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Abstract In child clinical psychology, parent and child
reports are typically used to make treatment decisions and
determine the effectiveness of treatment. However, there are
often moderate to large discrepancies between parent and
child reports, and these discrepancies may reflect mean-
ingful information about the parent, the child, and the
parent–child relationship. Additionally, parent–child dis-
crepancy may predict treatment outcome. This study
examined parent–child discrepancy in a sample of 62 chil-
dren (10.15±1.26 years old) with prominent social com-
petence deficits and mixed diagnoses who were treated with
a resilience-based, cognitive–behavioral group therapy pro-
gram (the Resilience Builder Program) in a private clinical
setting. Further analyses were conducted to investigate
whether parent–child discrepancy related to treatment out-
come. Consistent with the literature, prominent parent–child
discrepancy was found across domains, with parents gen-
erally reporting more severe symptomatology. Treatment
with the Resilience Builder Program resulted in significant
improvement in parent report of multiple domains of
functioning, including resilience, social skills, and emotion
and behavior regulation. Importantly, larger parent–child
discrepancy at the start of therapy was predictive of poorer

overall treatment response. Given its impact on therapeutic
effectiveness, these results suggest that parent–child dis-
agreement regarding the child’s impairment at the onset of
therapy is worthy of assessment prior to treatment, and may
itself be a topic worthy of targeting in treatment.

Keywords Informant Discrepancy ● Parent–Child
Discrepancy ● Treatment Outcome ● Resilience ● Group
Therapy

Introduction

Adequate assessment of child psychological conditions
requires the use of multiple informants, primarily parents
and children, since there is no single definitive way to
measure psychopathology in children, and no viable bio-
logical marker exists for any of the mental health disorders
(De Los Reyes 2011; American Psychiatric Association
2013). Discrepancies between informant reports, however,
are routinely found across samples, occur across measure-
ment methods, and are usually in the moderate to large
range (De Los Reyes and Kazdin 2005). Several meta-
analyses of over 50 years of published research reveal that
low cross-informant correspondence is a long-known find-
ing in clinical assessments that continues to affect assess-
ments currently conducted in research and clinical practice
(for a review, see De Los Reyes et al. 2015).

Discrepancies between parent and child reports do not
simply reflect a lack of reliability or validity, because large
discrepancies still exist when each informant’s report is
reliable and valid across measures (e.g., Achenbach and
Rescorla 2001; Baldwin and Dadds 2007; Comer and
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Kendall 2004). Even when measures are identical across
informants, discrepancy is still high (Achenbach 2006).
Thus, parent–child discrepancy should not be discarded as
measurement error, but should instead be examined as a
meaningful piece of data on its own (De Los Reyes and
Ohannessian 2016).

De Los Reyes et al. (2013b) have advanced frameworks
to explain informant discrepancies in the assessments of
child and adolescent psychosocial functioning (e.g., the
Operations Triad Model). The Attribution Bias Context
(ABC) Model (De Los Reyes and Kazdin 2005) posits three
main ways informants differ that contribute to informant
discrepancies: (A) their explanations for the cause of the
child’s behavior (internal or external); (B) their perspectives
used to identify if and what behaviors merit treatment; and
(C) the contexts in which they observe the behavior and
engage in the assessment process.

Related to the second component of the ABC Model,
several researchers have explored characteristics of the
parent (e.g., depression), the child (e.g., attention deficit
hyperactivity disorder (ADHD)), and the parent–child
relationship (e.g., conflict, poor communication, low par-
ental acceptance and engagement) that may result in dif-
fering perspectives of the child’s symptomatology and need
for treatment (see De Los Reyes and Kazdin 2005, 2006;
Hoza et al. 2012; Kolko and Kazdin 1993; Grills and
Ollendick 2003; Treutler and Epkins 2003; Van Roy et al.
2010; Yeh and Weisz 2001; Youngstrom et al. 2000). Based
on studies such as these, parent–child discrepancy may be
the result of: (1) distorted perceptions due to psycho-
pathology in one or both informants (e.g., maternal
depression predicts greater parent-reported symptomatol-
ogy; ADHD in the child predicts lower self-reported
symptomatology (i.e., the Positive Illusory Bias (PIB),
which is the tendency for youth with ADHD to report
greater social competence than parents, teachers, and peers
(Hoza et al. 2002)), (2) a reflection of real-world arguments
between parent and child about whether a symptom is
present or needs to change, (3) lack of parental acceptance
of child behavior, and/or (4) poor communication about
problematic symptoms. However, this prior research uti-
lized methodologically limited methods (i.e., difference
scores between parent and child report) to measure
parent–child discrepancy (for a review, see De Los Reyes
and Kazdin 2004; Laird and De Los Reyes 2013). The
concern with relying on difference scores is that they may
not provide meaningful information beyond the individual
reports used to generate these difference scores. Instead, it is
recommended that interaction terms be used to measure
parent–child discrepancy because they provide new infor-
mation beyond the main effects of the individual infor-
mants’ reports (Laird and Weems 2011) and demonstrate
criterion validity by revealing the same information as

direct assessments of informant discrepancy (De Los Reyes
et al. 2013a).

Prior research and theoretical work has also discussed
why parents are more likely than children to hold the per-
spective that child symptoms merit treatment, which in turn
leads to parent–child discrepancy, in accordance with the
ABC Model. De Los Reyes and Kazdin (2005) posit that if
a child is not distressed by a behavior then he/she is unlikely
to endorse its presence and/or the need for treatment.
Relatedly, Phares and Danforth (1994) found adolescents
are less likely to report being distressed by their behaviors
than are their parents, and in turn, are less likely than their
parents to want to seek treatment for these behaviors.
Additionally, parents are generally the informants seeking
treatment for their child (Kazdin 2000). In accordance with
Tversky and Marsh’s (2000) theory that a negative per-
spective biases one’s memory for negative events, parents
are more likely than their child to recall and endorse
negative behaviors consistent with their perspective that
their child needs treatment (De Los Reyes and Kazdin
2005).

