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Abstract Background Involv-
ing parents in the treatment of
youth referred for mental health
problems is an important agenda.
Parent involvement is associated
with treatment retention, greater
family participation, and positive
outcomes. The main goal of the
present study was to examine the
role of youth and parent report of
the youth’s psychopathology and
interpersonal problems on parent
involvement in outpatient treat-
ment of the youth. Methods Data
were gathered from 63 referred
youth in treatment in an outpa-
tient clinic. Subjects reported the
youth’s interpersonal problems
and problem syndromes. The
direct account of the youth and
parents was examined for associ-
ation with two indices of parent
involvement, namely, the mothers’
behavioral involvement (BI) and
personal emotional involvement
(PEI) in the treatment process.
Results Results showed that while

direct reports of the youth and
parents were not significant pre-
dictors of parent involvement,
discrepancy scores predicted par-
ent involvement. Further, there
were twice as many scales of
interpersonal problems that were
related to parent involvement as
the syndrome scales. Conclusion
The ability of discrepancy scores
in predicting parent involvement
underscores that it is not only a
risk factor for later development
of adverse outcomes, but also
related with essential treatment
processes. Clinicians may be able
to address these issues and aid in
treatment processes leading to
desired outcomes.
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Introduction

Involving parents in the treatment of youth with
mental health problems is an important agenda for
several reasons. First, parenting practices and
behaviors are consistently associated with positive
treatment outcomes [5, 7, 11, 22, 28]. Second, post-
treatment maintenance of gains is contingent on
continued application of the strategies, insights, and

skills learnt in therapy [27]. Parents are usually the
natural first choice in helping their youth and chil-
dren maintain gains made in the clinic. Third, a re-
cent study by Hawley and Weisz [10] found that
therapists’ alliance with the parents was associated
with more family participation and treatment reten-
tion in a referred community sample. However, there
is little research regarding the extent and nature of
parent involvement in the treatment of children and
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adolescents, particularly from usual clinical care set-
ting.

Attrition research addresses factors associated with
termination after having started treatment. A review
of attrition studies by Armbruster and Kazdin [4]
indicates that attrition is associated with demo-
graphic, socio-economic status, family context, par-
ent- and child psychopathology, but these results are
not consistent and conclusive. Kendall and Sugarman
[19] suggest that the varying degree of involvement
and drop-out may be a function of differences be-
tween setting and samples. Their results indicated
that the level of treatment retention and drop-out for
children with internalizing problems was different
from what is found in studies on children with
externalizing problems. Other studies found that the
severity of problem and co morbidity was associated
with varying degree of participation in treatment [18,
19]. This indicates that the assessment of the disorder
and its severity is an important aspect determining
treatment retention.

In therapy with youth there are most often at least
two informants—the youth and the parent. Several
studies reported low level agreement of clinical
information obtained from parents and youth. For
instance, Achenbach, McConaughy and Howell [2]
found a mean correlation of .25 between parent and
child report on self-reported behavioral and emo-
tional syndrome scales. Cantwell, Lewinsohn, Rohde,
and Seerley [6] found a range between .19 and .79 for
the level of agreement between parent- and youth
report of diagnostic information. There was consid-
erable variation between diagnostic categories. There
was lower level of agreement for internalizing disor-
ders than for externalizing disorders and disorders
with salient somatic symptoms (e.g., core symptoms
of anorexia and bulimia).

Discrepancy between parents and youth may be a
function of the different context in which parents
observe the youth’s behavior compared to the youth’s
experience of the problem [2]. Kramer et al. [21]
examined responses of 258 referred youths and their
parents regarding the type of problems that they
agreed on. Generally, they found low-level agreement
for areas that involved subjective evaluation of rela-
tionships. Interpersonal relationships (or lack of it)
could be construed as important for youth—given the
centrality of peer relationships for adolescents. Fur-
ther, the general focus of psychosocial treatments
revolves around interpersonal issues [13, 14]. It is,
therefore, conceivable that parental (un)awareness of
interpersonal problems of the youth would affect their
involvement in treatment process.

