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Abstract
	A review on the literature concerning children's bonds with their parents is conducted.   First, the constructs of attachment and parenting are explored, especially focusing on cultural assumptions embedded in the conceptualization of these phenomena.  A discussion on culture and culture change follows.  The  literature on parental bonding is then explored, focusing on Parker, Tupling and Brown's (1979) Parental Bonding Instrument (PBI).  The psychometric properties of the instrument are reviewed, with an emphasis on the origins of the instrument and factor analytic studies of parental bonds.  Factor analytic studies have tended to find 3 factors in children's descriptions of their parents,  However, the 2nd and 3rd factors are not consistent from study to study, and tend to be weaker than the first.  A 2 factor model, such as that used in the PBI, emerges as the most useful solution.  Common findings with the PBI are then examined in adult, child and adolescent populations.   These include a strong and generally non-specific link between scores on the PBI and psychopathology, found in both adults and child populations.   Cross cultural findings with the PBI are then examined.  Researchers have found differences in parental bonds in several cultures.  However, this research is hampered by several significant confounds, as well as a lack of established validity for the constructs of the PBI in non-western cultures.  Needs for future research are discussed, focusing in particular on the sources of parental bonds, and how they are passed from one generation to the next within a cultural context.
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Parental Bonds in Cultural Context: 
The transmission of values for relatedness to the next generation

