQ at baseline assessment. Previous studies have validated
high content and criterion validity showing agreement with depressive diagnoses derived
from standardized diagnostic interviews (Merry et al., 2012). Responses were summed with
high scores reflecting high depressive symptoms. Evaluation of the MFQ in 6t and 8t
graders revealed measurement equivalence in scores across racial/ethnic groups (Banh et al,
2012). Cronbach’s alpha coefficients in this sample were .90.

Parenting practices were measured using the child report of the Parenting Behavior
Inventory (CRPBI) (Schaefer, 1965; Schludermann & Schludermann, 1970). CRPBI consists
of 24-items that contribute to three sub-constructs, including emotional connection, parental
knowledge, and respect for autonomy. Students completed the CRPBI during seventh grade.
Sample items about parents/guardians include: ‘It is easy to talk to her/him,” *‘He/she often
praises me,” and ‘He/she knows who my friends are.” Respondents can characterize parents/
guardians using three response options. Responses were summed, and high scores reflected
high levels of the sub-construct. Internal consistency was acceptable for each sub-construct
(alpha=.82, .69, .65).

Parental history of depression was measured using the parent-report Family History
Questionnaire (FHQ: Weissman, Wickramaratne, Adams, Wolk, Verdeli, & Olfson, 2000).
Lifetime history of depression in the parent who completed MFQ was measured with six
items. Examples of items include “felt sad, blue, or depressed for most of the time,” and had
a ‘period of feeling quite tired, having less energy’. Response options were Yes/No. Iltems
were summed to yield a score from 0-6.

Race/ethnicity of the participating students was provided via XX Public School District.
Parents/guardians report their child’s race/ethnic identity when they enroll in the school
system. Children were from four mutually exclusive racial/ethnic categories including AA
(Black/African Americans), ASA (Asian Americans), EA (European Americans), and HA
(Hispanic Americans).

Data analyses

All analyses were performed using SPSS 17.0. To calculate standardized discrepancy scores,
we used standardized depressive symptom scores (z-score) and subtracted the parent-report
score from the child-report score, as suggested by other scholars (Laird & Weems, 2011). A
positive discrepancy score indicated that the parent was underreporting depressive
symptoms, compared to the child.
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We examined whether parenting was associated with parent-child informant discrepancies
across race/ethnic groups. To analyze ethnic group differences, we created interaction terms
between race/ethnic group and parental history of depression and parenting. A series of
hierarchical regression analyses were conducted to capture the following: Step 1) whether
there are racial/ethnic group differences in discrepancies; Step 2) whether, in addition to
race/ethnicity, parental history of depression is associated with discrepancies, Step 3)
whether parenting practices are associated with discrepancies; and Step 4) whether there
were ethnic differences in the effects of parent depression or parenting practices on
discrepancies. Child race/ethnicity was entered in the first model. In the second model, a
history of parent depressive symptoms was entered as a covariate. In the third model,
parenting practice variables were entered. In the fourth model, we added interaction terms
between parent depression and ethnicity and between parenting and ethnicity.

Descriptive Analyses

Descriptive statistics (means and standard deviations) are shown in Table 2, and bivariate
correlations in Table 3. Child-reported and parent-reported MFQ scores across ethnic groups
are illustrated in Figure 1. The correlation between the total MFQ scores in children and
parents was 0.27 (p < .01). While among children, AAs reported the highest mean score of
depressive symptoms, among parents HA reported the highest mean score of depressive
symptoms in their children. Parents across all ethnic groups reported fewer depressive
symptoms than children.

Relative to child reports, more than 70 percent of ASA parents had lower depression scores
than their children, while nearly 65 percent of AA parents, 60 percent of HA parents, and 51
percent of EA parents under-reported depression symptoms relative to their child’s
depression. ASA had the highest mean discrepancy scores (M = 4.53, SD = 9.88), followed
by AA (M =4.43, SD = 10.77), EA (M = 1.60, SD = 8.88), then HA (M = 1.15, SD = 8.94).
Paired t-test results demonstrate that depression scores reported by parents and children were
statistically significantly different for EAs [£(231) = 2.74, p=.007], AAs [£(142) =4.81, p
<.001], and ASAs [#(87) = 4.20, p < .001], but not significant among HAs [#(52) = .94, p
=.35].

Factors Influencing Discrepancies

Race/Ethnicity—The hierarchical linear regression indicated significantly greater parent-
child discrepancies in the AA (6= 0.31, p=.017) and ASA (b=0.32, p=.042) groups than
in EA (Step 1). Although not statistically significant, HAs had lower discrepancies than EA.