In a non-treatment context, Ferdinand, van der
Ende, and Verhulst [8] followed a cohort of subjects
who were 11-14 years at time 1. Direct reports of

youth and parents on CBCL/YSR and the discrepancy
between their accounts were examined for their ability
to predict adverse outcomes, such as, police contacts,
suicide attempts, drug use, and referral to mental
health services at time 2-4 years later. A series of
regression analyses ending in a final forward stepwise
regression analysis showed that nine Child Behaviour
Checklist (CBCL) syndrome scales, six Youth Self
Report (YSR) scales, and six discrepancy scores were
significantly related to the outcome measures. In
treatment context, discrepancy may be an important
source affecting the process of determining treatment
goals and the process of realizing these goals.

Although there are clinical studies involving par-
ents, to our knowledge, there is a lack of theoretical
and conceptual work regarding parent involvement in
clinical work with children and adolescents. There
are, however, advances regarding parent involvement
in other fields of psychology. For instance, in educa-
tional psychology, parent involvement was defined as
the dedication of resources given by the parent to the
child within a given domain [9]. Grolnick and
Slowiaczek proposed a multidimensional construct of
parent involvement that could be expressed as first,
specific behaviors such as going to school and par-
ticipating in school related activities. Second, personal
involvement was the child’s phenomenological expe-
rience of parent’s resources available to them. And
third, exposing and engaging the child in cognitive
and intellectually stimulating activities was construed
as cognitive/intellectual involvement. While the
measures were specifically directed towards parent
involvement in the educational context, the need to
adapt the constructs, particularly personal involve-
ment, and measures to the clinical context is obvious.
Grolnick and Slowiaczek defined personal involve-
ment in terms of the dedication of personal resources
in the service of positive effect. We subscribe to the
relevance of the definition. However, since clinical
treatments usually address several issues that stretch
beyond the scope of a single functional domain (e.g.,
reduce symptoms, function with friends and school,
improve family relationships, etc.), is time limited and
emotionally demanding, compared to schooling, the
child may need the experience of parent’s emotional
care beyond the context of the clinic. And a construct
of parental care that is relatively stable across situa-
tions and time periods, for example, parental bonding
[25] may be more appropriate.

Based on this literature review, the primary goal of
this study was to examine the role of youth and
parents’ report regarding the youths’ psychopathol-
ogy and interpersonal problems on parent involve-
ment in the treatment process. Further, because
clinicians most often gather data from youth and their
parents and discrepancy between youth and parents
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constitutes an important factor, we also examined the
role of discrepancy on parent involvement.

Method
Subjects

Subjects were recruited from youth (ages 14-17 years)
receiving outpatient treatment at the Stavanger Uni-
versity Hospital in Norway. A criterion for inclusion
was that the youth had residence with at least one of
the parents—biological or adoptive. There were 99
youth who completed the questionnaires. Of these,
data were available from one or both parents for 66
subjects. Three subjects did not complete the whole
set of questionnaires and were not included in the
study. Data from the youth, mother, and father was
available from 39 youth and data from youth and
mother was available from all 63 youth. Due to the
low response from fathers, we used only scores from
the youth and mothers in this study. Further, al-
though the analyses are primarily mothers’ report, we
use the term parent in the rest of the article. The final
cohort for this study comprised of 63 subjects. In
total, 35% of the sample comprised of boys. All the
subjects gave their informed consent and the study
was approved by the regional ethics committee (REK-
III), University of Bergen, Norway.

In total, 30 of the 63 subjects ended outpatient
treatment and the average number of months in
treatment was 12 (range = 24 SD = 6.63). Youth still
in treatment averaged at 15 months (range = 19
SD = 6.58). Independent T-tests for continuous vari-
ables of age and number of months in treatment and
chi-square tests for categorical variables of gender,
diagnoses, and two-parent or single-parent families
did not show any differences between youth who
ended treatment or youth still in treatment. The
sample consisted of 55.5% (n = 35) youth from dual-
parent families and 45.5% (n = 28) from single-par-
ent families. Mothers attended an average of 7.92
(median = 6 SD = 7.05) consultations and the youth
attended an average 12.94 (median = 12 SD = 10.06)
consultations.

