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ABSTRACT 

 

Three parenting constructs were tested as predictors of early sexual debut and young 

adult depression in a longitudinal study of 4610 adolescents initially surveyed between the ages 

of 13 and 17-years-old. Three models were tested for both males and females in three distinct 

age groups; 13-14, 15-16 and 17-19 years. Parent involvement was consistently related to 

decreased risk for adolescent risky sex and young adult depression, especially for girls. Parent 

control did not reliably predict early sexual debut or young adult depression as was hypothesized 

with the exception that parents tended to increase control for older girls who reported earlier 

sexual debut in comparison to boys of the same age. The hypothesis that intrusive parenting, 

defined by high involvement and control, would exacerbate negative outcomes was partially 

supported in terms of later depressive symptoms of the oldest male and the youngest female 

groups. The interaction of parental involvement and control predicted young girls’ self-reported 

depressive symptoms in young adulthood and also predicted older boys’ self-reported young 

adult depressive symptoms. It appears that the relationship between the parenting constructs, 

potentially risky adolescent behavior and young adult depression is complex and may depend on 

parents’ ability to appropriately balance and adjust levels of involvement and control to fit the 

developmental capabilities of their children. Early sexual debut did appear to predict young adult 

depression for females in the youngest and for boys in the middle age groups. Implications for 

developmental theory and intervention strategies are described in terms of educating parents to 

provide supportive family environments to protect adolescents from early sexual debut and 

subsequent depression.     
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CHAPTER 1 

INTRODUCTION 

From an outside perspective, youths’ behavior may appear purposeless, foolish, and 

unsystematic, however the trajectory of human development is predictable in many ways and is 

not simply a collection of random behavior. There is an intent and rationale behind adolescent 

behavior even if explicitly unknown to the adolescent at the time. The period of adolescent 

development involves securing autonomy and identity formation during which the adolescent 

acquires new attitudes, perspectives, personality and physical characteristics. The development 

of a unique identity different from that of family and peers is a high priority and the availability 

of social environments that support the development of healthy autonomy is useful in preventing 

risky behavior and future psychopathology.  

Adolescents may find the development of a distinct identity problematic, especially as 

their frontal lobes, needed for mature problem solving and reasoning skills, are not fully 

developed. Securing autonomy becomes even more problematic when adolescents are not 

provided with an appropriate balance of environmental guidance and freedom. Skillful parents 

create an environment for well-adjusted and successful growth by providing a primary social 

system that nurtures and shapes their youth’s behaviors. Parents are challenged in appropriately 

managing their adolescent’s behavior while still providing adolescents with choice in order to 

create healthy identity and autonomy. Parents are often ill prepared to understand the importance 

and complexity of their role in their adolescent’s development.  
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A successful balance between what might be perceived by adolescents as parental 

involvement and what might be perceived as parent control can facilitate the healthy 

development of adolescent autonomy. Adolescents may make risky choices when faced with an 

inappropriate balance of parent involvement and control in an attempt to manage and attain 

opportunities to invent themselves. In an inappropriately balanced parenting environment, 

adolescents may be resistant to excessive control or may seek unsafe affection or attention when 

it is insufficiently available from parents. Parents’ provision of an environment where 

adolescents have no direction, poor direction or too much direction coupled with adolescents’ 

deficiency in problem solving may lead to adolescents’ participation in dangerous behaviors with 

significant potential for later negative consequences (Donovan & Jessor, 1985). For some 

adolescents, occasional risky behavior may be a legitimate and healthy experiment in developing 

and securing independence and a unique identity, but for others participation in risky behavior 

may lead to a multitude of poor decisions and increased risk for psychopathology. 

