Three research questions were addressed in this study:

l.Whaf is the relationship between parentingbstyles of
carégivers and empathy levels in children and young
adolescents?

2. What is the relationship between empathy levels and
certain problem behaviors in children and young
adolescents?

3. What is the relationship between parenting styles of
caregivers and certain problem behaviors in children
and young adolescénts? »

Sampling

Participants consisted of 53 caregiver and child péirs

in which the child was referred to psychotherapy for
behavioral problems. The total sample size consisted of
106 participants (53 children and 53 adults). The children
had received four or more psychotherapeutic sessions at a
local community mental health facility. The sample
consisted of participants from a low socioeconomic
background in which 64.7% had an annual total income of
$20,000.00 or below. Participants lived in é catchment
area served by a local community mental health clinic.

A low socioeconomic, at-risk child and young

adolescent group with identified problematic behavio;s was
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six items, measured parental expectations of childreﬁ's
behaviors based on developmental guidelines. The parental
empathy subscale, consisting of eight items, measured
caregiver ability to demonstrate empathy regarding
children’s needs. The corporal punishment subscale,
consisting of 10 items, measured beliefs regarding
disciplinary practices. The role reversal subscale,
consisting of eight items, measured the caregiver’s
perceptions of their role as caregiver. The oppression of
children’s will and independence subscale, consisting of
eight items, measured the dominance of the parent over thé
child through rigid adherence to obedience.

On the AAPI-2, the author reported an internal
reliability of equal or greater to r = .70 for each
subscale. Test-retest reliability for the measure was r =
.76. Research finding demonstrated that the AAPI-2
reliably predicted abusive parenting, therefore ineffective
parenting, in all five subscales (p < .001; Bavolek &
Keene, 1999);

Validity and reliability of the AAPI-2 was gathered
over a two-year period. During the revision and re-norming
process, a fifth construct was identified and added to the

AAPI-2. The revised edition of AAPI-2 was compared to the
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original AAPI validity and reliability results. The
authors of the AAPI/AAPI-2 reported that a factor analysis
of the AAPI-2 items supported the validity of the AAPI
original four constructs. Therefore, content related
validity was demonstrated. The measurement developers
reported that discriminant validity was weak as a result of
the high correlations between the underlying constructs.
The AAPI-2 factors demonstrated good internal
reliability. Cronbach’s alpha ranged between .86 to .96.
Spearman—Browﬁ statistic was also reported and ranged
between .87 to .96. The additional factor, parental
dominancevof the child’s power and independence, resulted
in Chronbach’s alpha reliabilities of .80 or above.
Criterion related validity was examined to see 1f the
AAPI-2 was able to differentiate between two dimensions,
abusive/non-abusive and adult/adolescent. A stepwise
discriminant analysis demonstrated that any of the five
factors could be used to predict adult from adolescent
groups, abusive vs. non-abusive groups; results of the all
F ratios were significant at p < .001 significance level.
The AAPI-2 1is based on normative data collected from a
representative sample. Normative data were provided by age

(adult and adolescent), sex (male or female), specialized
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ethnic norms (Caucasian, Africén—American, and Hispanic),
and an ovérall, combined normative table. For the purpose
of this initial study, only the adult, non-abusive,
combinative norms were utilized.

Empathetic Tendency Index (See Appendix F): The level
of empathy of children was measured by using the ETI. The
ETI, titled “Feelings Questionnaire,” was a 22 item, yes-no
response index that identified empathy levels in children
and yoﬁng adolescents. “Child’s Empathy,” as obtained
through the Empathy Tendency Index (ETI), was defined as
“.a vicarious emotional response to the perceived emotional
experiences of others, and the emphasis is on emotional
responsiveness rather than on accuracy of cognitive social
insight” (Bryant, 1982, 414) . Bryant (1982) used this
definition because of age-related problems associated with
children’s emotional, cognitive and social development and
their accuracy of insight.

Bryant (1982) adapted a well-known, adult empathy
scale by Mehrabian and Epstein (1972) for children. 1In her
reliability and validity study, Bryant (1982) reported that
the ETI demonstrated adequate test-retest reliability,

ranging between r = .74 to r = .83. Convergent validity .
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correlations ranged between .33 (p < .05) to .77 (p <
.001).