Measures
Parent involvement variables

We used two measures of parent involvement based
on the multidimensional constructs of parent
involvement proposed and tested by Grolnick and
Slowiaczek [9], namely, behavioral involvement (BI)
and personal emotional involvement (PEI). First,

parallel to their description of BI (e.g., attending
school, meeting with the teacher, etc.) we used the
number of consultations attended by the youth and
the mother to construct BI. A similar approach to
construing the frequency of consultations attended as
a measure of family participation was recently re-
ported by Hawley and Weisz [10]. However, the fre-
quency of consultations parents and youth attend
may be a function of the total consultations that the
youth attended. Therefore, we used the percentage of
the total number of consultations that the mothers
attended as our measure of BI. PEI was measured
using the Care sub-scale of the Parental Bonding
Instrument—PBI [25]. A recent study with 1,071
Norwegian adolescents used the same scale as a
measure of parent support and reported a Cronbachs’
alpha of 0.77 [23].

Child Behavior Checklist (CBCL) and Youth Self
Report (YSR)

Youth and mothers described the mental health
problems using the CBCL and the YSR [1]. CBCL is a
parent report questionnaire that other important
adults also can use to report the child’s (6-18 years)
behavior and the latter is the YSR. Both question-
naires comprise of three scales assessing the child’s
competence (Activities, Social, and School), eight
narrowband syndrome scales (Anxious/Depressed;
Withdrawn/Depressed; Somatic Complaints; Social
Problems; Thought Problems; Attention Problems;
Rule-Breaking Behavior and Aggressive Behavior),
and two broadband scales of Internalizing and
Externalizing disorders in addition to a total problem
scale. The Norwegian version of the CBCL and YSR
was first translated in 1986/1988 and later revised in
1993 and 2002. Ngvik [24] found that the Norwegian
version of the CBCL had acceptable external and
discriminant validity. However, because Norwegian
norms are not available, we used the raw scores of the
syndrome sub-scales in this study.

Inventory of Interpersonal Problems (IIP-C)

The Inventory of Interpersonal Problems was first
developed by Horowitz et al., [13] to measure inter-
personal complaints that people bring to therapy.
Later, Alden, Wiggins, and Pincus [3] constructed
circumplex scales (IIP-C) using 64 of the items from
the original IIP. These self-report items are broadly
divided into two types of statements. The first 39
items begin with “It is hard for me to” (for example)
trust other people and keep things private from other
people. The second 25 items start with “things I do too
much” (for example: I fight with other people too
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much and I am too sensitive to criticism) Responses to
each item are coded on a 5-point Likert scale (0 = not
at all and 4 = extremely). There are eight scales that
describe various themes: Domineering/Controlling
(PA), Vindictive/Self-centered (BC), Cold/Distant
(DE), Socially inhibited (FG), Nonassertive (HI),
Exploitable (JK), Overly Nurturant (LM), and Intru-
sive/Needy (NO). Further, these scales are organized
in a circumplex of interpersonal problems along the
two dimensions of dominance and nurturance. The
IIP-C has been shown to have good reliability. Alpha
coefficients for the scales ranged between .72-.85 for
the original North American sample [3] and .64-.85 in
the current sample. This was not different from the
range reported in two unpublished studies: one, with
a Norwegian adult sample [15] reported a coefficient
range of .69-.81 and two, the coefficient range with a
Norwegian youth sample (14-18 years) was .69 and
83 [17].

Procedure and data analysis

Subjects included in the study had either received
printed information regarding the research study
prior to their first appointment or early on after their
initial contact with the clinic. Those who agreed to
participate gave their informed consent and com-
pleted the battery of measures either prior to the first
consultation or shortly after commencement of
assessment and treatment at the clinic. Parent and
youth submitted the completed measure at the same
time indicting no time lapse between their respective
reports.

Data were examined by conducting three sets of
multiple regression analyses with each of the depen-
dent variables of BI and PEI—a total of six sets of
linear regression analyses. All analyses were carried
out using the statistical software, SPSS 13.0.

Results

The mean percentage of BI was 42.12 (SD = 25.28)
and the mean score for PEI was 20.97 (SD = 3.16).
Further, the mean scores and Pearson’s correlations
between youth and mother reports for interpersonal
problems and syndrome scales are presented in Ta-
ble 1.

