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Prologue

PROLOGUE

This dissertation entitled Family Factors and Psychiatric Disorders among
Puerto Rican Children and Youth in two Different Socio-Cultural Contexts is presented
in fulfillment of the requirements for the Degree of Doctor with the International
Doctorate Mention in the Department of Psychology at the Universitat Rovira 1 Virgili
(URV), Spain. The three studies included in this dissertation have been elaborated
under the direct supervision of Dr. Cristiane Duarte, PhD., M.P.H. in the Division of
Child and Adolescent Psychiatry in the New York State Psychiatric Institute-Columbia
Universtity Medical Center, New York (U.S.). The three studies are part of a novel line
of investigation that examines the fine-grained details of parenting behaviors in
children and adolescents and their association with child psychiatric disorders. The
studies presented in the dissertation are:

1) Study 1: Parental warmth and psychiatric disorders among Puerto Rican
children in two different socio-cultural contexts.

2) Study 2: Parental warmth and substance use disorders among Puerto Rican
youth.

3) Study 3: Family structure, transitions and psychiatric disorders among Puerto

Rican children.

Attached in the appendix are the accepted versions on the Journal of

Psychiatric Research and the Journal of Family and Child Studies of the first and third

study respectively.
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Summary

SUMMARY OF THE THESIS

1. Background

Puerto Rican families seem to be at elevated risk for future development of
psychopathology compared with other Hispanic groups. Parental warmth (PW) has a
strong influence on child development and may precede the onset of psychiatric
disorders in children and youth including substance use problems. PW is
interconnected with other family processes (e.g., coercive discipline, family structure)
that may also influence the development of psychiatric disorders in children.
However, during periods of family instability effective parenting practices (e.g.,
warmth, monitoring) may decrease and as a consequence, youth internalizing and

externalizing symptoms may increase.

2. Objectives

(Study 1) To address whether parental warmth (PW) is associated with specific
psychiatric disorders (i.e., anxiety, major depressive disorder (MDD), Attention
Deficit and Hyperactivity Disorder (ADHD), and disruptive behavior disorder
(DBD)) in Puerto Rican children and its changes over time. To explore whether: (1)
PW would be associated with lower odds of youth psychiatric disorders over time; (2)
PW would be related to youth psychiatric disorders independently of other parent and
family factors (parental coercive discipline, parental monitoring, parental
psychopathology, familism, and social support), and (3) there would be differences in
the association between PW and different youth psychiatric disorders across

sociocultural contexts (study site), child gender and age.
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(Study 2) To prospectively examine (1) the unique relationship of PW and
youth alcohol use, non-alcohol substance use (SU) (drugs, tobacco and marijuana),
and any SU over three years among Puerto Rican youth; (2) whether youth from
families with higher levels of PW, independently of other parental factors, would
present lower levels of non- alcohol SU and any SU over the course of three years; (3)
due to the lack of previous research regarding PW and alcohol and high rates of
consumption of alcohol among this population, and we cast doubt about the role of

PW over alcohol.

(Study 3) To examine the influence of family structure and family transitions
on child psychiatric disorders in this population. We examined: (1) the influence of
family structure (including cohabitation unions) on child psychiatric disorders, to
verify, among Puerto Rican youth, if two-parent family structures would have a more
beneficial impact on the development of psychiatric disorders compared with the
single-parent family structure; (2) Whether Puerto Rican children whose families had
experienced a family transition would have a higher risk of psychiatric disorders
compared with those children living in a stable two-parent family (regardless of their
marital status); (3) Whether other parental factors might have better explained

possible effects of family structure or transitions towards child psychiatric disorders.

3. Methods

(Study 1) Boricua Youth Study participants, Puerto Rican children 5 to 13
years of age at Wave 1 living in the South Bronx, New York (U.S.) (SB) and in San
Juan and Canguas Metropolitan Area, Puerto Rico (PR) (n=2,491), were followed for

three consecutive years. Measures: PW was assessed through parental responses to
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the Hudson's Index of Parental Attitudes, and The Diagnostic Interview Schedule for
Children-IV (DISC-1V) measured youth psychiatric disorders. Data analysis:
Generalized Linear Mixed models tested the association between PW (Wave 1) and
psychiatric disorders in the next two years adjusting for demographic characteristics

and family processes.

(Study 2) Participants from the Boricua Youth Study, Puerto Rican children 5-
13 years of age at Wave 1 living in the South Bronx, New York (U.S.) (SB) and in
San Juan and Canguas Metropolitan Area, Puerto Rico (PR), were consecutively
followed over three years. Youth, who were 10 years old or older at Wave 1 were
included in this analysis (n=1,271). Measures: PW was assessed through parental
responses to the Hudson's Index of Parental Attitudes, and youth SU was measured
using questions from the past year SU section of the Diagnostic Interview Schedule
for Children-1V (DISC-1V). Data analysis: Generalized Linear Mixed Models were
used to test the association between PW (Wave 1) and SU over the three waves

controlling for demographics and family factors.

(Study 3) The study used longitudinal data (three waves) from the Boricua
Youth Study, which included probability samples of children in the South Bronx,
New York (U.S.) (SB) and in San Juan and Canguas Metropolitan Area, Puerto Rico
(PR) (n=2,142). We examined factors that may explain how family structure and
transitions may be related to child psychiatric disorders. Measures: Family structure:
(a) two married bio-parents; (b) two cohabiting bio-parents (c) cohabiting with at least
one step-parent; (d) married with at least one step-parent; (¢) one single-parent;

Family transitions: (a) stable two-parent family; (b) stable single-parent family; (c) 1
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transition from single- to two-parent family; (d) 1 transition from a two- to single-
parent family; (e) 2 transitions. Child internalizing and externalizing disorders were
assessed with The Diagnostic Interview Schedule for Children-IV (DISC-IV). Data
analysis: Two sets of logistic regression analyses stratified by site (SB and PR) were

conducted.

4. Results

(Study 1) Higher levels of PW were related to lower odds of child anxiety and
major depressive disorder over time (AOR=0.69, 95% CI: [0.60; 0.79]; AOR=0.49,
95% CI: [0.41; 0.58], respectively). The strength of the association between PW and
ADHD and disruptive behavior disorder declined over time, although it was still
significant in the last assessment (AOR=0.44, 95% CI: [0.37; 0.52]; AOR=0.46, 95%
CI: [0.39; 0.54], respectively). PW had a unique influence on psychiatric disorders
beyond the influence of other parenting and family processes. Stronger associations

were observed among girls for depression and ADHD.

(Study 2) Higher levels of PW were related to lower odds of using non-
alcoholic substances and any SU over time after adjusting for demographics, parent
and individual factors (AOR=0.77, 95% CI: [0.62, 0.96]; AOR=0.81, 95% CI: [0.67,

0.99] respectively).

(Study 3) Our results showed that for both internalizing and externalizing
disorders there were no significant differences between children of cohabiting
(biological or step) parents or of single parents compared to children of married

biological parents. In Puerto Rico only, transitioning once from a two-parent family to
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a single-parent family was related to child internalizing disorders after adjusting for
demographic, parental and child psychiatric disorders at Wave 1 (AOR=4.43; 95% CI
[1.54, 12.68]). Family transitions were not associated with externalizing disorders at

either site.

5. Conclusions
(Study 1) Incorporating PW behaviors such as acceptance, support, and
comforting into interventions focused on parenting skills may help prevent child

psychiatric disorders.

(Study 2) PW had an individual influence on SU problems beyond the

influence of other parenting factors. Promoting interventions focused on parenting

skills involving behaviors such as acceptance and support may prevent youth SU.

(Study 3) Context may be an important factor shaping the risk that family

dissolution is followed by an internalizing disorder among children.
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Introduction

INTRODUCTION

Hispanics are the most numerous ethnic minority subgroup in the United
States (U.S.) (Census Bureau, 2009). Among them, Puerto Ricans are the second
largest subgroup of Hispanics in the U.S., concentrating in the Northeast part of the
country and in New York (Oropesa, Landale, & Greif, 2008). Fast demographic
changes are occurring in the U.S. with a quick growing of Hispanic population, which
are expected to account for 25% (Bridges, Andrews, Deen, Andrews III, & Deen,
2012) or even 33% (US Census Bureau, 2008) of the U.S. population by the year
2050, depending on the source.

Importantly, Hispanic children are especially vulnerable in the U.S. due to the
low socio-economic environment and social difficulties they face (Eaton et al., 2011).
Nevertheless, among all Hispanic subgroups, Puerto Ricans stand in the most
unfavorable position for most indicators of well-being (i.e., socio-economic status,
health care access, low birth weight, teenager pregnancy, school drop-out) (Garcia-
Coll et al., 1996; National research Council, 2006). Moreover, Puerto Ricans have the
highest rates for any lifetime disorder and differences in rates are statistically
significant compared to other Hispanic subgroups (Alegria etal., 2008; Alegria,
Shrout, etal., 2007; Flores etal.,, 2002). Although Hispanic groups share many
cultural values (i.e., importance of family), these subgroups are not homogeneous and
important disparities in outcomes arise when studying them separated. An important
differentiation is the “involuntary minority” status of Puerto Ricans, brought to the
U.S. through colonization. In order to understand peculiarities of Puerto Ricans

compared with the mainstream White Americans, but also to other Hispanic
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subgroups, it is necessary to understand Puerto Ricans socio-cultural context and their

history within the U.S.

1. Understanding Puerto Rican socio-cultural context

In order to understand the uniqueness of Puerto Rican families it is important
to carefully review the origin, status and different trajectories of Puerto Ricans in
Puerto Rico and in the U.S. We briefly follow Puerto Rican history to understand
current behaviors, attitudes, social identity, and socio-economic status. Furthermore,
mental health and prevalence of psychiatric disorders, substance use and service use
will be covered. Finally, other characteristics of Puerto Rican culture such as the
Puerto Rican family and its structure, family values and parenting practices will be
reviewed. Moreover, we will depict the design and procedures of the Boricua Youth
Study (primary study from which secondary analysis were undertaken for this

dissertation), before we describe the three studies included in this dissertation.

1.1. Brief Puerto Rican historical background

Puerto Rico is an archipelago (composed by Puerto Rico, Isla Grande;
Vieques, la Isla Nena, Culebra, Mona and a few smaller islands) part of the Greater
Antilles (Martinez-Aviles, 2011). The Tainos, the indigenous people inhabiting the
archipelago of Puerto Rico before the Spanish colonization in 1492, used to call
Puerto Rico “Boriquén” (Scarano, 1993; Sued Badillo, 1978, 1979), hence the name
“Boricua” is used to refer to people of Puerto Rican background. Colonization
extremely changed the Boricua population as Europeans and Africans (brought
mainly as slaves by the Europeans) established fast in the island (Scarano, 1993). The

Taino population decreased significantly due to forced labor, massacre, higher rates of
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suicide among indigenous population, and new illnesses Europeans brought for which
Tainos were no immune (Garcia Leduc, 2003; Rivera-Ramos, 2001). As a
consequence, by 1802 the Taino population only accounted for 1.4% of the Puerto
Rican population, and it was the last time Taino were listed as a separate ethnic group
in the census (Picd, 2006; Rivera-Ramos, 2001). By the end of the 17" century due to
the mixing of races (i.e., Tainos, Africans and Spaniards had blended), particular
cultural and physical features arose that characterized the Boricua population (Rivera-
Ramos, 2001; Silén, 1995).

After 400 years of Puerto Ricans living under the Spanish colonialism, Puerto
Rico settled an Autonomous Charter from Spain in 1897 in order to self-govern.
However, a year later Puerto Rico was invaded in by the U.S. military troops when
the U.S. declared war to Spain (known as the Spanish American War) (Garcia Leduc,
2003; Pico, 2006; Rivera Ramos, 2001). The following year, Spain ceded Puerto Rico
to the U.S and from there the “Americanization of Puerto Rico” started as part of the
Treaty of Paris (Pic6, 2006; Rivera Ramos, 2001; Silén, 1995). Although Puerto Rico
had high poverty rates as part of the Spanish colony, the change in currency to the
U.S. dollar had a major negative effect on the Puerto Rican economy (Gallisa, 2010).
Not only the economy and the political situation of Puerto Rico were disrupted, but
also the culture. In 1910, the first attempt to granting the U.S. citizenship to Puerto
Ricans took place, however, due to the opposition of both parts, it was not until 1917
that it was decided that Puerto Ricans would be citizens of the US (through the Carta
Organica de Puerto Rico de 1917) (Rivera Ramos, 2001; Silén, 1995; U.S. Congress.,
1917).

In 1952 the Puerto Rican constitution was approved by the U.S., and Puerto

Rico was considered a territory which belonged but was not incorporated to the U.S.
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However, Congress had “plenary powers” over Puerto Rico (Martinez-Aviles, 2011;
Rivera-Ramos, 2001). After many years, the legal status of Puerto Ricans in relation

to the U.S. changed substantially after becoming U.S. citizens.

1.2. Circular migration

One of the major changes of the new citizenship was the fact that Puerto
Ricans could use the U.S. passport and travel in and out of the U.S. without going to
the process of naturalization (Rivera-Ramos, 2001; U.S. Congress., 1917b) or through
the Department of homeland Security or the Border Patrol (Rumbaut, 2006).
Therefore, the status Puerto Ricans have since then as U.S. citizens by birth,
distinguishes them from the rest of Hispanic groups living in the U.S. (Rumbaut,
2006).

The new legal status started with intense labor recruitment in 1900 when
Puerto Rican harvesters moved to Hawaii to work in sugar cane plantations
(Rumbaut, 2006), which also led to massive Puerto Rican migration flows to
mainland U.S. (Durand, Telles, & Flashman, 2006). However socioeconomic
constraints and social networks (i.e., family settled in mainland U.S.) maintained a
constant move back and forth (i.e., circular migration) of Puerto Ricans from Puerto
Rico to the U.S. (Juh4sz-Mininberg, 2004). Additionally, just after the World War II,
the establishment of low airfares facilitated the communication between San Juan and
New York for less than $50 (Rumbaut, 2006). Due to these social changes (i.e., work
opportunities in mainland and cheap communications), compared to the barely 1,500
Puerto Ricans living in mainland U.S in 1910, by 1970 nearly a million and a half
Puerto Rican descends were living in mainland U.S. (Rivera-Ramos, 2001).

Importantly, as reported in the U.S. Census Bureau, (2011) the Puerto Rican
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population in the U.S increased by 36% during the decade 2000-2010, and reached
4.6 million Puerto Ricans in mainland. Among them, 80% of the Puerto Ricans settled
in New York in the 50’s. However, the concentration has gradually dispersed and in
2000 New York only accounted for about 25% of the mainland Puerto Ricans
(Rumbaut, 2006). Interestingly, as shown in Figure 1, Puerto Rico’s population has
decreased to such levels, that currently there are more Puerto Ricans living in the U.S.
than in Puerto Rico (Ennis, Rios-Vargas, & Albert, 2011).

Migratory patterns of Puerto Ricans, with a vast majority of first generations
settled down in mainland U.S. since the 1950s and the unique political relation
between Puerto Rico and the U.S., shaped the language, one of the most important
aspects of acculturation (Rumbaut, 2006). Indeed, English is an official language in
Puerto Rico. Nevertheless, it seems that irrespective of the geographical location
away from the island of Puerto Rico, the new generations of Puerto Ricans living in
mainland maintain a strong connection with the Puerto Rican culture and identity

(Duany, 2002).

More People Are Leaving Puerto Rico for Mainland

IMigration between Puerto Rico and the U.S.

100K
83,844
80
Puerto Rico to U.S. /\/2:))14 net
60 migration to
Puerto Rico
40 e -64,073
20 - ) — e —
0
05 06 07 08 09 '10 11 12 13 14
Note: For 2

don't include children under 1 year old. Net migration is the
Puerto Rico from the U.S. mainland minus the number of

mainland.

Figure 1. Migration from Puerto Rico to mainland U.S. and vice versa (2005-2014)
(Krogstad, 2015). Source: (Brown & Patten, 2013).

38



Introduction

1.3. Acculturation

Migratory patterns of Puerto Ricans led to numerous Puerto Ricans
establishing in mainland U.S., facing a complex process of adaptation to a new
country, culture, society where they are the minority population. This process, known
as acculturation, has been associated in the U.S. with different negative indicators,
such as increased mood, anxiety and substance disorders (Ortega, Rosenheck,
Alegria, & Desai, 2000). Acculturation refers to those changes in an individual
resulting from the direct and continuous contact to a different culture from their own
(Redfield, Linton, & Herskovits, 1936). Connected, another aspect of this process is
the acculturative stress, which is the level of distress an individual experiences as a
consequence of the pressure to the adaptation to the new culture values and norms
(Lindstrom, 2008). There is a fair amount of studies of acculturation in adults. Also,
acculturation has been associated to depression among children (Canabal & Quiles,
1995). Nevertheless, the literature shows conflicting evidence, as acculturation has
also been associated with better mental health outcomes (Bhui et al., 2005). For
instance, data from the Boricua Youth Study did not find an association between
youth acculturation and psychiatric disorders (antisocial behavior and internalizing

disorders) (Duarte et al., 2008).

1.4. Social identity of Puerto Ricans

Despite the more than 100 years of U.S. hegemony over Puerto Rico, Puerto
Ricans express a strong sense of community, identity and pride (Silén, 1995). This
social identity was represented by the results of a national survey by the cultural
institution Ateneo Puertorriquerio (Hispania Research Corporation, 1993), in which

nearly all subjects (97.3%) self-identified as Puerto Ricans. Moreover, when
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responding to the Census Boureau (2000) regarding their ethnic identity (Hispanic vs.
non-Hispanic), 95.3% Puerto Ricans self-identified as Hispanic (Rumbaut, 2006).
Regarding the question of “how different is Puerto Rican culture from the American
culture”, 56.2% answered -very different” and 30.9% answered “different”.

3

Moreover, nearly 80% reported that it was “very important” for Puerto Ricans to
maintain their national identity, and language was most essential and relevant
component of Puerto Rican identity (i.e., 93.3% would not renounce Spanish as their
language) (Hispania Research Corporation, 1993). The social identity and pride has
widespread with national symbols in many day-to-day articles showing messages

such as Mi orgullo (my pride); 100% Boricua; Boricua, hasta en la luna (Boricua

even in the Moon) (Martinez-Aviles, 2011).