	One of the most powerful forces in shaping human behavior, personality, and values is the process of parenting and a child's relationship with its parents.  This relationship begins at birth, and grows through the process of attachment through a child's early years.  As the child become older, parents take more of a role as educators, training the child in the skills it will need to interact in society.  This process, however, does not occur in a vacuum; it occurs in the context  of the larger society, which helps to define both acceptable behaviors for parents and successful outcomes for children.  For example, there are laws that govern minimum standards for care and punish parents for gross neglect or abuse.  A child's success is also to a large degree measured by its performance in state run schools, and later in establishing a career, family, and social network of their own.  It is this cultural context that parents must train their children to interact with, and it is this cultural context that will define the standards by which we judge parents and their relationships with their children.  Thus, no examination of parenting is possible outside of the context of the culture parents are embedded in.  This relationship between parenting, parent-child relationships, and the larger culture must be held in mind through any examination of parenting in the research literature.
Attachment theory
	The process of parenting and of building parent-child relationships begins from infancy and continues throughout the life of the child.  The start of this process is described in depth in attachment theory, which has grown out of the pioneering work of John Bowlby and Mary Ainsworth (Bretherton, 1992).  Drawing heavily on ethology, Bowlby described a biologically driven system by which an infant strives to maintain proximity to its primary caregiver.  Prolonged separation from the caregiver provokes a consistent set of reactions, starting with protesting and crying, and leading to a withdrawal from social interaction.  The attachment system serves the evolutionary purpose of protecting the infant from a hostile environment (Main, 1996).  The infant will constantly monitor the environment to assess the accessibility of a few older caretaking figures, and when it is aroused or alarmed, will cry for or flee to these individuals for support and protection.  Countering this drive to seek protection is the infant's innate drive to explore its environment, and the child will vacillate between periods of exploration and retreats to the protection of the attachment figure (Hazan & Shaver, 1990).  Nearly all infants form some degree of attachment to one or more adults by the age of 7 months, and attachments tend to be formed with the individuals who interact most with the infant (Main, 1996).  The strength of these bonds is thought to predict the infant's future ability to form social relationships, both with its parents and with other individuals  (Bretherton, 1992).
	A great deal of early research from Mary Ainsworth went into examining the causes of secure infant attachments (Bretherton, 1992).  In a study of mothers in Uganda as well as a sample of mothers in Baltimore, Ainsworth found that infants with a secure attachment to their mothers (i.e. those who were able to leave their mother to explore, and re-unite with her easily to obtain support) had mothers who were more responsive to the infant's communications.  This included both the timing and the appropriateness of the mother's response.  As the infants grew older, those with sensitive mothers were seen to cry less, and use more benign forms of communication, such as facial expressions, gestures and pre-verbal vocalizations.  Although they sought less contact with the mother, the contact appeared more satisfying and affectionate than the contact in less securely attached pairs (Bretherton, 1992).  Overall, it is thought that infants of mothers who are appropriately sensitive to their needs develop an internal representation of the world as safe, of others as capable of meeting their needs, and of themselves as worthy of attention (Main, 1996).  
	Infants are classified using procedures delineated by Mary Ainsworth into one of 3 groups (Main, 1996).  Securely attached infants are those who show minor anxiety during brief maternal absences, and are easily soothed at her return.  They quickly return to play, stopping to check in with the mother at frequent intervals.  Insecure-ambivalently attached infants are those that appear preoccupied with the mother throughout observations.  They protest loudly at her departure, and are unable to be soothed and return to play upon her return.  They appear clingy and demanding, but do attempt to maintain emotional contact with their mother.  Insecure-avoidantly attached infants show little reaction to their mothers at all.  They do not cry upon separation, and continue to play by themselves, avoiding contact with the mother when she returns.  A fourth group has been added by later researchers, which includes infants with a disorganized attachment style.  These infants cannot be classified into any of the original 3 groups, and tend to show a confusing combination of approach and avoidance behaviors toward the mother.  This last pattern is seen most often with infants who have been maltreated.
	Later research has focused on attachment-like dynamics in adults and their recollections of childhood relationships with their parents, particularly in relation to their own children's attachment styles.  Van Ijzendoorn (1995a) conducted a meta-analytic review of studies with Mary Main's Adult Attachment Interview (AAI), in which the attachment styles of parents are compared to the attachment styles of their children.  The AAI classifies adults into 5 categories based on the narrative coherence of their descriptions of childhoods memories.  This includes two groups of autonomous or securely attached adults – those who can talk about their past in clear, relevant and succinct terms.  Continuous autonomous adults are those that describe supportive childhood experiences in this manner, while achieved autonomous adults are those that describe difficult or painful material in this manner.  There are 3 non-secure adult attachment patterns, which are analogous to the 3 insecure infant attachment styles.  Preoccupied adults, analogous to insecure-ambivalent infants, describe their pasts in emotional terms, showing confusion, anger, or other forms of preoccupation with the attachment figures they describe.  Dismissing adults,  analogous to  insecure-avoidant infants, describe their parents in positive terms, but either cannot provide examples to back up these descriptions, or provide examples that run counter to these overly positive descriptions.  Finally, unresolved/disorganized adults, analogous to disorganized infants, show momentary lapses in reasoning, monitoring or discourse in discussion of their childhood experiences.  
	Van Ijzendoorn (1995a) examined 14 studies looking for theorized connections between adult attachment status on the AAI and the attachment status of the children of these adults.  He found that parent attachment styles explained 22-35% of the variance in children's attachment styles, showing a strong pattern of intergenerational transmission.  Correspondence between adults attachment style and child attachment style was %69-70 across the 3 primary  infant classification types, and 63-65% across all 4 infant classification types.  The overall correlation between dismissing and avoidant styles was .45, and between preoccupied and ambivalent styles was .42.   It is clear that adult attachment styles affect parent's abilities to form secure attachment relationships with their children, and influence the nature of insecure attachments.  There was also a large effect size seen for the relationship between parents' attachment styles and their ability to be responsive to their children's needs.  
	In order to interpret the above results as showing generational transmission of attachment styles, we must also show that adult attachment styles are linked to earlier infant attachment styles.  This would involve a longitudinal study of the same participants over at least 18 years, from infancy to adulthood.  Waters, Hamilton and Weinfield (2000) introduces 3 such studies published in the same volume of this journal.  Two found that attachment security was significantly stable from infancy to adulthood.  Discontinuity in attachment security status across all 3 studies was a result of negative life events.  In the one study showing no significant stability (Lewis, Feiring and Rosenthal, 2000)., divorce of the parents was significantly related to later attachment insecurity.  Van Ijzendoorn (1995b) describes an additional 2 studies of this sort.  Both found no stability from infancy to adulthood in attachment classification.  Life events such as divorce, parental illness or death in the family explained the discontinuity in attachment status.  These factors explained up to 70% of the variance in adolescents' attachment security.  Evidence seems to indicate that, baring major life events, attachment is likely to be continuous from infancy to adulthood, and that discontinuities tend to be explained by changes that occur within the context of parent-child relationships.  Although there is not always a direct connection between one's infant attachment and one's adult attachment, there appears to be a reliable connection between additive childhood experiences of parents, adult attachment styles, and the subsequent attachment of the next generation of children.
	The research described above shows a pattern of generational transmission of parent child relationships, starting in infancy, modified through significant childhood events, and later passed on to children through the parent's ability to be responsive to the child's needs for relatedness.  These relationship patterns have shown some significant cross cultural relevancy (Main, 1996), indeed Mary Ainsworth's conceptualization of secure attachments and maternal sensitivity were developed through work with an African population (Bretherton, 1992).  However, it should be noted that these relationships, while they appear to occur in diverse societies and may well initiate from bioevolutionary drives for proximity, are still nurtured and interpreted through the lens of culture.  Western researchers see the child as using the parent as a secure base for independent exploration (e.g. Hazan & Shaver, 1990), a western cultural ideal.  Other cultures may see this exploration as less healthy, or may nurture it in a different direction later in life, seeing connection to the family as primary, and forays into the larger world as part of a process of bringing honor to one's family.  Each of these would be valid cultural interpretations of the same set of behaviors, and each would lead to a different nurturing of the ever changing bond between children and parents.  As parenting diversifies beyond the daily routines of feeding, soothing, cleaning and caring that every infant needs, cultures will begin to diversify in their emphasis on different values for the child.  While the seeds of relatedness lie in the early years, the social rules for relating to others will be taught through verbal interactions with the parents, and observing the parents interacting with other adults and children.  The parents will carry out, to the best of their abilities, the job of integrating this new person into the larger culture.  Attachment is just the first step on this road.
Culture and Culture Change
	Before we can examine the role of culture in parenting and parent-child relationships, we must first understand how culture can be defined and measured.  Merriam-Webster Online Dictionary, 10th ed. (2003) defines culture as “ a : the integrated pattern of human knowledge, belief, and behavior that depends upon man's capacity for learning and transmitting knowledge to succeeding generations b : the customary beliefs, social forms, and material traits of a racial, religious, or social group c : the set of shared attitudes, values, goals, and practices that characterizes a company or corporation”  Clearly culture is a broad concept, that can describe trends as large as the evolution of society over millennia, and as small as the unique aspects of a sub-group of individuals within a town.  Attempts to measure culture need to take this into account.  They need to have the ability to describe the several aspects of culture given in the above definitions (beliefs, social forms and material traits; shared attitudes, values, goals and practices) in such a way that differences in each can be compared.  They also need to be able to describe these aspects of culture across several domains, which could include family relations, work or school, peer relations, and other social groups.  Only this type of diversity of description is likely to show meaningful differences at all the levels culture can be examined, from between continents, to within small subgroups.
	In order to be able to compare several cultures on one instrument across many domains, a guiding theory is needed to describe primary dimensions on which cultures commonly differ.  The most commonly used distinction in the research literature to date is between Individualist and Collectivist cultures  (Triandis, McCusker & Hui, 1990).  Individualistic cultures include many western nations such as the United States, Britain and Australia.  Individualist cultures emphasize the uniqueness of the individual, and expect members to make choices based on cost or benefit to that individual.  Individuals are expected to be self-reliant and not depend on others for support.  Collectivist cultures, on the other hand emphasize the connections between the individual and larger societal groups, often with special emphasis on the family.  Members are expected to make choices based on the greater good to their relevant social groups, and the giving and taking of support are encouraged, in their appropriate time and place.   People within cultures may vary in their degree of individualism or collectivism, and different cultures may put greater or lesser emphasis on each set of values in different social settings.  This conceptualization allows researchers to structure their examination of cultural beliefs, practices and values in various settings.  Given that the focus of this distinction is on social relatedness, it is most appropriate for use in research looking at other aspects of social relations.
	Once this framework for examining cultural differences is in place, however, problems still remain.  Psychological research relies on the assumption that what we are measuring is absolute and distinct from the observer.  However, in cultural research there is no neutral standpoint for the researcher to take.  Every human is a member of at lest one larger culture, and several subgroups within that culture.  Researchers come with a unique set of values, beliefs and behaviors that will shape the questions they ask, and the ways they ask these questions.  In generating measurements on individualism/collectivism, they are likely to pick samples of behavior that are relevant to these constructs in their society, and they are likely to compare these measures of culture to other social or psychological constructs that are considered important in their culture.  Because of this, it may still not be appropriate to carry out research between two differing cultures.  Such research will always carry the risk of being irrelevant or worse, providing misleading support for prejudices.  
	One exception to this conundrum is in the case of research with groups where individuals of different cultures interact, for example, comparing minority or immigrant groups to each other and to the host culture.   Studies in these groups tend to examine the concept of acculturation, or culture change, looking at similarities and differences between members of the host culture and members of the minority or immigrant culture.  Constructs and questions from the host culture will still be relevant for these minority groups, because they live in the social and behavioral system of the larger group, and are judged by the same set of standards.  In examining what beliefs, behaviors and values these groups maintain despite pressure from the larger group, and which they more readily give up, we can begin to see what values, beliefs and behaviors are the most central elements of a group's culture.  We can examine the different techniques parents and others use to transmit cultural information that is not shared by the dominant culture, and in the process learn how cultural information in general is transmitted.  The process of culture change has much to teach us about the nature of culture itself, and about the relative characteristics of the two cultures involved, because meaningful comparisons are made possible by some amount of shared experience and societal demands.  
	The majority measures currently available to examine culture change fail to live up to the standard described above.  Many restrict measurement of cultural identification to basic preferences for language or food rather than looking at an array of beliefs, behaviors and values.  Others measure cultural traits salient to just one acculturating group.  The remainder sample a broad range of behaviors and ideals, but restrict their results to a single scale (Bogumill, 1998).  One exception is the Cultural Beliefs and Behavior Adaptation Profile (CBBAP, Shiang & Bogumill, 2001).  This measure was generated through a factor analytic study (Bogumill, 1998).   Bogumill examined interview data from 117 people of Chinese heritage for descriptions of differences between Chinese and American culture, using Markus Kitayama's (1991, as cited in Bogumill, 1998) theory of Independence and Interdependence as a reference in selecting relevant distinctions.  56 items were generated to tap both beliefs and behaviors across each of 3 domains: family, work and social activities.  Factor analysis with a sample of 130 Chinese-Americans and 50 Caucasian-Americans yielded 6 factors: Reciprocity, Family Integrity, Influence of Peers, Value of Peers' and Family's Ideas, Self-Reliance, and Harmony at Work.  No further description of the scales were given, but Bogumill notes that the scales did not divide as expected along lines of beliefs vs. behaviors, or based on different domains.  Only one scale (Value of Peers' and Family's Ideas) included only belief items, and only 3 scales included items from only one domain (Family Integrity, Influence of Peers, and Harmony at Work).
	There are a few problems with the use of this scale.  Although it has been demonstrated to have reasonable reliability and validity (Gartstein, Shiang & Bogumill, 2001, Bogumill, 1998), it has not been used in a great deal of literature to date, and thus its properties are not well known.  Further, it may not be appropriate for use in populations other than those for which factor analysis was conducted with.  Some of the grouping of items on different domains may be particular to this predominantly Chinese-American sample, and may in and of itself reflect cultural ideas regarding what behaviors and beliefs are appropriate across situations.  Also, given that items were generated from interview data with Chinese-Americans, it may be possible that many items will not be appropriate measures of culture change in other populations.  Further studies with a wider variety of cultural groups are needed to see if these items and factors are appropriate measures of culture change for other minority or immigrant populations.   However, within groups of Chinese-Americans and Caucasian-Americans, it is an ideal choice of measures for examining culture change, as it provides scores on several scales, giving a more complex and realistic description of the differences in culture change across individuals.
	Parenting is a sensitive topic, and one that must be examined within the context of cultural values.  According to Sprott, 
If a society is to perpetuate itself, is does so in part by the way it socializes the young.  Therefore, the act of disparaging childrearing preferences of a cultural group strikes at the group's sense of esteem and indirectly challenges their right to exist. (1994, p 1111)
Researchers must be careful to take cultural context into account when studying the behaviors of parents and the relationships between children and parents.  Otherwise they run the risk of examining parenting from their own cultural standpoint and wrongly disparaging the styles of parenting chosen in other cultures.  Childrearing can be viewed as “the 'medium of the message' of culture, the means to transfer values to the next generation” (Sprott, 1994, p 1111).  It is this standpoint we must take to explain differences found in parenting between two groups.  We should attempt to understand not just that they differ, but what purposes those differences serve.  Then the outcome of parent-child relationships can be viewed more honestly, balancing the costs and potential benefits.  The reader is asked to hold this idea in mind through the following review, and consider the cultural heritage behind the measurement of parent-child relationships.
Parental Bonding and the PBI: Review of past research
	Researchers have long examined how to quantify the bond a child feels with its parents beyond the first few years of its life.  These studies extend our understanding of attachment and its affect on a child, by showing how the relationship itself grows and changes over time.  It also allows us to study attachment relationships during a period accessible to memory, as most attachment formation happens in a child's pre-verbal stage.  Parker, Tupling and Brown in 1979 developed a measure, the Parental Bonding Instrument (PBI) that explores the dyadic relationship between a parent and child through adolescence.  Based on past research by several authors, they generated a questionnaire to measure two dimensions of parental bonds – Care and Overprotection.  These dimensions can be understood as extensions of the secure base behavior of the infant/toddler.  Children continue to seek Care from their parent when they have been overwhelmed in their continuing exploration of the world.  However, Overprotection hampers their ability to explore, learn, and develop their own identities.
	The current PBI is a relatively brief and psychometrically sound instrument.  Respondents are asked to rate 25 possible behaviors of their mother and father over the first 16 years of their life.   The PBI was normed on a relatively large sample of 410 adults and adolescents, aged 12-75 years old (mean 36 years).  The sample was selected to be representative of the population in Sydney.  Factor analysis of the items revealed 3 factors.  However, items on the second and third factor were very similar in content.  Those that loaded highly on the second factor tended to have a significant negative loading on the third factor, and vice versa.  Parker and colleagues (1979) concluded that a two factor solution would be the most useful for further research.  They retained the highest loading 25 items.  The resulting scales had high internal consistency (split half reliability of .88) and reasonable test-retest reliability (.76 for Care, .63 for Overprotection).  Validity of the scales was assessed by interviews with 65 subjects, and there were high correlations between interviewers' ratings and subjects' ratings (.85 for Care, .69 for Overprotection).  Authors noted no respondent sex or age effects on the scores.  However, participants rated their mothers as both more caring and more overprotective than their fathers.  There was a weak but significant relationship between social class and Care, with higher class being associated with more maternal Care.
	Both of Parker et al.'s (1979) scales are bipolar, with items that load both negatively and positively.  For Care, the positive pole includes items such as “Appeared to understand my problems and worries” and “Could make me feel better when I was upset” (p 10).  Negative pole items, labeled as “indifference/rejection items” (p 5) included statements such as “Did not seem to understand what I needed or wanted” and “Seemed emotionally cold to me.” (p 10).  For Overprotection, the positive pole included items such as “Tried to control everything I did” and “Was overprotective of me.” (p 10).  Negatively loaded items, labeled as “encouragement of autonomy and independence items” (p 5) included “Let me decide things for myself” and “let me do those things I liked doing.” (p 10).  Parker et al. also suggest grouping respondents into one of 4 quadrants, based on high and low scores on each of the 2 scales.  High Care and low Overprotection was labeled “Optimal bonding” (p 8); high Care and high Overprotection was labeled “Affectionate constraint” (p 8); low Care and high Overprotection was labeled “Affectionless control” (p 8); and low Care and low Overprotection was labeled “Absent or weak bonding.” (p 8).
	It is interesting to think about Parker et al.'s (1979) two constructs and four groups in light of the above discussion of attachment, parenting and culture.  What is initially obvious is that the judgment inherent in the labeling of these scales.  Parker et al. do not refer to their 2nd factor as “Protectiveness” or “Training”, but rather “Overprotection.”  They do not label the quadrant for high Care and low Overprotection as “Affectionate permissiveness/independence” but rather as “Optimal bonding.”  This is clearly tied to western, Individualist notions of optimal development.  Good parents train children to think for themselves and allow children to do what they want to do, while offering them the understanding and support they need to develop this free-thinking spirit.  Although no studies to date have examined the connections between attachment and the PBI, in many ways, these 4 types also express the western ideal for outcomes of the early attachment bond.  Securely attached infants, like “optimally bonded” children, independently explore the environment, returning to the caregiver for support and reassurance.  Affectionate constraint may be the childhood expression of anxious-ambivalent attachments – those that are full of emotional expression, but do not give the child the psychological resources needed to explore.  Either of  affectionless control  or  absent bonding  could be the outcome of an anxious-avoidant attachment, as the child continues with actions without showing emotion to the parent or seeking reassurance.  However, again this is a western-individualist view of the outcome of a secure attachment, as it places emphasis on the child's sense of themselves as an individual to be understood, reassured, and allowed to make independent choices.
	Several researchers have modified the PBI to apply it to broader populations, typically without significant considerations of the cultural assumptions embedded in the items.  It has been translated into Japanese (Sato et al., 1998), Spanish (Gomez-Beneyto, Pedros, Tomas, Aguilar & Leal, 1993), Urdu (language in Pakistan, Mujtaba & Furnham, 2001) and Vietnamese (Herz & Gullone, 1999).  It has also bee administered to parents to report on their own behaviors (Parker, 1981; Fendrich, Warner & Weissman, 1990b).  This version has been used both for validation of the original measure (Parker 1981) and to gather data on children too young to complete the original self-report measure (Fendrich, Warner & Weissman, 1990a).  Most recently, Stein et al. (2000b) developed a child self-report version of the PBI, with simplified language, which can be administered to children as young as 7 years of age.  However, the majority of research with the PBI, even with adolescents, has been carried out with Parker et al.'s (1979) original instrument.
Background on the creation of the PBI
	Parker et al. (1979) drew primarily from three previous studies in creating their instrument.  Roe and Siegelman (1963) started with a questionnaire composed of 10 theoretically derived scales on which adults rate their parents.  They gave their questionnaire to 144 students (mean age 21), 44 adult males (mean age 34) and 44 adult females (mean age 36) and factor-analyzed the ten scales in each of these 3 samples.  They found 3 factors consistently across samples.  The first factor, Loving vs. Rejecting, was composed of 4 scales; the second factor, Casual vs. Demanding, was composed of 3 scales, and the third, Overt concern, was composed primarily of one or two scales, and was inconsistent from sample to sample.  Roe and Siegelman compared their results to those of previous researchers, and indicated that all came up with 2 or 3 of their factors.  When one was missing, invariably it was the third factor.  Their study was weak in that, due to computational limits without computers, they factor analyzed scales, and not items.  It is hard to tell what the original 10 scales actually measured with only the titles given.  Also, they barely had enough subjects in their two adult samples for a stable factor analysis of the 10 scales.  Given that only the first two factors were evident in the largest sample, the presence of the third factor should be interpreted with caution.  This lends support to Parker et al.'s decision to use a two factor solution with the PBI.  