Highly correlated variables add little or nothing to
a model in a regression analysis and therefore could
lead to improper conclusions regarding their utility.
There were low to medium correlations between
youth and their mothers on the total sample. How-
ever, girls had more significant and higher levels of
correlations with the mothers than did boys. How-
ever, the highest correlation between mothers and the
girls was on externalizing disorders.

As can be seen in Table 2, the direct report of the
youth and the parent was not significantly related to
either BI or PEI. However, the discrepancy scores
explained 47% of the variance for BI and the model
was significant F = 2.52 (16) P < .01. Further, dis-
crepancy scores explained 49% of the variance for PEI
and the model was significant F = 2.76 (16) P < .0l.
This indicates that while direct reports of the youth
and the parent, in and of themselves, were unrelated
to parent involvement, the discrepancy scores were

Table 1 Mean scores and Pearsons’
correlations between youth and
parent report for syndrome scales of

Problem domains

Youth report

Parent report Pearson’s correlations between

youth and the mothers

YSR and CBCL and the Inventory of Mean D Mean D Total sample n = 63
Interpersonal Problems
Syndrome Scales (YSR/CBCL)
Anxious (anx) 11.6 7 8 5.4 27*
Withdrawn (wth) 6.1 3.5 54 3.8 38**
Somatic (som) 5.7 3.9 5.8 4 A6**
Social Problems (sos) 42 3.5 3.6 4.1 49%*
Thought problems (tht) 5.8 43 3.6 3.8 29%
Attention problems (attn) 7.9 33 6.5 43 A40%
Rule breaking (rule) 5.8 5.1 47 5.1 34%*
Aggression (agg) 9.8 5.7 79 74 34%*
Interpersonal Problems (IIP-C)

Domineering (PA) 74 44 8.1 6.3 34%*
Vindictive (BC) 9.1 5.6 9.5 6 34%*
Cold (DE) 8.7 6.1 9 6 a7

Inhibited (FG) 1.1 6.8 12 7.1 35%*
Nonassertive (HI) 12.4 74 14 6.6 A7**
Exploitable (JK) 1.1 7.1 10.9 5.6 A0**
Overly nurturant (LM) 10.6 5.7 1.1 5.7 .66%*
Intrusive (NO) 9.5 5.4 83 48 50%*

*P < .05 *P<.01
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Table 2 R? and Beta values for
individual Predictors of behavioral

Adolescent report  Mother report  Discrepancy scores

involvement (Bl) and personal BI/PEI BI/PEI BI/PEI
emotional involvement (PEI)
g 28/.26 34/.22 AT*¥] A49%
Symptoms (YSR-CBCL) Anxious (anx) =/= —57%*/— =/=
Withdrawn (wth) —/—- —/- —/-
Somatic (som) == == ==
Social Problems (sos) =/= .55%/— ==
Thought problems (tht) —/- == ==
Attention problems (attn) —/— == —/.45*
Rule breaking (rule) =/= == ==
Aggression (agg) == == ==
Interpersonal Problems (IIP-C)  Domineering (PA) == —/—.56% —/.64**
Vindictive (BC) 4= =l= —/—.50%
Cold (DE) == == ==
Inhibited (FG) —/— —/= —.53%/—
Nonassertive (HI) = == 67%%/—
Exploitable (JK) == == —/—.A42%
Overly nurturant (LM) == == ==
Intrusive (NO) == == ==

*P<.05*P<.01

clearly related to parent involvement. Further, be-
cause discrepancy was measured at the beginning of
the clinical contact and BI at the end of the study
period, discrepancy can be said to predict BI.

Although BI and PEI are different sub-constructs
of parent involvement, the overall pattern of rela-
tionship with direct and discrepant scores was note-
worthy. While one may wonder if the two dependent
variables are correlated, none of the 16 sub-scales
were related to BI or PEL Their differing pattern of
association indicates that BI and PEI are separate sub-
constructs of parent involvement. Table 2 also shows
that twice the IIP-C scales have significant association
with parent involvement than the syndrome scales of
CBCL/YSR. When the syndrome scales entered the
model as block 1 of the regression model, they were
no significant relationships with either of the indices
of parent involvement. However, when the IIP scales
were added, the model was significant as noted above.
This indicates that discrepancy scales of interpersonal
problems were superior in predicting parent
involvement.