1.5. Economic wellbeing of Puerto Ricans

Poverty indicators from Puerto Rico surpass even the levels of the poorest
states in U.S. mainland. In the U.S. the federal government defined poverty as “three
times the income needed by a family to maintain the cheapest nutritionally adequate
diet” (Oropesa & Landale, 2000). The government has regulated thresholds, which
take into account age and number of family members and food expenses. For
instance, in 2014 poverty guidelines for a family of two was $15,730 and $19,790 for
a family of three people (U.S. Department of Health and Human Services, 2014).
Income of Puerto Ricans born in Puerto Rico is just somewhat higher ($28.000) with
multiple family members per household (Reimer, 2006). Data reported in the 90s
suggested that 57% of families (and 70% of young people) were living under the
federal poverty levels in Puerto Rico (Rivera-Batiz & Santiago, 1996); and 30% of

Puerto Rican families (and 48% of young people) had the same situation in mainland
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U.S. (Garcia & Montgomery, 1991). The situation has not changed significantly with
the years and recent reports showed that nearly 90% of children living in Ponce and
65% of children living in San Juan live under poverty rates of more than 30%.
Alarmingly, 100% of children in rural areas (52 out of 72 townships of the island) live
in neighborhoods with poverty rates higher than 30% (Annie Casey Foundation,
2013). Moreover, Puerto Ricans in mainland U.S. are also in the lowest rank of
income among all the Hispanic subgroups (National research Council, 2006; Reimer,
2006). This socio-economic situation is extremely important since poverty has been
associated with childhood mental health problems (Fitzsimons, Goodman, Kelly, &
Smith, 2016); higher levels of antisocial behaviors (Eamon & Mulder, 2005); child
depression (Mcleod & Shanahan, 1996); lower parental warmth (Kato-Klebanov,
Brooks-Gunn, & Uncan, 1994); single-parent family structures (Kennedy & Fitch,
2012); an undermine of cognitive development in children (Schoon, Jones, Cheng, &
Maughan, 2012); and a higher risk of reduced access to mental health services
(Alegria et al., 2002). Aware of this situation and concerned about deleterious health,
educational and psychological outcomes, the government has organized a wide range

of public assistant and subsidies that Puerto Ricans perceive.

1.6. Public benefits

Puerto Ricans (and Dominicans) perceive more public benefits than any other
Hispanic subgroup with a 41% of households receiving benefits from: welfare,
Supplementary Security Income (SSI), food stamps or Medicare (Reimer, 2006).
Moreover, although lack of health insurance is major problem among Hispanic
population, Puerto Ricans are the least likely Hispanic subgroup to be uninsured
(Hoffman & Pohl, 2000) due to greater support on public aid and Medicaid coverage

(Giachello, 1994). In 1996, 34% of Puerto Ricans attained Medicaid or other public
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assistance coverage. Moreover, there are other factors related to these percentages: 1)
There are a large number of poor Puerto Rican families headed by women (i.e., more
likely to be Medicaid eligible); 2) a great percentage of Puerto Ricans live in New
York, a state where Medicaid eligibility rules are less restrictive than other States
(Schur, White, & Berk, 1995). Despite this advantage, the use of health services,
preventive care, and hospital care of Puerto Ricans is much lower than White

Americans (Guendelman & Wagner, 2000).

1.7. Social context as a risk factor

Having gone through Puerto Rican history (colonization, migration, poor
economic wellbeing and acculturation), we can present the view from some authors,
who claim that historical traumas (i.e., experiences of exclusion, inequality and
oppression manifested under colonialism) of a group may be related to community
physical and psychological conditions (Ross, 2004). Puerto Rico is a clear example of
a nation marked by change, oppression and its current socio demographic
characteristics do not help in making a better scenario. Puerto Rican society has
suffered vivid changes during the 20™ century, transitioning from an agrarian and
rural organization to an industrial an urban society (Canino etal., 1987). This
revolution, combined with the fact that more than 60% of Puerto Ricans are strikingly
below the poverty level and rates of unemployment are high (Ennis etal., 2011;
Oropesa & Landale, 2000), have developed a risky scenario for Puerto Ricans.
Therefore, these sociocultural experiences are viewed as risk factors to other
difficulties, such as having greater odds of developing substance use problems or

psychiatric disorders. The next section will focus on the socio-cultural context as a
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risk factor for substance use among Puerto Ricans and Gordon’s (1981, 1985) theory

aligned with the view just presented.

2. Substance use among Puerto Ricans

2.1. Prohibition in the U.S. and its impact in Puerto Rico

Truman (1995) describes exhaustively Puerto Rico history and the
“prohibition” period between 1917 and 1933. Alcohol production and importation
were prohibited in the U.S. Although it took some months for the prohibition to arrive
to Puerto Rico, in 1917 Puerto Ricans voted for prohibition, before it was made
forbidden through a constitutional amendment. Prohibition was seen as a sign of
support for American citizenship. In Puerto Rico there wasn't an active "wet"
campaign (anti prohibitionists), and the "dry" movement (prohibition supporters) was
maintained by politicians, the church and American military. However, prohibition
was less successful in Puerto Rico than in the U.S. On one hand, Puerto Rico had such
an appropriate climate for growing sugar cane that became a prosperous industry.
Therefore, mash for brewing was easily available due to the sugar cane industry,
which used molasses for fermentation. Also, it was easy to construct homemade stills.
On the other hand, prohibition was not as enforced in Puerto Rico as other places in
the U.S. mostly due to environmental factors (i.e., island with multiple ports for
trading liquor with proximal island where liquor was not prohibited) and lack of
motivation, due to the minimal Puerto Rican prohibition service (only eight agents,
four clerks, and a Coast Guard boat). Truman describes that the police force was soon
“trained” and “subsidized” by liquor smugglers. Smugglers worked for Puerto Rican
rich men, who at the same time could easily deport a police man though his political

contacts. There was no motivation to eradicate liquor consumption under these
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circumstances. As an example, three years after the prohibition, 10,000 illegal stills
were reported in Puerto Rico, and although these stills should have been destroyed,
federal agents abolished less than 1,000 stills per year. Therefore, not only prohibition
was not successful in Puerto Rico, but it even promoted liquor production and
importation more than in the pre-prohibition era. These particular contextual
circumstances, integrated within a history of oppression, shaped Puerto Rico as a

highly tolerant nation towards alcohol.

2.2. Alcohol use from a cultural ecology perspective

Gordon (1981, 1985) theorizes alcohol use from a cultural ecology perspective
(a branch of cultural anthropology) which conceptualizes people’s actions and their
culture as an adaptive response to the changing environment. Therefore, aligned with
the ecological perspective of Ross (2004), Gordon proposes the study of alcohol
relating to the changes in political, social and religious institutions, which are linked
to the manifestation of drinking behaviors (quantity, frequency, speed of drinking and
abstinence). Moreover, Gordon suggests that modernization of societies and
acculturation have the potential to change alcohol behaviors, where alcohol use is
social and pathological, serving to individual objectives rather than shared objectives.
Gordon theorizes that an increase in the drinking behavior in the Puerto Rican
population may be a response to the stress lived between the pre-migration and post-
migration periods and the stress of living in a foreign urban culture: “Puerto Ricans
showed drinking behaviors relating an amalgam of native drinking practices, U.S.
practices and certain features of their own special migrant experience, all what
makes Puerto Rican drinking behavior highly deviant within the context of the large

Hispanic community” (Vélez-Blasini, 1997, in Gordon, 1981, p. 233). As reported,
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Puerto Ricans have traditionally shown higher rates of alcohol use than other

Hispanics.

2.3. Alcohol use prevalence among Puerto Ricans

Alcohol use and abuse is a major concern and a social and health problem in
some U.S. Hispanic population. Importantly, Puerto Ricans living in mainland U.S
have one of the highest rates of problematic drinking (i.e., binge drinking and alcohol
use disorder) compared with other Hispanic subgroups living in the U.S. (Caetano,
Ramisetty-Mikler, & Rodriguez, 2008; Ramisetty-Mikler, Caetano, & Rodriguez,
2010; Rios-Bedoya & Freile-salinas, 2014).

As Gordon (1989, 1993) describes, cirrhosis was the second death cause
among Puerto Rican immigrants (for those aged between 15-44 years old) in New
York City at the beginning of the 80’s; and the third death cause the previous decade.
The same pattern of alcohol use seemed to happen in Puerto Rico (Canino, Bird,
etal., 1993) and cirrhosis was also the third major death cause (for those aged
between 35-64 years old). Thus, alcohol use contributed to the death rates from
cirrhosis and chronic liver disease among Hispanic (Caetano & Galvan, 2001; Vong
& Bell, 2004). In fact, some authors identified these alcohol use patterns as the most
common mental health disorder among Puerto Rican population at that time (Canino,
Bird, et al., 1993).

A study on the prevalence and correlates of DSM-IV substance use disorders
in Puerto Rico (N=4,709; ages=15-64) (Colon, Robles, Canino, & Shahai, 2002),
reported a lifetime alcohol use of 77.2%. A total of 13.1% met criteria for a lifetime

alcohol disorder and past year alcohol abuse/dependence was 4.3%. Alcohol use
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disorders were associated with: 1) male gender; 2) higher family annual income; 3)
being employed; and 4) being married.

Despite the previously presented evidence, there has been a gap of at least 15
years without epidemiological studies and evidence on alcohol and drug use rates and
related consequences for Puerto Ricans (Canino et al., 1987; Rios-Bedoya & Gallo,
2003). Canino and colleagues reported in the late 80s a lifetime prevalence of alcohol
abuse/dependence of 24.6% for males and 2.0% for females with a significant
increase from 5.6% (18-24 year group) to 17.2% (for the 45-64 year group). However,
since then trends may have changed and a recent study has reported on prevalence of
drinking, binge drinking in Puerto Rico (N=1,510; ages=18-64) (Caetano, Vaeth, &
Canino, 2016). Overall, 3% of women (6% among the 18-29 age group) and 5% of
men (9% among the 18-29 age group) reported binge drinking. Among drinkers, 87%
of women (91% among the 18-29 age group), and 84% of men (88% among the 18-29
age group) reported exceeding moderate drinking guideline; compared with a 68.5%
of mainland U.S. drinkers who exceed moderate drinking (Dawson & Grant, 2011).
Higher number of weekly drinks (on average) was associated with 1) male gender; 2)
those with more liberal norms; 3) those with positive attitudes about drinking; and 4)
those in the 18-29 age group (only compared to those in the 40-49 age group). Among
these groups, around 16% of males and 9% of females endorsed more social and
health problems as a consequence of their alcohol use. These results are in line with
previous literature, suggesting that males consume higher volumes of alcohol (per
week). However, unexpected, there was not an association between gender and binge
drinking and the occurrence of social and health problems as a consequence.

Summing up, although Puerto Ricans in Puerto Rico exceed their alcohol

consumption, the problems associated as a consequence of drinking are lower than in
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the U.S. general population and among Puerto Ricans living in mainland U.S.
(Caetano, Ramisetty-Mikler, & Rodriguez, 2009; Dawson, Goldstein, Saha, & Grant,
2015; Ramisetty-Mikler et al., 2010; Vaeth, Caetano, & Rodriguez, 2012). These rates
are intrinsically related to cultural beliefs, norms and acceptance of the drinking

behaviour among Puerto Ricans.

2.4. Cultural beliefs regarding alcohol use among Puerto Ricans

It is key to contemplate that the high prevalence of alcohol use observed
among Puerto Ricans may be related to the cultural acceptance of drinking, as alcohol
has a direct association with everyday life (i.e., baptisms, religious ceremonies,
funerals, weekends) (Canino, Burnam, & Cactano, 1992). Indeed, a cultural
difference that had made research difficult in the past was the meaning given to
“abstain from drinking”. While the accepted term implies that the person does not
drink ““at all”, for some Hispanic communities, the term persona que no toma (person
who does not drink) was interpreted as a not drinking “regularly” (i.e., person that
may occasionally get drunk) (Paine, 1977). Therefore, it was difficult to quantify the
quantity of alcohol ingested by Hispanic population due to normative differences.

Cross-cultural comparisons of alcohol expectancies (Vélez-Blasini, 1997)
showed that Puerto Rican reported alcohol use due to positive expectancies to three
factors after drinking: (1) expectancies of enhanced sexuality (i.e., less nervous about
sex, less inhibition, more desire, more sexually risky behaviours); (2) expectations of
becoming more socially accepted, assertive, easy to interact in a social setting and
more outgoing; (3) expectations of becoming more energetic, relaxed and joyful.
Puerto Ricans showed less negative connotations of drinking and a stronger

expectation of increased sociability and extraversion after drinking compared to non-
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Hispanics. These results are consistent with the Hispanic values that underscore the
importance of membership in a group. Moreover, although some negative
expectations arouse (i.e., becoming angry, clumsy and uncoordinated) only Puerto
Rican women moderated their drinking behaviour taking into account those

expectations (Vélez-Blasini, 1997).

2.5. lllicit substance use prevalence among Puerto Ricans

A study on the prevalence and correlates of DSM-IV substance use disorders
in Puerto Rico (N=4,709; ages=15-64) (Colon et al., 2002), reported that 10.7% of
participants informed ever using illicit drugs. A total of 14.7% met criteria for a
lifetime substance disorder (4.9% for a past year disorder), with 4.1% meeting criteria
for illicit drug use. Past year abuse/dependence for illicit drugs was 1.3%. Illicit drug
use disorders only had an association with younger age and being male. Importantly,
among those with a past year disorder, only 13.0% of them reported using services for
their disorder. A more recent study reported that Puerto Ricans had 13.8% lifetime
prevalence for substance use disorders followed by 11.8%, 9.8% and 6.6% of
Mexican, other Hispanic and Cuban subgroups, respectively (Alegria et al., 2008).

A study of psychiatric comorbidity among Puerto Rican substance abusers in
Puerto Rico and in mainland U.S. (San Juan: N=121; New Heaven=109; adult
participants) (Conway, Swendsen, Dierker, Canino, & Merikangas, 2007), identified
that anxiety disorders were the most common comorbid disorder (nearly 50%) and
40% had a lifetime history of an affective disorder at both sites. Moreover, it was

more common to have comorbidity with various disorders rather than with only one.
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2.6. Alcohol use and substance use prevalence among U.S. adolescents

We have focused in alcohol and substance use among adult Puerto Ricans to
bring the big picture of the problem and show the strikingly high rates of consumption
among this population. However, adults share household with adolescents and create
a culture towards alcohol and substance use that model adolescent behavior. Although
lower prevalence’s are shown for adolescents, the statistics increase noticeably with
age. First we will show statistics for U.S. adolescents and then we will focus on
Puerto Rican adolescents.

The 2013 National Survey on Drug Use and Health, Substance Abuse and
Mental Health Services Administration, (2013) focused on adolescent alcohol use.
The study defined three mutually exclusive categories: 1) Current (past month) use:
“at least one drink in the past 30 days”; 2) Binge use: “Five or more drinks on the
same occasion on each of 5 or more days in the past 30 days”. Results reported that
the rate of current alcohol use among adolescents (aged 12-17 yr.) was 11.6% (see
Figure 2), with rates of current alcohol use of 2.1% (aged 12-13 yr.), 9.5% (aged 14-
15 yr.), and 22.7% (aged 16-17 yr.). Adolescent binge alcohol use rates were 6.2%,
with 0.8% (12-13 yr.), 4.5% (14-15 yr.), and 13.1% (16-17 yr.). Finally, heavy
drinking rates were 1.2%, with 0.1% (12-13 yr), 0.7% (14-15 yr.), and 2.7% (16-17
yr.). Alcohol drinking increases with age until it reaches a peak in young adulthood
(around 21-25 years old) and the trend is a slowly decrease. Moreover, there were no
significant differences by gender among adolescents (12-17 yr.) in the percentage
current drinkers (11.2% for males and 11.9% for females) and rates were lower than

those reported in 2012.
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Current, Binge, and Heavy Alcohol Use
among Persons Aged 12 or Older, by Age:
2013

Percent Using in Past Month

1213 16-17 21-25 30-34 40-44 50-54 60-64

Age in Years

[J Current Use (Not Binge) [ Binge Use (Not Heavy) [l Heavy Alcohol Use

Note: The past month binge alcohol use estimate for 12 or 13 year olds was 0.8 percent, and the past month heavy
alcohol use estimate was 0.1 percent.

Figure 2. Current, binge, and heavy alcohol use among persons aged 12 or older by
age. Source: Substance Abuse and Mental Health Services Administration (2013).

Data of current binge and heavy alcohol use among persons aged 12 or older
stratified by race/ethnicity is depicted in Figure 3. More specifically, rates of current
alcohol use among adolescents (aged 12-17) were 8.0% among Asians, 8.2% for
Native Hawaiians or Other Pacific Islanders, 9.0% for those reporting two or more
races, 9.3% for American Indians or Alaska Natives, 9.7% for African American,
10.7% for Hispanic, and 12.9% for White Americans. The rates for Hispanic and
White American adolescents were lower than those reported in 2012 (12.8% and
14.6%, respectively). Importantly, among adolescents using alcohol, 13.3% had at
least three problems relating their alcohol consumption and 13.7% of adolescents who

had alcohol consumption in the last year were also alcohol dependent.
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Current, Binge, and Heavy Alcohol Use
among Persons Aged 12 or Older,
by Race/Ethnicity: 2013

Percent Using in Past Month

White Black or American Native Asian Two or  Hispanic

African Indian  Hawaiian More  orLatino
American or Alaska or Other Races
Native  Pacific
Islander

[JCurrent Use (Not Binge) [l Binge Use (Not Heavy) [l Heavy Alcohol Use

Figure 3. Current, binge and heavy alcohol use among persons aged 12 or older by
race/ethnicity: 2013. Source: Substance Abuse and Mental Health Services
Administration (2013).

As we mentioned, rates of current alcohol use, and alcohol and illicit drugs

abuse and dependence are slightly decreasing within the years. An example of the

change from 2002 to 2013 is depicted in Figure 4 and Figure 5.
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Figure 4. Current alcohol use among persons aged 12 to 20, by age: 2000-2013.
Source: Substance Abuse and Mental Health Services Administration (2013).
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Figure 5. Alcohol and illicit drug dependence and abuse among adolescents (12-17):
2002-2013. Source: Substance Abuse and Mental Health Services Administration
(2013).

2.7. Alcohol use and substance use prevalence among Puerto Rican

adolescents in Puerto Rico and the U.S.

There is a scarcity of studies on the prevalence of adolescent substance
disorders, and those which have ascertained substance use in the general population
and community population only included a small sample of Hispanic adolescents,
making difficult to generalize results (Bird et al., 1988; Shaffer et al., 1996;
Weinberg, Rahdert, Colliver, & Glantz, 1998). Moreover, there is a wide variety in
prevalence estimates from different studies.

Data from the Monitoring the Future (MTF) (National Research Council and
Institute of Medicine, 2004) reported that 28.5% of youth (aged 12-20) had recently
used alcohol. Data was stratified by race/ethnicity focusing on different Hispanic
subgroups. White American youth reported the highest past month use of alcohol
(30%), followed by American Indians and Alaska natives (28.4%) Mexican
Americans (25.2%), and Puerto Ricans, Central and South Americans, and Cubans
(22.9%, 22.3%, and 22.3%, respectively).

It has been reported lower rates of substance use among adolescents in the

island of Puerto Rico compared to mainland U.S. adolescents from a Puerto Rican
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background and other ethnic minorities (Sokol-Katz & Ulbrich, 1992). The lifetime
prevalence of substance use has been estimated in 15% among Puerto Rican
adolescents in Puerto Rico (eighth to twelve grade) (Moscoso, Parilla, Robles, Colon,
& Garcia, 1998).