	Schaefer (1965) conducted a similar study with a different measure of children's bond with their parents.  He included 5 samples, 3 with adolescents (n of 85, 81 and 80) and 2 with adult males (n of 154 and 100).  His original measure consisted of 26 scales, each of which had 10 items.  Participants rated these based on their current experience (for adolescents) or their memories (for adults) of their parents.  For factor analysis, samples were combined into an single adult group and a single child group.  As with the work of Roe and Siegelman (1963), Schaefer found 3 factors.  The first factor, acceptance vs. rejection, consisted of 14 scales.  The second factor, psychological autonomy vs psychological control, consisted of 10 scales, 2 of which loaded equally strong on the 3rd factor.  The third factor, punishment and strictness, consisted of only 4 scales, 2 of which loaded equally strong on the 2nd factor.  Schaefer indicated that the constructs mapped well onto a two dimensional map using only the first two factors.  Although this study contained many problems, including highly non-representative samples (child samples selected from private schools or schools for delinquent boys, adult samples consisted of males from an army hospital), it also provides support for the use of a two factor model as an adequate summary of subjects' reports of their parents.
	Raskin, Boothe, Reatig, Schilterbrant and Odle (1971) were the final source used by Parker et al. (1979) in the construction of the PBI.  The conducted a factor analysis of a shortened 90 item measure of remembered parental behaviors across 3 samples, two groups of hospitalized depressed patients (n of 371 and 177) and one group of 254 normal controls from the same hospitals.  The found three robust factors.  Factor 1 was positive involvement,  including statements about showing affection and talking to the child.  Factors two and three were Negative Control and Lax Discipline.  These factors are very hard to discriminate on a face valid basis, and include statements which are opposites, such as “Wanted to control whatever I did” (factor 2, p 875) and “Let me do anything I liked” (factor 3, p 876); or “Kept reminding me of my misbehavior” (factor 2 p 875) and “Neglected my misbehavior.” (factor 3, p 876)  Also, the authors do not report how items loaded on other scales, so we cannot tell if several items had strong secondary loadings on these 2 scales.  Authors noted that, based on their data and the research of others, the third factor had “less heuristic interest” (p 878) and was less predictive of depressive status.  Given that the authors do not report correlations between the 3 scales or secondary loadings on other factors, it is impossible to tell how separate these two scales really are.  As with the two previous PBI sources, three factors were found, but they were not all equally useful in describing children's bonds with their parents.  One can see why Parker et al.(1979) chose to focus on two rather than three factors in their measure.
Reliability and validity studies with the PBI
	There have been several studies that help to establish the reliability and validity of the PBI.  Parker et al.'s  original study (1979) adequately established the internal consistency of the scales.  Further studies have provided support for their reliability over time.  The most remarkable of these was conducted by Wilhelm and Parker (1990).  They administered the PBI along with several personality and mood measures to 163 students .  Data was gathered when the students were attending university, and then 6 and 11 years later.   The test-retest reliability of the PBI over the 11 year span ranged from 0.72 – 0.56.  This was slightly better than the personality measures, which included measures of neuroticism, self-esteem, and dependency.  Given the relatively large sample size and long period of measurement, it can safely be concluded that PBI scores tend to be stable over time.
	Other studies have attempted to confirm the construct and predictive validity of the PBI.  Parker (1981) conducted a series of studies to rule out competing hypotheses that could explain differences in PBI scores between groups.  In one group of 36 psychiatric patients, he measured PBI scores  when they had a high level of depressive symptoms, and then again when depression symptoms had abated (mean Beck Depression Inventory (BDI) score dropped from 24.4 to 6.9).  There was no significant difference between the patients' ratings of their parents when depressed and not depressed.  Parker notes that 36 was the minimum number needed to have a reasonable chance of avoiding a type 2 error, and concludes that depressive symptoms do not affect how people rate their parents on the PBI.  However, it should be noted that the sample is quite small and that false null results, a type 2 error, are still more likely to occur here than in a larger sample, especially if differences between groups are subtle.  Also, high and low depression were defined by questionnaire data rather than by diagnosis (not all patients met criteria for depression at any time), and the range of improvement varied quite a bit from patient to patient, with one “low depression” BDI of 34.  This may have added variability into the data that increased the likelihood of a type 2 error.  These results need replication before we can conclude that depressive symptoms do not influence how people rate their parents on the PBI.
	In the same report, Parker (1981) also compared ratings of 75 college students and their mothers.  The students completed the standard PBI form for their mothers only, and the mothers completed a PBI based on their memories of how they treated their children.  Although mothers tended to rate themselves are more caring and less overprotective than their children rated them, there were moderate correlations between the two ratings, 0.44 for Care and 0.55 for Overprotection.  Parker concludes that PBI scores are a reflection of actual parenting practices.  However, these correlations are not so large as to indicate any real agreement between mothers and their children on how the children bonded with their parents.  The student's ratings explained only 19% of mothers ratings of their own Care and 30% of mothers ratings of Overprotection.  This is not enough agreement to ever treat these two forms as equivalent.  PBI scores are clearly related to actual parenting practices, but the link is only moderate and thus they cannot be assumed to completely and accurately describe parenting practices.
	Gotlib, Mount, Cordy and Whiffen (1998) attempted to replicate Parker's (1981) findings that the presence of depressive symptoms do not influence subjects ratings of their parents on the PBI.  He compared 3 groups of women who were part of a larger study on postpartum depression.  Eight of the women were depressed at both administrations of the PBI, 11 were remitted by the second measure, and 20 were not depressed at either time.  The found main effects for group only – at both measurement times, the depressed group reported less Care than the other two groups, and the never-depressed group reported less Overprotection.  Authors report that ratings were remarkable stable over time, with a mean of 30 months between the two measurement periods.  However, the sample sizes here are even smaller than those in Parker's (1981) study, with only 11 subjects in the group with a change in depression status.  Again, null results are potentially due to a type 2 error.  More evidence is still needed to replicate these findings before we can safely assume that depression does not influence ratings on the PBI.
	One concern of some researchers with the PBI is assuring that participants adequately understand the items.  Parker (1983, in Gamsa, 1987) noted that some participants had trouble understanding 5 items that involved double negatives.  These items included statements such as “Did not praise me” and “Did not help me as much as I needed” (Gamsa, 1987, p 292).  Gamsa states that Parker considered dropping these items, but did not because doing so somewhat compromised the validity of the scales.  Gamsa re-wrote these items, eliminating the negative words (e.g. “Praised me”, “Helped me as much as I needed” p 292) and administered the edited PBI to 49 introductory psychology students.  He found that the two scales were correlated at the level of previous test-retest correlations: .79 for maternal Care, .76 for maternal Overprotection, .81 for paternal Care and .84 for paternal Overprotection.  Similar changes were also made by Stein et al. (2000b) in their child version of the PBI.  Gamsa's study is weakened by a small sample size and a lack of validity indicators beyond correlation with the original PBI.  Despite this he was able to show a large degree of correspondence between the two measures.  Where language abilities are in question, such as in populations where English is a second language, Gamsa's revisions of the PBI would be a reasonable choice for researchers.
Factor structure of the PBI
	Other studies have focused on questioning the factor structure of the PBI, giving various 3 factor models that they found were more descriptive of their data.  Murphy, Brewin and Silka (1997) found a 3 factor solution using a sample of 583 undergraduate students in the US (mean age 20.2 years).  Their results were similar to Parker  et al.'s (1979) in that the 2nd and 3rd factors were unipolar, and roughly half of the items from each scale had a significant negative loading on the other.  However, the concluded that the two scales would best be treated separately.  Furthermore, authors carried out crucial predictive validity analyses with only a subset of their sample.  It is unclear but appears likely that results were significant only in this subgroup.  They thus failed to show significant support for a gain in predictive validity using a 3 factor model.   
	Cubis, Lewin and Dawes (1989) conducted a similar study with a sample of 2147 Australian high school students (mean age 15.4).  They also arrived at a 3 factor solution, which was somewhat different than that of Murphy et al. (1997).   The first factor was again a replication of Parker et al.'s (1979) Care factor.  However, the order of the 2nd and 3rd factors was reversed, and a few items loaded differently.  Although authors show a few cases where only one of the two protection factors are predictive of personality traits, in their discussion they treat Overprotection as a single construct.  Also, wherever they compared Parker  et al.'s original Overprotection factor to their 2 factors, the original Overprotection factor mirrored results with the new factors, always showing a significant difference when one or both of the new factors showed a significant difference.  It would appear that in their data, using the 2 new factors added little predictive validity over that found with the original Overprotection factor, and the differences that were uncovered were not clinically meaningful.
	Gomez-Beneyto, Pedros, Tomas, Aguilar and Leal (1993) also conducted a factor analytic study of the PBI, although their sample is much smaller and perhaps less representative than the others discussed above.  They recruited 205 women from hospitals in Spain who had just given birth, looking for connections between PBI ratings and postpartum depression.  They forced both a 2 factor and a 3 factor solution.  Their 2 factor solution exactly duplicated the two factors found by Parker et al. (1979).  The three factor solution was similar to the two found above, with the Care factor being mostly replicated (on item did not load significantly and one loaded on a protection scale), and two protection factors emerging, again consisting of slightly different items from the previous two studies.  Both the single protection factor and one of the new protection factors predicted depression at follow-up, showing no gain in predictive validity with use of the 3 factor model over the 2 factor model.  
	Kendler (1996) also conducted a factor analysis of the PBI, using a sample of twins in Virginia.  However, he gathered his PBI data in a very unorthodox way.  First, he used primarily reports of parents on their own parenting behaviors, which as seen above (Parker, 1981) are only moderately correlated with children's reports of their parents.  Second, he gathered his data by phone interview rather than by paper and pencil.  The lack of anonymity in the data gathering could well have biased parents to respond more positively about their parenting than they might have given the traditional written response style.  Kendler found 3 factors, but only 16 items loaded significantly on them.  This is very different from all the results reported above, and likely indicates the changes Kendler made to the PBI were significant enough to change the pattern of results.  No conclusions drawn from Kendler's study should be considered to describe characteristics of the PBI.
	The studies just discussed appear at a glance to provide strong support for a 3 factor version of the PBI.  However, it should be noted that, while all 3 valid factor analytic studies of the PBI (Murphy et al., 1997; Cubis et al., 1989; Gomez-Beneyto et al., 1993) arrived at nearly the same set of items for the care factor, there was much less agreement as to which items belonged on which of the two control factors.  Across these three studies, there was 82% agreement on items assigned to the care factor, with disagreement coming only from the smallest and least representative sample.  There was only 54% agreement on which items belonged to one of the 2 overprotection factors, with disagreement spread evenly across all 3 versions.  The PBI appears to consistently give 3 factors, but the 2nd and 3rd factors are not consistent across studies.  The first factor is consistent, whether in a 2 factor model or a 3 factor model.  Furthermore, no study clearly demonstrated any gain in predictive validity through use of 3 factors rather than 2.  It appears clear that Overprotection as a construct is consistently distinct from Care, and that it is best dealt with as a single scale, as no consistent pattern has emerged from either factor analysis or predictive validity studies to justify dividing it into sub-scales.
Common research findings in adult samples
	The majority of research with the PBI has looked for connections between the recollection of parenting and psychological difficulties, especially depression.  One example of this research is the work of Plantes, Prusoff, Brennan and Parker (1988).  They compared the PBI scores of 37 clinically depressed subjects to 418 normal controls.  They found that the patients reported receiving less Care and more Overprotection than controls.  Similar results were found when the authors compared controls with and without a history of psychiatric treatment. Plantes et al.  also conducted several within-group analyses, but found largely null results.  For example, the difference between patients and controls was significant only for the 26 women in the sample, but not for the 11 men.  Their lack of results in these small group comparisons appears to be caused by the small n's in any subdivision of their experimental group.  37 patients is already a small group, and it is not surprising that results do not reach significance with less than half this number in one group.  This reflects a common problem with research on patient populations.  Due to the difficulty at finding participants, sample sizes are often too small for researchers to sufficiently address all their hypotheses.
	Other researchers have chosen to examine the links between parent-child bonds and depressive symptoms in normal populations.  Richman and Flaherty (1987) conducted such an experiment with a group of 153 first year medical students, 100 of which completed follow-up measures.  They found several relationships between PBI scores and constructs related to depression.  Care scores correlated with dependency and self-esteem for both mothers and fathers.  However, depression itself was linked only to Care scores of fathers.  Overprotection scores correlated with depression, locus of control, and flexibility for both parents.  This study has some problems, most notably the large drop out rate between the 2 occasions of measurement.  Also, it is rather unclear how the time of measurement affected the results and why the authors expected it would, given that their predictor variable was a retrospective account of parenting, and not something that occurred at the time of measurement.  Thus the high dropout rate appears to have reduced the size and representativeness of their sample for no good reason.  However, the results do show a reasonably strong connection between parental bonds and depressive symptoms.  It is also interesting to note that the different PBI scales were associated with different depression-related constructs, while both were related to depression symptoms.  This finding provides a better understanding of how each factor might independently lead to an increase in psychopathology, but it needs replication.
	Researchers have also looked at the connection between PBI scores and other forms of psychopathology.  One example is with schizophrenic patients.  Parker, Fairley, Greenwood, Jurd and Silove (1982) examined the connection between PBI scores and several aspects of the course of schizophrenia. They compared 72 schizophrenic patients (mean age 31.8) with normal controls matched for age, sex and social class.   Patients rated both parents as less Caring, and fathers as more Overprotective in comparison to the controls.  Within the schizophrenic group, they found that patients who rated mothers as showing affectionless control (low Care and high Overprotection) were significantly younger than those in other groups at their first admission to the hospital.   However, those with “optimal parenting” (high Care and low Overprotection) were also admitted at a younger age than the other two groups.  Parker et al. also found a connection between affectionless control and the likelihood of re-admission, particularly for the subgroup of patients that were in contact with their parents after discharge.  This study demonstrates some of the problems with the use of quadrants instead of PBI scores.  Not only does it reduce power by eliminating variability in the data, but it can make results difficult to interpret.  For example, the finding that those with the least optimal parenting had the earliest age of onset is somewhat contradicted by the finding that those with the most optimal parenting had a relatively early age of onset as well.  We cannot tell, from the results as reported, how Care and Overprotection individually impact on the course of schizophrenia.  All we can safely take from this study is the significant comparison between the patients and the controls.
	Warner and Atkinson (1988) attempted to replicate and clarify the results of Parker et al. (1982).  They worked with a population of all 62 schizophrenic patents in treatment at a community mental health center.  He found that, for patients in high contact with their parents, poor parental bonds were associated wit more and longer hospital admissions, and longer exacerbations of symptoms.  The opposite was true for patients with little or no contact with their parents.  His study, similar to Parker et al.'s (1982), is hampered by a unique form of reporting PBI scores.  Rather than dealing with each dimension, or assigning subjects to quadrants and reducing variability, he subtracted Overprotection scores from Care scores, and created a measure of optimal parenting.  This again tells us very little about the unique roles of each scale.  However, it does help clarify the findings of Parker et al. (1982) regarding the role of continued contact with parents in the course of schizophrenia.     
	Overall, these results show a connection between parental bonds measured with the PBI and psychopathology.  This connection was shown above for a mixed group with history of psychiatric treatment (Plantes et al. 1988), depressive patients (Plantes et al., 1988), sub-clinical depressive symptoms and constructs related to depression (Richman and Flaherty, 1987) and schizophrenic inpatients (Parker et al., 1982).  These provide good examples of the typical findings in this research.  PBI scores consistently differentiate normal controls from those with either current or past psychiatric problems, but the relationships do not appear to be specific to any one disorder.  A bond with parents characterized by low amounts of Care or high amounts of Overprotection appears to be a general risk factor for adult psychopathology.
Common research findings in child and adolescent samples – Depression and related constructs
	Investigations with the PBI in child and adolescent populations has paralleled the research carried out with adults, by focusing primarily on the connections between reports of parenting and current psychopathology.  Although the greater part of this research has focused on depression and related constructs, links have also been found between parental bonding and conduct disorders, eating disorders, and psychological dysfunction in general (Rey, Bird, Kopec-Schrader & Richards, 1993; Russell, Kopec-Schrader, Rey & Beumont, 1992; Rey & Plapp, 1990, see full discussion below).  Overall, results confirm the trend that parental bonds are a non-specific predictor of psychological distress.  However, differences are seen with demographic trends.  At least one study showed significant age differences on PBI responses in a group of 762 normal adolescents (ages 12-18, mean 14.3) and 1299 clinically referred adolescents (ages 12-18, mean 14.04) (Rey et al., 1993).  Younger adolescents saw both parents as higher in Care than older adolescents reported.  There were no age differences for Overprotection ratings, and only one small gender difference, in that girls saw fathers as slightly more Overprotective than boys rated their fathers (this finding replicated by Adam, Keller, West, Larose and Goser, 1994, but not by Burbach, Kashani and Rosenburg, 1989).  Given the large sample sizes, these results are likely to be reasonably reliable and generalizable to both clinical and normal samples.  Any age or gender differences in groups of adolescents need to be controlled for.
	Three studies so far have included groups of children or adolescents with diagnoses of depression.  Stein and colleagues (2000a) developed a child version of the PBI (Stein et al., 2000b), and administered it to a group of children aged 7-16.  Fifty-four of these children (mean age 11.8) were recruited from a clinic in Pittsburg, and had a diagnosis of major depression.  Twenty one (mean age 10.4) were part of a “high risk” group, and had one or more first degree relatives with a history of childhood onset major depression.  Twenty three (mean age 10.7)  were classified as “low risk,” having no diagnosis themselves and no family history of psychiatric disorders.  The depressed children tended to rate their parents as low in Care and high in Overprotection.  This study has a few problems.  Although their sample of depressed children is adequate (n=54), their other groups are small (n=21, n=23), which may account for the lack of significant differences between them.  Further, the age differences between groups were significant and uncontrolled for.  As Rey and colleagues (1993) showed, older children tend to report less Care from their parents.  This is a potential confound for the results of this study, as the findings for Care are in the direction that would be predicted given the age differences.  Further, they do not report any information on reliability or validity of their child version of the PBI, despite potentially significant changes to the measure.  Specifically, the wording of many items was changed, especially those containing negative statements, and two Overprotection items were dropped, one for redundant content once language was simplified, and one because it was to difficult to re-write at a level that would be accessible to a 7 year old child (“did not want me to grow up”, Parker et al., 1979, p 10).  Further research with this measure is needed to indicate if it is comparable to the adult version in terms of reliability, stability, factor structure, and predictive associations.
	Rey (1995) used regression analyses to determine if PBI scores would predict the diagnosis of an adolescent within a group of outpatients at a clinic.  362 adolescents with known DSM diagnoses were included in the study.  Their ages ranged from 12-18, with a mean age of 13.7 years.  73% of the cases had single diagnoses, with the highest level of co-morbidity seen for children with ADHD (65%), conduct disorder (29%) and dysthymia (27%).  Rey chose not to use normal controls in this study, because a previous examination of the same data (Rey et al., 1993) showed significant differences between normal controls and this clinical cohort.  The goal of the study was to see if PBI scores could be used to differentiate between different diagnostic groups.  Although co-morbidity was reasonably low, authors entered other diagnoses first into the regression analysis to control for this.  They then entered PBI scores as a whole.  If the R2 change was significant, they looked to see which PBI scales were independent significant predictors.  PBI scores were significant predictors for only three diagnoses – Major Depression, Conduct Disorder, and Oppositional-Defiant Disorder.  For depressed adolescents, maternal Care was the only independent predictor of the diagnosis, explaining 5% of the variance.  Paternal Care and Maternal control also approached significance (P < .06).  Means listed indicate that all three of these were lower than other groups in the sample.  For CD and ODD, no individual PBI scale was a significant predictor.  
	This study (Rey, 1995) is hampered with many problems.  First, the individual diagnosis groups were generally quite small, with the exception of the ODD and CD groups, which together made up 48% of the sample.   Only 19 adolescents were included in the depression group.  This is not enough to have reasonable power with the regression analyses used.  Null results with the remaining diagnostic categories may similarly be due to lack of power, and we cannot be sure that depression is genuinely uniquely predicted by PBI scores.  Perhaps a better approach to this data would have been to use an ANOVA and look for group differences on each PBI scale.  This would give us more information on where each group lies in relations to the others.  A comparison to a control group would also be necessary, to see which specific diagnoses differ from the control group.  The past findings (Rey et al., 1993) that the whole clinical cohort differed from the control group do not assure us that this difference would apply across diagnoses.  Knowing which diagnoses can be differentiated from normal controls is a more important a question than knowing which diagnoses can be uniquely explained by parental bonds.  
	Burbach et al. (1989) also looked for connections between PBI scores and clinically significant depression.  They conducted diagnostic interviews with 150 adolescents ages 14-16, and also administered the PBI.  The final sample used for analyses consisted of 12 adolescents with clinically significant depression (meet criteria and were judged severe enough to warrant treatment), 16  controls with another clinically significant diagnosis, and 75 controls who did not meet criteria for any diagnosis.  They found a main significant effect for diagnostic group in an ANOVA.  Follow up analyses indicated that the psychiatric control group differed from the normal control group, reporting both less Care and more Overprotection.  The depression group did not differ from either control group.  These results, however, are highly suspect due to the very small sample size; there is not enough power to rely on null results being an accurate description of the population.  Given that the DSM-IV (American Psychiatric Association, 1994) lists the highest point prevalence of depression in adult females as 9%, the authors should have known they were not likely to find more than 14 cases their sample having clinically significant diagnoses of depression.  A larger initial sample needed to be assessed to have any hope of reliable findings.