Discriminant validity was demonstrated through two
cbmparisons. The first compared the ETI to a measure of
reading achievement. No significant correlations were
found. The author concluded that reading achievement was
not a factor influencing ETI results. The second
 comparison examined the ETI and a social desirability
scale. No significant correlations were found. The author
concluded that socialrdesirability was not a factor
influencing ETI responses.

Supportive evidence fot the validity of the ETI
measure was obtained from researched effects of age and
gender on empathy levels. A significant effect for age was
found, F(2, 259) = 10.42, p < .001. Post-hoc examination
supported the author’s hypothesis that empathy level
increased with age, as expected develcpmentally. A
significant effect for gender was found, F(1, 259) = 41.20;
p < .001l. Post hoc examination supported Bryant’s
hypothesis that females were more empathic than males, as
expected developmentally.

Child Behavior Checklist (CBCL) (See Appendix G): The

CBCL was a 138-item scale where 20 items assessed social
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competence and 118 items assessed behavioral problems. The
CBCL was a Likert.type scale with‘three anchors ranging
between zero and two. The CBCL had eight subscales divided
into three categories: internalizing, externalizing, and no
designation. The “withdrawn,” “somatic complaints,” and
Yanxious/depressed” scales were considered internalized
behaviors. The “delingquent behavior” and “aggressive
behavior” subscales were considered externalized behaviors.
“Social problems,” “thought problems,” and “attention
problems” had no behavioral designation.

For the purpose of this study, only four subscales,
Delinquent Behavior, Aggressive Behavior, Attention
Problems, and Social Problems were used. “Certain
Problematic Behaviors” was defined as those behaviors
identified by the Delinquent Behavior, Aggressive Behavior,
Attention Problems, and Social Problems subscales of the
.Child Behavior Checklist (Achenbach, 1991). These selected
scales were thought to best represent certain problem
behaviors.

Overall internal consistency reliability for the 118
beha&ioral problems was .959, while for the 20 social
competency items, internal reliability stood at .927 (both

at p < .001; Achenbach, 1991). Test-retest reliability,
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over a one-week period, was .89 (p < .01) for behavioral
problems and‘.87 (p < .01) for social competence items
across the scale. With regards to validity, convergent
validity was demonstrated, ranging between .45 and .85 for
boys and .44 and .91 for girls (Achenbach & Edelbrock,
1983). Discriminant validity demonstrated an ability to
discriminate between clinical and non-clinical samples on
both the social competence and behavioral problem scales
(Achenbach & Edelbrock, 1983).

The CBCL was normed using a stratified, diverse,
representative population, including gender, age,
ethnicity, and socioceconomic status. Responses were scored
and profiles developed.

Procedure

Each subject was asked to participate in the study
after engaging in at least four therapeutic sessions at a
local mental health clinic. After the fourth visit,
clients were asked by the therapist as to their willingness
to participate in this volunteer study. If the client
agreed to participate in the study, the therapist provided
an information card explaining the purpose of the study and
voluntary nature of participation in this study. The

client was given the option of being contacted by an
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investigator or‘having the therapist complete the packet |
with them. If the client preferred investigator’s help
with completion of the packet, the participant provided a
contact phone number on the card and returned it to the
therapist. The therapist was responsible for ensuring the
security of the cards until the investigators used them to
contact the client. When the client preferred not to be
contacted by phone or had no phone, the client agreed to
provide the time and date of his or her next appointment to
the investigators. The researchers would meet briefly with
the client to arrange a time to complete the study packet.
In order to ensure confidentiality, the cards were
destroyed upon completion of/the study packet.

Each packet contained an informed consent letter (see

Appendix A), demographic survey, and two measures (AAPI-2

and ETI). A debriefing statement (see Appendix B) was
included.) Participants were given a numeric designation
(for purposes of confidentiality and anonymity). The co-

investigators or therapist made a brief, explanatory
statement regarding who they were and the purpose of the
study. The investigators read the informed consent and

asked prospective participants to sign. When either of the
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pair declined to participate, no other measures were
administered, concluding their participation.