While the majority of research on parent–child informant
discrepancy has sought to identify factors that contribute to
discrepancy, a limited number of studies have examined
relationships in the opposite direction; that is, how infor-
mant discrepancy may contribute to other clinical factors,
such as delinquent behaviors, police contacts, school
expulsion, emotional problems, social deficits, and suicide
attempts (De Los Reyes et al. 2010; Ferdinand et al. 2004;
Guion et al. 2009).

Minimal research has examined if parent–child informant
discrepancy contributes to the effectiveness of psychother-
apeutic interventions. This is surprising given that,
according to the ABC Model, one of the primary con-
tributors to informant discrepancy is disagreement regard-
ing whether a child’s symptoms merit treatment, and that
disagreement on the need for treatment or treatment goals is
a strong predictor of poor treatment outcomes (Garland
et al. 2007). Disagreement about the need for treatment is
likely a strong predictor of poor treatment outcomes
because if either the parent or the child is unaware, or does
not believe, that a particular behavior exists or needs to be
treated, then he/she will be less motivated to engage in
treatment, and thus treatment will be less effective (Israel
et al. 2007; Brookman-Frazee et al. 2008). Two studies
have examined the relationship between parent–child dis-
agreement and a factor related to therapy outcome (i.e.,
attendance; parental involvement). The first found that
disagreement between parents and children on treatment
goals at intake predicted decreased attendance at therapy
sessions (Brookman-Frazee et al. 2008). The second study
found that informant discrepancy on scales measuring
interpersonal problems at intake predicted decreased
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parental involvement in treatment (Israel et al. 2007). There
are a limited number of studies that have examined the
relationship between pre-treatment parent–child dis-
crepancy and actual treatment outcome. Panichelli-Mindel
et al. (2005) found that in a sample of children with anxiety
disorders, when parents and children disagreed regarding
the presence of an anxiety disorder (based on a structured
intake interview), those youth had poorer treatment
response than when both parent and child endorsed the
presence of an anxiety disorder. Similarly, Humphreys et al.
(2015) found that, in a sample of children receiving
cognitive–behavioral therapy (CBT) for post-traumatic
stress disorder, treatment responders had lower levels of
parent–child symptom disagreement at baseline than treat-
ment non-responders. Conversely, De Los Reyes et al.
(2010) found that, in a sample of children with social
phobia, pre-treatment parent–child discrepancies did not
differ between treatment responders and non-responders.
Additionally, Hoffman and Chu (2015) found that, in a
sample of children receiving CBT for anxiety disorders,
greater parent–child goal agreement at baseline predicted
greater parental satisfaction with treatment, but did not
significantly predict diagnostic remission. Only one study of
which we are aware examined the relationship between pre-
treatment parent–youth discrepancy and treatment outcome
using currently recommended approaches to assessing dis-
crepancy (e.g., interaction terms). In a sample of youth
(ages 7–17 years) receiving CBT for anxiety disorders,
youth were less likely to be diagnosis-free post-treatment if
they reported fewer symptoms than their parents at the start
of treatment (Becker-Haimes et al. 2017). In sum, despite a
strong theoretical association, the actual nature of the rela-
tionship between parent–child discrepancy and child’s
response to therapy remains unclear. If parent–child dis-
crepancy does impede treatment success, efforts to identify
discrepancies, why they occur, and ways to reduce them
may contribute to increased therapy effectiveness and
improved mental health for children. It is thus essential that
research expand upon recent studies to examine the impact
of parent–child discrepancy on treatment success using
valid approaches to assess discrepancy (e.g., interaction
terms).

The current study aims to address the gap in research on
the impact of informant discrepancies on treatment by
examining whether parent–child discrepancy affects treat-
ment outcome in a clinical sample of children with mixed
diagnoses. In doing so, we present the first study of this sort
to use a sample of youth other than those with anxiety, and
the first being treated in a “real-world” clinical service set-
ting. Perhaps more importantly, this study is the second of
its kind to utilize the currently recommended approach to
assess discrepancy (i.e., interaction terms). Given that youth
tend be less distressed by their presenting problems than

their parents (Phares and Danforth 1994), and parents
initiated treatment in this sample, we predicted that there
would be significant discrepancies between parent and child
reports, with parents reporting greater symptomatology in
their children than children self-reported. Additionally, we
predicted that larger parent–child discrepancies would pre-
dict worse overall treatment outcome, based on the theory
that if either the parent or the child is unaware, or does not
believe, that a particular behavior exists or needs to be
treated, then he/she will be less motivated to engage in
treatment, and thus treatment will be less effective (Israel
et al. 2007; Brookman-Frazee et al. 2008).

Method

Participants

Participants included children, aged 7–12 years old, parti-
cipating in the Resilience Builder Program® (RBP), man-
ualized psychotherapy groups at Alvord, Baker, &
Associates, LLC, a large private practice in Maryland.
Children were primarily referred to the practice by another
mental healthcare provider, pediatrician, or school counse-
lor, although many were referred by their parents. Regard-
less of the referral party, parents initiated treatment. At
intake a licensed clinician from the practice performed a
clinical assessment to determine whether the child’s psy-
chosocial deficits warranted inclusion in the RBP. The RBP
is intended for youth with prominent psychosocial deficits,
and groups include children with a range of diagnoses,
including ADHD, anxiety, depression, and high-functioning
autism spectrum disorders (ASD). For this particular study,
with the purpose of examining parent–child discrepancy
pre-therapy and its effect on post-therapy outcomes, only
families who completed both a Behavioral Assessment
System Checklist for Children, 2nd Edition (BASC-2;
Reynolds and Kamphaus 2004) child self-report and parent
report at pre- and post-therapy were included in the sample.
Exclusionary criteria included a diagnosis of conduct dis-
order, intellectual disability, and psychosis, as these pre-
clude enrollment in the RBP.