	McFarlane, Bellissima and Norman (1995) avoided the problem of finding depressed cases by looking at sub-clinical levels of depressive symptoms in a sample of 801 high school students in Ontario, Canada (mean age 17.1 years).  They also examined other factors, such as stress and family functioning.  PBI ratings  of Care and Overprotection correlated significantly with all dependent variables except current level of stress.  McFarlane and colleagues then conducted regression analyses with depression scores as the independent variable.  Although PBI ratings were a significant predictor of depression, explaining 5% of the variance, they were the weakest of all predictor variables.  13% of variance was due to gender, an additional 14% due to reported levels of stress, and 8% was due to family functioning.  When the authors analyzed the individual contributions of the PBI scales, only maternal and paternal Care emerged as significant predictors of depression.  This is similar to the results of Rey (1995), who found the same amount of variance explained by PBI scores with a group of clinically depressed youth.  However, McFarlane et al. show that other family and situational variables are more influential in the development of depression in teens.  Their sample was large, and representative of the area they gathered data in, and is likely to be generalizable to similar populations.
	One study avoided the difficulties of the studies above in finding depressed child participants and have opted to look at children of depressed mothers, who are thought of in the literature as being at particular risk for depression themselves (Stein et al., 2000a).  Fendrich, Warner and Weissman (1990a) compared a sample of 153 High Risk children with at least one parent having a diagnosis of major depression to 67 controls who did not have a parent with a psychiatric diagnosis (whole sample ages 6-23, mean 17 years).  The high risk children were more likely to report one parents as showing “affectionless control” (low Care and high Overprotection).  Further, they found that children who reported affectionless control parenting were at greater risk for having a diagnosis themselves only if they did not have a parent who was depressed.  This study has several potential problems.  First, we do not know if the two groups of children differed in any demographic characteristics.  Second, measures were not consistent across ages.  For children judged “too young” to complete the original PBI, Fendrich and colleagues asked parents to complete a self-report version of the PBI (Fendrich, Warner & Weissman, 1990b)  As shown by Parker (1981), this measure is only moderately correlated with the child's own report of parenting, and elicits ratings significantly higher in Care and lower in Overprotection.  This would compound the confound from any possible age differences, making the youngest children appear even more caring than they would typically rate themselves.  Also, as shown by Kendler (1996), depressed mothers rate themselves as significantly lower in Care and higher in Overprotection than was seen in the ratings of their children, indicating that negative self-appraisal was likely to have influenced their responses.   This would be a potential confound even if the two groups showed no age differences, pulling for falsely deflated ratings of parenting in depressed parents.  Finally, the authors do not report separate findings for Care and Overprotection, but rather solely report results based on quadrant analyses.  We do not know the relative contributions of Care and Overprotection.  It could be that only one would have been significant in predicting differences between the risk groups or in predicting child outcomes.  
	Other studies have looked at constructs related to depression, especially suicidality.   Martin and Waite (1994) looked for links between the PBI and depressive symptoms in a group of 681 10th year students (ages 14-18, mean age 15) in Adelaide, Australia.  They looked at both overall depression ratings, as well as single item measures of suicidal thoughts and self-harm behaviors.  Depression scores were moderately negatively correlated with Care ratings (ranging between -0.26 and -0.40) and moderately positively correlated with Overprotection ratings (range +0.23 to + 0.32).  Furthermore, both students above the clinical cutoff for depression on the measure and students endorsing either of the suicidal items scored both parents as showing significantly less Care and more Overprotection.  On regression analyses, fathers' Care was the strongest predictor of depression and both suicidal items, explaining 6-8% of the variance.  Sample sizes appear large enough and representative enough to draw generalizable conclusions.  However, there are some problems with this study.  First, suicidality is measures by 2 items on a self-report measure, which may not be the best measure of this construct.  Second, the PBI variables did not appear to explain large amounts of the variance in depression or suicide ratings.  Although these results are statistically significant, they may not be large enough to be clinically significant.
	Adam et al. (1994) examined a group of 187 adolescents, ages 12-19 (mean 14.9) who were referred to a few outpatient clinics in Canada, looking for links between varying levels of suicidality and parental bonds.  Eighty-nine participants had no suicidal thoughts or actions, 16 had suicidal ideation only, 48 had made one attempt, and 34 had made multiple attempts.  They found that in general, suicidal adolescents were more likely than non-suicidal adolescents to report both parents as showing less Care and more Overprotection.  This study had several methodological problems.  First, the suicidal ideation group is quite small, so null results with this group are suspect.  Second, they exercised no statistical control for significant group differences, such as age and inpatient/outpatient status.  As non-suicidal controls were significantly younger, they could be expected to rate both parents higher in Care.  One could also assume that adolescents with less positive relationships with their parents might be more likely to seek inpatient treatment and might be motivated to put off going home from the hospital.  These two group differences present a serious potential confound, as they are in the same direction as the predicted and actual results.  Furthermore, the authors used different groupings for their between groups comparisons with each parent.  For mothers, they compared the attempter groups to the non-suicidal and ideation only groups.  For fathers, they compared all suicidal groups to the non-suicidal adolescents.  No rationale was given for these groupings, and no further between group comparisons are reported.  This makes it difficult to draw detailed conclusions from these results, and impossible to make meaningful comparisons between mothers and fathers.
Common research findings in child and adolescent samples – Non-depressive conditions
	Although less common than research on the links between depression and parental bonds, researchers have also explored the effects of parental bonding on general wellbeing or other childhood disorders, especially those such as disruptive behavior disorders and eating disorders, which are often thought to be linked to family functioning.  Rey and Plapp (1990) looked at the differences and similarities in parental bonding between children with Conduct Disorder (n = 62, mean age 13.7 years) and children with Oppositional Defiant Disorder (n = 49. mean age 13.8 years).  He compared these clinical groups to a sample of 62 children with no history of psychiatric treatment (mean age 14.3 years).  He found no differences between the CD and ODD groups, but found that these groups reported lower Care and higher Overprotection from one or both parents.  There appear to have been some problems with power in this study, as two comparisons between the ODD group and the controls failed to reach significant, despite being as large as the differences between the CD group and the controls.  These null findings should be interpreted with caution and should not be seen as showing a necessarily weaker connection between ODD and parental bonds than exists with CD and parental bonds.  This study needs replication with a larger sample, but does seem to show to a reasonable degree that similar patterns of parental relationships play a role in the development of both types of disruptive behavior.  It should also be noted that these are the same relationship patterns that are found to be associated with childhood (and adult) depression.
	Another study looking for links between PBI scores and various adolescent diagnoses was conducted by Rey et al. (1993).  They compared a number of clinical groups drawn from a sample of 1299 adolescents at an adolescent treatment unit (ages 12-18, mean 14.04) to each other and to 762 normal controls (mean age 14.3) from three high schools in the same area. Within the clinical cohort, a reliable diagnosis was known for 365 of the adolescents, and they were placed into one of four groups: Emotional disorders (including mood and anxiety disorders, 92 children), Disruptive behavior disorders ( CD, ODD and ADD, 179 children), adjustment disorders (62 children) and other conditions (32 children).  Within the whole sample, there were main effects seen for age, in that younger children saw both parents as more Caring than older children reported.  Also, girls reported their fathers as more Overprotective than boys reported.  The clinical cohort taken as a whole saw their parents as less Caring and more Overprotective than the normal controls reported.  There were also significant differences between the diagnostic groups.  The Emotional disorders group saw their mothers as more Caring and less Overprotective than the other diagnostic groups, and the Disruptive group saw their fathers as more Overprotective than the other groups.  
	There are several problems with this study (Rey et al., 1993), especially in the comparisons between diagnostic groups.  It is unclear whether each group was ever compared individually to normal controls.  Further, ti is unclear whether the significant differences reported are between the group and the mean for the diagnoses cohort, or between that group and each other group.  Furthermore, because so many disorders are lumped together, especially into the Emotional disorders group, it is difficult to tell how the results should be interpreted.  The relatively healthier maternal bonds reported by these children may reflect unique characteristics of the anxiety disordered children, for example, or could be because of the potentially comparative higher functioning of the dysthymic children.  It should be noted that Rey followed up some of these concerns with the study reported above in 1995, where he found that depressed children, when looked at separate from other diagnostic groups, reported less Care from both parents, as opposed to the more Care reported in the emotional disorders group from the 1993 study discussed here.  Results from this study should be seen as reflecting a general finding that clinic treated children, 72% of which presumably did not meet any diagnostic criteria, experience less Care and more Overprotection than normal controls, and all further differences between diagnostic groups should be interpreted with caution.
	Canetti, Bachar, Galili-Weisstub and DeNour (1997) conducted a study with 847 Israeli high-schoolers, looking for associations between parental bonds and measures of wellbeing in a non-clinical sample of adolescents.  They included 3 measures to tap the construct of wellbeing.  One was a measure of psychological symptoms that tapped many diagnostic domains, the next was a measure of positive aspects of well-being, and the third was a measure of social support.  Canetti et al. chose to divide their sample into the four quadrants discussed above.  They found,  for both mothers and fathers, that those in the Optimal bonding group (high Care and low Overprotection) had the least symptoms, and reported the highest levels of wellbeing and social support.  Those in the affectionless control group (low Care and high Overprotection) had the most symptoms and reported the lowest levels of wellbeing and social support.  The other two groups fell in between, with the Weak bond group (low Care, low Overprotection) scoring closer to the Optimal group on the measures of symptoms and wellbeing, and the Affectionate Control group (high Care, high Overprotection) scoring closest to the Optimal bonding group on measures of social support.  This would tend to imply that for social support, a high level of care is the most important predictor of positive outcomes, whereas for psychological symptoms and well-being, a lack of overprotection is the most important predictor of positive outcomes.  These results would have been much clearer if the authors had chosen to use the scales as continuous variables rather than dividing into the four quadrants.  Also, the authors conducted no between group comparisons, only reporting the one-way ANOVA statistic indicating that there was at least one group difference.  We cannot be sure that any of the group differences mentioned above are statistically significant, and as such should not trust the trends described above.  All we can safely conclude from this study is that parental bonds were related overall to the three measures of wellbeing.
	 Russell, Kopec-Schrader, Rey and Beumont (1992) examined the relationship between anorexia nervosa and PBI ratings.  Their study included three groups, one in in- or outpatient treatment for anorexia (ages 12-19, mean 15.4), a groups of clinically referred and normal controls, matched to the anorexia group for age and gender.  They found that the anorexic patients rated both parents as higher in Care and lower in Overprotection than the clinical controls, while they differed from the normal controls only in seeing their fathers as higher in Overprotection.  Authors indicate a possible confound with a personality style of denial and false reporting on the part of the anorexic teens, who may idealize their families and deal with the emotional repercussions of this through their maladaptive eating behaviors.  This appears reasonable, but may also be wishful thinking on the part of authors who failed to support their hypotheses.  Given that no measures of the tendency to use these sort of defenses were used, we can draw no conclusions as to the validity of Russell et al.'s possible explanation, and we cannot conclude whether or not the results of the study are a valid reflection of anorexics' actual bonds with their parents.  It is likely that this potential confound would be part of any self-report research on family relationships and anorexia, so another approach to this question needs to be found.
	 Ahmad, Waller and Verduyn (1994)  approached the problem of examining parental bonds in relation to anorexia by looking at sub-clinical levels of dysfunctional eating attitudes.  They included two samples of adolescents (mean age 14.9 years), 115 Caucasian girls and 71 girls whose parents had immigrated from India.  For the Caucasian girls, Overprotection from both parents was correlated with body dissatisfaction.  For the Indian girls, dieting, oral control and body dissatisfaction were correlated with maternal care, while dieting and bulimic-like thinking were correlated with Overprotection.  The sample sizes are moderately small, but large enough for sufficient power, and the conclusions tend to reflect that parental bonds do influence factors related to anorexia, but the exact effects vary from group to group.  It is interesting to not that the results with the Caucasian group are similar to those found by Russell et al. above, with only Overprotection showing a significant role in predicting eating pathology.  The difference is that Ahmad et al. found this effect for both parents, rather than just the father.  
	Overall, it appears that in children, as with adults, parental bonds play a role in several kinds of psychopathology.  Low Care and high Overprotection has been shown to be associated with depression (Stein et al., 2000a), sub-clinical depressive symptoms (McFarlane et al., 1995), and suicidality (Martin & Waite, 1994; Adam et al., 1994), although parental bonds explain less variance in levels of depression than other factors such as stress and other measures of family functioning (McFarlane et al., 1995).  Low Care and high Overprotection have also been shown to be associated with diagnoses of CD and ODD (Rey & Plapp, 1990), clinical status in general (Rey et al., 1993), global symptomatology, well-being and social support (Canetti et al, 1997), and to some degree with anorexia and related constructs (Russell et al., 1992; Ahmad et al., 1994).  The relationship between PBI ratings and child psychopathology has held true even when parent psychopathology is controlled for (Fendrich, Warner & Weissman, 1990a).  Studies that looked for specific diagnostic predictions based on PBI scores (Rey, 1995; Rey et a., 1993) tend to be hampered with so many methodological problems as to make the results uninterpretable.  For the moment we should conclude that children's bonds with their parents, like those reported retrospectively by adults, are related to psychological well-being, and offer no help predicting what form of psychopathology a child might be most at risk for.
Cross-cultural research with the PBI – Validity
	Another path that research with the PBI has taken is the examination of cultural differences in parenting and parent-child bonds.  Authors have begun to question the applicability of constructs developed in the West for describing non-western or “indigenous” cultures (Stewart, Bond, Kennard, Ho & Zaman, 2002; Sprott, 1994).  In keeping with this trend, researchers using the PBI have begun to assess its validity in other cultures, and look at differences that are reported between cultural groups.  Typical methods for establishing the validity of the PBI in a new population seems to consist of two parts.  First, the factor structure is examined, and norms may be compared to the original Australian sample,  Then, associations between parental bonds and psychopathology are explored in the new culture, to see if the PBI has similar predictive validity.  This is a potentially flawed approach.  Factor structure only tells us that the two constructs measured by the PBI are distinct in the culture in question.  It does not tell us how relevant these two constructs are, nor if they would emerge in the same way from a factor analysis of a larger set of items regarding parent-child relationships.  Further, the validation is accomplished by comparing to results on a western measure of mental health, also based on cultural ideals for what is normative and healthy.  No validation is done by interviews or other measures of the strength of relationships between parents and children.  Results from this body of research should be viewed with some caution, especially where some judgment about the “rightness” of a particular parenting style is concerned.
	Two factor analytic studies to date have been carried out in non-English speaking cultures.  One (Gomez-Beneyto et al., 1993; described in the factor analysis discussion above) was conducted with a Spanish population, which is arguably still a western culture despite a difference in language and many traditions from the sample used to norm the PBI.  Gomez-Beneyto and colleagues found factors and means very similar to those reported by Parker et al. (1979) although they did not report whether or not their means significantly differed from those of the normative sample.  Sato et al. (1999) conducted the only current factor analytic study of the PBI in a non-western culture, Japan.  However, rather than reporting the factors that emerged within this sample, they compared the relative goodness-of-fit of their sample to all models found before.  They found goodness of fit ratings ranging between .74 through .91, with the best fit found with the factors of Kendler et al. (1996).  It is unclear if this model fit the data better because it included fewer items, as this may have played a role in artificially reducing the variability of its factors.  This study provides some support that the type of factors commonly found in western samples fit reasonably well in a Japanese sample, but it is not nearly as informative as it would have been had the authors conducted a unique factor analysis of their data rather than comparing it to previously found factors.  Authors treated their study as a confirmatory factor analysis of the measure, rather than an examination of the construct in a distinct cultural group, and appear to ignore the cultural differences in the discussion of their results.  Further research is needed to examine the stability of the factor structure of the PBI across culturally different samples.
	Two studies have replicated the connection between parental bonds and depression in Japanese samples.  Sato, Sakado, Uehara, Nishioka and Kasahara (1997) compared a group of 51 (mean age 43.3) patients seeking treatment for depression at a hospital in Niigata to 50 controls matched for age, gender and education.  Twenty-one of the patients met DSM-IV criteria for melancholic depression.  They found that patients rated both parents as lower in Care and higher in Overprotection than controls.  This effect was only significant for the non-melancholic patients (n = 30).  However, with only 21 patients in the melancholic group, the lack of significance here could be due to a lack of power.   A slightly different approach was used by Sato et al. (1998).  They distributed PBI and diagnostic self-report questionnaires to staff at the same hospital used above.  Of the 418 adults  (ages 18-66, mean 39.2) who responded, 46 met criteria for a lifetime history of major depression.  They used regression analyses to determine the relative usefulness of each PBI variable in predicting depression.  Although both Care and Overprotection  were associated with depression status, Overprotection did not add significantly to the regression analysis when entered second.  Although the interaction of Care and Overprotection was also a significant predictor of depression, the authors did not examine the nature of this effect, and do not even report whether or not it explained any variance beyond that explained by Care alone.  Given these statistical oversights, the results of this study should be interpreted with caution.  It may not be safe to conclude that Care plays a larger role in predicting incidences of depression until we understand the role of the interaction shown between Care and Overprotection, and one certainly should not assume, as the authors did, that these results are generalizable beyond Japan.  When taken together, the two studies above do support the predictive validity of the PBI with Japanese samples, as they did show significant relationships with depression in both studies. However, the question of construct validity remains unaddressed.  We cannot be sure that the constructs of Care and Overprotection are relevant to Japanese methods of parenting, and we cannot be sure that the items on the PBI adequately measure how Japanese parents manifest care or overprotection in their actions towards their children.
Cross-cultural research with the PBI – Cultural differences
	Other researchers have looked at differences between parenting across cultural groups.       This sort of research shares a general flaw, namely that we cannot be sure that the constructs of Care and Overprotection are equally relevant in both cultures without even the weak validation discussed above (factor analysis and predictive validity studies).  However, the results of these studies are still interesting, especially for work with immigrant populations, who are being immersed in the parenting practices and relationship values of the new host culture.  Dinh, Sarason and Sarason (1994) compared 49 U.S. college students born in Vietnam (mean age 19.86 years) to 124 students born in the U.S. (mean age 18.60 years).  They found that the Vietnamese students reported more overprotection from both parents, and less Care from their mothers when compared to the U.S. born students.  The Vietnamese students also reported more family conflict, less acceptance, less social support and greater loneliness than the U.S. born students.  The authors attempted to compare the Vietnamese students to both Asian and non-Asian U.S. born students, but due to the low number of Asian students (n = 20) none of the comparisons with this group were significant.   This study does include a serious confound.  Only the experimental group was exposed to the pressures of immigration.  There could be something about this process that puts additional stress on family relationships, aside from the cultural factors.  Although there is some indication that Vietnamese students have “poorer” relationships with both parents, we cannot be sure if these were because of cultural differences in parenting, or because of other effects of immigration.
	Herz and Gullone (1999) performed a similar study in Australia.  Their sample was much larger, including 118 Vietnamese adolescents from homes where Vietnamese was spoken as a primary language (mean age 15.22 years) and 120 Caucasian adolescents, born in Australia of parents born in Australia or western Europe, where English was the only language spoken in the home (mean age 14.5 years).  They found that Vietnamese adolescents reported less Care and more Overprotection from both parents.  They also reported lower self-esteem.  Self esteem was correlated positively with Care and negatively with Overprotection in both cultural groups.  This study is more robust than that of Dihn et al.'s (1994) in a few ways.  First, they examined some aspects of the predictive validity of the PBI, showing similar associations with parental bonds in both cultures.  Second, they included enough participants in each group to allow for sufficient power to detect differences between the two groups.  However, their study also included a potential confound.  In adolescent samples, age has been shown to be a significant co-variant with PBI scores.  The Vietnamese group was significantly older than the Caucasian group, and thus would be expected to show somewhat higher ratings of Overprotection and lower ratings of Care.  Also, there is still the confound of immigrant status, as most of Herz and Gullone's Vietnamese sample were born in Vietnam.  These studies taken together show evidence of a trend in how Vietnamese students view their parents, but further research is needed to confirm that culture is the important variable.  Future studies should include one or more control groups, such as immigrants whose culture is similar to that of the host culture, people of Vietnamese ancestry born in the host culture, or Vietnamese participants still living in Vietnam.
	Another area that several research teams have looked at is the Indian subcontinent, with focus on women from India and Pakistan.  McCourt and Waller (1995) compared 178 girls ages 12-16 with families from the Indian subcontinent (164 were Muslim) with 158 Caucasian girls of the same ages.  The Indian girls rated both their parents as more Protective when compared to the Caucasian girls, but no differences were found between the groups on ratings of Care.  McCourt and Waller were also looking at differences in eating pathology in this sample of normal schoolgirls.  They found that Indian girls showed higher scores on a measure of eating attitudes, but this difference was no longer significant when Maternal Overprotection was controlled for.  They concluded that cultural differences in parenting explained the differences in eating pathology between the two groups.  This study shares the same problems of those above – namely, they use nothing to control for the immigrant status of the experimental group, and do not even mention how many of the girls were born in the UK and how many were born in India or Pakistan.  The group differences need some replication before they can be assumed to reflect on patterns of parental relations in people from the Indian subcontinent.   Ahmad et al. (1994) conducted a similar study with British schoolgirls.  Their sample had a mean age of 14.9 years, and included 71 students of Indian origin and 115 Caucasian students.  They found that the Indian girls rated both parents as higher in Overprotection, and their mothers only as lower in Care.  They did not find consistent correlations between eating pathology and parental bonds in either cultural group.  Their study has the same confounds as McCourt and Waller's study (1995), but provides evidence of replication for some of the cultural differences in parental bonds, although not for eating pathology.