Discussion

The primary focus of this study was to investigate the
role of parent-youth discrepancy regarding the
youth’s psychopathology and interpersonal problems
on parent involvement in the assessment and treat-
ment of youth. It was proposed that discrepancy
exerts its effect by diminishing parent involvement in
central socializing and help-seeking aspects of the
youth’s life; of particular interest to this study was
parent involvement in assessment and treatment of
youth referred to specialty mental health clinics. A

related focus was to investigate if there was a differ-
ence between the predictive value of parent-youth
discrepancy on two domains of problems, namely
symptoms/syndromes and interpersonal problems.
The main results showed that while direct report of
youth and parent were not successful predictors,
discrepancy scores successfully predicted both the
parent involvement variables. And although BI and
PEI are two different aspects of parent involvement,
their overall similarity of associations with the
explanatory factors indicates they are indeed related
as indices of parent involvement.

Ideally, the parent’s direct report should have
predicted the level of their involvement for at least
two reasons: first, direct report could be construed as
the informant’s felt distress on a given measure. And
therefore, should have been adequate in predicting
the level of therapeutic attention—the higher the
distress levels the more consultations. Second, be-
cause parents are key players in identifying the
problems, initiating contact and providing clinical
information to therapists’ [30] their involvement
should have been high. However, the lack of associ-
ation between the direct report of the youth and
parents with parent involvement may have a devel-
opmental explanation. It could be argued that given
the increased need for autonomy in adolescence,
parents restricted their BI in the treatment process,
and instead, provided emotional support at home.
However, the lack of significant relationship between
PEI and direct report does not support this notion.
Yet another explanation may be that the phase of the
treatment may have had an effect on parent involve-
ment. A previous study showed most contact between
clinicians and parents in the intervention phase of the
treatment [16].
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There are two obvious possibilities for the associ-
ation between high discrepancy scores and low parent
involvement. First, parents may not wish to be in-
volved in the treatment process and second, the youth
may not want to involve their parents. When parents
do not wish to be involved, it may be because they do
not understand why the youth requires treatment or
why they should be involved. Additionally, relation-
ship factors between parents and youth, communi-
cation problems and other factors, such as, the
presence of parental psychopathology may be among
the common explanations for why parents may not
want to be involved in the treatment process. Occa-
sions where youth do not want their parents involved
may be associated with problems that the youth
wishes to conceal from the parents—problems they
know are unacceptable. For example, problems with
drug and alcohol misuse and other conduct problems.
Discrepancy on behavioral problems predicted
behavioral problems in young adulthood in the Fer-
dinand et al. study. They also found a similar trend
for discrepancy regarding emotional problems and
persistence of emotional problems in young adult-
hood.

Previous studies have identified youth as better
reporters than their parents on internalizing problems
[6, 20] and interpersonal problems [21]. Conse-
quently, it may be argued that when parents fail to
correctly identify youth’s interpersonal problems, and
the youth are able to better report these problems, the
need for comprehensive parent involvement may be
unnecessary. Individual scales that were statistically
significant and related to BI, were scales that are
associated with individuals who typically are com-
pliant, avoid conflict, do not readily make known
their distress and problems to others and have re-
sponded well to psychotherapy [12]. However, scales
associated with PEI were those that are typically re-
lated to externalizing disorders. This implies that
youth reporting more externalizing problems may
have trouble experiencing their parents as emotion-
ally involved and caring. This is not surprising given
that parents may be strict with these youth. However,
irrespective of the type of problem, without proper
guidance and help parents may find it difficult to
balance between adequate monitoring and autonomy
granting. Clinicians may have a valuable contribution
to make by enhancing communication and reducing
relational problems between youth and parents.

Conclusions of this study must be tentative due to
several limitations. A total of 48 variables were stud-

ied for each of the two dimensions of parent
involvement. The study was conducted with a rela-
tively small sample size and this combination runs the
risk of type II error and limits the ability to generalize
to the population. Further, the small sample size
limited the scope of the study that could have in-
cluded examining other relevant research issues like,
the direction of discrepancy (e.g., youth reporting
more problems than parents and vice versa). The low
response rate from fathers has limited the scope of the
study, especially in the light of research showing
relationship between father-youth psychopathology
[26].