The investigators gave the demographic survey and
AAPI-2 to the adult caregiver who then completed the
information by him or herself. The investigators were
available to answer any questions. The co-investigator
administered the ETI to the child or young adolescent. The
child who was able to read the measure completed it by him
or herself. Children who were not able to read had the
measure read to them by an investigator.

The response time of participants ranged between 15
and 45 minutes, notlincluding the completion of the CBCL.
Participants had already completed the CBCL before being
seen for an intake. In order to obtain CBCL results and
maintain confidentiality, the therapists involved in this
study provided the results to the researchers with
identifying numbers in place of names.

Protection of Human Subjects

Confidentiality and anonymity were upheld through the
use of numeric identification codes so that the
investigators had no knowledge of the full names or

identifying information of the participants.
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CHAPTER FOUR: RESULTS

Demographic Characteristics of the Respondents

There were a total of 106 respondents, consisting of
53 caregiver/childvpairs. The typical adult caregiver that
participated in this study was a 42-year-old, Caucasian,
single-parent, biological mother of the child. She had a
High School diploma or GED and an income of approximately
$5,001 to $10,000 per year. Typically, her child was a
nine year old, Caucasian male who had lived with his mother
for an average of 7 years.

Table 1 contained demographic characteristics of the
respondents. Of adult respondents, 75% were female and 25%
were male. Adult ages rangéd from 28 years to 70 years
with a mean of 41.92 years. Regarding adult ethnicity,
45.3% of the sample were Caucasian, 22.6% were African
American, and 20.8% of the sample were Latino. Only 5.7%
of the adult respondents identified themselves as Asian,
3.8% as Native American, and 1.9% as “other.”

The children ranged in age between 4 years and 14
years old with a mean age of 9 years. Of children in thev
study, 45.3% were identified as Caucasian, 24.5% as Latino,
20.8% as African American, and 9.4% as “other.” The

dramatic increase of children being identified as “other”
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as compared to the adults appeared to result from the
number of biracial children in the study (i.e., African
American/Caucasian, Caucasian/Latino). Thirty-eight of the
children (71.7%) were boys, and 15 were girls (28.3%).

The majority of caregiver participants were biological
parents (62.3%). About 15% of children lived with a
grandparent or a foster parent, respectively. Three point
eight percent of children lived with an adoptive parent
while an additional 3.8% lived with “other caregiver” (i.e.
relatives). None of the children were from a group home or
residential facility.

Approximately half of the children (47%) lived in a
single parent family home. About 55% of the children had
the biological mother as the primary caregiver while 13.2%
of the sample of children had foster mothers as the primary
caregiver. In addition, 11.3% of daily caregivers were
designated as grandmothers. Male primary daily caregivers
comprised 17.1% of the sample of adult caregivers
(biological fathers, 5.7%; grandfathers, 3.8%; foster
fathers, 1.9%; adoptive fathers, 3.8%; and, stepfathers,

1.9

oe

) .
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Table 1. Demographic Characteristics of the Respondents

Variable Frequency Percentage
: (n) (%)

Age of Caregiver (N=53)

25-30 5 9.4%
31-40 21 39.7%
41-50 17 32.0%
51-60 10 17.0%
61-70 1 1.9%
Caregiver Gender (N=53)
Female 40 75.5%
Male 13 24 .5%

Caregiver Ethnicity (N=53)

African American 12 22.6%
Asian ' 3 5.7%
Latino 11 20.8%
Native American 2 3.8%
Caucasian 24 45.3%
Other 1 1.9%
Caregiver Education (N=52)
8*" Grade or Less 3 5.8%
Some High School 11 21.2%
High School Diploma/GED 16 30.8%
Some College 15 28.8%
AA or AS Degree ‘ 6 ) 11.5%
BA or BS Degree 1 1.9%

Caregiver Income (N=51)

Less than $5,000 5 9.8%
$5,001 to $10,000 13 25.5%
$10,001 to $15,000 9 17.6%
$15,001 to $20,000 6 11.8%
$20,001 to $25,000 8 15.7%
$20,001 to $30,000 7 13.7%
Over $30,000 3 5.9%
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Table 1 (cont’d). Demographic characteristics

Variable Frequency Percentage
(n) (%)

Caregiver Relationship
To Child (N=53)

Biological Parent 33 62.3%
Adoptive Parent 2 3.8%
Grandparent 8 15.1%
Foster Parent 8 15.1%
Other Caregiver 2 3.8%

Child Currently Lives With (N=53)
Biological Mother 28 52.8%.