	Furnham and Husain (1999) conducted a similar study to the two discussed above.  They corrected for some of the errors in the previous studies, however, by including only U.K. Born daughters of first generation immigrants from India and Pakistan.  Thus, non-cultural stress factors of immigration on the daughters are not as likely to explain differences in parental bonds found in this study.  Their sample consisted of university students from central London, with 82 Caucasian participants (mean age 22.13 years) and 55 Indian participants (mean age 21.15 years).  They found that the Indian women rated both parents as higher in Overprotection, but equal in Care when compared to the Caucasian women.  They did not find any group differences in eating pathology or consistent correlations between eating pathology and parental bonds.  This study replicates the findings of the above two studies, especially in regards to Overprotection.  Results, however, should only be generalized to 2nd generation immigrants of the same culture, not those who have themselves immigrated or those whose families have been in the host culture for more generations.  It is possible that differences would soften over time, and that non-cultural conflicts related to immigration might influence parental bonds in unique ways.
	Mujtaba and Furnham (2001) built on the work describe above by including an additional control group in their study.  They used 3 groups of university students.  These included 118 2nd generation British-Pakistani women (mean age 20.24 years), 116 British Caucasian  women (mean age 20.93 years) and  114 women attending university in Pakistan (mean age 20.50 years).    The immigrant group reported more Overprotection and less Care than both control groups, indicating that the stress of immigration on a family may have some impact above and beyond cultural parenting styles on children's relationships with their parents, even for those who were not themselves immigrants.  The native Pakistani women also reported higher levels of Overprotection than the Caucasian British women, and equal amounts of Care.  The authors note a confound in this group however, in that Pakistani women in universities are more likely to have been exposed to western cultural ideas.  This could have influenced their ratings of their relationship with their parents.  Although these results are in line with those found by other authors with this culture, results should still be interpreted with some caution.  They may reflect dissatisfaction due to culture clash rather than inherent features of parent-child relationships in the culture or the Indian subcontinent.
	Canetti et al. (1997) examined trends with the PBI in a different culture: Israel.  They did not include a control group from another culture, choosing instead to compare to published means and standard deviations in other samples.  Their sample included 847 Israeli high school students (mean age 16.77 years) in 10th and 11th grades.  They did not specify the religion or ethnic subgroup of these students, stating only that they were drawn from high schools in Jerusalem, Haifa and Beer-Sheva.  Their sample reported both higher Care and lower Overprotection than in Parker et al.'s (1979) original study.  Identical results were found in comparison to a sample of Australian adolescents (Cubis et al., 1989).  They also found a small but significant sex difference, with females reporting more Care than males reported.  This is different from results in western samples of adolescents, which have tended to show that females report  fathers as more Overprotective when any differences are found (Rey et al., 1993; Adam et al., 1994).  Overall, this sample is more than large enough to find even subtle differences in means.  Further replication is needed with a more representative group, especially one spanning a wider range of ages.  Mention of the sub-group membership within the Israeli population would also be useful, so that we know to which Israelis these results can best be generalized.  
	Parker and Lipscombe (1979)  conducted a study looking for differences in parental bonding across a few cultural subgroups living in Australia.  They compared 81 students attending a Jewish private school (mean age 16.6 years) to 74 students attending a non-religious private school (mean age 16.3 years).  The groups differed only in that Jewish students scored their mothers as less Caring than the control students.  Paternal Care and both parent's Overprotection were equal between the two groups.  However, these results may be somewhat skewed by the use of private school students in both samples.  This may explain some of the null results, as they may be more representative of parents who choose to send children to private school rather than of reflective of each subculture.  Parker and Lipscombe also compared 125 students with mothers born in Greece (mean age 16.3) to 46 students at the same public high school with both parents born in Australia (mean age 16.1 years).  The Greek students  rated both parents as higher in overprotection and equal in Care compared to the Australian students.  They found no difference between the 74 students themselves born in Greece and the 51 Greek students born in Australia.  The main problem with this second study is in the classification of the Greek students.  Although the nation of origin was gathered for both parents, only the mother's nationality was considered when placing a child in the Greek group.  The actual cultural make-up of this group is likely to be a mixture of mixed-culture households, and households where bother parents are Greek.  Furthermore, there was no exclusion of students with Greek ancestry in the control group.  Only the parent's nation of origin was considered.  Further research is needed to confirm these results with more clearly defined cultural groups.
	The results above show that parental bonds tend to vary across cultures. (see Table 1 for a summary of results)  Although there is little or no evidence that the two factors of the PBI are the best description of parental bonding in these cultures, in a few occasions we can see that the PBI scales are similarly associated with psychopathology in both (McCourt & Waller, 1995; Herz & Gullone, 1999) implying some amount of predictive validity.  There is a trend for Vietnamese respondents to rate parents as lower in Care and higher in Overprotection, although these results are confounded with immigration experiences.  There is also a more robust finding that women from the Indian subcontinent rate parents as high in Overprotection and average in Care.  More differences are sometimes seen in samples that include participants with history of immigration (McCourt & Waller, 1995; Mujtaba and Furnham, 2001) .  However, these findings cannot be generalized to males in this culture, as all 4 studies describe here used only female participants in connection with hypotheses around eating disorders.  Although there are no sex differences found in western samples on PBI ratings, it is not safe to assume that this is true across all cultures.  One interesting note is that, although different trends in parental bonding were found with Vietnamese and Indian subjects, authors tend to refer to both groups as “Asian.”  Careful reading of the descriptions of samples is needed in this sort of cultural research to determine what groups are actually being compared.  Clearly there are differences between these two regions of Asia, and it would be inadvisable to continue to treat them as the same by assigning them the same label.  Other findings have been seen in a few additional cultures, but the choice of control groups and criteria for experimental groups leaves these studies in need of replication before their results can be seen as reflective of the cultures they included.  In all, it is seen that parental bonds vary between subcultures, but much more research is needed to explore the contributions of culture clashes and non-cultural elements of immigration on these differences.
	Knowing that cultural differences exist in parental bonds as measured by the PBI does not tell us why they differ, or the role the difference serves.  It is an interesting question to ponder.  Why would Asian and Indian children, especially those whose parents have immigrated to a western nation, be seen as more overprotective and sometimes less caring?  One possibility is that these parents may be trying to pass on their cultural values to their children, in the context of a larger culture that does not share the same values.  These parents would face a situation not shared by parents from the dominant culture.  They must to some degree shelter their children from the influence of the dominant culture in order to better instill the values of their culture of origin, which may appear to the children as Overprotection.  Children might perceive less Care because they might be more acculturated and might have a different perspective on events in the family and in the larger world.  This could leave them feeling misunderstood by their parents, or less able to communicate with their parents.  These contextual factors would hold true for all families in the process of culture change.  Furthermore, these Indian and Asian parents are likely to come from a more Collective perspective on child rearing.  They may not see independence as an ideal goal for their children.  They may well want their children to be able to think and reason, but they will want them to reason about the family's needs and wishes, not about individual needs and wishes.   Both cultures also share a cultural constraint on the display of emotions, and thus they show emotional care through physical care, such as food or material possessions.  These behaviors would not bee seen as Care on the PBI.  These cultural dynamics could understandably cause parents look slightly more Overprotective and less Caring, while serving an adaptive function within the structure of the culture.  Children reared in a western setting may experience these differences as conflictual.  In summary, there are many reasons, explained by the context of an immigrant family as well as by the inherent western/Individualist assumptions in the PBI, that might explain these group differences without implying that Indian or Asian parents form less optimal bonds with their children.  These should be taken into account when drawing conclusions from the cultural differences research discussed above.  
Summary and Conclusions
	The relationship and bond a child builds with its parents shape that child and prepare it to interact with the larger world.  This interactive process, which plays out between the parents, the child, and the cultural context, begins from the first moments of the child's life.  Through a set of biologically primed actions and reactions, the infant child forms an attachment bond with its primary caretakers.  Through the give and take of feeding, soothing and exploring, the child learns to what degree others are available to meet its needs, how best to elicit the attention of important others, and the safe limits on exploration.  The child will quickly learn how sensitive its caretakers are to the needs of the child, and the parents will also learn how smoothly the child adapts to changes and disruptions in routine.  Although this process is grounded in a set of biological systems, how the process of forming attachments is carried out will depend a great deal on the cultural context.  Some cultures will encourage active child exploration, as reflected in the secure base behavior observed by Mary Ainsworth (Bretherton, 1992), where the child leaves the mother to explore, and returns to her only as needed for reassurance.  Parents in other cultures might discourage independent exploration, preferring to choose and present to the child opportunities for enrichment, a more educative stance.   Emotional interactions may also differ.  The theory of attachment as developed by Mary Ainsworth puts a great deal of emphasis on the caretaker's ability to quickly interpret and immediately respond to the emotions and signals of the child (Bretherton, 1992).  However, cultures will differ in which child signals parents are expected to immediately respond to, and which they are expected to shape.  For example, western parents are encouraged to ignore a crying infant at night, and leave it to fall asleep alone in a crib, rather than having parents and infants sleep together.  Cultures may also differ on the number of caretakers the child has available (for example, a small nuclear family vs. a large extended family), and the degree and timing of separations the child must learn to negotiate (working mother vs. stay at home mother).  These and other outside demands will impinge on the child-caretaker relationship, and help give it a distinct shape that will vary somewhat from culture to culture, as well as withing cultural subgroups.  Even a purportedly biological system such as infant attachment is not immune to these influences.  As a child grows older and interacts directly with a wider circle of society, the influence of the cultural context on the bond between parent and child grows as well.
	The domains of both culture and relationships present difficult measurement challenges, for the very reason that they are complex variables that are almost impossible to fully capture in isolation from context.  In the measurement of culture, researchers have found that they can only truly describe cultures in relative terms – how they are different and how they are alike.  This is in part because the researcher cannot function as an objective observer, because they cannot in reality separate themselves from their own cultural worldview.  Because of this, the majority of instruments that have been developed explore the dynamics of cultures change (often called acculturation) and are used in research with immigrant or other minority populations.  perhaps them most exciting of these instruments is the Cultural Beliefs and Behavior Adaptation Profile (Shiang & Bogumill, 2001), because it gives researchers a multifaceted view of the cultural indentifications of individuals.
	Researchers involved in the measurement of parent-child relationships have not spent as much time considering the larger context of these relationships, and consequently the instruments developed tend to reflect the worldview of the researcher and the cultural characteristics of the development sample.  This paper has spent a great deal of time exploring the body of literature developed using Parker, Tupling and Brown's (1979) Parental Bonding Instrument (PBI), one of the more commonly used and psychometrically sound measures of parent-child bonds beyond the early years.  This instrument was developed through factor analytic studies of several prior instruments, and has been shown to have good reliability, both in terms of internal consistency and test-retest scores over long stretches of time.  The factor structure, while widely debated, has been shown to be remarkably consistent, with the 2 factor model of Parker et al. (1979) leading to easily interpretable results with more than adequate predictive and construct validity.
	The vast majority of the research with this instrument has examined the connections between remembered parental bonds and psychological dysfunction.  In adults, researchers have found an connection between both low Care and high Overprotection and a variety of psychological problems, including depression, sub-clinical depressive symptoms, schizophrenic symptoms, and a history of psychological treatment in general.  Investigations  with adolescents and children have shown a similar pattern of results, with the pattern of low Care and high Overprotection liked to childhood onset depression, depressive symptoms such as suicidality and self-esteem, conduct disorder, eating disorders, and general wellbeing.  Although many of the above studies were hampered by problems such as small sample sizes or poor definition of samples, a clear general trend can be seen, linking low perceived Care and high perceived Overprotection to a variety of psychological difficulties commonly seen in western society.  What is less clear from this research is if different disorders show different patterns of scores on the PBI.  This research has been universally hampered by samples too small to achieve power, often forcing researchers to combine patient groups.  These problems are widely recognized by researchers using the PBI, and may well be remedied in the next generation of research with this instrument.  For the moment, the research literature on the PBI appears to support only a generic link between parental bonds and later psychological dysfunction.
	One problem in the interpretation of these findings that is not recognized by most researchers working with the PBI is the issue of causality.  Clearly it is both impractical and unethical to experimentally create parental bonds in the lab, so all research on parental bonds, with the PBI as well as other similar instruments is correlational research.  We cannot know what is the actual relationship between parental bonds and psychological outcomes.  Many researchers are comfortable assuming that parental actions are the most likely shaper of parental bonds,  given that the PBI itself reads as a list of “attitudes and beliefs of parents” (Parker et al. 1979, p 10) and has been shown to correlate with parents own reports of their behaviors (Parker, 1981), and that the bonds are at least one of many direct causes of the observed psychological difficulties, but this is only an assumption.  It is important to remember that the PBI measures a child's perception of their parents' attitudes and behaviors, and that this perception is unavoidably colored by the culture the child is immersed in.  We cannot afford to assume that the variables of Care and Overprotection are absolute characteristics of relationships that have direct effects on people.  The interaction between this culture and the parent-child interaction is what forms the child's understanding of the relationship, and this in and of itself could create attitudes or behaviors in the child that are considered dysfunctional.  For example, we cannot know if negative outcomes in both adults and children come about because a certain degree of Care if fundamental to adaptive psychological functioning, or through cultural learning.  Perhaps the low Care child learned from the culture (peers, media, institutions) that parents should show Care to their children in a certain fashion.  The child would then become aware that they lacked this Care, and may believe that some fault in them caused this lack of care.  This, or similar patterns, could lead to a variety of related psychological dysfunction, from acting out behaviors intended to elicit care-taking responses, to emotional ramifications such as depression, anxiety and low self-esteem.  Similarly with Overprotection, we cannot know if it is Overprotection itself that causes difficulty for the child, or if it is the beliefs and behaviors the child develops from transaction with a society that teaches the child that parents should encourage independence.  Cultural beliefs about what parental bonds should be might play, in and of themselves, a causal role in the psychological sequelae of parental bonds characterized by low Care or High Overprotection. 
	This consideration of cultural context becomes even more important when examining cross cultural research with the PBI.  Researchers have consistently conducted research comparing culturally different populations with this measure that was developed within a single cultural context.  Although a few gestures towards cross cultural validation of the instrument have been made, these tend to fall woefully short of what is needed.  They limit themselves to confirming the factor structure of the PBI in a different culture, or to establishing predictive validity of the PBI in a different culture.  No researchers have examined the construct validity of the instrument, rather the constructs have been assumed to be universal.  This is likely because any thorough investigation of the constructs of Care and Overprotection across multiple cultures would be very difficult to conduct. Researchers would need to gather interview data on what behaviors people in these cultures feel parents should ideally show in relation to their children.  This would then lead to new factor analytic studies with both new items and the original PBI items, and it is extremely unlikely that the resulting measure would be at all comparable to the PBI.  Perhaps then, both the new culturally relevant PBI and the original PBI could be administered to both populations, and the pattern of findings could be compared
	It is not surprising that researchers have found cultural differences when administering the PBI to members of different cultural groups and subgroups.  Parenting and parent child relationships are a primary vehicle for the transmission of cultural values.  Therefore if the cultures differ, we should expect that parenting practices and parent-child relationships will differ.  Therefore, the fact that researchers have found consistent differences in the levels of Care and Overprotection perceived by Vietnamese and Caucasian children, or between Indian and Caucasian schoolgirls, should come as no surprise.  What is important here is the conclusions that can be drawn.  These studies have meaning mostly because they examine immigrant and minority populations living within western cultural settings.  The participants responding in these studies are living in the culture that created the measure, and are constantly able to compare their parents to western models.  The PBI constructs of Care and Overprotection are thus somewhat relevant to their worldviews.  Without this factor, this cultural interaction, the differences would be largely meaningless, even if they predicted for different levels of what the west perceives as psychological dysfunction.  Through use of the PBI with groups experiencing the process of culture change, we can see how certain subgroups in our society may be more at risk for psychological difficulties.  However, the current research does not give us enough data to really address these questions.  We only know that the groups came from different cultures.  Without knowing anything about how these families are weathering the process of acculturation, we cannot see how much this process is disrupting the usual pattern of the transmission of cultural and social values through parent child relationships.  Further research is needed to explore this process more accurately, paying attention to the role of cultural attitudes and cultural change.  
Remaining research questions
	The research literature on the PBI described above tends to focus on one primary question:  What are the results of the bonds children form with their parents?  Although work remains to be done in this area, we already know a great deal.  Across ages, parental bonds characterized by minimal Care and excessive Overprotection predict psychological dysfunction.  There is some preliminary evidence that some types of disorders may have a stronger relation to parental bonds.  These hypotheses need to be followed up with carefully controlled studies using multiple diagnostic groups and multiple control groups, including control for both presence of psychopathology and severity of symptoms. Also, researchers should take care to avoid the common errors in the current research and include large enough sample sizes in each group under study.  While this research will help clarify the exact results of poor parental bonds, it is unlike to change our understanding of the general trend shown above significantly.  
	Questions that have been largely ignored by the research community to date tend to focus on the origins of parental bonds.  We know what kind of memories of one's parents are associated with negative outcomes, but we do not know how to predict which parents are at risk for developing bonds with their children characterized by weak perceptions of Care and strong perceptions of Overprotection.  Only one source of possible differences between parents has been examined in any depth, namely the culture of origin of the parents.  This research is almost universally confounded with other factors that would impact directly on the child, such as the stress of immigration/minority status as well as cultural differences.  We do not know what factors lead parents to be perceived as being cold and controlling.  This means we can only intervene with the child, after the maladaptive relationship has been established and the risk of negative outcomes is already in place.  Future research with the PBI needs to turn its eyes to the qualities of the parent in relationship to the child's perception of parenting.  We need to examine what parental history and what parental characteristics are typical of parents who are likely to evoke either positive or maladaptive bonds with their children.  
	Given the comparisons between attachment theory and the PBI above, it would be interesting to note  if the PBI shows the same trends as infant attachment.  Do parents evoke the same bonds with their children as they themselves developed with their own parents?  This would also be a natural first step towards examining the predictors of maladaptive parental bonds, and give a direction for intervention with parents.  Other possible predictors of parental bonds that researchers should begin to explore include parent personality traits, parent attitudes toward children and families, and relevant life events for parents, although one could expect that the strongest predictor would be the bond the parent developed when they were a child.  They would have internalized not only the relationship in the form of a remembered bond, but also values about how parents and children should relate.  This process of transmission of parental bonds can also be looked at through the lens of culture and culture change.  Each generation of minority children will be exposed to several cultural influences, both at home and in the larger world.  This might have some impact on the choices parents make, and how children interpret the actions of their parents.  The greater the difference between the culture of the home and the culture of the society, the more room there is for variability in transmission of ideas about relationships.  Children of parents who strongly identify with their culture of origin may show less similarity to their parents than those from homes that identify more with the majority culture, because more outside influences will impinge on the transmission of cultural values for relatedness for the first group of children.
	The type of research proposed, examining the origins of parental bonds, has probably not been carried out to date because it poses some difficulties not found with research on the effects of parental bonds.  Specifically, in order to conduct such research, one needs to gather samples of parents and children, rather than a single group of same-age participants.  This poses more of a problem, as adult children often live quite some distance away from parents, and the parents of willing subjects may not themselves want to participate in research.  The extension of the PBI into valid use with child an adolescent populations is useful in this regard, because one must already contact the parents before conducting research with their offspring.  It would be possible to administer all parent measures at the time of obtaining consent to work with their children.  The PBI has been widely used in adolescent populations and seems to show similar patterns of results, such as means and factor structure ( Cubis et al., 1989).  The creation of a child form of the PBI (Stein et al., 2000b) also aids this direction for research, and additional studies with this measure will help clarify its reliability and validity.  Because is it not much more difficult to carry out such cross-generational research with children, this population can be used to test hypotheses about parental characteristics that lead to children's bonds with their parents.  These findings can then be followed up with adult participants.  This research will help fill a gap in our knowledge, and may lead to the creation of interventions aimed at strengthening children's relationships with their parents, and preventing some of the distress described in the literature discussed above.