Yet another limitation was the mixed use of cross-
sectional and longitudinal structure. All the self-re-
port measures including PEI were completed at the
beginning of the clinical contact while only BI was
measured at the end of the study period with an
average of 12 consultations for subjects who ended
treatment and an average of 15 consultations for
subjects still in treatment. Thus the longitudinal
structure related to BI provides support for positing
discrepancy scores as predictors of BI. However, PEI
is a stable trait-like construct and may be unlikely to
change over this relatively short study period. A re-
cent study demonstrated the stability of the PBI over a
20-year period [29]. However, because PEI lacks the
longitudinal structure, results regarding its predictive
index should be treated cautiously. To our knowledge,
this is the first study with a referred clinical popula-
tion that has examined the role of parent-youth dis-
crepancy on parent involvement in outpatient
treatment. We acknowledge the need for additional
research with a larger, representative group with a
longitudinal design to verify the results of this study.

The primary focus of this study was to examine the
role of the youth and parents’ report regarding the
youths’ psychopathology and interpersonal problems
and discrepancy between their accounts on parent
involvement. The main result of this study was that
direct reports of the youth and parent were not re-
lated to parent involvement, but discrepancy scores
between parents and youth were significantly related
to parent involvement.
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FYLLES UT AV Idnr:

UNGDOM IIP-C (Skjema IIP-U)

Her er en liste med problemer som folk har i omgang med andre mennesker. Vennligst les hvert

av disse og vurder om dette problemet har vert et problem for deg med hensyn til en eller annen

betydningsfull person i ditt liv. Velg da det tallet som beskriver hvor plagsomt det problemet har
vert, og fargelegg sirkel med dette tallet.

EKSEMPEL.:

Hvor mye har du vert plaget av dette problemet?

Ikke i det Litt  Moderat Ganske  Veldig
hele tatt Mye
Det er vanskelig for meg & komme overens med mine slektninger
0 Q) 3 4 5
Del 1. Dette er noe du synes er vanskelig a gjore i forhold til andre mennesker.
Part I: These are things that you feel are difficult in relation to other people
DET ER VANSKELIG FOR MEG A: Ikkeidet | Litt Ganske .
Moderat Veldig
hele tatt Mye
IT IS HARD FOR ME TO Not at all Alittle | Moderately | Quite abit | Extremely
bit
Stole pa andre mennesker
1. 0 1 2 3
Trust other people

Si ”nei” til andre mennesker

Say "no” to other people

Delta i grupper

Join in on groups

Holde ting hemmelig for andre mennesker

Keep things private from other people

La andre mennesker fa vite hva jeg har bruk for

Let other people know what I want

Be en person om & slutte a plage meg

Request another person to stop bothering me

Presentere meg for nye mennesker

Introduce myself to other people

Konfrontere folk med problemer som oppstar

Confront people with problems that arise

Hevde mine egne meninger ovenfor en annen person

Firmly express my opinions for other people

La andre mennesker fa vite nar jeg er sint
10. 0 1 2 3
let other people know that I am angry

" Forplikte meg over lang tid i forhold til en annen person 0 | 5 3
| Commit myself over a long time to another person
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12.

Vere sjef over en annen person

Be assertive in relation to another person

13.

Vere sint pa andre nér situasjon gjgr det ngdvendig

Be angry with others when the situation makes it necessary

14.

Omgas andre mennesker pa en selskapelig méte

be with other people in an informal manner

15.

Vise andre mennesker at jeg er glad i dem

Show other people that I am fond of them

16.

Komme overens med folk

Get along with other people

17.

Forsta andres synspunkter

Understand other’s point of view

18.

Uttrykke mine fglelser ovenfor andre direkte

Express my feeling for others directly

19.

Vere bestemt nér jeg trenger a veere det

Be firm when I am required to be firm

20.

Oppleve kjerlighet i forhold til en annen person

Experience love i relation to another person

21.

Sette grenser for andre

Put limits for other people

22.