Parental depressive history and parenting practices—In Step 2, we examined
whether parental depressive history was associated with parent-child discrepancies in ratings
of child’s depressive symptoms. After controlling for race/ethnicity, we found parental
depressive history (6= -0.30, p=.617) was not a significant contributor to discrepancies. In
Step 3, we entered the parenting practices variable. After controlling for ethnicity and
parental history of depression, we found parenting practices (6= -0.15, p=.015) were a
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significant contributor to discrepancies in child depression ratings. Parenting practices that
maintained emotional connection, high parental knowledge, and high respect for child’s
autonomy were associated with the lowest discrepancies, while lower quality parenting
practices was associated with greater discrepancies. In Step 4 interaction terms between
parent depression and racial/ethnic group and parenting practices and ethnic group were
entered, but neither was significant in predicting parent-child discrepancies in depression
reporting. Table 3 displays findings from the hierarchical regression.

Post hoc analysis—To examine the racial/ethnic differences in discrepancies more
closely, we evaluated discrepancies at the level of depression item. We compared the mean
score of parent- versus child- report on each item using t-tests. Among a total of 33 items, 24
were significantly under-reported by parents relative to children, regardless of ethnicity,
while two items “felt miserable or unhappy” and “felt grumpy and gross with parents” were
more likely to be reported by parents than children. Specific items demonstrated greater
discrepancies among certain groups, but no distinct patterns or symptoms emerged.
However, AA and ASA reported significantly greater discrepancy on four out of five items
assessing suicide ideation compared to EA and Hispanics. Those items included “thought
there was nothing good for me in the future”, “thought life was not worth living”, “thought
about death and dying”, and “thought family was better off without me”.

Discussion

The current study examined parent-child discrepancies in reports of child depressive
symptoms. Our findings showed that: 1) the parent-child informant correlation for the MFQ
score was 0.27, matching the mean of the De Los Reys and Kazdin (2005) study (0.20-
0.30); and 2) there are significant differences in discrepancies across racial/ethnic groups.
Further, regardless of racial/ethnic group, all groups of parents under-reported child
depressive symptoms, relative to their children. In ethnic comparisons, ASA showed greater
report discrepancies, followed by the AA and EA. These findings are somewhat inconsistent
with a previous study (Lau et al., 2004) in which EA parents were found to over-report
child’s depressive symptoms, while parents from other groups tended to under-report them.

Findings on item-level discrepancies shed light on parental under-awareness of child
depressive symptoms. Among a total of 33 items, more than 70 percent were significantly
under-reported by parents, highlighting that parents might not be aware of depressive
symptoms in children. It may be that parents in our sample, particularly in the AA and ASA
group, lack sufficient knowledge to identify child depression. Without understanding
behavioral cues, parents might not initiate conversations with their children regarding their
emotional status. There are behaviors related to depressive symptoms, such as aggression or
grumpiness, that irritate other people, while symptoms like sadness, worthlessness, and
hopelessness may be bothersome only to the child experiencing these symptoms. Therefore,
having open communication would play an important role in parents recognizing a child’s
internal problems.

The parent-child discrepancies in reporting of suicidal items were particularly wide in AA
and ASA. Furthermore, AA and ASA parents have been shown in prior studies to have a

J Nurse Pract. Author manuscript; available in PMC 2017 June 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Kim et al.

Page 7

significantly lower rate of utilization of any kind of mental health service when compared
with non-Hispanic whites (Cumming & Druss, 2011) and to be less likely to pursue
treatment when their child has suicidal thoughts (Ahmedani et al., 2015). Primary health
care professionals, particularly those who work with AA and ASA families in clinics and
school settings, should intentionally ask simple questions to assess how parents handle the
child’s emotional issues within the family. AA and ASA parents might need practical advice
on how to communicate with their children about emotional issues and suicide ideation.
Providers can suggest to parents ways to create a family environment in which open
communication is encouraged and where children are more comfortable disclosing
emotional concerns.

One interesting finding of our study is that the discrepancy scores between parent-child
reports in the HA group were small and statistically nonsignificant. While HA youth
endorsed high levels of depression relative to other ethnic groups, reports of depressive
symptoms by HA parents/guardians were consistent with child reports. These findings imply
that HA parents were more attuned to recognizing depressive symptoms in their children.
These findings should be interpreted with caution since the HA group was relatively small,
making it difficult to detect discrepancies.

In contrast to previous findings of association between parental depression and greater
discrepancy of reporting child’s depressive symptoms (Ehrlich et al., 2011), our findings
support the notion that parent depressive history does not bias a parents’ reporting of their
child’s depressive symptoms, regardless of ethnic identity. The observed difference in
findings may reflect the fact that the current study assessed history of depressive symptoms
experienced over the lifetime and not current symptoms. Additional research is needed on
the question of whether parents suffering from depression can accurately report child
behavioral and emotional problems (Ordway, 2011).

Consistent with previous studies (Fung & Lau, 2010; Ehrlich et al., 2011), our findings
suggest that parenting practices are significant contributor to the level of discrepancy. We
found that child perception of parent connection, knowledge, and respect is associated with a
more congruent perspective on the child’s mental health status. Ehrlich et al. (2011) argue
that families in which children’s decisions are respected, where there is a strong emotional
bond between children and parents, and where parents have knowledge of their children’s
friends and whereabouts, are families in which children and parents are more likely to have
open communication. Again, this openness would be more likely to encourage a child to
report his/her depressive symptoms to a parent/guardian, or to offer indirect/direct clues to a
child’s emotional status. While replication is warranted, our findings suggest that
professionals can recommend adoption of openness, knowledge, and respect for autonomy
to parents regardless of ethnic background.