There is evidence that parents do have great influence over the ultimate trajectory their 

child takes (Parker, 1983; Steinberg, Lamborn, Darling, Mounts & Dornbusch, 1994; Miller, 

2002). As society changes, however, it becomes more challenging for parents to discern what 

should be considered developmentally supportive in terms of their parenting and what should be 

considered normative and healthy in terms of their adolescent’s behavior. In this context, it 

becomes more difficult for parents to provide the appropriate balance between involvement and 

control. Adolescents may assert self-control and engage in risky behavior when parents are 

unable to find a developmentally appropriate and healthy balance between granting autonomy 

and control.  
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Parents’ decisions about what is developmentally appropriate are further complicated by 

a recent trend toward earlier sexual maturation and an increasing propensity for sexual activity 

by adolescents (Archibald, Grabber & Brooks-Gunn, 1999). A Youth Risk Behavior Survey 

reported that one-third of ninth graders were sexually active (Waller & Dubois, 2004) and the 

Centers for Disease Control (CDC) reported in 2008 that 6.6 percent of children younger than 13 

reported sexual activity of some kind. It is estimated that up to 12 to 15 percent of 13 to 14 year-

old youth, around 37 percent of 15 to 16 year-old youth, and about 58 percent of 17 to 18 year-

old youth report engaging in sexual intercourse.  

Even though there is a trend toward earlier pubertal maturation and an overall earlier 

debut of sexual activity, teenage pregnancy rates in the US have declined since the 1990s. 

Regardless of this decline, an alarming eleven percent of all US births involve adolescent girls 

and adolescent pregnancy rates in the United States are two to eight times greater than those of 

other developed countries. Furthermore, risk for sexually transmitted infections (STI) has been 

estimated as high as 19 million each year; most cases occur between the ages of 15 and 24 (U.S., 

2004). Sexually transmitted infections alone are estimated to cost nearly 16 billion dollars 

annually. Other risky sexual behavior by adolescents in combination with the prevalence of STIs 

may add an additional 7 billion dollars to the annual estimated cost (CDC, 2008). Certain parent 

practices appear to affect the likelihood that adolescents will participate in dangerous and costly 

behavior and thereby influence the long-term consequences of such behavior.  

More recently, there has been increased focus on facilitating sexual health in addition to 

attenuating what might predict unhealthy sexual behavior. Parents are likely to play a very 

important part in this process as well. The World Health Organization (WHO) provides a 
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working definition of what sexual health might look like, stating that sexual health involves 

physical, emotional, mental and social well-being. Sexual health is not simply the absence of 

disease or dysfunction, but also involves a positive and respectful approach to sexuality through 

pleasurable and safe experiences that are non-coercive in nature (WHO, 2002). Some amount of 

sexual curiosity, experimentation and behavior are normal and expected. This includes 

masturbation, showing interest in opposite sex, asking sex-related questions, looking at nude 

photos, drawing sexual parts, talking about sex, using sexual words and variations of sex play 

such as touching or looking at genitals by school aged children and adolescents who are less than 

four years apart without threat or coercion (Gil, 1993; Heiman, Leiblum, Esquilin & Pallitto, 

1998; Davies, 2000; Horner, 2004). However, clarification on the specific range of appropriate 

sexual interest depends on a number of factors including culture and individual developmental 

factors (Gil, 1993).  

Another possible direct or indirect consequence of less functional parenting practices is 

youth depression. The CDC reports that about 13% of young adults between the ages of 20 and 

29 have been diagnosed with Major Depression (CDC/NCHS, 2008). Depression has significant 

and painful consequences. Individuals with depression are more likely to have broken marriages 

or strained interpersonal relationships. These same individuals are at an increased risk for 

unemployment, reduced financial security and productivity, and diminished interest in life. 

Individual consequences quickly turn into long term costs to society in lost educational 

opportunities and productivity. Further, society pays for the cost associated with the increase in 

mental health screening, and medical and mental health interventions associated with depression-

related stressors and subsequent illness.  
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Given the personal and societal costs incurred by early sexual behavior and childbearing, 

and by depression and its associated morbidities, it is important to clarify the manner in which 

parenting practices are associated with early and risky sexual behavior during the adolescent 

developmental period and also with depression during late adolescence and early adulthood. The 

figure below illustrates the possible developmental linkage between parental control and 

autonomy granting, adolescent risky behaviors, and later young adult depression. The validity 

and utility of this model is tested in this report.   