A total of 185 children were enrolled in the RBP and
invited to enroll in the effectiveness study. Of these, 150
parents/children signed consent/assent forms, for an
enrollment rate of 81%. Of the 150 children who enrolled,
62 handed in a BASC-2 self- and parent report, pre- and
post-therapy, and constitute the sample of this study (see
Fig. 1). We found no differences in demographic or clinical
variables between the children who enrolled in the study vs.
those who declined participation, or between research
completers vs. dropouts (i.e., those who provided pre-
therapy data but failed to provide post-therapy data) (Rich
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et al. 2014). All 62 children included in the subsequent
analyses completed the 12-week RBP therapy. The sample
reflected a total of 28 different therapy groups, conducted
by eight different clinicians. Neither rates of participation in
research nor therapy outcome differed based on treatment
group or clinician.

Within the sample of 62 children, the average age was
10.15±1.26 years old and 62.9% were male. The majority
of the sample was Caucasian (75.8%) and living with both
biological parents (67.7%). All clientele were reported to
have prominent social deficits as indicated by the pre-
therapy scores on the Social Skills Improvement System
(SSIS; Elliott et al. 2008) and the BASC-2. The average
standard score on the Social Skills scale of the parent SSIS
was 76.85 (indicating Below Average levels of social
skills), and the average T score on the Social Skills scale of
the parent BASC-2 was 40.19 (indicating At-Risk levels of
social skills). Further, on these Social Skills subscales,
78.7% of the participants were in the Well Below Average
or Below Average range on the SSIS, 66.1% of the parti-
cipants were in the Clinically Significant or At-Risk range
on the BASC-2, and 85.2% of the sample was in at least one
of those clinically impaired ranges on those measure of
social functioning. Additionally, to ascertain proxy infor-
mation about the child’s diagnostic status, parents com-
pleted a demographic questionnaire on which they were
asked “Is your child CURRENTLY diagnosed by a pedia-
trician or mental health professional with any of the fol-
lowing?” and were provided a list of common childhood
psychological disorders. Of the 62 children, 72.5% had a
diagnosis as reported by a parent. Of those with a diagnosis,
71.1% had ADHD, 31.2% had an anxiety disorder, 13.3%
had high-functioning ASD, and 11.1% had depression. See
Table 1 for a complete description of participants.

Procedure

Licensed clinicians from the practice conducted intakes to
ensure that each child’s psychosocial deficits were well

suited for the RBP. As part of the intake, parents were
prompted to indicate on the registration form whether they
were willing to be contacted about the study of RBP
effectiveness. Those who marked that they were willing to
be contacted were given an explanation of the study by a
graduate or undergraduate research assistant. Consent and
assent forms were then signed at the office, generally at the
first therapy session. The effectiveness study was IRB
approved.

Pre-therapy data was collected from parents and children
no more than 2 weeks prior to the first therapy session.
Phone calls were made to families following consent and
assent to remind families to complete the measures within
the required time period. Similarly, post-therapy ques-
tionnaire packets were obtained from families within
2 weeks after the final therapy session and reminder phone
calls were made during this time. Once post-therapy parent
and child measures were returned, children were compen-
sated with a US$20 gift card.

The RBP is a manualized group psychotherapy inter-
vention, based on the evidence-based principles of
CBT, that is intended to increase social competence and
resilience in children. The RBP was created in 1992 by
Mary Alvord, Ph.D., specifically for administration in a
clinical service setting (Alvord and Rich 2012; Alvord et al.
2011). This study occurred at the private psychotherapy
practice of Alvord, Baker, & Associates, LLC, in the
Maryland suburbs of Washington, D.C. Each Fall and
Spring semester, Alvord, Baker, & Associates, LLC

Fig. 1 Enrollment data

Table 1 Demographic and clinical data

Sex (% male) 62.9

Average age (years) 10.14± 1.26

Ethnicity (%, n)

Caucasian 75.8 (47)

Asian American 11.3 (7)

Biracial 4.8 (3)

African American 1.6 (1)

Latino 1.6 (1)

Annual family income over U$100,000 72.6 (45)

Lives with both biological parents 67.7 (42)

Psychological diagnosis (%, n) 72.5 (45)

ADHD 71.1 (32)

Generalized anxiety disorder 24.4 (11)

Depression 11.1 (5)

ASD 11.1 (5)

OCD 8.9 (4)

Social phobia 2.2 (1)

ADHD attention deficit hyperactivity disorder, ASD autism spectrum
disorder, OCD obsessive-compulsive disorder
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conducts approximately 30 youth-focused RBP psy-
chotherapy groups. Each group has 4–6 children and is age
and gender homogeneous. In the current study, nine thera-
pists administered RBP groups, four of whom had a Ph.D.
in psychology, three had a Psy.D., and two had a MSW. All
of the therapists in the study had at least 2 years of
experience directing RBP groups.

The RBP consists of 14 weekly 1-h sessions. Each ses-
sion has a specific topic that addresses social functioning,
emotional and behavioral self-regulation, and/or resilience.
Each group session included four components: (1) The
Interactive Didactic Component (~30 min), starts with a
review of the prior week’s topic via discussion between the
children about their homework. Then the therapist intro-
duces the new topic and demonstrates the skills involved.
Lastly, children discuss the behaviors needed to perform the
skills, and often role-play them with therapist coaching. (2)
The Behavioral Rehearsal Component (~20 min) allows
children to practice the week’s skills in real-life play
situations and receive peer feedback under the supervision
of the therapist. (3) The Relaxation and Self-Regulation
Techniques Component (~10 min) involves teaching self-
regulation and calming techniques, such as progressive
muscle relaxation and visualization. (4) The Parental
Component includes the parents joining the group for the
final 15 min once a month so that the children can
demonstrate their progress and new skills. Additionally,
parents receive a weekly letter explaining the week’s skills
and how they can be practiced at home. Finally, a mid-
therapy individual meeting is completed with each parent to
review progress and address any concerns. Skill general-
ization is encouraged via weekly homework, the parental
component, and an end-of-group field trip in the
community.