Biological Father 6 11.3%
Adoptive Father 2 3.8%
Grandmother -6 11.3%
Grandfather 1 1.9%
Foster Mother 6 11.3%
Foster Father 2 3.8%
Other Caregiver 2 3.8%

Length of Time (Months)

With Caregiver (N=53)
1-24 ' 9 17.0%
25-48 8 15.1%
49-60 6 11.3%
61-84 7 13.2%
85-108 6 11.3%
109-132 8 15.1%
133-156 5 9.5%
168-180 4 7.5%

Second Caregiver in Home (N=53)
None 25 47.2%
Biological Mother 4 7.5%
Biological Father 8 15.1%
Step-father 3 5.7%
Adoptive Mother 1 1.9%
Grandmother 4 7.5%
Grandfather 3 5.7%
Foster Mother 1 1.9%
Foster Father 2 3.8%
Other Caregiver 2 3.8%
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Table 1 (cont’d). Demographic characteristics

Variable Frequency Percentage
(n) ' (%)

Responsible for more than 51%
Of Daily Child Care (N=53)

Biological Mother 29 54.7%
Biological Father 3 5.7%
Step-father 1 1.9%
Adoptive Father 2 3.8%
Grandmother 6 11.3%
Grandfather 2 3.8%
Foster Mother 7 13.2%
Foster Father 1 1.9%
Other Caregiver 2 3.8%
Age of Child (N=53)
4-17 18 34.0%
8-11 24 45.2%
12-14 11 20.8%
Child Gender (N=53)
Female 15 28.3%
Male 38 71.7%
Child Ethnicity (N=53)
African American 11 20.8%
Latino 13 24.5%
Caucasian 24 . 45.3%
Other 5 9.4%

Parenting Style (AAPI-2) Results

The AAPI - 2 consists of five subscales based on five
parenting constructs: inappropriate parental expectations
(Subscale A), parental empathy of child’s needs (Subscale
B), use of corporal punishment (Subscale C), child-parent

role reversal (Subscale D), and the oppression of
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children’s will and independence (Subscale E). Table 2
summarizes caregivers’ responses to the 40 items of the

AAPI -2.

Table 2. AAPI-2 (Form A) Descriptive Statistics

Item Frequency Percentage
(N=53) (n) (%)

1. Children should keep their
feelings to themselves.

Strongly Agree 1 1.9%
Agree 4 7.5%
Disagree 14 26.4%
Strongly Disagree 34 64.2%
2. Children should do what they’re
told to do, when they’re told to
do it. 1It’s that simple.
Strongly Agree 6 11.3%
Agree 27 50.9%
Uncertain 4 7.5%
Disagree 15 28.3%
Strongly Disagree 1 1.9%
3. Parents should be able to
confide in their children.
Strongly Agree 5 9.4%
Agree 26 49.1%
Uncertain 4 7.5%
Disagree 13 24.5%
Strongly Disagree 5 9.4%
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Table 2. (cont’d) AAPI-2 (Form A) Descriptive Statistics

Item Frequency Percentage
(N=53) (n) (%)

4. Children need to be allowed
freedom to explore their
world in safety.

Strongly Adree 13 24.5%
Agree 31 58.5%
Uncertain 1 1.9%
Disagree 7 13.2%
Strongly Disagree 1 1.9%

5. Spanking teaches children
right from wrong. (N=52)

Strongly Agree 6 11.5%
Agree 14 26.9%
Uncertain 10 19.2%
Disagree 17 32.7%
Strongly Disagree 5 9.6%

6. The sooner children learn
to feed and dress themselves
and use the toilet, the better
off they will be as adults.

Strongly Agree 6 11.3%

Agree 19 35.8%

Uncertain 6 11.3%

Disagree 18 34.0%

Strongly Disagree 4 7.5%
7. Children who are one year old

should be able to stay away
from things that could harm them.

Strongly Agree 8 15.1%
Agree 9 17.0%
Disagree 15 28.3%
Strongly Agree 21 39.6%
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