Hypotheses
	As discussed above, the first step to examining the origins of parental bonding is to explore cross generational trends in parental bonding through research with children and their parents.  The proposed study also examines this relationship in the context of culture and culture change.  Because of the preliminary nature of previous work with children using the PBI, the  data will be examined to further establish the PBI as an appropriate measure for work with child samples.  
	The following are the hypotheses for the proposed study.  The first 3 are needed to confirm the reliability and validity of the Child form of the PBI, as Stein et al. (2000a) neglected to report or examine these figures despite significant changes to the wording of the measure.  The next 2 address cultural issues, first establishing that the scales are appropriate for each culture, then looking for any cultural differences.  The last 3 address new research questions that are lacking in the current literature on the PBI, primarily looking at generational transmission of parental bonds, and the effects of culture and immigration on these trends.

	The child PBI form will have similar psychometric properties to the adult form, in terms of  internal reliability, test-retest reliability, and factor structure.  This will help to establish the reliability of the Child form of the PBI (Stein et al., 2000b) and establish that it measures the same factors as the adult measure, providing an initial indication of validity.
	There will be no gender differences in children's responses to the PBI.  However, there will be age differences, with younger children reporting greater care than older children from both parents.  This is an attempt to replicate the findings of Burbach et al. (1989) and Rey et al. (1993) found with adolescent samples using the original PBI.  It will help provide further validity for the Child form of the PBI(Stein et al., 2000b) , by showing that it has similar relationships to demographics as the original form.
	Children's rating of parents' behavior will correlate with parents' ratings of their behavior with their child.  Parents will, however, rate themselves as somewhat more caring and less controlling than children rate their parents.  This is an attempt to replicate Parker's (1981) findings, as well as establish validity for the Child version of the PBI (Stein et al., 2000b)  .
	The factor structure of the PBI will be the same in Caucasian and Asian samples. Specifically, in both cultures, 3 factors will emerge, where the first factor consists of the original 12 Care items, and the next factors contain some devision of the Overprotection items.  When a 2 factor solution is forced, the items will load exactly as they did for Parker et al. (1979), in both cultures.  
	Cultural differences will be seen between the Asian and Caucasian participants, both for parents and for children.  Asian participants in both age groups will rate their parents as showing less Care and more Overprotection, replicating the findings of the research cited above (e.g. Mujtaba & Furnham, 2001; Dinh et al., 1994; Herz & Gullone, 1999; Ahmad et al., 1994).  This finding would also further contribute to the predictive validity of the Child PBI, in showing a similarity on the child and adult versions.
	Collapsing across cultural subgroups, children's responses on the PBI will correlate with parents responses on the original PBI.  In other words, children's bonds with their parents will be similar to the bonds their parents felt with the grandparents.  This hypothesis addresses the primary research question surrounding intergenerational transmission of parental bonding.
	The cross generational effect (hypothesis #6) will be weaker in Asian American families. Environmental factors and variations in level of acculturation will increase the variations between children's bonds and their parents' bonds.  Because of this, the correlation between parent and child ratings in Asian American families will be smaller than the same correlation in Caucasian American families.
	There will be some systematic variation between children's bonds and their parents' bonds for Asian American families only.  This is to be expected because of the pressures put on both parents and children by the process of culture change. Specifically,  Asian American children will view their parents as less caring and more overprotective than these parents viewed the grandparents, whereas no significant differences will be seen in the same comparisons with Caucasian children and parents.
	Cultural differences (hypothesis # 7 and 8) will be moderated by acculturation of the parents. Specifically, more acculturated parents will have children who respond more like Caucasian families.  They will show a greater cross generational correlation than families where parents report less acculturation, and show a smaller systematic difference in the levels of Care and Overprotection reported by children and parents.