Pilot effectiveness studies of the RBP suggest improved
functioning in multiple domains with varied samples of
youth. For example, in youth with ADHD, completion of
the RBP improved social competence, self-control, and
emotion regulation, while it reduced externalizing pro-
blems, hyperactivity, impulsivity, and negative emotions.
These positive outcomes were observed by multiple infor-
mants (i.e., parent, child, and teacher report) across multiple
contexts (i.e., at home, with peers, in school) (Rich et al.
2017). In youth with anxiety disorders, the RBP resulted in
significant improvement in child, parent, and teacher report
of social functioning, positive emotions, emotion regula-
tion, and family functioning, with reduced depressive
symptoms (Watson et al. 2014). Finally, in youth with
ASDs, the RBP resulted in significant improvement in
parents’ report of their child’s social skills and commu-
nication, and child report of improved communication
skills, less negative emotion, and increased emotion control
(Aduen et al. 2014).

Measures

Parents and children completed the BASC-2 and the SSIS.
These measures were selected because they are commonly
used measures of psychological functioning in children and
provide an assessment of both broad domain functioning
(i.e., internalizing and externalizing disorders), as well as a
more targeted assessment of domains of interest given the
prominent social impairments of our sample and the ther-
apeutic goals of the RBP treatment (i.e., social skills, resi-
lience, emotion regulation). Most importantly, given that
this study aimed to compare functioning and outcome
across informants, both the BASC-2 and SSIS can be
completed by children and parents, which optimized our
ability to examine informant discrepancy. Finally, these
measures allowed us to address two of the three potential
causes for informant discrepancy theorized in the ABC
Model: the internal or external causes for the child’s diffi-
culties, and the differing contexts (i.e., at home, in school,
and with peers) in which the difficulties may be exhibited.

Behavioral Assessment System for Children, 2nd Edition
(BASC-2)

The BASC-2 is a widely used comprehensive assessment of
child emotional and behavioral functioning, with strong
psychometric properties, including excellent internal con-
sistency (0.90–0.97) (Reynolds and Kamphaus 2004). Par-
ents, children, and teachers answer 139 to 160 items on a 4-
point Likert scale that ranges from Never (1) to Almost
Always (4). Items comprise several internalizing (e.g.,
Anxiety, Depression) and externalizing (e.g., Aggression,
Hyperactivity) subscales. The BASC-2 was selected for
evaluating the RBP because its subscales of Resiliency,
Developmental Social Disorders, Emotional Self-Control,
Negative Emotionality, Anger Control, and Social Skills are
highly relevant to the RBP agenda.

Social skills improvement system (SSIS)

The SSIS (Elliott et al. 2008) measures several areas of
child social functioning, including Social Skills (i.e.,
Communication, Cooperation, Assertion, Responsibility,
Empathy, Engagement, and Self-Control) and Problem
Behaviors (i.e., Externalizing Problems, Bullying, Hyper-
activity/Inattention, Internalizing Problems, and Autism
Spectrum Behaviors). Children, parents, and teachers can
complete the measure. The SSIS is often viewed as a
standard for social skills measurement because of its wide-
ranging approach and application, ability to be used with
multiple informants, and strong psychometrics, including
acceptable to excellent internal consistency (0.72–0.96)
(Erdlen and Rickrode 2007). It is also considered the most
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robust measure of change in social functioning following
treatment (Sim et al. 2006). Standard scores (M= 100, SD
= 15) are given for the three composite scales (Social Skills,
Problem Behaviors, and Academic Competence). Catego-
rical scores, based on 1 SD above or below the mean, are
given for the subscales to indicate the child’s level of per-
formance (i.e., average, above average, below average) in
comparison to peers of the same age and sex.

Demographic Questionnaire

For the purpose of evaluating basic demographic informa-
tion, a standard demographic questionnaire, including
questions about the child’s age, sex, ethnicity, family
composition, and socioeconomic status, was developed by
the practice. Questions about current and prior psycho-
pharmacological and/or psychotherapeutic treatment his-
tory, as well as current and past psychological diagnoses,
were also included to attain basic clinical information.

Data Analyses

We assessed parent–child discrepancy based on raw pre-
therapy BASC-2 scores on the only subscales common to
both parent and child report forms: Attention Problems,
Anxiety, Depression, Atypicality (e.g., social oddity), and
Hyperactivity. To account for differing numbers of ques-
tions between parent and child scales, we calculated average
raw subscale scores. Paired-sample t tests were then used to
assess the degree of parent–child discrepancy.