Stgtte en annen persons mal med livet

Support another person’s goal for life

23.

Fgle nerhet til andre

Feel intimate with another person

24.

Virkelig bry seg om problemer andre mennesker har

Truly care about other people’s problems

25.

Krangle med en annen person

Fight with another person

26.

Tilbringe tid alene

Spend time alone

217.

Gi en annen person en gave

Give another person a gift

28.

Tillate meg & fgle sinne overfor noen jeg liker

Allow myself to feel angry with someone I like

29.

Sette en annens behov framfor mine egne

Put another’s needs before mine own

30.

Ikke bry meg med andres saker

Not to care about other people’s affairs
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Ta imot rad og ordrer fra folk som har myndighet over meg
31. | Accept advice and orders from people who have authority 0 1

over me

- Glede meg over et annet menneskes lykke 0 )
" | Be happy on behalf of another person

13 Be andre mennesker om & omgas meg sosialt 0 )
) Request another person to be social with me

Vere sint pa andre mennesker
34. 0 1
remain angry with other people

35 Apne meg og snakke om fglelsene mine til andre 0 |
" | be open and talk about my feeling to others

36 Tilgi en annen person etter at jeg har veart sint 0 :
" |F orgive another person after I have been angry

37 Ta hensyn til mitt eget beste nar en annen blir krevende 0 |
" | Look out for myself when others become too demanding

Si mine egne meninger uten a bekymre meg for at jeg sarer
en annen persons fglelser.

38. 0 1
Express my own opinions without being worried that I would

hurt another’s feelings

Veare trygg pa meg selv nar jeg er sammen med andre
39. | mennesker. 0 1

be self confident when I am with other people

DELII FOLGENDE ER TING DU GJOR FOR MYE:
PART II THE FOLLOWING ARE THING YOU DO TOO MUCH:

10 Jeg krangler for mye med andre mennesker 0 |
Sl fight a lot with other people

il Jeg fgler meg for ansvarlig for & lgse andres problemer. 0 |
I feel responsible for solving other people’s problems

0 Jeg lar meg altfor lett overtale av andre. 0 )
" | Iamtoo easily persuaded by other people

5 Jeg er for pen overfor andre mennesker. 0 )
" | Iamtoo open for other people

Jeg er altfor selvstendig.
44. 0 1
I am too independent

45 Jeg er altfor aggressive i forhold til andre. 0 |
" | Iamtoo aggressive in relation to others

16 Jeg pragver for sterkt & tekkes andre mennesker. 0 )
" | Iwant people to admire me too much




P. Israel et al.

Parent-youth discrepancy parent involvement

147

47.

Jeg klovner for mye.

I fool around too much

48.

Jeg gnsker for mye & bli lagt merke til

1 wish to be noticed too much

49.

Jeg stoler for mye pa andre mennesker.

I trust other people too much

50.

Jeg prgver for mye a kontrollere andre mennesker.

I try to control other people too much

51,

Jeg lar for ofte andres behov ga foran mine egne.

I allow too often other people’s need precede my own needs

52.

Jeg prgver altfor mye & forandre andre mennesker

I try too much to change other people

53.

Jeg er for godtroende

I am too gullible

54.

Jeg er overdrevent genergs overfor andre mennesker

I am very generous toward other people

55.

Jeg er redd for andre mennesker

I am afraid of other people

56.

Jeg er for mistenksom overfor andre mennesker

I am too suspicious of other people

57.

Jeg manipulerer andre for mye for & oppna det jeg vil

I manipulate other too much to get what I want

58.

Jeg forteller altfor lett personlige ting til andre

I tell too easily personal things to others

59.

Jeg er for ofte uenig med andre

I often disagree with others

60.

Jeg holder andre altfor mye pa avstand

I keep people at a great distance

61.

Jeg lar altfor lett andre mennesker utnytte meg

I let other people take advantage of me too much

62.

Jeg fgler meg for ofte flau overfor andre mennesker

1 often feel embarrassed in front of other people

63.

Jeg lar en annen persons elendighet for lett ga inn pa meg

I let another person’s misery get to me too easily

64.

Jeg gnsker for ofte hevn over andre

I wish too often for revenge against others

Takk for hjelpen
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