Figure 1 

 

 

 

Parenting Style 

 Involved 

 Controlling 

 Involved X Controlling 

Risky Adolescent Behaviors 

 Early Sexual Debut 

Early Adult Depression 
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CHAPTER 2 

LITERATURE REVIEW 

Examining theory and research related to risky sexual behavior provides insight into what 

we know already in relation to parents’ contribution to and the psychological consequences of 

risky sexual behavior. It is important to understand how adolescent risky behavior is defined in 

order to better assess the possible connection between parenting practices and adolescent risky 

behavior and later depression. Risky sexual behavior, in particular, involves actions that can 

potentially compromise the health and adjustment of an individual and may entail one or more of 

the following: early sexual debut, frequent sexual activity, engaging in anal sex, having high 

numbers of sexual partners, prostitution, low utilization of condoms or other forms of birth 

control, and drug or alcohol use before and/or during sex (Hall, Holmqvist & Sherry, 2004).  

Delineation of the specific antecedents to adolescent risky behavior is important as 

widespread evidence has consistently demonstrated that the environmental recipe creating the 

foundation for one type of adolescent risky behavior tends to also contribute to the development 

of other types of risky behavior (Donovan & Jessor, 1985; Osgood, Johnston, O'Malley, & 

Bachman, 1988). Biological evidence suggests that the brain, in particular the frontal lobes, 

which assist in decision making, attention, behavior inhibition and emotion regulation, are still 

immature and continue development during adolescence (Kelley, Schochet & Landry, 2004). As 

a result of the undeveloped nature of these brain structures, frequent risk taking and novelty 

seeking behaviors are observed during this period. While some of these behaviors are adaptive in 

that they provide opportunity for independence and self-reliance, they also contribute to 

susceptibility to depression and suicide, eating disorders, antisocial behavior, and addiction.  
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While biological research provides one explanation for why adolescents are prone to 

participation in risky behavior, social relationships experienced by adolescents offer another 

explanation. Adolescents’ environment plays a huge part in their choice of behavior as their 

behavior is a reflection and expression of the values, thoughts and emotions that are evoked and 

shaped by the social environment.  Stressful and neglectful family environments may lead to 

unhealthy or maladaptive behavior. These environments may provide models for risky behavior 

or may lack adequate monitoring needed to minimize the development of maladaptive and risky 

behavior (Waller & Dubois, 2004). It is also possible that risky and seemingly maladaptive 

behavior may actually be seen from the adolescent’s perspective as a “positive” coping 

mechanism in response to the relative absence of caring and belonging in the family. When the 

family is not a source of support, adolescents may gravitate toward deviant peers and risky 

behavior to seek out a sense of belonging and sources of reinforcement.    

While there is little that can be done to speed the normative trajectory of brain 

maturation, the social environment is malleable and interventions can be used to decrease the 

likelihood of potential unhealthy adolescent behavior and the later consequences of that behavior 

in young adulthood. Parents continue to contribute in substantive ways to youth behavior during 

adolescence and as a consequence are one social context that can be targeted in interventions to 

reduce risky adolescent behavior. Research has elucidated patterns of parenting and how those 

patterns might affect the likelihood of risky behavior during adolescence (Kotchick, Shaffer, 

Miller & Forehand, Rex, 2001).  

 

 



8 

 

Categorization of Parent Practices 

Beginning in the 1960’s, Diana Baumrind introduced the idea that there are observable 

variations in parents’ attempts to control and socialize their children (Baumrind, 1966). Decades 

later and building on Baumrind’s earlier work, Maccoby and Martin (1983) defined a set of 

parenting styles that characterized specific dimensions of parent practices as a combination of 

parent responsiveness and demandingness or control. They hypothesized initially that there were 

three distinct styles of parenting: authoritarian, authoritative, and indulgent. They defined 

authoritarian parents as demanding without explanation and generally unresponsive. 