Before examining whether pre-therapy parent–child dis-
crepancy predicted treatment outcome, we conducted
paired-sample t tests to compare pre-therapy and post-
therapy BASC-2 and SSIS scores to determine which
domains of greatest interest to the RBP agenda (i.e., BASC-
2 Resiliency, Developmental Social Disorders, Emotional
Self-Control, Negative Emotionality, Anger Control, Social
Skills; SSIS Social Skills) showed significant improvement
following RBP treatment. Thereafter, we regressed mean-
centered parent report, mean-centered child report, and their
interaction on domains with significant pre- to post-therapy
change (with change scores between pre- and post-
intervention as the dependent variable) (Laird and De Los
Reyes 2013). This methodological approach has strong
criterion validity support and is suggested to be the most
accurate way to analyze the impact of discrepancy on out-
come (De Los Reyes et al. 2013a). Although there is value
in predicting post-therapy scores while controlling for pre-
therapy functioning, change scores were used so as to
provide a variable on which subsequent secondary analyses
could be conducted, and because some have suggested that
using change scores provides a stronger independence from
sample size and is more indicative of clinically meaningful

change (Eisen et al. 2007). As detailed below, there was
significant change following the RBP treatment on six of
the seven scales examined per parent report (i.e., BASC-2
Resiliency, Developmental Social Disorders, Emotional
Self-Control, Negative Emotionality, Anger Control; SSIS
Social Skills), and these served as the basis for our
regression analyses. Significance was determined using a
standard alpha of p< 0.05. We plotted significant interac-
tions to examine whether parent–child dyads with little or
no discrepancy (i.e., parent and child report high sympto-
matology; parent and child report low symptomatology)
predicted significantly more treatment success than
parent–child dyads with large discrepancy (i.e., parent
reports low symptomatology and child reports high symp-
tomatology; parent reports high symptomatology and child
reports low symptomatology). To determine the level of
symptomatology, significant interactions were plotted at ±1
SD of the moderator to determine the relationship between
parent (or child) report and pre–post change scores at high
(+1 SD) and low (−1 SD) levels of parent (or child) report
(Whisman and McClelland 2005).

Results

Parent–Child Discrepancy

Results indicate significant parent–child discrepancy across
all five BASC-2 subscales common to both parent and
child: Anxiety, t(59)= 2.09, p= 0.04, Depression, t(59)=
7.10, p< 0.001, Hyperactivity, t(59)= 3.86, p< 0.001,
Attention Problems, t(59)= 8.95, p< 0.001, and Atypi-
cality, t(59)=−2.23, p= 0.03. Parents reported sig-
nificantly higher scores than children on the Anxiety,
Depression, Hyperactivity, and Attention Problems sub-
scales. Conversely, children reported significantly higher
scores on Atypicality (i.e., social oddities) than parents. See
Fig. 2 for a graph of these results.

Fig. 2 Parent–child discrepancy on the five common BASC-2
subscales. **p< 0.001; *p< 0.05. BASC-2 Behavior Assessment
System for Children, Second Edition
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Treatment Outcome

Although this study focused on informant discrepancy, it is
important to note that RBP therapy resulted in significant
change in multiple social, emotional, and behavioral
domains of parent report (see Table 2). Table 2 shows
the significant improvements in parent-reported Develop-
mental Social Disorders, t(55)= 3.64, p= 0.001, Negative
Emotionality, t(55)= 4.06, p< 0.001, Emotional Self-
Control t(55)= 2.78, p= 0.01, Anger Control, t(55)=
2.57, p= 0.01, and Resiliency t(55)=−2.82, p= 0.01 on
the BASC-2, and significant improvement in parent-
reported Social Skills t(55)=−3.34, p= 0.002 on the
SSIS. It is important to note, however, that there was no
significant improvement on parent-reported Social Skills on

the BASC-2, and no significant change was found accord-
ing to child report.

Relationship of Informant Discrepancy and Treatment
Outcome

When we examined the relationship between informant
discrepancy and parent-reported change following RBP
therapy, results indicated that greater pre-treatment
parent–child discrepancy on Depression (see Table 3),
Anxiety (see Table 4), and Atypicality (see Table 5) pre-
dicted less treatment success. Conversely, greater pre-
treatment parent–child discrepancy on Hyperactivity (see
Table 6) predicted more treatment success.

Table 2 Domains with
significant change following
treatment with Resilience
Builder Program® therapy

Pre-Therapy Post-Therapy T value p value

Parent SSIS: (standard score)

Social Skills 78.00± 10.32 82.59± 12.13 −3.34 0.003

Parent BASC-2: (T score)

Developmental Social Disorders 63.80± 8.31 61.20± 8.12 3.64 0.001

Negative Emotionality 63.50± 6.89 60.11± 7.29 4.06 0.000

Emotional Self-Control 63.95± 9.32 60.52± 9.26 2.78 0.01

Anger Control 61.28± 7.60 59.23± 7.77 2.57 0.01

Resiliency 35.98± 7.64 38.16± 8.81 −2.82 0.01

BASC-2 behavioral assessment system for children, second edition, SSIS social skills improvement system

Table 3 Summary of regression
analyses in which level of
parent–child discrepancy on
report of depression predicted
change in functioning following
treatment with Resilience
Builder Program® therapy

Variable B SE B β p value

Anger Control

Mean-centered parent-reported depression −2.75 1.92 −0.19

Mean-centered child-reported depression −3.67 2.45 −0.21

Parent x child interaction 13.98 4.62 0.41 0.004

Developmental Social Disorders

Mean-centered parent-reported depression −1.92 1.88 −0.16

Mean-centered child-reported depression −1.30 2.14 −0.09

Parent x child interaction 10.80 4.38 0.36 0.01

Emotional Self-Control

Mean-centered parent-reported depression 1.56 2.91 0.07

Mean-centered child-reported depression −4.89 3.72 −0.19

Parent x child interaction 19.05 7.01 0.38 0.01

Negative Emotionality

Mean-centered parent-reported depression −1.53 2.10 −0.10

Mean-centered child-reported depression −2.76 2.69 −0.15

Parent x child interaction 11.51 5.06 0.32 0.03

Resiliency

Mean-centered parent-reported depression 0.18 1.95 0.01

Mean-centered child-reported depression 1.94 2.50 0.11

Parent x child interaction −11.17 4.70 −0.34 0.02
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Specifically, greater pre-treatment parent–child dis-
crepancy on Depression significantly predicted a smaller
decrease (indicating less improvement) in parent-reported
Developmental Social Disorders following therapy, β=
10.80, t(58)= 2.47, p= 0.01. As can be seen in Fig. 3, and
for the purposes of interpreting the other figures we present,
high parent report–low child report dyads showed little
improvement in Developmental Social Disorders following
RBP treatment and low parent report–high child report
dyads showed a slight worsening in Developmental Social
Disorders following RBP treatment. Conversely, low parent
report–low child report dyads and high parent report–high
child report dyads showed large improvements in Devel-
opmental Social Disorders following RBP treatment, with