Proposed Methods
Participants  
	The families used in this project will be drawn from 3rd through 8th grade classes at St. Monica' Elementary School in San Francisco.  There are approximately 20-30 students in each grade.  Roughly half of the students are Asian-American, and half are Caucasian.  All speak English as a primary language.  St. Monica's was chosen both for the racial composition of the school and because the primary researcher has a past relationship with the school.  All students and parents in these grades will be invited to participate.  Permission and data will be initially gathered from the parents, and then data will be gathered with students in class.  
Procedures
	Informed Consent: All parents will receive a letter containing a brief description of the project.  This will include a description of the measures their children will complete, the methods used to keep responses anonymous, and who to contact with questions.  They will be informed that participation is voluntary, and that they may withdraw their consent for their child to participate at any time, by notifying the child's classroom teacher.  They will then be asked to sign to give permission for each child to take part in the study.  
	Data Collection:  All parent questionnaires will be included with the consent information to facilitate efficient collection of data, and parents will be asked to return all forms to the school within a 2 week period.  If possible, these forms will be translated into Chinese and made available to non-English speaking parents.  Once sufficient time has passed to allow parents to respond to the questionnaire packets and give permission for their children to participate in the study, the primary researcher will assist teachers in administering the Child Version of the PBI (Stein et al., 2000b) in classrooms at St. Monica Elementary.  
Adult measures 
	Demographic Information: Parents will be asked to give basic demographic information, including age, gender, educational background, socioeconomic status, cultural background, and immigration history.  
	Parental Bonding Instrument: Parents will be asked to complete both mother and father forms of Gamsa's (1987) revised adult PBI.  This measure is described in detail above.  Because many of the participants in this study use English as a second language, Gamsa's revised PBI was deemed appropriate, as it will make it less likely that subjects will misunderstand the items.  Further, scores across the two forms were shown by Gamsa (1987) to be correlated at the level of test-retest reliability.  Each form consists of 25 items describing possible remembered actions of the participant's parents.  Possible responses to each item are “very likely,” “moderately likely,” “moderately unlikely,” and “very unlikely.”  From these items, two scales (Care and Overprotection) are derived for each parent.  
	Parental Behaviors Self-Report:  Parents will also be asked to complete Fendrich et al.'s (1990b) parent self-report form on their actions with their children.  This form will be modified to be consistent with the changes suggested by Gamsa (1987), as used above.  The form consists of the same 25 items and 2 scales as the original PBI, with the word “child” substituted for “me”  in each of the items, and directions similarly modified.  Responses on this form will be used to establish concurrent validity of the child form of the PBI.
	Culture Change:  The final parent measure is the Cultural Beliefs and Behaviors measure (CBBAP: Gartstein, Shiang & Bogumill, 2000).  This will be used  to assess parent's level of acculturation using a measure that has demonstrated validity in Asian-American and Caucasian samples.  Additional advantages of this measure are the inclusion of 6 factor analytically derived sub-scales described above, and scores for each of 3 domains (family, work and social).  Of particular importance to this study are the factor “Family integrity” and the family domain.  These sub-scales will allow a more specific look at the degree of culture change in areas most relevant to parent-child relationships, rather than relying purely on broader measures of acculturation.   The CBBAP consists of 50 items rated on a 6 point scale from “strongly agree” to “strongly disagree.”
Child measures  
	The child form of the PBI, like the adult form, asks children to rate the behaviors of both their mothers (or the person most like a mother to them) and their fathers (or the person most like a father to them).  The inclusion of figures “most like a mother/father” to the child will allow all children with consent from one parent to participate, even if they only have one primary parental figure, without stigmatization.  Children are also asked to indicate how they are related to the parental figure they are rating (e.g. biological, adoptive, foster, step or other parent).  Each form of the child PBI consists of 23 items, which are grouped into the same 2 scales, Care and Overprotection, described for the adult measures.   It is anticipated that this will take roughly 30 minutes of class time.  If possible, several classes will be asked to re-take the child PBI two or more weeks after the initial administration to confirm test-retest reliability.  Identical measures will be used.
Data analysis
	All data will be entered into an SPSS database, and statistical computations will be carried out with the aid of this software package.   An alpha of .05 will be used for all comparisons.  Analyses for each hypothesis will be as follows:
	The child PBI form will have similar psychometric properties to the adult form:  Internal reliability will be assessed through Chronbach's alpha.  Test-retest reliability will be assessed by running correlations for those students who participated in 2 administrations of the PBI. Factor structure will be examined through factor analytic techniques.  First, a skree plot will be examined to show the most representative number of factors.  Then, if appropriate, 2- and 3-factor solutions will be examined and the percent of agreement in placement of items between these solutions and the various factor models described above will be derived.
	There will be no gender differences in children's responses to the PBI.  However, there will be age differences, with younger children reporting greater care than older children from both parents:  For gender differences, boys will be compared to girls through use of a Student's T-test.  No significant differences are expected.  Age differences will be examined by two methods.  Correlations between age and Overprotection, and age and Care will be calculated, looking for a non-significant correlation on the first, and a significant and negative correlation on the second.  Children will also be divided into 2 groups: Pre-adolescents (ages 1 and under) and Early Adolescents (ages 11 and up).  T-tests will be used to look for differences between these two groups.  
	Children's rating of parents' behavior will correlate with parents' ratings of their behavior with their child: Correlations will be computed between children's ratings of their mothers, and mothers' self-reports of parenting behaviors, as well as between children's ratings of their fathers, and fathers' self-reports of parenting behaviors.  Both correlations are expected to be large and positive.  Children's Overprotection scores will be adjusted to account for 2 fewer items on this scale (score will be multiplied by 13/11), and then paired-samples T-tests will be conducted for each child-parent pair across each scale.  Significant differences are predicted for all 4 T-tests.
	The factor structure of the PBI will be the same in Caucasian and Asian samples: This will be examined in both the adult and child samples, in identical fashion.  For all 4 groups (Caucasian children, Caucasian parents, Asian children, Asian parents), a skree plot will be examined to determine the appropriate number of factors to extract.  If appropriate, both 2- and 3- factor solutions will be examined.  The percent of agreement on item classification between Asian and Caucasians will be examined for both children and adults.
	Cultural differences will be seen between the Asian and Caucasian participants, both for parents and for children:  T tests will be used to compare the Care and Overprotection scores for Asian vs. Caucasian parents, and for Asian vs. Caucasian children.  Significant differences are predicted for all 4 comparisons, with Asians of both age groups scoring higher on Overprotection and lower on Care. 
	Collapsing across cultural subgroups, children's responses on the PBI will correlate with parents responses on the original PBI:  For this comparison, children will not be grouped into cultural subgroups.  Eight correlations will be calculated (please see Table 2 for a description of which variables will be compared), and all are expected to be significant and positive.  The relative value of these 8 correlations will also be examined to see if there are significant differences in the magnitudes of any of the correlations.
	The cross generational effect (hypothesis #6) will be weaker in Asian American families: Eight correlations (see Table 2) will be calculated for each cultural subgroup, Asian American and Caucasian. Then the magnitude of each pair of correlations will be compared, to see if the correlation is greater for the Caucasian families than for the Asian families. 
	There will be some systematic variation between children's bonds and their parents' bonds for Asian American families only: T-tests will be conducted for each of the 8 comparisons listed in Table 2, in each cultural group.  For comparisons with Overprotection, the adjusted child Overprotection score will be used (multiply by 13/11) to account for the fact that it has 2 fewer items than the adult scale.  It is expected that, for Caucasian participants, children and parents will not differ on Overprotection, and that children will rate their parents higher on Care than the parents rated the grandparents.  This is in keeping with the age differences predicted above.  It is expected that, for Asian participants, children will rate their parents as higher in Overprotection than the parents rated the grandparents, and equal or lower in Care than the parents rated the grandparents.  The possibility for a null finding in Care is predicted because of the commonly found age difference on that factor – finding no difference would show that Asian children have a reduced experience of Care, as adolescents typically report more Care than adults.
	Cultural differences (hypothesis # 7 and 8) will be moderated by acculturation of the parents: The first step to addressing this hypothesis will be to divide the Asian American parents into groups based on their responses on the CBBAP.  First, the mean CBBAP scores for the Asian participants only will be calculated for the CBBAP total, the CBBAP Family Integrity factor, and the CBBAP Family content category, and each parent will be rated as above or below each of these means (3 total high/low scores for each parent).  All further analyses for this hypothesis will be carried out three times, one for each division of the sample.