However, there was a clear gap on the substance use among adolescents
literature. Therefore, using data from the National Comorbidity Survey of the US,
Warner, Canino, and Colon, (2001) contributed to the field by reporting on estimates
of the prevalence of both alcohol and substance use and dependence among Puerto
Rican adolescents (N=922, age=15-18) and adolescents in mainland U.S. (N=888, age
15-24). Puerto Rican adolescents reported lower rates of both lifetime alcohol and
drug use compared to U.S. adolescents: lifetime alcohol use (31.7% and 38.6%); past
year alcohol use (20.8% and 12.9%); lifetime drug use (7.4% and 14.7%); and past
year drug use (5.5% and 11.9%) for Puerto Rico and U.S., respectively. There were
also differences for the adolescents who transitioned from substance use to abuse or
dependence by site (33% of the U.S. adolescent compared to 20% of the Puerto Rican
adolescents). In another study, adolescents in Puerto Rico also showed lower rates
than those U.S. adolescents who self-identified as Puerto Rican background
(Substance Abuse and Mental Health Services Administration, 1998). It seemed the
action mechanisms were similar for both samples, with the exception of family
income, as low family income was only related to substance use in the U.S. sample
and not in the Puerto Rico Sample. Although findings showed differences in onset of
substance use rates, lifetime rates of substance abuse and dependence were
comparable among both groups (Warner et al., 2001).

Patterns of use across different studies describe a decrease in the use within

the first years after initial consumption (DeWit, Offord, & Wong, 1997; Muza,
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Bettiol, Muccillo, & Barbieri, 1997; Warner et al., 2001). Gender differences have
arisen in literature with young females having nearly half probability of having a
substance use disorder than males. However, gender differences seem ever more
pronounced for Hispanic youth, where young Latina women display even lower use
rates (Hughes, Day, Marcantonio, & Torpy, 1997). Importantly, it seems there is an
association between alcohol dependence and low socio-economic status (Velez &
Ungemack, 1995; Warheit, Vega, Khoury, Gil, & Elfenbein, 1996). However, Warner
et al. (2001) only found an association between low income and higher risk for

substance disorder among adolescents in the U.S.

3. The immigrant paradox among Puerto Ricans

We have described a high prevalence of alcohol use and substance use
disorders among Puerto Ricans. However, literature usually show lower rates of
substance use and internalizing disorders among those Hispanic who migrated to the
U.S. compared to both non-Hispanic White and U.S. born Hispanic population
(Alegria et al., 2008). Why do we observe this discrepancy? The expectation would
be that new immigrants would fare worse off than White Americans due to their
lower socio-economic status, less social support from family and community
members, difficulties with the new language, and stressful experiences related to
immigration, foreign nativity appears protective of psychiatric disorders (Burnam,
Hough, Karno, Escobar, & Telles, 1987). This well-established phenomenon has
being denominated the immigrant paradox, also known as the healthy immigrant
effect within the field of medicine and health (Flores & Brotanek, 2005). The paradox
conceptualizes how less acculturated immigrant groups demonstrate better behavioral,

and health outcomes (and their children better academic outcomes) than their
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counterparts in the country of origin or those counterparts more acculturated in the
hosting country (Garcia Coll & Marks, 2012). Studies usually confirmed that second
generation adolescents have worse psychosocial adjustment (especially on
externalizing symptoms) than first generation adolescents immigrants (Bui, 2012;
Pefia et al., 2008).

Although Hispanics compared to non-Hispanics Whites had lower risk of
lifetime internalizing and substance use disorders, as reported by the National
Comorbidity Survey-Replication (NCS-R) (Kessler & Merikangas, 2004), the sample
was not disaggregated by Hispanic subgroup. To fill this gap in the literature, a study
using data from the National Survey on Alcohol and Related Conditions (NESARC)
(Alegria, Canino, Stinson, & Grant, 2006) found that ethnic subgroups differed in the
rates of psychiatric disorders. Puerto Rican had the highest rates in all psychiatric
disorders compared with other Hispanic subgroups (i.e., Mexican-American
background) and similar rates compared to non-Hispanic whites. In fact, the
immigrant paradox hypothesis may not be applicable to Puerto Ricans. There were no
differences in lifetime prevalence rates (for mood, anxiety and mood disorders)
between U.S. born Puerto Ricans and first generation immigrants (Alegria et al.,
2008). Therefore, in the next section we will describe prevalence of psychiatric

disorders among Puerto Rican population.

3.1. Mental health disorders among Puerto Ricans

As we exposed, Puerto Ricans display different migratory patterns and
outcomes when exposed to the U.S. culture compared to other Hispanic groups. In
contrast to other Hispanic groups who have lower rates of psychiatric disorders,

Puerto Rican lifetime prevalence are resembling to those of non-Hispanic whites
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(Alegria et al., 2008) and most psychiatric disorders have higher prevalence rates in
the U.S. than anywhere in the world (Kessler et al., 2003). Therefore, Puerto Ricans
are an acutely vulnerable group for mental health problems. Because Puerto Ricans
have shared and have been in contact with the U.S. culture for over a hundred years,

they may have embraced many cultural norms, values and lifestyle patterns.

3.1.1. Lifetime prevalence of psychiatric disorders among Puerto Ricans

As we previously described, Puerto Ricans (both in Puerto Rico and in
mainland U.S.) had the highest rates for any lifetime disorder and differences in rates
were statistically significant compared to other Hispanic subgroups (Canino et al.,
1987). One of the major concerns in early stages of the study of the epidemiology of
disorders among Puerto Ricans was if they actually present higher rates of
psychopathology or they simply reported more symptoms. Methodology was not strict
and there was a lack of well-established diagnostic measures validated in Hispanic
and Puerto Rican populations. However, Canino and colleagues studied the
prevalence of diagnostic psychiatric disorders in the late 80s (N=1,513; ages=18-64)
with valid measures based in the DSM-III criteria. Rates of lifetime disorders for
Puerto Ricans were 28% (34% for males and 22.8% for females). Among these, the
most prevalent disorders were anxiety disorders with a lifetime prevalence of 11.2 %
for males and 15.7% for females and alcohol abuse/dependence (substance use will be
described in the following section). Lifetime prevalence of affective disorders was
4.7% for males and 10.9% for females. In general, all of the lifetime diagnoses tended
to increase with age, with anxiety disorders showing a significant increase. Finally,
prevalence rates decreased within more educated cohorts. Summing up, Canino and

colleagues concluded that the lifetime prevalence of psychiatric disorders observed
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were similar to those observed in other communities, although they suggested the
possibility that Puerto Ricans may tend to over-report symptoms when using less
structured measures (Canino et al., 1987).

Nevertheless, a more recent study with representative probability samples
combined data from the National Hispanic and Asian American Study (N=2,554
Hispanics) and the National Comorbidity Survey Replication (N=9,282 non-
Hispanics) (Alegria et al., 2008). Rates of lifetime disorders for Puerto Ricans were
37% compared to the 29.5%, 28.2% and 27.0% of Mexican, Cubans and other
Hispanics respectively. Rates of lifetime anxiety for Puerto Ricans were 21.7%
compared to 15.5%, 14.4% and 14.1% of Mexican, Cuban and other Hispanics
subgroups, respectively. However, there were no significant differences in rates of
depression among different Hispanic subgroups.

Due to the high rates of psychiatric disorders presented in the Puerto Rican
adult population, it is important to focus at early stages of the course of disorders in
order to prevent increasing rates, comorbidities and the functional impairment
associated with mental ill health. The following section will describe the available
data regarding psychiatric disorders among Puerto Rican children and adolescents.
First, prevalence of psychiatric disorders among U.S adolescents (where Puerto Rican

are included) will be depicted in order to compare both groups.

3.2. Lifetime prevalence of psychiatric disorders among U.S. adolescents

Briefly, a study with data from the longitudinal Great Smoky Mountain Study
(GSMS) (N=1,071, ages=9-13 yr.) (Costello et al., 1996), reported on the prevalence
and development of psychiatric disorders in childhood and adolescence (Costello,

Mustillo, Erkanli, Keeler, & Angold, 2003). Results showed a 3-month prevalence of
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13.3% for any disorder, although 36.7% of participants had at least one psychiatric
disorder during the study period (6.8% for serious emotional disturbance; 7.0% for
any behavioral disorder: 2.7% for conduct disorders; 2.7% for oppositional defiant
disorder; 0.9% for ADHD; 2.4% for substance use disorders; 2.4% for any anxiety
disorder; and 2.2% for any depressive disorder). The majority of disorders increased
their prevalence with age (i.e., depression, social anxiety, panic disorder, and
substance abuse). Others decreased their prevalence (i.e., ADHD, separation anxiety
disorder). Importantly, those children with mental health history increased in 3 times
their probabilities to have a diagnosis in the following waves compared to those
without a disorder. Authors conclude that contrary to what point estimates show, there
are much higher probabilities of having a psychiatric disorder by age 16 compared to
other ages.

Moreover, results from the National Comorbidity Survey Adolescent
Supplement (NCS-A) (Kessler et al., 2007; Kessler et al., 2009; Kessler et al., 2009;
Merikangas, Avenevoli, Costello, Koretz, & Kessler, 2009), reported on lifetime
prevalence of mental disorders in U.S. adolescents (Merikangas et al., 2010). This is a
face-to-face nationally representative survey among U.S. adolescents (13-17)
(N=10,148). Result from the survey showed that anxiety disorders were the most
usual disorder (31.9%), followed by behavior disorders (19.1%), mood disorders
(14.3%), and substance use disorders (11.4%). Among those with one class of
disorder, nearly 40% also met criteria for another class of lifetime disorder. Figure 6

compiles this information.
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Figure 6. Lifetime prevalence and main demographics for attention deficit
hyperactivity disorder, any mood disorder, any anxiety and any disorder. Source:
National Institute of Mental Health. From (Merikangas et al., 2010).

Figure 7 depicts the 12-month prevalence for children (8-15 years). The total
prevalence of disorders with severe impairment and distress was 22.2% (11.2% for
mood disorders; 8.3% for anxiety disorders; 9.6% for behavior disorders). Age of
onset for disorder classes (median) was 6 years for anxiety, followed by 11 years for

behavior, 13 years for mood, and 15 years for substance use disorders.
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Figure 7. Twelve-month prevalence for children (8-15 years). Source: National
Institute of Mental Health. From Merikangas et al. (2010).

The results previously presented come from the replication of the best
representative population survey of child and adolescent psychiatric disorders in the
U.S. (Merikangas et al., 2010). Analysis of this study, together with the Great Smoky
Mountain Study (GSMS) (Costello et al., 1996) and the British National Survey (5-
15 years old) (Meltzer, Gatward, Goodman, & Ford, 2003) leads to the conclusion
that at given moment, 20% of child will have a psychiatric disorder. These results
mean that previous cross-sectional studies, which showed lower prevalence, tended to
underestimate the magnitude of mental health problems among young population.
Psychiatric disorders are even more prevalent as children grow older. Although a
great majority of child and adolescent diagnosed with a psychiatric disorder achieve
symptom remission after treatment (i.e., between 30% to 60% rate of remission for
depression (Kennard et al., 2009); 40% to 68% rate of remission for anxiety disorders
(Ginsburg et al., 2012)), 30% of adolescents with mood disorders (Scott et al., 2014)
and with anxiety disorders (Cartwright-Hatton, Roberts, Chitsabesan, Fothergill, &
Harrington, 2004), do not have a favorable response rate, experience poor functional

recovery and remain socially isolated. Therefore, due to the high prevalence of
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psychiatric disorders among children and adolescents and the impairment associated
to mental ill health conditions, is important to understand possible protective factors
and apply early intervention to reduce these rates. However, first we will review
prevalence of psychiatric disorders among Puerto Rican adolescents to better

understand the unique patterns of this Hispanic group.

3.2.1. Lifetime prevalence of psychiatric disorders among Puerto Rican

adolescents

There is a scarcity of child- adolescent-specific studies among Puerto Rican
population. Besides the Boricua Youth Study (Bird et al., 2006; Bird et al., 2006) —
from which we are presenting the data of this dissertation — available evidence dates
from more than 10 years ago.

An epidemiologic survey with a probability sample and face-to-face
interviews was undertaken in Puerto Rico (N=1,886; ages=4-17 yr.) (Canino et al.,
2004). Last-year prevalence rates of DSM-IV/DISC-IV diagnoses were reported
showing rates of 3.4% for any depressive disorder, 6.9% for any anxiety disorder,
11.1% for ADHD and 5.5% for oppositional defiant disorders. When a measure of
diagnosis-specific impairment was considered, prevalence decreased somewhat.
However, when a global impairment measure was considered, prevalence was
reduced in nearly half. Nevertheless, results reported were comparable to those found
in other community samples.

Other reports also mention that Puerto Rican children have higher rates of
developmental problems (i.e., 11% for chronic developmental conditions; 20% of
developmental problems; and 13% for functional limitations) when employing

parental report (Arcia, Keyes, & Gallagher, 1994).
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In general, it seems that Puerto Rican children in Puerto Rico and in mainland
U.S. show minimal differences in psychiatric disorders, with the exception of conduct
disorder rates, lower among Puerto Rican children and adolescents in Puerto Rico
(Bird, Canino, Rubio-Stipec, & Ribera, 1987; Bird et al., 2001). This difference may
be related to better social support and family relations shown in Puerto Rico (Bird et
al., 2001). Finally, from the data presented prevalence rates for Puerto Rican
adolescents seem lower for internalizing disorders and higher for externalizing
disorders that the rates of their counterparts U.S. adolescents. However, the Puerto
Rican study included children (4-17 years) in their sample, while the National sample
study only included adolescents (13-17), therefore results are not comparable.

Despite the fact that children and adolescents have mental health problems and
these increase with age, mental health services and consultation for related problems
is low. In the following section service use will be covered and reasons for the low

use will be described (i.e., barriers Hispanic population may encounter).

3.3. Mental health services use

3.3.1. Mental health services use among adolescents

As we have described, rates of child and adolescent psychiatric disorders are
considerably high, however, data from the Centers for Disease Control and
Prevention's National Health and Nutrition Examination Survey
(NHANES) (Merikangas et al., 2010) show that only 50.6% of children with mental
disorders had received treatment for their disorder within the past year. Among those,
children with anxiety disorders were the least likely (32.2%) to have received
treatment in the past year. Boys were 50% more likely than girls to use mental health

services. Moreover, adolescents between 12—15 year olds were 90% more likely than
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those between 8—11 year olds to use mental health services. In this study no
differences were found between race/ethnicity for anxiety, mood, or conduct
disorders. However, for ADHD, Mexican Americans and other Hispanic adolescents
had significantly lower 12-month rates compared to non-Hispanic White adolescents.

Figure 8 depicts mental health service use for children (8-15 years).

Mental Health Service Use for Children
(8—15 years)
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Figure 8. Mental health service use in the U.S. for children (8-15) by type of disorder.
Source: Centers for Disease Control and Prevention's National Health and Nutrition
Examination Survey (NHANES).

More specifically, data from the National Comorbidity Survey-Adolescent
about services for adolescents with psychiatric disorders (N=10,148; ages=13-17)
(Costello, He, Sampson, Kessler, & Merikangas, 2014), showed that 45% of
adolescents with psychiatric disorders received some form of care in the past 12
months. Adolescents were more likely to receive services if they had being diagnosed
with ADHD (73.8%), conduct disorder (73.4%), or oppositional defiant disorder
(71.0%), followed by those with specific phobias (40.7%) and any anxiety disorder
(41.4%). Services were provided usually in school setting (23.6%) or in a specialty
mental health setting (22.8%) compared to the 10.1% of services provided in a
general medical setting (Services were also provided in juvenile justice settings

(4.5%), alternative medicine services (5.3%), and human services settings (7.9%)).
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Again, there were no significant differences in service use for psychiatric disorders
for Hispanic adolescents (14.4% of the sample) compared to non-Hispanic White
adolescents.

Nevertheless, other studies show a different scenario for Hispanic youth. Data
from community settings report that Hispanic youth seem to be underrepresented in
five youth services sectors (i.e., mental health, juvenile justice, substance use and
alcohol treatment, child welfare and public school services) even after controlling for
socioeconomic status (McCabe et al., 1999). Also, Hispanic adolescents with mental
health disorders face a noteworthy disproportion in access to mental health services
compared to other youth in public sectors of care (Hough et al., 2002). Specifically,
The Methods for Epidemiology of Child and Adolescent Mental Disorders (MECA)
(Flisher et al., 1997; Lahey et al., 1996; National Research Council, 1993), identified
that Puerto Rican youth were significantly less likely to receive mental health services
either in medical settings of at school. Hispanics may have more difficulties to receive

care due to their particular socio-economic and migratory situation.

3.3.2. Barriers for mental health services use among Hispanic population

It may be that indeed, Hispanic population is less likely to use mental health
services than their white Americans or African American counterparts (Jiménez,
Alegria, Pena, & Vera, 1997; Kouyoumdjian, Zamboanga, & Hansen, 2003; Padgett,
Patrick, Burns, & Schlesinger, 1994; Perez, 2014; Woodwards, Divinell, & Arons,
1992). However, what may not be as clear, are the reasons for this to happen. Perez
(2014) describes specific barriers that Hispanic encounter when seeking for mental
health services: (1) accessibility: relating to location (rural vs. urban areas),
transportation, costs, lack of knowledge of available services and low mental health

services outreaching the Hispanic population (Barrio et al., 2008; Garcia, Gilchrist,
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Vazquez, Leite, & Raymond, 2011; Gudino, Lau, & Hough, 2008); (2) language:
which is the key to engagement. Whilst 40% of Hispanic in the U.S. is proficient in
English, only 1% of mental health specialists speak Spanish (Bridges et al., 2012). As
a consequence, the limited available bilingual therapists may increase wrong
diagnosis and poor match with existing services (Alegria, Mulvaney-Day, et al.,
2007); (3) culture: Hispanic understanding of mental illness is influenced by cultural
norms and beliefs that may differ from those of their therapist (usually using therapy
models with a White American population as the reference). Moreover, Hispanic tend
to rely on their community and family members as a preferred coping approach for
mental health related problems (Rastogi & Massey-Hastings, 2012); (4) stigma of the
mental illness itself and cultural norms in Hispanic community (i.e., being quiet,
isolation and withdrawn is a positive attribute), may as a consequence make some
people neglect possible diagnosis (i.e., depressive symptoms or negative symptoms
associated with psychosis) (Leal, 2005); (5) discrimination: contributed by the anti-
immigrant attitudes within society and some service providers, who may struggle with
traditional Hispanic values. Moreover, policies usually have been created in a way
that Hispanic people have more difficulties to access proper mental health services
(especially those undocumented Hispanics); and (6) immigration and acculturation.
Finally, other barriers for receiving specifically substance use services, reported by
the Substance Abuse and Mental Health Services Administration, (2013) are depicted

in Figure 9.
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Figure 9. Reasons for not receiving substance use treatment. Source: Substance
Abuse and Mental Health Services Administration (2013).