the former more so than the latter. Greater pre-treatment
parent–child discrepancy on Depression also significantly
predicted less decrease (indicating less improvement) in
parent-reported Anger Control, β= 13.98, t(58)= 3.03, p
= 0.004, Emotional Self-Control, β= 19.05, t(58)= 2.72,
p= 0.01, and Negative Emotionality, β= 11.51, t(58)=
2.27, p= 0.03 following RBP treatment. Greater pre-
treatment parent–child discrepancy on Depression sig-
nificantly predicted a greater decrease (indicating less
improvement) in parent-reported Resiliency, β=−11.17, t
(59)=−2.38, p= 0.02 following RBP treatment.

Further, greater pre-treatment parent–child discrepancy
on Anxiety significantly predicted less decrease (indicating
less improvement) in parent-reported Emotional Self-Con-
trol, β= 12.33, t(59)=−2.53, p= 0.01 (see Fig. 4) fol-
lowing RBP treatment.

Additionally, greater pre-treatment parent–child dis-
crepancy on Atypicality significantly predicted less
decrease (indicating less improvement) in parent-reported
Emotional Self-Control, β= 17.84, t(59)= 2.58, p= 0.01,
and more decrease (indicating less improvement) in Resi-
liency, β=−11.11, t(59)=−2.44, p= 0.02 (see Fig. 5)
following RBP treatment.

Finally, parent–child discrepancy on Hyperactivity sig-
nificantly predicted a larger decrease (indicating more
improvement) in parent-reported Emotional Self-Control, β
=−9.77, t(59)=−2.10, p= 0.04 and Negative Emotion-
ality, β=−10.33, t(59)=−3.11, p= 0.003 (see Fig. 6)
following RBP.

Table 4 Summary of regression analyses in which level of
parent–child discrepancy on report of anxiety predicted change in
functioning following treatment with Resilience Builder Program®

therapy

Variable B SE B β p value

Emotional Self-Control

Mean-centered parent-reported anxiety 2.46 2.82 0.12

Mean-centered child-reported anxiety −0.06 2.35 −0.003

Parent x child interaction 12.33 4.88 0.33 0.01

Table 5 Summary of regression analyses in which level of
parent–child discrepancy on report of atypicality predicted change in
functioning following treatment with Resilience Builder Program®

therapy

Variable B SE B β p value

Resiliency

Mean-centered parent-reported atypicality −0.19 2.58 −0.01

Mean-centered child-reported atypicality 0.75 1.23 0.08

Parent x child interaction −11.11 4.55 −0.32 0.02

Emotional Self-Control

Mean-centered parent-reported atypicality 0.65 3.92 0.02

Mean-centered child-reported atypicality −2.23 1.88 −0.16

Parent x child interaction 17.84 6.93 0.33 0.01

Table 6 Summary of regression analyses in which level of
parent–child discrepancy on report of hyperactivity predicted change
in functioning following treatment with Resilience Builder Program®
therapy

Variable B SE B β p value

Emotional Self-Control

Mean-centered parent-reported hyperactivity 3.61 2.00 0.22

Mean-centered child-reported hyperactivity −6.03 2.43 −0.31

Parent x child interaction −9.77 4.66 −0.26 0.04

Negative Emotionality

Mean-centered parent-reported hyperactivity 0.73 1.43 0.06

Mean-centered child-reported hyperactivity −1.64 1.73 −0.12

Parent x child interaction −10.33 3.32 −0.39 0.003

Fig. 3 Interaction between parent-reported Depression and child-
reported Depression predicts change in BASC-2 Developmental Social
Disorders scores following RPB treatment. Note: BASC-2 Behavior
Assessment System for Children, Second Edition, RBP Resilience
Builder Program; Positive change scores reflect a decrease (improve-
ment) in Developmental Social Disorders. Results indicate that high
parent report–low child report dyads showed little improvement in
Developmental Social Disorders following RBP treatment and low
parent report–high child report dyads showed a slight worsening in
Developmental Social Disorders following RBP treatment. Con-
versely, low parent report–low child report dyads and high parent
report–high child report dyads showed improvements in Develop-
mental Social Disorders following RBP treatment, with the former
more so than the latter
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Discussion

This study was conducted in a clinical sample of children
with prominent social impairments and heterogeneous
diagnoses to examine parent–child informant discrepancy

and whether degree of discrepancy related to treatment
outcome.

Parent–Child Discrepancy

Consistent with the literature (De Los Reyes et al. 2013b;
De Los Reyes and Kazdin 2005), there were significant
parent–child discrepancies across all internalizing and
externalizing domains examined—Anxiety, Depression,
Hyperactivity, Attention Problems, and Atypicality. Parents
reported significantly higher scores than children on Anxi-
ety, Depression, Hyperactivity, and Attention Problems,
whereas children reported significantly higher scores on
Atypicality (i.e., social oddities). Although prior research
suggests that patterns of discrepancy may vary based on the
symptoms being measured (e.g., Achenbach et al. 1987,
Becker et al. 2016), we note that our results found informant
discrepancy across multiple domains of functioning and
symptomatology (i.e., affective, behavioral, and social). The
finding of higher parent scores is consistent with previous
studies. It is also consistent with the ABC Model and the
notion that parents typically view their child’s symptoma-
tology as more problematic and warranting of treatment
than do children (Phares and Danforth 1994). According to
the ABC Model, differing perspectives on whether beha-
viors merit treatment is one of the primary contributors to
informant discrepancy (De Los Reyes and Kazdin 2005). In
this sample, parents are the informant enrolling the child in
treatment, and are thus more likely to hold the perspective
that treatment is warranted. Children, on the other hand,