	Once the parents have been divided into high and low acculturation groups, the process for hypotheses #7 and #8 will be repeated, comparing the Highly Acculturated Asian American group to both the Caucasian families and to the Less Acculturated Asian American group.  It is expected that the Highly Acculturated group will score between the other two groups.  The cross generational correlations for this group will be significantly higher than the Less Acculturated group, and either the same as or lower than the Caucasian group.  The magnitude of difference found on T-tests as described in hypothesis #8 will follow a similar pattern, with children of Highly Acculturated parents reporting no difference, or a smaller difference on Overprotection when compared to the Less Acculturated group, and no difference or a positive difference (children report more care than parents) for Care.
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Table 1: Summary of Cross-Cultural Differences on the PBI
Study
Cultural groups
N's
Results



Care
Overprotection
Dinh, Sarason & Sarason(1994)
	Vietnam born
	US born 

49
124
US born > Vietnam born, mother only
Vietnam born > US born, both parents
Herz & Gullone (1999)
Vietnamese
Caucasian
118
120
Caucasian > Vietnamese, 
both parents
Vietnamese > Caucasian, 
both parents
McCourt & Waller (1995)
Indian girls
Caucasian girls
178
158
No differences
Indian > Caucasian, 
both parents
Ahmad et al. (1994)
Indian girls
Caucasian girls
71
115
Caucasian > Indian, mother only
Indian > Caucasian, 
both parents
Furnham & Husain (1999)
 Indian women
Caucasian women 
55
82
No differences
Indian > Caucasian, 
both parents
Mujtaba & Furnham (2001)
Women living in Pakistan
Pakistani women born in UK
Caucasian women
114

118

116
(Women living in Pakistan = Caucasian women in UK) > Pakistani women born in UK, both parents
Pakistani women born in UK > Women living in Pakistan > Caucasian women in UK, both parents
Canetti et al. (1997)
Israeli youth
Original norms
847
Israeli youth > Original norms, 
both parents
Original norms > 
Israeli youth, 
both parents
Parker and Lipscombe (1979)
Jewish private school students
Non-religious private school students
81

74
Non-religious > Jewish, mother only
No differences

Greek students 
(in Aus.)
Australian students
125

46
No differences
Greek students > Australian students, both parents


Table 2: The Eight Comparisons
PBI Scale
Child form
Parent form
Comp. #
Care
Mother's Care
Maternal Grandmother's Care
1


Maternal Grandfather's Care
2

Father's Care
Paternal Grandmother's Care
3


Paternal Grandfather's Care
4
Overprotection
Mother's Overprotection
Maternal Grandmother's Overprotection
5


Maternal Grandfather's Overprotection
6

Father's Overprotection
Paternal Grandmother's Overprotection
7


Paternal Grandfather's Overprotection
8