Several study limitations should be considered. The identity of the “parent” differed across
children in the sample. Although almost 80 percent of adult participants were biological
mothers, included among the sample were biological fathers, stepmothers, stepfathers,
grandparents, foster parents, and siblings. Given that the quality of the relationship between
a child and his/her caregiver might differ, depending upon the identity of the caregiver, the
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accuracy of the “parent’ rating may vary by the identity of the caregiver. Second, our
assessment of parental depression is a history of depression and not a rating of current
depressive symptoms. Future studies that compare parents with a history of depression to
those with current depressive symptoms would improve our understanding of the role of
parental depression in recognizing child emotional health status. Third, sample size of HA
group was relatively small, which attenuated the power to detect discrepant reports. Future
research is recommended with a larger sample of HA. Lastly, we did not know the
immigration status of children and their family. Families from some groups are more likely
to be immigrants, such that racial/ethnic differences might reflect either race/ethnicity per se
or immigration status.

Findings from the current study confirm previous findings showing that: 1) children self-
endorse more depressive symptoms than their parents endorse (Van Roy, Groholt,
Heyerdahl, & Clench-Aas, 2010); and 2) parent-child informant discrepancies among AAS
and ASAs are greater than among EAs (Lau et al., 2004). Clinicians should be attentive to
the possibility of unrecognized and unreported child depression and suicidal ideation,
particularly among parents from AA and ASA backgrounds. In addition, strategies and
preventive interventions are needed to help all parents adopt parenting practices that enhance
sensitivity and communication. These efforts could promote earlier identification of mental
health problems for ethnic minority youth, particularly AA and ASA youth, which could
lead to earlier utilization of mental health services.
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Asian Americans reported the highest discrepancy in reporting of child
depression.

Asian-, African-Americans reported significant discrepancy on suicide
assessment.

Parents tended to under-reported child depression across all ethnic
groups.

Parenting positively influenced on reporting discrepancy of child
depression.
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Figure 1.
MFQ raw mean score for each ethnic group by reporters. EA: European-American. AA:

African-American. ASA: Asian-American. HA: Hispanic-American.
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Table 1

Demographic Characteristics (N=516)

N %

Female 249  (48.3)
Race/Ethnicity
European American 232 (45.0)
African American 143 (27.7)
Asian American 88  (17.1)
Hispanic American 53  (10.3)
Age, mean (SD) 120 (0.4)
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Descriptive Statistics for Key Study Variables

Variable M SD
1. Child depression-child report MFQ 10.73 8.72
2. Child depression-parent report MFQ ~ 7.93  7.17
3. Discrepancy raw score 280 9.68
4. Parent History of Depression (FHQ) 175 1.85
European American 217 190
African American 161 177
Asian American 126 174
Hispanic American 154 177
5. Parenting practices (CRPBI) 34.48 8.05
European American 36.22 8.29
African American 32.94 7.40
Asian American 32.03 8.20
Hispanic American 34.06 7.09

J Nurse Pract. Author manuscript; available in PMC 2017 June 01.

Table 2

Page 13



Page 14

Kim et al.

‘50" >d
*

T¢0 600 VH X OHd
610 T00 VSV X dHd
ST°0 9T'0- VYV X AHd
020 T00- WH X Bunuaied
LT°0 67°0- VSV X Bunuaied
97’0 60'0— VvV X Bunuared

190 ¢S0 €00 €00 v daig
900 x50~ (19440) Bunuared

¢00 1S T00 €00 ¢ dais
900 €00~ (OH4) uoissaidap Jo Aloisiy Juased

8€0 9.0 000 ¢00 z dais
870 0T'0- (WH) ueoLBwy-o1uedsiH
910 €0 (VSV) UeoLaWy-URISY
€10« €0 (Vv) UedLBWY-UBOLY

¢00 Ve ¢00 200 T dais

4 4ppow SBuewd M g3s g

swoldwAs aaissaida@ priyD Jo uoday pliyd-1uaied ul Aouedalssiq Bunoipald sasAjeuy uoissaibay [ealyatelsiy Jo Arewwns

Author Manuscript

€ 9lqeL

Author Manuscript

Author Manuscript

Author Manuscript

J Nurse Pract. Author manuscript; available in PMC 2017 June 01.



	Introduction
	Ethnic Differences of Discrepancy in Reporting of Child Depressive Symptoms
	The Present Study

	Method
	Design and Sample
	Measures
	Data analyses

	Results
	Descriptive Analyses
	Factors Influencing Discrepancies
	Race/Ethnicity
	Parental depressive history and parenting practices
	Post hoc analysis


	Discussion
	References
	Figure 1
	Table 1
	Table 2
	Table 3