Fig. 4 Interaction between parent-reported Anxiety and child-reported
Anxiety predicts change in BASC-2 Emotional Self-Control scores
following RPB treatment. Note: BASC-2 Behavior Assessment Sys-
tem for Children, Second Edition, RBP Resilience Builder Program;
Positive change scores reflect a decrease (improvement) in Emotional
Self-Control. Results indicate that high parent report–low child report
dyads showed worsening Emotional Self-Control following RBP
treatment and low parent report–high child report dyads showed no
change in Emotional Self-Control following RBP treatment. Con-
versely, low parent report–low child report dyads and high parent
report–high child report dyads showed large improvements in Devel-
opmental Social Disorders following RBP treatment, with the latter
more so than the former

Fig. 5 Interaction between parent-reported Atypicality and child-
reported Atypicality predicts change in BASC-2 Resiliency scores
following RPB treatment. Note: BASC-2 Behavior Assessment Sys-
tem for Children, Second Edition, RBP Resilience Builder Program,
Negative change scores reflect an increase (improvement) in Resi-
liency. Results indicate that high parent report–low child report dyads
showed worsening Resiliency following RBP treatment and low parent
report–high child report dyads showed a slight worsening in Resi-
liency following RBP treatment. Conversely, low parent report–low
child report dyads and high parent report–high child report dyads
showed large improvements in Resiliency following RBP treatment,
with the former more so than the latter

Fig. 6 Interaction between parent-reported Hyperactivity and child-
reported Hyperactivity predicts change in BASC-2 Negative Emo-
tionality scores following RPB treatment. Note: BASC-2 Behavior
Assessment System for Children, Second Edition, RBP Resilience
Builder Program; Positive change scores reflect a decrease (improve-
ment) in Negative Emotionality. Results indicate that high parent
report–low child report dyads and low parent report–high child report
dyads showed large improvements in Negative Emotionality following
RBP treatment. Low parent report–low child report dyads and high
parent report–high child report dyads slight improvements in Negative
Emotionality following RBP treatment
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generally did not report elevated symptomatology. Poten-
tially children in this sample underestimated their impair-
ment, which is consistent with the PIB theory (Hoza et al.
2012). The PIB theory posits that children with ADHD
overestimate their competence. A similar bias to the PIB is
also seen in peer-rejected children without ADHD (Hymel
et al. 1993). Given that 51% of this sample had ADHD, and
the entire sample had social deficits and likely faced peer
rejection, the pattern of children reporting less symptoma-
tology than parents may reflect the composition of our
sample. Thus, our data appear to support the presence of the
PIB in a clinical sample of socially impaired youth with and
without ADHD. The greater reports of Atypicality by youth
as compared to parents is inconsistent with findings that
children with a PIB are most discrepant from parent reports
in their domains of most prominent impairment (Hoza et al.
2012). It is possible that since children in our sample were
attending a social competence psychotherapy group, they
were more aware of their social difficulties.

Treatment Outcome

According to parent report, significant treatment gains were
found across multiple domains. These results provide pre-
liminary data of the effectiveness of the RBP therapy for
improving the social, emotional, and behavioral functioning
of youth with prominent psychosocial impairments seen in a
clinical service setting. These treatment gains were not
significant according to child report.

More germane to this study, our results provide evidence
of the predictive utility of informant discrepancies on
treatment outcome, and uniquely so in a heterogeneous
clinical sample and using interaction terms. Of the domains
with significant pre- to post-therapy change, greater
parent–child discrepancy on Depression, Anxiety, and
Atypicality was associated with poorer therapy outcomes.
Consistently, parent–child dyads in which the parent-
reported high levels of symptomatology and the child-
reported low levels of symptomatology pre-therapy showed
the smallest changes or no decreases in symptomatology
post-therapy, and sometimes even an increase in sympto-
matology according to parent post-therapy report. Con-
versely, parent–child dyads in which both the parent and
child-reported low levels of symptomatology pre-therapy
showed the largest decreases in symptomatology post-
therapy, followed by parent–child dyads in which both the
parent and child-reported high levels of symptomatology
pre-therapy. These results, as predicted, suggest that
parent–child agreement is associated with greater treatment
success, whereas parent–child discrepancy, specifically in
which the child reports less symptomatology, is associated
with poorer treatment response. These results are consistent
with the finding that disagreement on the need for treatment

is a strong predictor of poor treatment outcomes (Garland
et al. 2007). Dyads in which parents reported high levels of
symptomatology and children reported low levels of
symptomatology may have resulted in the poorest treatment
outcomes because if a child is unaware, or does not believe,
that a particular symptom exists or needs to be treated, then
he/she will be less motivated to engage in treatment, and
thus treatment will be less effective (Israel et al. 2007;
Brookman-Frazee et al. 2008). This, however, does not
explain why dyads in which both the parent- and child-
reported low levels of pre-therapy symptomatology showed
the largest decreases in symptomatology post-therapy.
Perhaps because agreement on symptomatology may reflect
a better parent–child relationship and better family func-
tioning (Kolko and Kazdin 1993; Grills and Ollendick
2003; De Los Reyes and Kazdin 2006; Treutler and Epkins
2003; Van Roy et al. 2010), these children may have
improved more because they worked successfully with their
parents on the homework, skills, and goals of treatment.