One of the most remarkable phenomena that may explain the low mental
health service use is the fact that Hispanic relies in the community, friends and family
members as a preferred coping approach for mental health related problems. This fact
leads to the value Hispanic and Puerto Ricans give to family. In the following section
we will describe shared family values among different Hispanic groups and how the
unique socio-cultural experiences Puerto Ricans have lived through history may shape

family arrangements and parenting practices.

4. The Puerto Rican family

4.1. Historical background

Consensual unions (i.e., live with a couple without marriage or cohabitation)
are a distinctive part of the familial arrangements and nuptiality patterns in the
Caribbean (Camisa, 1978). Although cohabitation may serve as a trial period
preceding marriage in developed countries, consensual unions in Latin America have
described as substitute of marriage and are the legacy of a historical convention. The

fact that an official ceremony or a legal contract is absent does not reduce social
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recognition or childbearing (Castro-Martin, 2002). Consensual unions started during
the Spanish colonialism as a parallel system to marriage. There were strict colonizer-
imposed endogamy codes and unions between male Spanish colonizers and local
women as well as among Taino and mestizo couples were prohibited (Castro-Martin,
2002). Male settlers outnumbered women and they found in the amancebamiento
(cohabitation) the permitted way of having sexual unions with local women (McCaa,
1994). Marriage was only needed between Spanish elite; they own properties and the
intergenerational transmission of goods was only assured by formal unions (Folbre,
1991). Therefore, mutual consent unions were the norm among the rest of the
population (mestizo population). Other couples could not afford a marriage and
therefore lived in a consensual union, since during the colonial period marriage
marriages were extremely elaborate and costly. Thus, between 30% and 50% of
childbirth occurred out of wedlock (Castro-Martin, 2002). In general, in Latin
America cohabitation is more prevalent among those with less education and lower
socioeconomic status, suggesting that economic costs may discourage marriage
(Castro Martin, 2002).

Regardless of the effort of the Catholic Church and the State to impose the
formal catholic marriage model, the ethnically and culturally mixed society prevented
the success of the model. Moreover, rural areas, far away from the influence of the
authorities, did not suffered as much sanctions as populated areas (Pescador, 1988).
Therefore, back in time, the Puerto Rican living arrangements seemed to differ from
that of White Americans. However, in the past few decades, family arrangements in

the U.S. have changed dramatically.
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4.2. Family arrangements among U.S families with children

As we can see from Figure 10, living arrangements among U.S. population

have changed significantly since the 60s (Pew Research Center, 2015). There has

been a decrease of two married parents and an increase in single-parents and

cohabitating couples. If we look at the same data by race/ethnic category (Figure 11),

Hispanic families are the second culture with more single parent families (29%) and

also the second culture with less parents in first marriage (43%) compared with

African-America, White Americans and Asian Americans. Importantly, nearly half of

the parents with less than highschool education were single-parents (46%), and the

majority of parents with a college degree were married in first marriage (71%).
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Figure 11. Living arrangements of U.S. children by race/ethnicity and parental
education level. Source: Pew Research Center (2015).

Although different family arrangements (or family structures), such as
cohabiting parents, are presented in the previous paragraphs, this data has not always
been available because it was not a prominent family structure. Indeed, early reports
on the field of marriage included non-differentiated family structures to denominate
“single-parent” (i.e., single parents and also cohabiting parents who never married)
without taking into account the nature of relationships of the adults in the household
(Manning & Lichter, 1996). Therefore, the America’s families and living
arrangements 2012 from the Census Bureau (Vespa, Lewis, & Kreider, 2013),
specifies on their latest report the definition of different family arrangements: “This
report uses the terms unmarried partner, cohabiting partner, and cohabiter
interchangeably. Since 1995 and in the historical tables since 1996, a category of
relationship to the householder has been available from the Current Population

Survey for use in the measurement of cohabitation. This category allows respondents
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to identify an individual in the household as the “unmarried partner” of the house-
holder. Beginning in 2007, a question was also asked of adults who lived with adult
nonrelatives to find out if they had a boyfriend, girlfriend, or partner living in the
household. In the ACS, a relationship category for unmarried partner has been
available since its inception in 2005.”

Figure 12 depicts data of household changes by type from 1970 to 2012 by the
U.S. Census Bureau (Vespa et al., 2013), where it is noticeable the significant
decrease of married couples with children (nearly 20%) since the 70’s.

Figure 13 shows family groups by race/ethnicity and Hispanic origin of
reference person in 2012 by the US Census Bureau (Vespa et al., 2013). Cohabitation
is referred as ‘“unmarried parent couple” and single-parent is referred as
“mother/father only with children under 18”. Although percentages differ depending
on the source of information, more Hispanic families were cohabiting (4.7%) and

were single-mothers (14.0%) compared to White Americans (1.6% and 8%,

Households by Type, 1970 to 2012: CPS
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Source: U.S. Census Bureau, Current Population Survey, Annual Social and Economic Supplement, selected years, 1970 to 2012.

Figure 12. Household by type, 1970-2012 (Note: this data include families with and
without children) Source: US Census Bureau (Vespa et al., 2013).
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Family Groups by Race and Hispanic Origin of Reference Person: CPS 2012
(Numbers in thousands)
Race of family reference person
. White
Type of family group alone,
White non- Black Asian Hispanic
Total alone Hispanic alone alone | (any race)
Number ..... ... 85,463 68,080 56,299 10,459 4,621 13,046
Married couple. .. ... 61,047 51,545 44264 4,521 3,666 7,889
With childrenunder 18* . ......... 24,445 20,035 15,760 1,961 1,779 4,655
Without children under 18 ........ 36,602 31,510 28,505 2,560 1,888 3,234
Unmarried parent couple? . ......... 1,859 1,402 881 301 66 609
Mother only with children under 18° .. 10,322 6,566 4521 3,035 265 2,381
Father only with children under 182. .. 1,956 1,489 1,185 324 56 345
Householder and other relative(s)* ..................... 10,277 7,078 5,448 2,279 568 1,822
Grandparent householder with grandchildren under 18. . . . 1,249 791 590 376 33 222
Householder with adult children. .. .. ................. 5,747 4,067 3,406 1,337 193 734
Householder with young adult children aged 18t0 24 . .. 2,371 1,607 1,204 615 71 361
Householderwithparent ........................... 2,420 1,613 1,022 459 238 664
PeICent. . ..ottt e e e eaaaeeeiiaaaas 100.0 100.0 100.0 100.0 100.0 100.0
Marriedcouple. .................. 714 75.7 78.6 432 79.3 60.5
With childrenunder 18* . ......... 28.6 294 28.0 18.7 38.5 35.7
Without childrenunder 18 ........ 428 46.3 50.6 245 40.9 248
Unmarried parent couple? . ......... 22 21 1.6 29 14 47
Mother only with children under 18° .. 121 9.6 8.0 29.0 57 18.3
Father only with children under 18%. . . 23 22 21 31 1.2 26
Householder and other relative(s)* ..................... 12.0 104 9.7 218 12.3 14.0
Grandparent householder with grandchildren under 18. . .. 1.5 1.2 1.0 36 0.7 1.7
Householder with adult children. . . ................... 6.7 6.0 6.0 128 42 5.6
Householder with young adult children aged 18to 24 . .. 2.8 24 2.3 59 1.5 28
Householderwithparent .. ......................... 2.8 24 1.8 44 5.2 5.1
' Excludes ever-married children under 18 years.
2 Includes unmarried opposite-sex couples who have at least one joint never-married child under 18 years.
3 Parent may have a cohabiting partner, but none of his or her children are also identified as the child of his or her cohabiting partner.
* Subcategories of “householder and other relative(s)” are not mutually exclusive.
Source: U.S. Census Bureau, Current Population Survey, Annual Social and Economic Supplement, 2012.

Figure 13. Family groups by race/ethnicity and Hispanic origin of reference person:
2012. (Note: This data includes arrangements with and without children). Source: US
Census Bureau (Vespa et al., 2013).

respectively). Noticeable, 14% of Hispanic households were living with extended
family (compared with 9.7% of White Americans). Nevertheless, Figure 13 represents
family arrangements among Hispanic families in general, and Puerto Rican context
may vary significantly given previous evidence provided. Since single-parent and
cohabitation structures, from a historical perspective seems an important type of
family structure specially for Puerto Rican, we will use the following section to define

and provide some evidence regarding these structures.

4.3. Family arrangements among Puerto Rican families
There is an important variation in the household composition by Hispanic

subgroup. While 75% of Mexican and 69% of Cuban households are more likely to be

71



Introduction

headed by a married couple, the opposite represents Puerto Rican households. Only
53% of Puerto Rican households are headed by a married couple and 34% are female
headed (with no spouse or couple) compared with the 16% and 18% of female headed
households for Cubans and Mexicans (Landale, Oropesa, & Bradatan, 2006).
Although Hispanic women have more probabilities to be married at a young age (20-
24 year old) than non-Hispanic women, Puerto Rican women (and Cuban women) are
an exception (Landale et al., 2006). In fact, percentages of children living in a mother-
only family are higher for Puerto Ricans (46%) and non-Hispanic Black children
(49%) compared to other Hispanic subgroups (Landale et al., 2006).

Although prevalent among Puerto Rican families, consensual unions
(cohabitation) are not a homogeneous category and there have been identified
different couple situations within the cohabitation context: (1) cohabitation as an
alternative to singlehood (Jelin, 1992); (2) a way to leave the status of single
motherhood; (3) a prelude to marriage (postponed due to economic difficulties); (4) a
setting for a relationship with a previously married partner; (5) an alternative to
marriage (due to legal constraints). It seems that the subjective meaning Puerto Ricans
gave to cohabitation was as an “informal marriage” (Landale & Fennelly, 1992).
Therefore, Puerto Ricans may see consensual unions as an alternative of marriage.

Nevertheless, Puerto Rican families have also high rates of single-parent
families, with 44% of Puerto Rican families headed by women (Ginorio, Gutierrez,
Cauce, & Acosta, 1995). However literature has sometimes described Puerto Ricans
as reflecting other Hispanic values such as the patriarchal family and the husband role
as protector and provider (Inclan & Erron, 1990) without taking into account Puerto

Rican family arrangements (Arbor, 2000).
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However, relying on an indicator or family structure (i.e., single-parent or
two-parent family) at a single point in time has considerable limitations. Family
structure is not static. For instance, when studying a step-parent family, there are a
number of ways the step- parent family may have been formed; it could be that a
single-parent started a relationship, or a married couple divorced and one of the
parental figures starts a new relationship. Thus, to capture the dynamic nature of
family structures, it is important to also consider family transitions (i.e., family
instability) (Brown, 2006; Fomby & Cherlin, 2007; Schroeder, Osgood, & Oghia,

2010).

4.4. Family transitions and family instability

Prior studies have conceptualized family instability in diverse ways even
though all concentrate on parental union transitions (Brown, 2010). Family instability
has been considered as: 1) the number of different partnership transitions experienced
by the child’s mother; 2) the amount of time that a child is exposed to a particular
family structure (i.e., single-mother family) (Bulanda & Manning, 2008; Cavanagh,
2008; Magnuson, and Berger, 2009; Ryan, Franzetta, Schelar, & Manlove, 2009); 3)
some studies divide family instability by type of parental structure transition (e.g.,
cohabitation vs. marital) (Brown, 2006; Hao & Xie, 2001); 4) or disaggregate family
instability by age at transition (Brauner-Otto & Axinn, 2010; Cavanagh & Huston,
2008; Heard, 2007; Ryan et al., 2009).

Marital transitions (i.e., divorce and remarriage) are stressful for both parents
and children. These transitions usually consist of a shift in household membership, a
restructuring of family roles with changes in family routines, which could result in

inconsistent parenting. Poor parenting can contribute to emotional insecurity among
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children and lower quality parent-child relationships and child well-being (Amato,
2000; Cherlin et al., 1991; Coleman, Ganong, & Fine, 2000; Hanson, McLanahan, &
Thomson, 1998; Hetherington, Bridges, & Insabella, 1998; Seltzer, 1994; Wu &
Martinson, 1993; Wu, 1996). Besides, available resources (i.e., money, housing and
time), which are essential to child well-being, can be reduced after family transitions
(Hanson et al., 1998). The majority of research has studied the number of family
transitions, with the underlying postulate that each additional transition is associated
with increased child stress, which may be deleterious for child well-being (Goldberg,
2013).

Importantly, not only Puerto Rican families may differ from White American
families in the more prominent family structure (i.e., single parents or cohabiting
parents compared to two married parents) and changes in and out these structures
(family transitions), but both groups may also differ in the main cultural values given
to the family. Although Puerto Rican families have their own peculiarities, there are a

wide range of family values shared with other Hispanic groups.

4.5. Hispanic family values: Familism

Hispanic culture is characterized by a strong family orientation and familism —
a strong identification and attachment of individuals with their families, feelings of
loyalty, reciprocity and solidarity among family members — (Cauce & Domenech-
Rodriguez, 2002; Sabogal, Marin, Oterosabogal, Marin, & Perezstable, 1987), first
described by (Bordis, 1959) has been proposed as a core value of the Hispanic culture
(Zinn, 1982). The construct has been validated in different Hispanic populations (i.e.,
Mexican, Cuban, Colombian, Nicaraguan, Peruvian, Puerto Rican and Dominican

Republic backgrounds) (Calzada, Tamis-LeMonda, & Yoshikawa, 2013; Campos,
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Ullman, Aguilera, & Dunkel Schetter, 2014; Domenech, Franceschi, Sella, & Félix,
2013; Schwartz, 2007). Familism is a multidimensional construct comprising three
dimensions (Valenzuela & Dornbusch, 1994): (1) the structural dimension, referring
to the spatial boundaries where the attitudes and the behaviours towards family will
take place (i.e., presence of nuclear and extended family members). The number of
adults residing within the household provides an estimate of this dimension; (2) the
behavioural dimension, referring to actions related to the feelings and personal
attitudes towards family (i.e., number of times family members keep in touch, visit
each other, make phone calls, etc.); and (3) the attitudinal dimension, referring to the
commitment of family members to family relationships (Valenzuela & Dornbusch,
1994). Lugo-Steidel and Contreras, (2003) further divided attitudinal familism into
four factors: a) familial interconnectedness, related to the belief that adults should live
near their families in order to maintain a physical bond and be part of their everyday
lives; b) subjugation of self for family referring to the believe that individual needs are
secondary to family needs, and therefore, individual activities would be integrated to
achieve family goals, where the person is submissive and respects family rules; c)
familial support, where family members are expected to provide and receive support
in reciprocity not only in difficult times but in everyday life; and d) familial honor,
related to the obligation of family members to maintain, honour and defend the family
name (Lugo-Steidel & Contreras, 2003). Lugo-Steidel and Contreras tested these
factors in a Hispanic population (87% of respondents were from Puerto Rican
descend) in order to develop a measure of attitudinal familism. Findings revealed the
scale to be a valid measure of familism.

Another debate on literature is the interrelation of familism and acculturation,

as it has been proposed that core values from a culture may get deluded once
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becoming a minority in another country. However, a study among a Puerto Rican
descent group (Montoro-Rodriguez & Kosloski, 1998), contradicted other studies
reporting that acculturation in the U.S. weakens identification with family and family
values (Coohey, 2001; Cortes, 1995; Gil, Vega, & Dimas, 1994). Familism and
acculturation were positively associated for the dimensions of familial obligations and
support from relatives, although they did not find a relationship for the family as
referents dimension. Findings also maintain the notion of the multidimensionality of
familism as findings may vary in relationship to acculturation depending on the
familim factors studied. Same results were found by Lugo-Steidel and Contreras,
(2003) suggesting that despite the exposure to U.S. culture, some family values are
retained regardless of acculturation.

Familism has been described as a protective factor for mental health problem
among Hispanic children, especially among those living under poverty and an
acculturated environment as familism facilitate to deal with the stress these situations
entitle (Calzada, Tamis-LeMonda, & Yoshikawa, 2012; Gil, Wagner, & Vega, 2000;
Rodriguez, Mira, Myers, Morris, & Cardoza, 2003).

Within the context of traditional Hispanic familism there are other cultural
assets ascribed to Hispanic culture integrated and consistent with a strong family
attachment that have been described in the literature such as simpatia, personalismo,

respeto, marianismo, and machismo that are briefly described below.

4.5.1. Simpatia
The cultural practice of Hispanic families describing the maintenance of
harmony in order to stay away from conflict and abstain from controversy has been

coined as simpatia (although there is no English equivalent a close translation could
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be “respectful interaction”) (Bermudez, 2008; Griffith, Joe, Chatham, & Simpson,
1998; Marin, 1989; Triandis, Marin, Lisansky, & Betancourt, 1984). Simpatia reflects
a respectful and smooth behavior toward other people (not only family) while being
polite, friendly, likeable, pleasant and showing agreement with others. It also implies
a reciprocal relationship, expecting non-conflicting relationships avoiding direct
confrontations. Direct expression of opinions contradicting elders is considered
offensive, therefore, simpatia could be considered contrary to assertive behaviors

(Bermudez, 2008).

4.5.2. Personalismo

Personalismo describes a preference for people within the same ethnic group
(Marin, 1989), that is, people sharing the same qualities and personal values as the
person (i.e., those who demonstrate a concern and interest for others). Therefore, in
order to create an interpersonal relationship it needs to be based on trust, respect,
shared values and reciprocity (Flores, Eyre, & Millstein, 1998; Gloria & Peregoy,

1996).

4.5.3. Respeto

Respect refers to obeying the parents and elders as an authority figure and
respecting their hierarchical position within the family (Lauria, 1982; Marin & Marin,
1991; Santiago-Rivera, Arredondo, & Gallardo-Cooper, 2002; Valdes, 1996).
Therefore, some Hispanic children may be less autonomous than White American
children because they respect the hierarchy in the family without questioning their
elders (Bermudez, 2008). Also, children who place respefo as a core value may not

question or realize the consistency with which parents use coercive discipline
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(Vazquez-Garcia, Garcia-Coll, Erkut, Alarcon, & Tropp, 1999). Moreover, those
bonds are usually extended outside the nuclear family (i.e., parents), and include
extended family (i.e., grandparents, uncles, cousins) as well as close friends of the
family that are considered and treated like family (i.e., compadre and comadre) and
school settings (i.e., teacher or maestro), where children are expected to behave (ser

bien educado) (Borrego, Anhalt, Terao, Vargas, & Urquiza, 2006).

4.5.4. Marianismo

Marianismo refers to a gender-role construct that denotes female
submissiveness (Ginorio et al., 1995; Julian, Mckenry, & Mckelvey, 1994; Unger et
al., 2002). Historically the name was derived from the Virgin Mary who was strong
caregiver and the female referent of humility and self-sacrifice for her children, which
are desired and expected qualities among Hispanic women (Gloria & Peregoy, 1996).
Although femininity is exalted, sexual feelings on the contrary are discouraged and

suppressed (O’Sullivan, Meyer-Bahlburg, & Watkins, 2001).