Interestingly, discrepancy on the Depression subscale
had the most extensive association with poor treatment
outcome across multiple domains (e.g., Anger Control,
Developmental Social Disorders, Emotional Self-Control,
Negative Emotionality, and Resiliency). This may be due to
discrepancy being greatest on the Depression subscale as
compared to other subscales, indicating that a larger dis-
crepancy has a more significant impact on outcome. Addi-
tionally, since children reported significantly less depression
than their parents, it may indicate that lower child-perceived
distress, operationalized in this case as lower child-reported
Depression, impacts child engagement in treatment and thus
treatment success. This is consistent with De Los Reyes and
Kazdin’s (2005) conjecture that if a child is not distressed
by his/her behaviors then he/she is unlikely to endorse the
need for treatment, and, in turn, likely to show poorer
treatment outcomes (Israel et al. 2007; Brookman-Frazee
et al. 2008).

Surprisingly, every significant interaction term examined
for the domains with significant pre- to post-therapy change
revealed that greater parent–child discrepancy on Hyper-
activity was associated with better therapy outcomes.
Consistently, parent–child dyads in which the child-
reported high levels of hyperactivity and the parent-
reported low levels of hyperactivity pre-therapy showed
the largest decreases in symptomatology post-therapy. It is
important to note that overall parents reported significantly
more Hyperactivity than their children. This particular result
suggests that those few children who reported higher levels
of Hyperactivity than their parents were very responsive to
therapy. Perhaps these children’s self-awareness of hyper-
activity was increased because they were completing the
assessment in the context of starting a social competence
psychotherapy group, consisting largely of children with

J Child Fam Stud (2018) 27:1228–1241 1237



ADHD. And perhaps this finding only appears on the
Hyperactivity subscale because, of the five subscales
examined, it is the most observable and the most likely for
which children get frequent feedback from parents and
teachers. If children see others in their group who are
noticeably hyperactive and often get feedback about the
impact of these behaviors on others, they may be more
aware of these behaviors in themselves and more apt to
endorse them. This awareness, in turn, may increase moti-
vation to change the behavior and thus treatment success. In
sum, perhaps a child reporting more Hyperactivity than
their parent indicates a greater awareness and concern of
one’s behaviors, thus resulting in more engagement in
therapy and more therapeutic gains. Conversely, a child
reporting less Depression than their parent indicates less
perceived distress and in turn results in less engagement in
therapy and poorer therapeutic gains.

Limitations and Future Research Directions

Our ability to describe our sample is restricted by our reli-
ance on parent report of diagnosis. A structured diagnostic
interview would be ideal but is not practical in a clinical
service setting due to the time, resources, and client fees that
would be required. Our dependence on parent report is
consistent with other studies conducted in clinical service
settings (Barrington et al. 2005; Sim et al. 2006). Further-
more, Weisz et al. (2005) state that an acceptable substitute
for a clinical diagnosis is the use of a cutoff score on a
standardized measure. While this study did not use a cutoff
score, the average SSIS and BASC-2 scores reported earlier
indicate that our sample demonstrated clinical impairment
in social functioning. Finally, we note that in ascertaining
diagnoses, we specifically asked parents to indicate diag-
noses provided by a pediatrician or mental health profes-
sional. Another limitation of our study is that we used the
same informant (parent) to assess discrepancy and outcome.
This means that any informant biases in assessment of
functioning may also exist in their assessment of outcome.
Ideally, outcome would have been assessed using additional
objective methods, such as observations or computer-based
tasks. Additionally, while the matching BASC-2 subscales
used to determine parent–child discrepancy assess identical
constructs, we note that the items on each subscale are not
identically worded. We also note that the primarily Cau-
casian, high-SES composition of our sample may constrict
the generalizability of our results to other clinical popula-
tions and service settings. Finally, given that the ABC
Model posits that informant discrepancy may in part reflect
differing perspectives on what behaviors merit treatment,
our study is limited by the fact that we did not directly

assess if parents and children differed in their belief that
therapy was warranted.

Our study provides evidence that parent–child dis-
crepancy is indeed related to treatment outcome. In turn, the
current findings further the research agenda to better
understand the impact of informant discrepancies on treat-
ment outcome, in order to ultimately inform the design of
effective therapy with children. It is important to note that
there is not one cause of informant discrepancy, or one
informant to blame (De Los Reyes and Kazdin 2005). The
differing perspectives each informant holds provide valu-
able assessment data (De Los Reyes 2011). Parent–child
discrepancy indicates that multiple factors should be closely
examined, including family functioning, awareness of pro-
blems, motivation to be involved in treatment, and con-
flicting perspectives. Ignoring parent–child discrepancy and
not addressing what is contributing to the discrepancy, such
as a lack of parent–child communication or one informant’s
perspective that treatment is not needed, may result in
missed opportunities to address a problem in the therapeutic
environment before it potentially results in diminished
treatment success and increased behavioral and emotional
difficulties.

Future research should utilize clinician data and objective
measures of outcome to examine whether parent–child
discrepancy relates to treatment outcome. Also, since tea-
cher report is frequently used in child clinical assessment
and provides its own unique perspective and value, future
studies should include teacher data (Verhulst et al. 1994).
Future studies should also examine the predictors of infor-
mant discrepancy using interaction terms to assess dis-
crepancy. The ABC Model posits that one cause of
informant discrepancy is differences in perspectives about
whether a symptom warrants treatment. Thus, studies
should examine parents’ and children’s level of distress for
assessed symptoms, their desire to reduce or change these
symptoms, and their level of motivation to engage in ther-
apy that addresses these symptoms. Furthermore, future
studies should examine ways to address parent–child dis-
crepancy so that it does not hinder treatment success. To
this end, studies should examine which treatment content
variables (e.g., motivational interviewing, family therapy)
and process variables (e.g., child-therapist alliance, parent
involvement) lead to greater parent–child agreement, and in
turn, greater treatment success.
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