4.5.5. Machismo

Machismo is a construct that comprises behaviors and attitudes referring to the
decision-making and leadership role that is expected for men as head of household
(Ginorio et al., 1995; Unger et al., 2002). Machismo has two dimensions: (1) positive
dimension (i.e., confident, knowledgeable, responsible, generous, courageous,
respectful, the one who provides for family members and with honor (Mirande,
1985)); (2) negative dimension (i.e., dominant, aggressive characteristics). This
construct and the underneath beliefs have direct effects on Hispanic parenting

practices. For instance it has been suggested that parents may be more controlling and
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adopt an authoritarian parenting style with adolescent daughters; whilst in contrast
parents tend to be more permissive, adopting an authoritative parenting role with
adolescent sons.

Nevertheless. related to the high percentage of single-parent families headed
by women among Puerto Ricans (Ginorio et al., 1995), reinterpretations of the
peculiarities of Puerto Rican family structure have focused in provide an alternative
description. This description is against the view of the patriarchal family and the
husband role as protector and provider (Inclan & Erron, 1990) among Puerto Ricans.
Literature suggest that this specific Hispanic subgroup display a greater variety
gender role patterns than the emphasis on machismo traditionally describing Hispanic

families (Ramirez & Arce, 1981; Williams, 1988; Zavella, 1989).

5. Parenting practices

5.1. Parenting style vs. parenting practices

Research on parenting has focused both on parenting styles and parenting
practices, being important to distinguish one from the other. Parenting style has been
defined as the parental attitudes which comprise beliefs (implicit and explicit beliefs),
values and goals in regards to parenting, which create an emotional climate for
parent-child interactions (Darling & Steinberg, 1993; Siegler, Deloache, & Eisenberg,
2006). While parenting practices refer to the behaviors a parent directs to the child.

Baumrind, (1991a, 1991b, 1996) differentiated two domains of parenting
style: 1) demandingness, which comprises discipline, monitoring, supervision,
establishing limits and expectation of the child; and 2) responsiveness, which
comprises communication with the child, acceptance, warmth, and respect to the

child’s needs. Therefore, parenting styles depend on the variation along both
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dimensions of demandingness and responsiveness. When combined, four parenting
styles are yielded: 1) authoritative parenting, (i.e., high in responsiveness and high in
demandingness); 2) authoritarian parenting, (i.e., high in demandingness); 3)
permissive parenting, (i.e., high in responsiveness); and 4) rejecting-neglecting
parenting, (i.e., disengaged parents, without displaying neither responsiveness nor
demandingness) (Baumrind, 1991a, 1991b, 1996). Maccoby & Martin, (1983)
proposed a similar division, based on the dimensions of control and support,
identifying four subtypes of parenting styles: authoritative, authoritarian, indulgent

and or permissive, and neglectful or disengaged.

However, we cannot assume parenting practices are universal and we cannot
generalize that parenting practices are similar among Hispanic families (Calzada,

2010).

A gender gap in parenting styles

% saying they are a parent who sometimes ...

Gives too much freedom M s overprotective

All parents 25 I <2

Fathers 33 I -
Mothers 15 I s

Sticks to their guns too much B Gives in too quickly

Allparents 43 .
Fsthers 50 I s
Mothers 38 I 50

Criticizes too much M Praises too much

All parents a4 N ::

Fathers 49 B 2

Mothers 29 B s

*Neither,” “Both equally” and “Don’t

Figure 14. Parenting styles. In the U.S. (2015) Source: Parenting in America (Pew
Research Center, 2015).

Parenting styles have conceptualized as previously presented in theoretical
models and research. However, real-world interviews ask parents questions such as

the ones presented in Figure 14, (Pew Research Center, 2015) (i.e., “I stick to my
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guns too much”). Results from this survey showed that there were gender differences
between American fathers and mothers in the parenting style they tend to use. The
majority of parents said they tend to overprotect their children (62%), especially
among mothers. However fathers tended to give more freedom than mothers. In
general, mothers self-identified as people who give too much too quickly and the
contrary scenario was shown for parents, who self-identified as more strict and
consistent with their decisions. Finally, parents, especially fathers, reported that they
criticized their children more than they praised them.

In the following sections we will describe specific parenting practices such as
parental warmth, parental coercive discipline, parental monitoring and we will also
focus in parental social support as self-perception of support may influence parenting
practices. Afterwards we will review Hispanic-specific and Puerto Rican parenting

practices.

5.1.1. Parental warmth

Rohner, (1986) conceptualized the Parental Acceptance-Rejection Theory
(PARTheory), a bipolar continuum between two dimensions: (1) Parental
acceptance: at the positive end, with parental behaviors such as warmth, affection,
care, comfort, nurturance and support in a way of expressing love towards the
children; (2) Parental rejection: at the negative end, referring to the lack of warmth,
love and affection by parents.

PARTheory is a socialization theory with the main goal of explaining
antecedents, consequences and correlates of PW (Khaleque & Rohner, 2002).
PARTheaory is divided in three subtheories: (1) Personality subtheory, which focuses

in studying two questions: a) “What happens to people who perceived themselves to
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be accepted or rejected by their parents (or attachment figures)?”’; and b) “if being
rejected in childhood, to what extent those effects will be expanded to later in life and
adulthood?” — we will focus on the personality subtheory in this dissertation —; (2)
Coping subtheory, which focus on studying one question: a) “Why some children and
adults, after experiencing childhood rejection, cope better than others?”; and (3)
Sociocultural systems subtheory, which focus on studying two questions: a) “Why
some people are in the positive end (i.e., warmth) of acceptance-rejection and others
move in the negative end (i.e., rejection)?”’; and b) “What are the universal tendencies
through cross-cultural research?”.

One postulate of PARTheory describes that children’s psychological
adjustment — irrespective of culture, ethnicity, race, age, gender and socioeconomic
status — varies as a consequence of the parental acceptance (both paternal and
maternal) the child received (Khaleque & Rohner, 2002). A meta-analysis testing the
universality postulate (Rohner & Khaleque, 2010), included studies with samples
from Korea, the U.S., Finland, Bangladesh, India, Kuwait, Colombia, Puerto Rico,
Japan and Turkey (N=3,568). Results showed that psychological adjustment tends to
correlate with the paternal and maternal acceptance experienced during childhood

among all the countries studied.

5.1.1.1. Parental warmth across cultures

Research has shown that the ecological context of families and factors such as
socialization experiences, individual family practices and cultural background play a
key role in shaping parenting styles and practices and family functioning (Belsky,
1984). Moreover, each ethnic group tends to strongly follow and practice the parental

practices from their cultural roots (Ng, 2005). The majority of study on parenting has
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been done with White Americans, whose parenting attitudes have been used as the
gold standard or the norm in comparing parenting styles and practices with other
groups. Within this context, while parenting is a ubiquitous activity across cultures
and displaying parental warmth may be present in all cultures as well (Rohner &
Khaleque, 2010), be cross-cultural differences on the levels of warmth displayed by
each culture is not yet well understood.

A recent study on the perceived parenting styles and cultural influences in
adolescents from different cultural backgrounds (Mousavi, Low, & Hashim, 2016),
found significant differences in the levels of warmth reported by adolescents. Chinese
adolescents reported the lowest levels, followed by Malay adolescents in the lower
rank, and by European American, Indian and Arab adolescents in the higher rank.
There were no significant differences for rejection. Chinese adolescents reported an
anxious rearing, greater rejection and less direct warmth (i.e., resembling to the
authoritarian parenting style), in line with previous literature (Jambunathan &
Counselman, 2002; Keshavarz & Baharudin, 2009; Rudy & Grusec, 2006). Arab
parents were more likely to display direct parental warmth and intimacy and display
at the same time overprotective behaviors, which could be interpreted as an
expression of care and love. European American adolescents rated their parents with
high warmth and low control in relation to the Chinese parents, consistent with results
from other western samples (Varela, Niditch, Hensley-Maloney, Moore, & Creveling,
2013).

Also Brody and Flor (1998) describe the “no-nosense” parenting style
(derived from (Young, 1974)) among rural and poor African American families,
which consisted in extremely controlling interventions (including physical restrain

and physical punishment) that occur accompanied by warmth and affectionate
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behaviors (Brody & Flor, 1998). These parenting behaviors in combination are a way
to express to the children that the parent is concern and vigilant and will protect the

child from any outside danger.

5.1.2. Parental coercive discipline

Parental coercive discipline, as described by Kim, Hetherington, and Reiss,
(1999) entails parental hostility, reprimand and irritation about relatively trivial
issues, with parenting inconsistencies (i.e., threatening to use punishment without
making it happen) and returning aggression, which may yield to the child's
noncompliant, aggressive behaviors.

Patterson, Reid, and Dishion, (1992) described coercive discipline and tactics
(i.e., yelling, hitting, and verbal aggression; inept discipline, parental negative
reinforcement and negative reciprocity) from the coercion theory perspective
(Patterson, Reid, & Dishion, 1992; Patterson, 1982). This theory proposes a mutual
reinforcement process where parents unintentionally reinforce children’s conduct
problems. It is suggested that child aggression and antisocial behavior occurs as a
consequence of coercive and inconsistent parenting, which is associated with more
noncompliance in children, and may lead to an escalating cycle of coercive dynamics
and interchange between the parent-child dyad (Snyder, Edwards, McGraw, Kilgore,
& Holten, 1993). If these cycles and coercive dynamics dominate within the family,
child conduct problems appear and become stable during development (Granic &
Patterson, 2006). Some of the consistent results from the literature show that
inconsistent discipline is associated to children’s physical aggression and
externalizing behaviors (Kim et al., 1999; Lansford et al., 2011; Patterson, Dishion, &

Bank, 1984) (see Thompson-Gershoff, (2002) for a systematic review and meta-
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analysis). Nevertheless, some studies point out that this is only true for White
American children, while African American children show less internalizing
behaviors when their parents used coercive discipline methods (Lansford, Deater-
Deckard, Dodge, Bates, & Pettit, 2004). Although the majority of research on
coercive discipline has been done with male samples, some studies report that the
same mechanisms apply for females (Eddy, Leve, & Fagot, 2001) while others only
find results among boys (Kerr, Lopez, Olson, & Sameroff, 2004; Kim et al., 1999).
Finally, it has been proposed that child temperament (van Zeijl et al., 2007)
and moral regulation (Kerr et al., 2004) (i.e., “child’s ability to recognize wrongdoing,
adequate conduct, restrain from misbehavior, and a predisposition to reparation of
damages (Kochanska, Devet, Goldman, Murray, & Putnam, 1994))” as a possible
mechanism which mediates the relationship between parental discipline and behavior
problems. Therefore, traits of the children may have a role in this relation, making the

escalating cycles of coercive dynamics more likely to happen.

5.1.3. Parental monitoring

Kerr and Stattin, (2000) describe that the initial parental monitoring definition
was “a set of correlated parenting behaviors involving attention to and tracking of the
child’s whereabouts, activities, and adaptation” (Dishion & McMahon, 1998). From
this perspective, monitoring was conceptualized as a parental action, which does not
differ much from the dictionary definition of “to monitor” (i.e., “to keep watch over
or chech as a means of control” (Read & et al., 1995). However, in an effort to revisit
the definition, Stattin & Kerr, (2000) diffeenciated between solicitation, control and
disclosure as the way parents obtain the information regarding their children’s

whereabouts and activities (Laird, Marrero, & Sentse, 2010). Therefore, 1) control
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denotes parent active efforts to control their children’s behavior by the application of
rules, limitations and restrictions (behavioral control as opposed to psychological
control (Barber, Olsen, & Shagle, 1994)); whistl 2) solicitation denotes parent-
initiated efforts to acquire that informatin from their children. In contrast, 3)
disclosure would not be part of the definition of monitoring since it denotes the
children’s willigness to share that information with his parents Stattin & Kerr, (2000).
This new conceptualization changes the deinition of “parent knowledge of their
children’s wereabouts”. This knowledge was assumed to be an outcome from parental
monitoring, nevertheless, it is more related to disclosure (i.e., child willigness,
regardless of parental efforts to control).

Results from both longitudinal and crossectional studies have overwheamingly
associated low levels of parental monitoring with adolescents problematic behaviors
(see Crouter & Head, 2002 for a review); delinquent, criminal and antisocial activities
(Bank, Burraston, & Snyder, 2004; Crouter, MacDermid, McHale, & Perry-Jenkins,
1990; Kiesner, Poulin, & Dishion, 2010; Patterson & Stouthamer-Loeber, 1984;
Sampson & Laub, 1994; Soenens, Vansteenkiste, Smits, Lowet, & Goossens, 2007;
Weintraub & Gold, 1991); illegal substance use (Flannery, Vazsonyi, Torquati, &
Fridrich, 1994); having deviant friends (Dishon, Capaldi, Spracklen, & Li, 1995) who
use or approve substance use (Barrera, Chassin, & Rogosch, 1993); who smoke
tobbaco (Biglan, Duncan, Ary, & Smolkowski, 1995). Nevetrtheless, some studies
also point out that excessive parental monitoring and wheter adolescents may feel
overcontrolled may result in the contrary intended effect (i.e, increase the influence of

delinquent peers) (Tilton-Weaver, Burk, Kerr, & Stattin, 2013).
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5.1.4. Parent social support

Social support refers to the “feelings of being loved, valued, and able to count
on others during times of need” (Cobb, 1976, in Turner & Brown, 2010). Ceballo and
McLoyd, (2002) propose that social support can be divided in two sub-constructs: 1)
emotional support, measured through number of contacts with close friends and
questions such as “have you been able to talk to or confide in people about things that
are important to you?”; and 2) instrumental social support: measured through actual
help received by others such as run errands or help if someone in the family was sick.
For migrant families, and especially for Hispanic, who place the maintenance of close
relationships as an important value, social support (a part from the nuclear and
extended family) is important (i.e., neighbors, priests, community, other parents from
their children’s school). Social support has been associated with a positive influence
on health outcomes, resilience (Flores & Brotanek, 2005), and positive mental health
(Mulvaney-Day, Alegria, & Sribney, 2007). Moreover, some research suggested that
having a social network may help social integration and the adaptation to the new
culture (Cohen & Wills, 1985), especially when the social network is diverse (i.e., not
exclusively integrated by same ethnicity/race members) (Britton, 2014). Furthermore,
perceived social support by parents and families seem to also have a positive impact
on child emotional and physical health (Barnett, 2012; Campos et al., 2014;
Mulvaney-Day et al., 2007; Sameroff, Seifer, Baldwin, & Baldwin, 1993).

It has been suggested that one of the potential mechanisms through which
social support may be related to positive physical and mental health outcomes is as a
“stress buffer” among parents (Belsky, 1984; Cohen & Wills, 1985). That is, it has
been suggested that social support may bolster positive parenting, being more

nurturing and showing higher levels of parental warmth and a decrease in coercive
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discipline and punitive strategies (Bronfenbrenner, 1986; McLoyd & Wilson, 1990;
Repetti, Taylor, & Seeman, 2002). For instance, there was an association of parent
support with child behavior (i.e., internalizing and externalizing symptoms) mediated
by positive parenting (i.e., warmth, and positive reinforcement) among Latina
mothers, but only for family support, not from school support (Serrano-Villar, Huang,
& Calzada, 2016). Higher levels of social support have also been related to more
positive attitudes toward parenting and less psychopathology (Bunting & McAuley,
2004). Contrary, and in the negative end of the continuum, lack of social support is
associated with depression (Huang, Costeines, Ayala, & Kaufman, 2014); and
complete parental isolation from friends and social networks has been associated with
neglect and child abuse, especially among low socio-economic families (Wandersman
& Nation, 1998). Also, Taylor, Conger, Robins, and Widaman, (2015) have proposed
that social support help children’s emotional competence because of the moderating

effect of maternal monitoring and warmth among Hispanic mothers.

Moms, more than dads,
turn to family and friends
for parenting advice

% saying they often turn to
for advice about parenting

M Fathers ™ Mothers

spousc/ [N =

Partner 57

Family member - 19
(not spouse
or partner) 32

| E
Friends
21

Figure 15. Parental social support by gender. Source: Pew Research Center (2015).
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A study of parenting in the U.S (Pew Research Center, 2015) reported that
nearly half (44%) of the U.S. parents interviewed reported having a lot of support,
39% reported some support, 15% some support and 2% reported that they had no
support. There were no significant differences across races/ethnicities or fathers vs.
mothers. However, single-parent families (22%) differed significantly from married
parents (15%) in their perceived support (i.e., said they had nearly no support). Figure
15 shows the person parents ask for parenting advice, which is directly related to their
social support.

After having described different parenting practices in general, it is important
to notice that Hispanic parents display some of these parenting behaviors and

parenting styles in a different way than White American parents.

5.2. Parenting practices among Hispanic families

Parental values and practices are shaped by ethnic culture, socioeconomic
characteristics and individual experiences; nevertheless ethnic culture seems to be the
strongest influence on parenting (Valsiner & Litvinovic, 1996). It seems that
parenting values are maintained consistent over time even after experience individual
stressful parenting experiences that could compromise these values (i.e. having a child
with a disability) (Emily Arcia, Reyes-Blanes, & Vazquez-Montilla, 2000). In order
to rule out the influence of socio-economic factors, studies on parenting usually
control for socio-economic status. For instance, comparisons of parenting cultural
values among Puerto Rican mothers and White Americans greatly differed and this
difference was maintained even after controlling for socioeconomic status, meaning
that ethnic culture may exert a unique influence on parenting values (Harwood,

Sehoelmerieh, Yentnra-cook, Schulze, & Wilson, 1996). Therefore, understanding
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parenting in the U.S. needs detailed study of the cultural diversity regarding values
and different parental goals intrinsic to each culture. However, literature on parenting
practices among specific cultural groups has not been abundant, and the existing
studies on Hispanic parenting practices present contradictory results (Martinez, 1999).

Traditional Hispanic culture emphasizes control over their children which
tends to foster authoritarian parenting more often than White American, non-Hispanic
parents (Bulcroft, Carmody, & Bulcroft, 1996; Driscoll, Russell, & Crockett, 2007,
Varela et al., 2004). However, these conclusions have been made based in a small
number of studies. Other studies suggested that Hispanic mothers do not praise their
children as much as the White American mothers (Garcia Coll, 1990) and use
physical discipline for misbehavior (Fracasso, Busch-Rossnagel, & Fisher, 1994;
Knight, Virdin, & Roosa, 1994). Nonetheless, although the majority of the Literature
targeting Hispanic parenting styles report that controlling practices are common,
Hispanic parents also display warm behaviors (Staples & Mirandé, 1980; Varela et
al., 2004). Moreover, as we have previously defined, control and monitoring differ

from other parenting practices such as coercive discipline (i.e., spanking).

Use of spanking diftfers across racial
and education groups
% saying they use spanking as a form of discipline with
any of their children ...
mOften/Sometimes W Rarely  Never
All parents 53
White BT 55
eieck [ECTE a1
Hispanic m 58
Post grad EJ} 64
College degree [FEJ) 53
Some college m 48
High school or less 52

Figure 16. Use of spanking in the U.S. by race/ethnicity and by parental education
level. Source: Pew Research Center (2015).
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As shown in Figure 16, data from a study of parenting in the U.S (Pew
Research Center, 2015) showed that although spanking is an unpopular form of
coercive discipline one in six parents uses it sometimes. Hispanic parents (58%)
reported most often that they never use spanking as a coercive discipline measure
towards their child (Pew Research Center, 2015). However there were less Hispanic
parents in the middle position (“rarely spanking”, 22%) compared to their Black or
White parents counterparts; with still 19% of the Hispanic parents using spanking as a
usual coercive discipline practice. Spanking was associated with parental education,
with lower education being associated to more spanking as a method of coercive
discipline.

We have shown some characteristics of parenting practices and their correlates
among the general U.S. population, and we have described parental values and
practices that are shaped by ethnic culture and Hispanic parents share some parenting
practices. However, parenting practices may differ among different Hispanic
subgroups as well and therefore, Puerto Ricans may display their own parenting

peculiarities.

5.2.1. Parenting practices among Puerto Rican families

The preceding section focused on Hispanic parenting as a whole. Literature on
the field of parenting initially studied combined subgroups (Mexicans, Dominicans,
Cubans, Puerto Ricans, etc.) under a single category of Hispanic or Latino group. We
may be assuming that all groups are similar, have resembling family values, or come
from the same background. These assumptions fail to consider the uniqueness for
each particular group. In order to understand the role of family structure and

transitions, cross-context integrative models that study variations within one specific
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Hispanic subgroup instead of between Hispanic sub-groups are necessary. Therefore
we follow Garcia-Coll et al., (1996) conceptual framework which pointed out the lack
of empirical and theoretical literature focusing on a culturally diverse racial/ethnic
subgroups. This is particularly relevant for Hispanic families.

Results from the MECA study (N=1,210) (Bird et al., 2001) showed that only
6.6% of Puerto Rican parents in Puerto Rico (n=301) reported coercive discipline, the
lowest levels compared with African American parents, Hispanic parents living in
mainland U.S and White American parents. Moreover, high levels of parental
coercive discipline were associated with more child psychiatric disorders. Another
report based on the Boricua Youth Study (Jennings et al., 2010) examined trajectories
of delinquency among Puerto Rican adolescents in Puerto Rico and mainland U.S and
showed that the use of coercive discipline was a predictor of trajectory membership
(group 1: non-offenders; group 2: stable but slightly decline rates of delinquency; 3)
high offending rate initially and declined over time).

Results from a study on self-reported parenting practices in Puerto Rican
mothers (Calzada & Eyberg, 2002), showed that Puerto Rican mothers engaged in
high levels of positive parenting practices (i.e., resembling the authoritative parenting
style (Baumrind, 1996)). More than 80% of the mothers reported high levels of
warmth (i.e., use of praise and affect) and no use of physical punishment as a way of
disciplining. These results contrast findings of previous studies, which did not take
into account specific Hispanic subgroups (see previous section). Moreover, mothers
endorsed consistency in their way of disciplining their children without ignoring
misbehavior. This may be relevant in the educating towards respeto (i.e.,
respectfulness and conformity to parental and extended family rules (Zayas, 1994)),

which is expected in Hispanic culture. Regarding the relationship between parenting
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and other variables, Puerto Rican mothers whose husbands were more educated
endorsed lower levels of authoritarian parenting. Moreover, higher acculturation was
associated with more involvement and more display of warmth with their children
among Puerto Rican mothers. Other studies did not find a relationship between
acculturation and warmth among Puerto Ricans (Mogro-Wilson, 2008), meaning that
initial levels of warmth remain stable regardless of acculturation. Conversely, less
acculturated mothers did not report more authoritarian parenting either. Therefore, it
seems Puerto Rican mothers are characterized by high responsiveness and warmth
towards their children, which may indicate the presence of strong family values and
identification with family members (i.e., familism), which are reflected in Puerto
Rican parenting practices. Therefore, although parenting may be similar at the global
level of conceptualization, it seems that parenting practices and dimensions differ

between different Hispanic subgroups (Calzada & Eyberg, 2002).

5.2.2. Qualitative outcomes of parenting practices among Puerto Rican

families

Qualitative analysis is also necessary to meaningfully understand dynamics
and the subjective input of parenting practices by specific Hispanic subgroups.
Qualitative research on the Puerto Rican parenting practices in an urban context
showed that parenting is better understood when integrating it with core Hispanic
values such as familism, respect, sympathy and personalism (familismo, respeto,
simpatia, and personalismo) (Guilamo-Ramos et al., 2007). Focus groups were
conducted with dyads of mother-adolescent from Puerto Rican and Dominican
background (N=63 pairs). Five main themes regarding parenting practices were

identified: 1) guarantee monitoring of the adolescents; 2) sustaining supportive, warm

93



Introduction

and acceptance relationships; 3) constant effort to enhance relationships; 4)
distinction on the type of parenting practices depending on the gender of the
adolescent; and 5) need to explain parental decisions and behavior.

Puerto Rican mothers reported the importance of supervising their adolescents
and to have control over their day-to-day activities (i.e., parental monitoring). The
majority of the mothers endorsed that they expected their adolescents to obey family
rules and follow parental guidelines. However, they also underscore the importance of
parental firmness to maintain the respect from their adolescents without displaying
harsh discipline. Puerto Rican mothers described this parenting practice as “tough
love” (i.e., building a reciprocal relationship by discussing and being part of their
adolescent’s activities). Therefore, mothers reported the need of both explaining their
parental decisions and letting their adolescent children to voice their opinion,
balancing parenting rules and adolescent’s autonomy. Similar to Calzada and
Eyseberg, (2002), Puerto Rican mothers highlighted the importance of supportive and
warm parent-child relationships as they recognized control itself was deleterious to
promote a positive childrearing. The majority of mothers responded in a way
consistent with familismo values, where close and trusting family relationships were
considered one of the most desirable family values. Nevertheless, working mothers
expressed that they did not have as much time as they would like to spend with their
adolescents, stressing the notion that quality time spend with their adolescents was
more important than the quantity of time. Moreover, some gender differences arose as
Puerto Rican mothers expressed their parenting practices tended to be different with
boys and girls. Mothers expressed that boys sometimes were raised with more
freedom (i.e., more autonomy, allowing them to do more outside from home

activities) than girls, which were foster to help with household activities. These
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parenting differences related to gender are in line with some Hispanic cultural norms
such as machismo and marianismo.

Finally, after reviewing Puerto Rican historical background and how the
oppression and migratory and acculturated experiences may have shaped current
cultural norms, family values and family structure as well as the prevalence of
psychiatric disorders and general attitudes towards them (i.e., substance use
disorders), in the following section we will describe the Boricua Youth Study
(primary study from which secondary analyses were performed to report on the three
studies we present), before integrating the previous information within three empirical

studies.
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THE BORICUA YOUTH STUDY

The Boricua Youth Study (BYS) or E! Estudio de la Juventud Boricua, is a
longitudinal study originally designed to address prospectively the development of
disruptive disorders and antisocial tendencies in two populations of Puerto Rican
children. Participants were recruited through probability sampling of households in
San Juan and Canguas Metropolitan Area in Puerto Rico (PR) and in the South Bronx

in New York (U.S.) (SB) (see Figure 17) (Bird et al., 2006; Bird et al., 2006).

Puerto Rico South Bronx

I Counting and Listing Blocks
| Seected Study Area

N\

Figure 17. Recruitment area: probabilistic samples grouped into replicate subsamples
from the Boricua Youth Study (Puerto Rico and the South Bronx).

1. Study procedures

Participants were recruited through probability sampling of households
representing the target population. The initial recruitment objective was a minimum
sample of 1,125 children (5-13 years old) at the Standard Metropolitan Areas (SMAs)
in San Juan and Canguas (Puerto Rico) and in The South Bronx (New York City). At

the time of enumeration, a household was eligible if:
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1.1. Inclusion criteria

(1) At least one child residing in the household was 5 to 13 years old and
identified by the family as being of Puerto Rican background;

(2) At least one of the child’s parents or primary caregivers residing in the
household also self-identified as being of Puerto Rican background.

(3) All of the eligible children per household were selected to participate up to a
maximum of 3 children in each household. If there were more than three
children meeting inclusion criteria, three of them were randomly nominated

using Kish tables (Kish, 1965).

1.2. Exclusion criteria

(4) Child’s parents knew that the child was diagnosed with mental retardation or
was developmentally disabled.

(5) Children had not lived in the household for at least the previous 9 months or
were absent because they were living in another residential setting (in this case

reliable information would not be available).

1.3. Probability sampling

In both Puerto Rico and the South Bronx, those households selected were

grouped into replicate subsamples. Each replicate is a randomly selected subsample,

which represents the target population. This procedure helps to maintain a

representative sample when the exact number of cases needed is unknown by

subdividing the sample in replicates. Once the sample needed is achieved, data

collection can be stopped at the end of a replicate.
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In PR, the primary sampling units (PSUs) were 163 households clusters
located in the Metropolitan Area and representative of the 1990 U.S. Census. In The
SB, 150 PSUs were randomly selected. Secondary sampling units were households
also randomly selected within the PSUs, yielding a total selection of 5,872 housing

units.

1.4. Weighting of the samples

Both samples were weighted to represent the populations of Puerto Rican
children living in San Juan (Puerto Rico) and in The South Bronx. These kinds of
analysis are employed to adjust for differences in the probability of selection that may
occur due to sampling design and differences between the 1990 and the 2000 Census

(especially in age and gender distributions).

2. Interview procedures

All parents signed informed consent (and children older than 7 years old were
asked for assent). The assessments and interviews were conducted in the participant’s
household. If possible, all family members were interviewed the same day (in
different rooms). All the interviews were undertaken with a computer (interviewers
read questions out loud and typed answers on the laptop) both in English and Spanish
(respondent’s preference). If both parent and children agreed, interviews were audio-
recorded to ensure the maximum fidelity to procedures. Guidelines provided by
(Stouthamer-Loeber & Van Kammen, 1995) were followed to ensure sample
maintenance procedures. Participants (each parent-child dyad) were reimbursed $75
for finishing the assessments. Interviewers were research assistants with a minimum

of a high school education and were fluent in both English and Spanish. Interviewers
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had proper training during 2 weeks (i.e., recruitment, informed consent, interview

administration) and observed other interviews.

2.1. Quality control of the interviews

The assessments were audio-recorded for the purposes of quality control and
to ensure that interviewers followed guidelines (i.e., read full questions exactly as
they appear; did not prompt answers in respondents; data were properly entered;
follow up with clinicians if safety issues arose such as endorsement of suicidal
ideation). The first two interviews of each interviewer were fully reviewed by a
supervisor. If an interview did not meet the quality standards, the interview was
dismissed and repeated. If only some items were problematic, follow-up on the phone
was done. Identified unsatisfactory performance was communicated to interviewer
and retrained. Once an interviewer was fully trained, audio-recordings of 15% of all
the interviews were randomly selected for quality control. Due to the computerized

assessment, missing data or out-of-range coding was not possible.

3. Ethics

Finally, all forms and procedures were approved by the Institutional Review
Boards at the New York State psychiatric Institute and the University of Puerto Rico
Medical School. Detailed information about the study design, sampling, and

methodology has been reported by Bird, Canino et al. (2006).

4. Measures
Measures used with adult respondents are shown in Table 1, and Table 2

shows measures used without youth respondents.
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Table 1. Measures or data obtained from adult informant (original Boricua Youth Study)

Cronbach's
Measure Description alpha Source
Cultural Life Style Inventory Bidirectional
Acculturation (of scale: items inquire about preferences in Magaiia et al., 1996;
parent) language and other ethnic characteristics. .88 Mendoza, 1989
Attitude toward
delinquency 28-item scale .63 Loeber, 1998
Demographics questionnaire elicited child's
Birth weight (<2,000 g) birth weight NA Developed for this study
Demographics questionnaire elicits parents'
Child/parent nativity and child's place of birth NA Developed for this study
Child's involvement in
activities 4 items NA Developed for this study
6 items (special skill in sports, arts,
Child's talents mechanical, etc.) NA Developed for this study
2 items about child's temperament as an
Child's temperament infant (easy vs. difficult child) .69 Developed for this study
Child's social 2 items related to getting along with
adjustment teachers and peers 1
Coercive discipline Parental Discipline Scale .54 Goodman et al., 1998
Cervantes et al., 1990;
Cultural stress Hispanic Stress Inventory .83 Cervantes et al., 1991
2 items about achievement of motor and
Developmental delay language milestones NA Developed for this study
6 items about aggressive behaviors at age 2-
Early aggressively in 3 yr. (hitting, bitting, hurting animals,
child destructive, other aggressive behaviors) 77 Developed for this study
Familism Familism Scale .76 Sabogal et al., 1987
Family functioning Family APGAR 91 Good, 1979
Home physical Bradley and Caldwell,
environment Abridged version of HOME Scale 73 1977
Sharpley and Cross,
1982; Spanier and
Marital disharmony Dyadic Adjustment Scale 72 Filsinger, 1983
Adaptation of depression schedule of prime
Maternal depression maternal depression NA Spitzer et al., 1999
Maternal Adapted from Hudson's Index of Parental
acceptance/warmth Attitudes 81 Hudson, 1982
Neighborhood 17-item description of quality of
characteristics neighborhood .95 Loeber et al., 1998
Neighborhood 4 item of extent that neighbors monitor
monitoring youths 75 Loeber et al., 1998
No. of residents in the Demographics questionnaire ; household
home residents listed NA Household listing
Parental possible Lish et al., 1995 +
antisocial personality DSM-1V criteria for antisocial behavior and questionnaire developed
disorder diagnosis the FHE NA for this study
Parental substance
abuse FHE NA Lish et al., 1995
Demographic questionnaire (highest level
Parental education completed by each parent) NA Parental report
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SUPPLEMENTARY INFORMATION I: MEASURES

We present all the questions used for the measures reported in the thesis, as

the reader may not be familiar with them (Figures 15-22). However we do we do not

show questions for psychiatric disorders (i.e., ADHD, MDD, DBD, anxiety, SU,

alcohol use, internalizing and externalizing disorders) as they belong to The

Diagnostic Interview Schedule for Children-IV (DISC-1V) (Shaffer et al., 2000),

which is a well-known and validated measure and extremely long to present here,

exceeding the purposes of this thesis.

Table 15. Measures: Demographics

QUESTIONS ANSWER CHOICES
1. Where was *** born? Puerto RiCO .....covveviinieiiiiiiiccccee 0
Mainland U.S......ccccooviininiiniiiieniecne 1
Other Spanish  Speaking country
including Spain and Spanish speaking
Latin American).........cccceeeeeveeeeveeeeneeeenneenns 2
Other non-Hispanic country outside of
the U.S. i 3
Refused .....ocovieiiiiiiiiiiicc 7
Don’t KNOW ..c.vviiiiiiiiiiiiiiciieiceeeieee 9
2. What is ***’s date of birth? - o
Month  Day Year
3. What is ***’g gender? Female ......cccoovviiiniiiiiieceee, 1
CODE WITHOUTH Male ..o 2
ASKING Don’t KNOW ..oviiiiiiiiiiiiciiciceceiesiecie e 9
4. Please look at this card and tell me your relationship to ***.
Biological/Birth mother.......................... FOSter SISter.......ovvvieriieiieeiieiieeieeiee 17
Biological/Birth father...............c.c..c...... Foster brother...........ccoovieviiiiiiniiiie, 18
Stepmother..........cocceeviieiiienieiiee Grandmother...........ccoeeeevieeiiieniecieeeeee, 19
Stepfather.........cccoevieviiiciieieeiee Grandfather..........coceeeieniieiieiecieeeee, 20
Adoptive mother..........cccoeevveviiniieennen. AUNE i 21
Adoptive father..........cccceeviienieniieenen. UNCIE...eiiiieieeeee e 22
Foster mother..........coccevevieniinenieneenns Female CouSin......ccceevverienenieniiiccicnne, 23
Foster father........c.cccoceevevieniincniinces Male COUSIN.....coverriirieniieieeiereeeceeiene 24
Full biological Sister ...........ccceevveenennee. *#%°g partner/girlfriend/boyfriend.............. 25
Full biological brother .............ccccuuee..... *k#*°g  primary caretaker’s partner /
Half-siSter .....cceevvieniieiieieeiieeeeeeee, girlfriend / boyfriend ...........cccoviieinnnnnnn 26
Half-brother ........c.cccoceeveriniininiinens Female child of *** ... 27
StEP-SISLET ..eevvieeieeieeiieeieeee e Male child of ***.. ... 28
Step-brother........cccevvveeiiienieiiieiieneene, Other female ........cccceeiienieiiiirieeieeenee. 29
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Adoptive SISter......ceecveeveieeiieiieeieeieeee. Other male ........cceeviieiiieieeieeeeeeee, 30
Adoptive brother...........ccoocveviiriienennen. Refused.....ccooovvieiiiiiiie e 77
Don’t KNOW ..c.eviiiiiiiiiniiiicciciiciceeiene 99

5. Please tell me [your/***’s
biological mother’s] first
name and [your/her] age. YRS.

Now I will ask about other adults who are important in ***’s life. I’ll begin by
asking if you have any information about them. First, do you have ANY
information about ***’s biological father?

6. Please tell me [your/***’s
biological father’s] first
name and [your/his] age. YRS.

7. Please turn to CARD 4/MOTHERS MARITAL STATUS CARD and
tell me what is [your/***’s biological mother’s] CURRENT marital status
is with [you/***’s biological father]. Please tell me the number.

Married to and living with ***’s biological father...........cccccocoiiiiiiiiniii
Married but NOT living with ***’s biological father .............cccccoeviiriiiiniiniiiieeee
Not married but living with ***°g biological father as though married.............c..ccc.......
Widowed (biological father is dead) ..........cceeviieriieiiiiiieeiieee e
Divorced from ***’s biological father ............ccooiiiiiiiiiiiiiee e
Never married to ***’s biological father and not living together .............cccccceevviveriennnnn.

Not applicable/Biological mother is deceased ...........ccoeoeerieeiieniiiiiieieeieeeeeeeee e
DIONE KNOW ..ottt ettt ettt ettt st sb et e nae e

IF Q2 IS CODED “1” OR “3”, GO TO Q3.
IF Q2 IS CODED “2”, “5” OR “6”, GO TO Q2A.
IF Q2 IS CODED “4”, “7”, “8” OR “9”, GO TO Q2B.

2A. How old was *** when
[you/***’s biological mother]
and [you/***s  biological |  YRS.
father] last separated?

CODE AGE OF CHILD

2B. Which of the following | Married to and living with someone

best describes [your/***’s | (NOT ***’s biological father)..................... 1

biological mother’s] | Not married but living with someone

CURRENT marital situation? | (NOT biological father) as though

[Are you/Is she]: (READ): MAITIC . ...eeiiiiiiiiie e 2
NOT married and NOT living with
anyone as though married.............c.ccccvenee. 3
Other (SPECify) ..ccveviieiieeiieiieeieeiieeieeiee 4
Refused .....ccoveeniiiiiniiiie 7
Not applicable.........ccccvevieviiieiiiniiciiee 8
Don’t KNOW ..oviiiiiiiiiiiiciiciceceiesiecie e 9

8. How many years of schooling

did [youw/***’s  biological | YRS

mother| complete?

(School=0-12; College=13-16; | Refused..........ccocuveriiriiiiniinieieieeeee 7

Graduate school=17+) Don’t KNOW .....cccveeviiiiciiiiciiicciicccie e 9

9. Now I want to ask you a few questions about your finances and household
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income. Please remember that

everything you tell me in the interview is

confidential. Please turn to CARD10/INCOME CARD. Look at these figures
and tell me which best represents the total income to ***’s household before
taxes for the PAST YEAR. Please include salaries, wages, social security,
welfare, and any other income for everyone living in this household (include
child support or alimony). You can tell me the amount or the number on the

CARD.

IF RESPONDENT DOESN’T KNOW, SAY: “Give me your best guess”).

IF NECESSARY, HELP

RESPONDENT CALCULATE TOTA

HOUSEHOLD INCOME.
NO INCOME ..o $14,000-15,999 .....ooiioieiiieeeeeee e, 18
Less than $1,000.........ccceeevevierieeienieennen. $16,000-17,999 .....ccvivieieieeieeeeee, 19
$1,000-1,999.....coiieiiieieeeeeeee e, $18,000-19,999.....ccviiieiieieeieeeeee, 20
$2,000-2,999.....cccieiiieieeeee $20,000-24,999......cviiieieeeeeeeee 21
$3,000-3,999.....cciiiiieeee e $25,000-34,999.....ccviiieieeee e 22
$4,000-4,999......ccieiiieieeeee $35,000-44,999......coovieieeeeeeee, 23
$5,000-5,999.....cciiiiiieee e $45,000-54,999.....ccviiiiieeeeeeee, 24
$6,000-6,999......cceeiieieieeeeee e, $55,000-64,999......coivieieee e, 25
$7,000-7,999......ccoieiiieieeeee e $65,000-74,999.....ccviiieieeeeeee e, 29
$8,000-8,999......coieiiieeeeeeee $65,000-99,999.....c.ooviriiieeeee, 30
$9,000-9,999......cciiiiieieeeee $100,000 and OVer ........ccceeveereereeierrrenene 17
$10,000-11,999 .....oevieeeeeieeeeeeeeeeen. RefUSEd ..o 77
$12,000-13,999......cccccvvvveiieiirann. Don’t KNOW ......ccveuieiieieiieiieieieeee 99
Note: Questions created for this study.
Table 16. Measures: Parental warmth
QUESTIONS | ANSWER CHOICES
I am going to read you some questions about how [you/his mother] and *** get
along with each other
I. Overall, would you say | Excellent .........ccccoooiiiiiniiiniiiniiieniiinieeieans 0
[your/her] relationship with | GOOd.......ccceviiiiiiiiiiiiiiee e, 1
*** is: (READ): Fair (SO S0) .veveeiiieeiiiecieeecee e 2
POOT ..o 3
Refused .....coevvieiiiiiiieee, 7
Don’t KNOW ......ooouvvviiiiiiiiiiicieeieee, 9
Now please look at CARD 18A
2. How much can [you/she] | Notatall........ccccoooomiimniiniiiniiniiiiinieeiee 0
really trust [her/him]? | A TIttle .ooveeeiieciee e 1
(READ): Pretty much........cccoooieviiiiiie, 2
ATO i 3
Refused ....ocooevvieiiiiiieiee e, 7
Don’t KNOW ......ooovveiiiiiiiieiiciieeieee, 9
3. To what extent does ***
understand [you/his mother]? 0 ! 2 3 7 ?
4. To what extent [do you/does 0 1 ) 3 7 9

she] understand***?
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5. How much [do you/does she]
enjoy being with ***? 0 ! 2 3 / ?
Now please look at CARD 18B
6. How often is *** too | Never/almost never..........ccccoeoeeeevereennennne. 0
demanding? (READ): Onceinawhile ........ccooeeeeiiiiiiiiciieciee, 1
Fairly often.......cccccoevienieeiieieieeee, 2
Very often ....oocvveevieviieiieieceeeeeee e, 3
Refused .....cvevvieiiieiieieee e, 7
Don’t KNOW ......ooovveiiiiieiiiiicieeeee, 9
7. How often does *** interfere | Never/almost never..........ccccceceeeeveeennennnee, 0
with  [your/his  mother’s] | Once in a while ..........ccccoeeieriiiiieniicen, 1
activities? Fairly often.......cccccoevieviieiiiieieeeee, 2
Very often ....ooovveevieniieiieieceeeeceeee 3
Refused .....coevvieiieiiiecee, 7
Don’t KNOW ......ooouvvviiiiiiiiiiicieeieee, 9
8. How often [do you/does she]
feel very angry towards ***? 0 ! 2 3 / ?
9. How often [do you/does she]
feel violent toward ***, or feel 0 1 2 3 7 9
like beating [her/him]?
10. How often [do you/does she]
feel proud of ***? 0 ! 2 3 / 0
11. How often [do you/does she]
wish *** was more like other
children [you know/she 0 ! 2 3 / ?
knows]?
12. How often does *** do what
[you ask/she asks] [her/him] to 0 1 2 3 7 9
do?
13. How often does *** talk back
to [you/her] when you ask 0 1 2 3 7 9
[her/him] to do something?

Note: abbreviated version of the Hudson’s Index of Parental Attitudes. Hudson, W.

W. (1982). Methodological observations

measurment package for clinical workers.

Science, 158(2), 229-38.

on applied behavioral science. A
The Journal of Applied Behavioural

Table 17. Measures: Parental Monitoring

QUESTIONS \

ANSWER CHOICES

The following questions have to do with things that *** and [her/his] caretakers
may have talked about, or have done together in the past year, since [MONTH] of
last year. Some of these questions may not apply to ***. If that is the case, just

tell me.

1. Please, look at CARD 14
again. When *** did not come
home by the time that [she/he]

Never or almoSt NEVET ......vvveeeeeeenan 0
SOMELINIES .. 1
Almost always or always.......cccceeenienennene 2
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was supposed to, how often | Refused.........ccocovviimniiniiiniiniieieeceeee, 7
would you or ***s other | Not applicable (never goes out without

carctakers know? (READ): SUPCTVISION) ..eeeirieniieeiiieiie et 8

Don’t KNOW ...viiiiiiiiiiiceienicececeieienes 9

. When you or another adult are
not at home, how often does
*** ]leave a note or call to let
you know where [she/he] is
going to be? (NA=8=Never
goes out without
supervision)

. How often do you or ***’s
others caretakers know where

[she/he] is when [she/he] is 0 ! 2 3 ?
not at home?

. How often do you or ***’s
other caretakers know what 0 1 ) 3 9

[she/he] is  doing
[she/he] is not at home?

when

. Where does *** usually go

Home, supervised by an adult or a

after school (IF NOT IN | responsible minor ..........ccccceeveeeeiienieniennnen. 0
SCHOOL ASK: Where is | Home, unsupervised ........ccccceveieeniieniennnen. 1
[she/he] most of the time)? | Somewhere else, SUPEIVISE.......cccveeuveennenne. 2
DO NOT READ. CODE | Somewhere else, unsupervised.................... 3
FROM RESPONSE. | Refused........cccoooiieiiieniiiiieiieeeceeee 7
PROBE AS NEEDED. Don’t KNOW ...uveeiiiiiieiiecieeiieeeeieeeea 9

. Where is *** usually when | Home, supervised by an adult or a
there is no school, like on | responsible MINOT .........cccceevvieriierreennennen. 0
weekends or vacations? DO | Home, unsupervised .........cccoeeveeveverveeneenen. 1
NOT READ. CODE FROM | Somewhere else, SUPEIVISE........cceerveenvenee. 2
RESPONSE: PROBE AS | Somewhere else, unsupervised.................... 3
NEEDED. Refused.....cooveveiieniiiiiceece, 7
Don’t KNOW......ooovvvviieiiiiiieieiiieecce 9
. How many of ***’s friends do | NONE ........cceviiriiiiniiiiieieciieeeeee 0
you or [her/his]  other | SOME......cccocieiiiiiiiiiiiiiieee e, 1
carctakers know? (READ): IMOSE it 2
All i 3
Refused.....cooveveiieniiiiiceece, 7
Not applicable........cccceeeiieriiiiiiieeiieieeee, 8
Don’t KNOW ...uvieiieiiieiieeieeiieeeeieee e 9
. How much do you control the | Notatall..........ccooviiiiiiniiniiiieieee, 0
programs that [she/he] | A Little ..cueeeiieiieiiciieeeeeeee e 1
watches on television? | Quite @ bit .......ccovveeecuiieiiiieeiie e 2
(READ): Very much ......ccoooovvviiiiiiieieieeeeeee, 3
Refused.....cooveviiiiniiiiieeee, 7
Don’t KNOW ....eveeiieiiieiiecieeiieeieeieeee e 9
. How much do you monitor or | Notatall ...........ccoeeiiniiiiniiniiiiiieeie e, 0
restrict the games [she/he] | A Little....cooooieriiniiiiiiiiieeeeeeeee, 1
plays? (READ) Quite @ DIt ..ooccviieiieeieeeeeee e, 2
Verymuch ......cccooovvviiiiiiiiiiiiiiieciice, 3
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Refused...ccooovviviiiiiiiieeee 7
Don’t KNOW ..oooviiiiiiiiiiiiiieeeeeeee 9

Note: Patterson, G. R., & Stouthamer-Loeber, M. (1984). The correlation of family

management practices and delinquency.

Child Development, 55(4), 1299—-1307

Table 18. Measures: Parental coercive discipline

QUESTIONS

ANSWER CHOICES

Please look at CARD 18B again. I am going to read you some questions about
how you discipline ***. For each question, please tell me whether you do this
never or almost never, once in a while, fairly often or very often.

1. When *** has done something | Never/almost never............cccecveevvenveenennne. 0
wrong, or something that you | Once in a wWhile .......c..ccoviiniiiiniinnninnn, 1

do not approve of, how often | Fairly often...........cccooeuirviiiiinniiniiies 2

do you take away F**’s | Vey often ......coccoviiiiiiiiiiiiiiiiieeie, 3
privileges, like T.V. or movies? | Refused ..........ccccccevviiniiiniiiniiniieieene. 7

2. When *** has done something | Never/almost never.............cccecceevveevieennnnnn. 0
wrong, or something that you | Once in a While .......c.coceviiniiiinininninnn, 1

do not approve of, how often | Fairly often...........cccooeuivviiniinnnniiiies 2

do you ignore *** or act cold | Vey often .......cccccoeveiviiiiiiniieieieciee 3
and unfriendly to [her/him]? Refused ........ooovvveviiiiiiiiciiiiciicciecc 7

3. When *** has done something | Never/almost never...........ccecueeveenveennennne. 0
wrong, or something that you | Once in a wWhile .......c..coeviiniiiinininninnn, 1

do not approve of, how often | Fairly often...........cccoeevieviiniinniiniiiies 2

do you vyell or swear at| Vey often .......ccccooemiiiiiiiiiiieniieniieieeeiea, 3
[her/him]? Refused .......cooovvveeieiiiiiiciiiciececce 7

4. When *** has done something | Never/almost never...........c.cccccceevveeniiennnnnn. 0
wrong, or something that you | Once in a While .......c..coceviiniiiiiiininninnen, 1

do not approve of, how often | Fairly often...........cccoovverviiniiiniiniiiee 2

do you spank or pinch | Veyoften .......ccooiiiiiiiiiiiiniiiiiieiee 3
[her/him] Refused ........ooovveeeiiiiiiiicciiiciicciecc 7

5. When *** has done something | Never/almost never...........ccecueevverveenennne. 0
wrong, or something that you | Once in a wWhile .........coeviiniiiiniinnninnn, 1

do not approve of, how often | Fairly often...........cccooevirviiiiiinnniiiies 2

do you slap [her/his] face? Vey Often ....oooveveiieiieieeeee e 3
Refused ......ooveviiniiiiiiiiiiiice 7

6. When *** has done something | Never/almost never............ccceceeevverveenennne. 0
wrong, or something that you | Once in a wWhile .......c..ccoviiniiiiniinnninnn, 1

do not approve of, how often | Fairly often...........cccooevveviiiiiininiiiies 2

do you hit [her/his] with a belt | Vey often ........cccooeieviiiiiiniiiieieee 3

or other objects? Refused ...cooovieiiieiiiiiicieeeee e 7

Note: Goodman, S. H., Hoven, C. W., Narrow, W. E., Cohen, P., Fielding, B.,
Alegria, M., ... Dulcan, M. K. (1998). Measurement of risk for mental disorders and
competence in a psychiatric epidemiologic community survey: The NIMH methods
for the epidemiology of child and adolescent mental disorders (MECA) Study. Social
Psychiatry and Psychiatric Epidemiology, 33(4), 162—173.
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Table 19. Measures: Familism
QUESTIONS | ANSWER CHOICES
The next questions ask your opinion about family relationships and values. Please
look at CARD 22.
1. Families should make great | Strongly agree.........cccoovieviieiviienienieenieennen. 0
sacrifices in order to guarantee | Somewhat agree............coceveeverieneenicnnenne. 1
a good education for their | Somewhat disagree..........ccooverviininncnnenne. 2
children. Do you... (READ): Strongly disagree .........ccocveeevienieeiieniieniene 3
Refused .....ccoveeviiiiniiiiic 7
Don’t KNOW ..oviiiiiiiiiieiciieiieiceesie e 9
2. Family members should help | Strongly agree.........cocevvieiiieiieniienienene, 0
economically with the support | Somewhat agree...........cccoeeveveenieniieniiennnnn. 1
of younger brothers and sisters. | Somewhat disagree..........cccccevevveverncnnenne. 2
Strongly disagree .........ccocveeevienieniieniieinne 3
Refused .....ccoveeniiiiiniiiie 7
Don’t KNOW ..eviiiiiiiiiieiciieieiceeie e 9
3. When someone has problems | Strongly agree.........cccoeeevieniieniienieenneennen. 0
[she/he] should be able to count | Somewhat agree..........cccceeeeeviievieenieeneenen. 1
on help from [her/his] relatives. | Somewhat disagree...........ccceeveevveenieennnnnne. 2
Strongly disagree .........cccovevevverieeiieniieee 3
Refused .....ocovieiiiiiiiiiiicc 7
Don’t KNOW ..euviiiiiiiiiieiciiciceceesie e 9
4. Much of what a daughter or a | Strongly agree.........cooceevieviieiieniieiieenn, 0
son does should be done to | Somewhat agree.........cccoocvevveeriieniieniiennnnne. 1
please her or his parents. Somewhat disagree.......c..ccoceeveervenieieneenne. 2
Strongly disagree .........ccocveveveenieiiieniienene, 3
Refused .....ocovieiiiiiiiiiiie 7
Don’t KNOW ..oviiiiiiiiiiiiciiciceceiesiecie e 9
5. The family should consult close | Strongly agree..........cccoeevvevieniienienieenieennen. 0
relatives (aunts, uncles) | Somewhat agree..........cccoevveeiienieniieneennen. |
concerning  its  important | Somewhat disagree...........coceeveriinieiinnenne. 2
decisions. Strongly disagree .........ccocveveveenieiiieniienene, 3
Refused .....ocovieiiiiiiiiiiie 7
Don’t KNOW ..oviiiiiiiiiiiiciiciceceiesiecie e 9
6. The family should help within | Strongly agree..........ccccocvevieniienieniieieenen. 0
their means if a relative is in | Somewhat agree..........ccceevvevienieenienneennnen, 1
financial difficulty. Somewhat disagree.......c..ccoceeveervenieieneenne. 2
Strongly disagree .........ccoovevevvenieeiieniieene 3
Refused .....ccoveeniiiiiniiiie 7
Don’t KNOW ..euviiiiiiiiiieiciiciceceesie e 9
7. Aging parents should live with | Strongly agree..........cccoecvevienciiinieniieeennen. 0
their relatives. Somewhat agree..........cceoeeeeveerieeieenieeee 1
Somewhat disagree..........ccoceeveeeieenirennnnnne 2
Strongly disagree .........coooveeevieniieiieniieiene 3
Refused .....ccoveeniiiiiniiiie 7
Don’t KNOW ..c.vviiiiiiiiiiiiiiciieiceeieee 9
8. Older family members should | Strongly agree.........c.ccccceevvievienciiinieniieneens 0
be consulted about decisions | Somewhat agree..........ccceevvveviieriienienieennens 1
that affect the family. Somewhat disagree.......c..cccceeveerveneeiennenne. 2
Strongly disagree..........cccoeeveviieciieninennnnne. 3
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Refused .....ocoveeniiiiniiiiicc 7

Don’t KNOW ..eviiiiiiiiiieiciieieiceeie e 9

9. A family should share their | Strongly agree.........cccceeveviiniienienieeieennen. 0
home with aunts, uncles or first | Somewhat agree............cceceeevierieenienieennens 1
cousins if they are in need. Somewhat disagree..........cocceeveeeieenieennnnnne. 2
Strongly disagree .........ccocveveveerieeiieniieene 3

Refused .....ocovieiiiiiiiiiiie 7

Don’t KNOW ..oviiiiiiiiiiiiciiciceceiesiecie e 9

10. A person should be | Strongly agree.........ccoeevveviiiiieniiieieieeee 0
embarrassed about the bad | Somewhat agree.........c.cooevviiiiiinciiiniiennnnn. 1
things done by their sisters of | Somewhat disagree........c..cceceevevienvenennnene. 2
brothers. Strongly disagree .........coocveeevienieeiieniiennne 3
Refused .....ocovieniiiiiiiiiec 7

Don’t KNOW ..oviiiiiiiiiieiciieiieceesiecc e 9

Note: Sabogal, F., Marin, G., Oterosabogal, R., Marin, B. V, & Perezstable, E. J.
(1987). Hispanic familism and acculturation. What changes and what doesn’t.
Hispanic Journal of Behavioral Sciences, 9(4), 397—412.

Table 20. Measures: Parent social support

QUESTIONS |

ANSWER CHOICES

Most people discuss important matters with other people. We also need people we
can depend on for help. Looking back over the past 12 months...

1. Who can you depend on to help
you solve important things in
your life?

(8=No spouse/partner) (READ

AND CODE FOR EACH).

A. Biological
mother....................

B. Biological
father.....................

[\
~
o0
O

IF YES, ASK
B1. How many other relatives? | —
C. Your neighbours/fiends?

IF YES, ASK

Cl1. How many
neighbours/fiends?

D. Religious counsellors?

E. Any others?

[\
~
\O

IF YES, ASK
E1. How many others?

2. Who can you depend on for
help with practical things, like
doing favours for you? (8=No
spouse/partner)

Your spouse/partner.................
Your other relatives..................
Your neighbours/friends............

(e

3. In general, how satisfied are | Very satisfied......cccooeviiiiniiniiiiniincnnnn. 0
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you with the amount of support | Somewhat satisfied...........ccccevevierienniennn. 1

that you receive in your life? Somewhat unsatisfied ...........ccoceeverencnnnen. 2

Very unsatisfied ........ccceeeeeniiinieniieeeen. 3

Refused ......covveeieniiniiiiiiiee 7

Don’t KNOW ..o 9

4. How often do you get together | At least once a week ........ccceevvverieeiiennnnnne. 0
with family members you don’t | Less than once a week but at least once

live with? (READ): AmONth ......ooooviiiiiiie e, 1
Several times a year but less than once

AMONth ..ocooviiiiiiiice 2

Once a year Or 1€SS......cocveeiieriieeieeniieennee 3

NEVET...iiiiieiieeeece e 4

Refused ......covveeiiniiniiiiiiic 7

Don’t KNOW ..veiiiiiiiiiiieiiciceicsececie 9

5. How often do you attend to | Atleast once a week ........ccceeevveviverveenennen. 0
family gatherings? (READ): Less than once a week but at least once

AmMONth ..o 1
Several times a year but less than once

AmMONth ..o 2

Once a year Or 1€sS......cocveevieriieeieeniieenee 3

NEVET...iiiiieiieeeece e 4

Refused ......covveeieniiniiii 7

Don’t KNOW ..o 9

6. How often do family members | At least once a week .........ccceeveeceirieniennene 0
help you take care of your kids? | Less than once a week but at least once

(READ): AamONth .......ocoeiiiiiieice e, 1
Several times a year but less than once

AMONth ..oceoiiiiiiiiie 2

Once a year Or 1€8S......cocveevierieenieeniieennee 3

NEVET...iiiiieiieeeece e 4

Refused ......covveeieniiniiiiiiiee 7

Don’t KNOW ..veiiiiiiiiiiiciiececsescec e 9
Note: Thoits, P. A. (1995). Stress, coping, and social support processes: Where are

we? What next? Journal of Health and Social Behavior, 35 (Extra Issue), 53-79.

Table 21. Measures: Parental psychopathology

QUESTIONS | ANSWER CHOICES

I am going to read you some questions about whether [parent name] has ever had certain
problems. Please say “yes” if any of these people have ever had that problem in their whole
life. Then please tell me who had the problem. If more than one person has had the problem,
be sure to tell me about each one of them. (No=0, Yes=2, Refused=7, Don’t applicable=8,
Don’t know=9).

1. Have any of [you/them] ever had a serious mental illness, emotional problem, or
nervous breakdown?

IF NO, GO TO Q2. 0 2 7 9

IF YES, ASK:
Who was that? (Anyone else?)
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A. Biological mother.................... 0 2 7 8 9
B. Biological father..................... 0 2 7 8 9
C. Other mother figure.................. 0 2 7 8 9

D. Other father figure................... 0 2 7 8 9

. Have any of [you/them] ever seen a psychiatrist, psychologist, social worker,
doctor, or other health professional, for a psychological or emotional problem?

IF NO, GO TO Q3. 0 2 7 9

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother....................
B. Biological father.....................
C. Other mother figure..................
D. Other father figure................... 0 2 7 8 9

S O O
NS S 2 ')
~N 3
oo OO OO
O © O

. Have any of [you/them] ever stayed overnight or longer in a hospital or treatment
facility because of a mental or emotional problem or a drug or alcohol problem?

IF NO, GO TO Q4. 0 2 7 9

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother....................
B. Biological father.....................
C. Other mother figure..................
D. Other father figure................... 0 2 7 8 9

oS O O
NN o
~N 3
oo o0 o0
O O O

. Has a doctor ever given any of [you/them] any medicine for a psychological or
emotional problem?

IF NO, GO TO Q5. 0 2 7 9

IF YES, ASK:
Who was that? (Anyone else?)

A. Biological mother.................... 0 2 7 8 9

B. Biological father..................... 0 2 7 8 9

C. Other mother figure.................. 0 2 7 8 9

D. Other father figure................... 0 2 7 8 9
. Have any of [you/them] ever had a drinking problem, or been thought to have a

drinking problem?

IF NO, GO TO Q6. 0 2 7 9

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother.................... 0 2 7 8 9

B. Biological father..................... 0 2 7 8 9

C. Other mother figure.................. 0 2 7 8 9

D. Other father figure................... 0 2 7 8 9

. Have any of [you/them] ever had a drug problem or been thought to have a drug
problem?

IF NO, GO TO Q7. 0 2 7 9

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother....................
E. Biologicalfather..................

B. Other mother figure..................
C. Other father figure...................

SO OO
NN
N9
oo OO OO OO
O O O O
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7. Have any of [you/them] ever been put in jail, or arrested, or convicted of a crime,

other than drunk driving?

IF NO, GO TO Q8.

0

2*

7

9

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother....................
B. Biological father.....................
C. Other mother figure..................
D. Other father figure...................

S O O

0

[NSTN \S 2 \)

2

N9

O OO0 OO0 OO

O \© O O

Have any of [you/them] ever tried to kill [yourself/themselves

?

—

IF NO, GO TO Q10.

0

2

|

O

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother....................
B. Biological father.....................
C. Other mother figure..................
D. Other father figure...................

SO OO

[\STN O (S 2 \)

N9

oo OO0 OO0 OO

O O O O

IF YES TO ANY Q8A-Q8D, ASK

9. This may be a painful question, but did [PERSONS MENTIONED IN

actually kill [her/himself]?

QSA-D]

IF NO, GO TO Q10.

0

2

7

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother....................
B. Biological father.....................
C. Other mother figure..................
D. Other father figure...................

0
0
0
0

[\SIN ST )

2

~N 3

7

oo o0 o0

8

O O O O

10.

Have any of [you/them] ever had an ataque

de nervios (nervous attack)?

IF NO, GO TO Q11.

0

2

7

IF YES, ASK:

Who was that? (Anyone else?)

A. Biological mother....................
How many attacks?

B. Biological father.....................
How many attacks?

C. Other mother figure..................
How many attacks?

D. Other father figure...................
How many attacks?

NO.

7

7

8

8

9

9

11.

The next questions are just about you. Have you EVER IN YOUR LIFE been
unable to carry out your usual responsibilities for a week or more, such as working,

going to school, or taking care or the family, or household?

IF NO, GO TO Q12. 0 2 7 9
IF YES, ASK:

11A. T do not mean because you were

physically ill. I mean when you were not 0 2 7 8 9

physically ill, were you ever unable to
carry out your usual responsibilities for
one week or more?
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12. During the LAST YEAR, was there a
period of 2 weeks or more, when you felt
very depressed and had little interest or
: . . 0 2 7 9
pleasure in doing things?
IF NO, GO TO Q13.
IF YES, GO TO Q14.
13. Have you EVER IN YOUR LIFE had a
period of 2 weeks or more when you felt
very depressed and had little interest or
: . . 0 2 7 9
pleasure in doing things?
IF NO, GO TO Q14.
IF YES, GO TO Q17.

IF YES TO Q12: During that time when you felt depressed...
IF YES TO Q13: During the worst 2-week period like that...
14. How often were you bothered by any of the following problems? Please answer

looking at CARD 23.

14A. Little interest or pleasure in doing | Not atall........ccceceviininiiniininiinicnenes

things. (READ) Several days ........coceeeviienieeiiieieeieeed
More than half of the days .......................]
Nearly every day......cccceeeeevciieiieniieneennd]
Refused ....coooeveieniiniiiiicccec]
Don’t KNOW .oviiiiiiiiiiiiiniieicsiesiceiceieenn]

14B. Feeling down, depressed, or 0 1 2 3 7 9

hopeless

14C. Trouble falling asleep, or sleeping 0 1 ) 3 7 9
too much

14D. Feeling tired or having little energy 0 1 2 3 7 9
14E. Poor appetite or overeating 0 1 2 3 7 9
14F. Feeling bad about yourself or that

you were a failure or have let yourself or 0 1 2 3 7 9

your family down.
14G. Trouble concentrating on things, for
example concentrating on reading the 0 1 2 3 7 9
newspaper or watching television.
14H. Moving or speaking so slowly that
other people could have noticed? Or the
opposite, being so fidgety or restless that
you moved around a lot more than usual?
141. Thoughts that you would be better off
dead or thoughts of hurting yourself in 0 1 2 3 7 9
some way?
Note: Lish, J. D., Weissman, M. M., Adams, P. B., Hoven, C. W., & Bird, H. (1995).
Family psychiatric screening instruments for epidemiologic studies: Pilot testing and
validation. Psychiatry Research, 57(2), 169—180.

Table 22. Measures: Lifetime neglect, verbal and psychological abuse, physical and
sexual abuse
| QUESTIONS | ANSWER CHOICES |
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Some of the questions that I am going to ask you are very personal, but remember that
we ask the same question of everyone who is in the study. Remember that you don’t
have to answer any question that you do not want to answer. I want you to tell me
how often your parents, foster parents or any adult in your family do the following
things when you do something wrong or when they get angry at you. Tell me if it
never happened, or how many times it happened. Please look at CARD 15.

How many times in your WHOLE LIFE has any adult in your family, your parents or

foster parents. ..
I. Sworn of coursed at you? | Never/almost never.........cccocceveveenienieennenne. 0
(READ): ONCL...evviieeeieee et 1
2-5 HIMICS .ottt 2
More than 5 times .......ccccevceeveevienicnenniennne 3
Refused .....ooeevveeiiniiniiiiieecce 7
Don’t KNOW ..cuviiiiiiiiiiiieiieiccicsteiceiesins 9
2. Told you that you would be
sent away or kicked out of the | 0 1 2% 3* 7 9
house?
3. Left you alone, even when an
adult should have been with | 0 1 2% 3* 7 9
you?
4. Let you without the food you 0 1 9% 3% 7 9
needed?
5. Did not take you to a doctor or 0 1 % 3% 7 9

hospital when you needed it?

How many times in your WHOLE LIFE has any adult in your family, your
parents or foster parents...

6.

Been so drunk or high on
drugs that they could not take
care of you?

2* 3* 7 9

Hit you with something like a
belt, hairbrush, a stick or some
other hard object?

1*

2* 3* 7 9

Hit you with a fist or kicked
you hard?

1*

2* 3* 7 9

Beat you up very hard?

1*

2* 3* 7 9

. Hurt you so badly that you

were cut, you had bruises on
your body or you had a broken
bone or something like that?

1*

2* 3* 7 9

11.

Severely punished you in some
other  way I haven’t
mentioned?

0

1*

2* 3* 7 9

Regarding the experiences you just mentioned...

12.

Were you ever hurt or injured
so badly by someone that you
think you should have been
taken to see a doctor or gone to
hospital?
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12A. Did you go, or were you
taken to a doctor or to a
hospital?

13.Has any bad injury or
punishment that you received
ever been reported to the
police, social services, or
anyone else?

14. Has anyone ever touched you
or kissed you in a way that

made you feel uncomfortable?

14A. How many times has this
happened to you?

[0 1167 T PP USSR 1
25 HIMECS v 2
More than 5 times .........ccoceeeeevirveeeeeinieeeens 3
Refused ......ooovveiieiiieeeeeeeeeeeeee e, 7
Don’t KNOW .......oooovvviiiiiiiiiiiiiciiiiieeeiieee 9

15. Has anyone ever tried to force
you to look at or touch their
private parts?

15A. Was it an adult?

15B. Was it another kid older
than you are?

15C. Was it someone your

(e R )

age?

I15D. How many times did it | ONCe.....ccceevuiiriieriiieiieeieeieeieeee et 1

happen? 2-5 HINES wveevieeiieiieeieeiie e 2
More than 5 times.........ccceceevveeciienieenieenen. 3
Refused......ccoviieiiieiiiee 7
Don’t KNOW .....c.covvveiieiieiieiiciieee, 9

16. Has anyone tried to touch you,
grab you, or kiss you in a
sexual way, or has done
something sexual that made

you feel afraid, bad or used?

16A. Was it an adult?

16B. Was it another kid older
than you are?

16C. Was it someone your

9%
2% 7 9

~
\O

age?

16D. How many times did it | ONCe......ceevuieviieeiiieiiieieeieeieeee e 1

happen? 2-5 HINES wveevieeiieiieeiieiie e 2
More than 5 times.........ccceceevveeciienieenieenen. 3
Refused ......ccovviieniieieeee, 7
Don’t KNOW .....c.oovuvieiiiiieiieiiciieee, 9

Note: Straus, M. A., Hamby, S. L., Finkelhor, D., Moore, D. W., & Runyan, D.
(1998). Identification of child maltreatment with the Parent-Child Conflict Tactics
Scales: Development and psychometric data for a national sample of American

parents. Child Abuse and Neglect,

22(4), 249-270; Finkelhor, D., Dziuba-

Leatherman, J. (1994). Children as victims of violence: A national survey. Pediatrics.

4, 413-420.
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Note: Verbal and physical abuse: items 1-2; neglect: items 3-6; physical abuse: items
7-11; sexual abuse: items 14-16
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Background: Parental warmth (PW) has a strong influence on chikl development and muy precede the
onset of pmychiatric disorders in children. PW is interconnected with other family processes (eg, coer-
dve dicipline) that may ako influence the development of psydhiatric disorders in childsen We pro-
spectively examined the asodation between PW and child mychiatric disosders {amdety, major
depression disorde ADHD, disuptive behavior disorders) over the course of theee years among Puerto
Rican youth, above and beyond the influence of other Damily Dctors.
Methods: Boricua Youth Stedy partidpants Puerta Rican dhiklren 5 1o 13 years ofage 21 Wave 1 living in
the South Bronx (New York) (SB) and San Juan and Canguas (PR) (n = 2,491 ), were fdlowed for three
amseculive years Youth piychiatric dsorders were measured by the Diagnastic Interview Schadule far
Quiklren IV (DISC-IV). Ceneralized Linear Mixed maodels tested the association between PW (Wave 1)
and psychiatric disorders in the nex two years xdjusting for demographic chasaceristics and LDimily
rocesses
Resulis: Higher levels of PW were related to lower odds of chikl anxdety and major depressve disarder
avertime (OR —0.65(050; 079]; 049{Q41; 0.58], respectively ). The strength of the association between
PW and ADH Dand disruptive bebavior disorder dedined over time, although it was still Sgnilicant in the
last assessment (OR — 0.440.37; 0.52); 046]039; A54), respectively). PW had 2 mique influence on
mychiatric disorders beyond the influence of ather parenting and family processes Siranger associations
were alnerved among gitls bbr depression and ADHD.
Conclusions: Incorporating PW behaviors such as aceplance, support and comfbrting info interventions
focised on parenting skills muy help prevent child psychiatric disarders

© 2016 Publithed by Elsevier Lid.

1 Introduction

by a strong family orientation, parenting practices may exert a
central influence on the development of psychopathology. There is

Considering the large and growing number of Latino families in
the US. and the high risk for psychopathology present in the
acculturation Latino subgroup (ie, Puerto Rican individuak
(Alegria et al, 2007)), &t is important to understand risk and pro-
tective factors relevant for these families. For individuals from an
ethnic group, such as Latino youth, whose culture is characterized

"+ Carresponding author. Mew York Sax Paychizric Institue, Columbia Univer-
sity Medicadl Cener, 1051 Raersde Drive, Unitd 3, Room 5223, New York, NY 10032,
USA

E-mail address: duartec@nys plonlumbia edu (CS. Duarte)

htip ) idx.doi orgf WI0NE | jpopchires 201612008
002239560 206 Publizhed by Flsewier Lad.

initial evidence supporting the importance of parenting (i.e. posi-
tive involvement, problem solving, effective discipline, monitoring
and skill building) for Puerto Rican children (e.g. Domenech et al.,
2013) However, prior studies have been limited by cross-sectional
design, focus on symptoms (rather than clinically meaningful dis-
orders) and fail to identify the specific effect of the association
between key parenting practices and child psychopathology.
Parental warmth (PW) - a child-rearing practice that includes
acceptance, affection, nurturance, support, love, and enthusiasm for
children's endeavors and accomplishments - & a critical parenting
behavior influencing child dewelopment (Khaleque and Rohner,
2002) Low parental warmth has been associated with youth
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Abstract ‘This paper examines whether family stuctire
and its trminsitions are associated with intemalizing and
extemalizing psychiatric disorders among Poerto Rican-
origin children. It uses ongitodinal data (three waves) from
the Boricua Youth Study, which includes probability sam-
ples of children in the South Bronx (New York) and San
Juan (Puerto Rico) (n=2.142). We also examine factors
which may explain how family structure and transitions
may be related to child psychiatric disorders. Our results
show that for both intemalizing =nd extemalzing disorders
there were no significant diffaences between children of
cohabiting (biological or step) parents or of single parents
compared to childen of mamied biological parents. In
Puerto Rico only, tmnsitioning once from a two-parent
family to a single-parcnt family was related to child inter-
nulizing disorders. Family transitions were not associated
with externalizing disorders at cither site. Context may be
an important factor shaping the risk that family dissolution
is followed by an intemalizing disorder among children.

Keywords Cohabitation - Externalizing disorders - Family
structure - Family trunsitions - Internalizing disorders
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Introduction

Changes in family stucture can be important in influencing
a child's life. In the past few decades, family armngements
in the United States (US) have changed dramatically. Eary
studies on the topic mostly included only two types of
familics: two-parent and single-parent familics. ‘The “single-
parent” category of these cardy studies included non-
differentiated family structures (c.g. single parents and also
cohabiting parents who never mamied) without taking into
account the nature of melationships of the adults in the
houschold (Manning and Lichter 1996). More recently,
single parents sharing their Bves with a omantic partner
have been categonzed as category as cohabiting parents.
Despite the decrease in mamages and the increase in
divorces, nationally, the rate of single motherhood has
remained constant at 9 % since 1992 (Vespa et al. 2013).
Lately, it has been estimated that cohabitation is the family
strcture of 18% of the US. population (Kennedy and
Bumpass 2008). Therfore, non-mamied family structures
may be playing mn increasingly imporntant role in the lives of
Americans,

There are complexitics involved in studying family
strocture and its impact on child development, specifically,
on the development of psychiatric disorders by children,
which can be manifested cither as amotional suffering
(intemalizing problems) or problematic overt behaviors
{extemalizing problems). Attempts to study how different
family arrangements may impact children have been made.
Cohabiting-unmarned parents sharing residence with chil-
dren-, to the extent that it may imply a more tenuous rela-
tionship than marriage, may represent a higher risk for child
development when compared to mamied parents (Manning
and Lamb 2003). Important implicasons of family structure
on child development can be missed if the presence of a

@ Springer
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