Authoritative parents were defined as showing an appropriate combination of demandingness or 

limit setting and responsive behavior without being overly restrictive. Authoritative discipline is 

supportive in nature, yet expectations are clear cut. There is a balance between responsiveness or 

support on the one hand and control or limit setting on the other. Indulgent parenting is 

characterized by permissiveness or low control, and parents using this style do not hold their 

children to clear expectations or require mature behavior. Maccoby and Martin later 

hypothesized a fourth parenting style: neglectful or uninvolved. This style is characterized by 

low responsiveness and low demandingness. Neglectful parents are relatively unavailable and 

disinterested in their children.    

Barber (1997) combined research and theory to summarize the main components of 

effective parenting. He describes effective parenting as having three characteristics. The first is 

connection which refers to a stable and positive emotional bond between the parent and child. 

The second is regulation which is the provision of a structured environment and clear 
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expectations and the third is autonomy in which parents provide the child with opportunities for 

self-identity and independence appropriate to the child’s developmental capacity.  

Building a parent-adolescent connection is related to parent involvement while parent 

regulation is related to parent control. Adolescent autonomy is fostered when there is an 

appropriate balance between parental control and involvement consistent with the adolescent’s 

maturation and competence. Constructive parenting provides emotional support, structure and 

boundaries needed for the development of emotional and behavioral self-regulation (Baumrind, 

1991). It promotes adolescent skill development and autonomy while at the same time 

discourages inappropriate and risky behavior. Effective parenting involves a process of coaching, 

modeling and problem solving in which parents express their perspectives and expectations, and 

in which adolescents acknowledge, negotiate and accommodate those expectations. The ability 

of parents to provide appropriate levels of and balance between involvement and control in 

efforts to promote adolescents’ increasing and healthy autonomy sets the foundation for 

adolescents’ healthy decision making skills. 

Parent Control 

 Parent control plays a large role in adolescent outcomes. Appropriate parent control is 

seen as parental guidance of adolescent activities coupled with effective communication and 

explanation for parental decisions about rules and limits. A parent with an appropriate level of 

control values adolescent autonomy and accepts their individuality, while setting standards for 

future conduct and standing firm in their expectations about youths’ health and safety-related 

behaviors (Baumrind, 1966). A parent with an appropriate level of control is interested in, 

knowledgeable about and takes an active part in their adolescent’s life, and is dedicated to 
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shaping and reinforcing adolescent’s healthy decision making and independence (Grolnick & 

Ryan, 1989). 

 Most parents have good intentions in attempting to exert control in their adolescent’s 

behavior; however, it is possible that they could unknowingly become over-controlling and their 

actions generating iatrogenic effects as a result.  Parents’ over-control minimizes opportunities 

for youth to develop the autonomy needed for skill building and growth of self-efficacy in daily 

tasks. As a consequence, over-control may force the child to be dependent on and unduly 

influenced by others, including peers. Control in a parent-adolescent relationship can become 

intrusive when parents’ maturity demands under-estimate child developmental capabilities, when 

parents excessively monitor children or set unrealistic limits, and when parents use harsh 

disciplinary tactics (Aunola & Nurmi, 2005).  

Parent behaviors, specifically “parent hostile control,” was found to be one of the most 

important variables in predicting adolescent early sex initiation in a study conducted by 

Donenburg, Bryant, Emerson, Wilson and Pasch (2003). Intrusive parenting is associated with a 

higher risk for adolescent pregnancy, and has been linked to a higher incidence of risky sexual 

behavior and other negative adolescent outcomes (Barber, 1996; Dorius & Barber, 1998; Gray & 

Steinberg, 1999; Rodgers, 1999). In the short term, high parent control may risky behavior, but 

the likelihood that an adolescent will participate in risky behavior appears to increase over the 

long term in response to high parent control. The relationship between parent-control and 

adolescent risky sexual behavior appears to be a curvilinear one where a moderate amount of 

control is the ideal. Therefore parenting characterized by very low control or very high control 

tends to produce more risky behavior long term (Miller, McCoy, Olson & Wallace, 1986; Miller 

et al., 2001).  
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Parent Involvement 

Parents who do not build a connection through responsiveness and involvement with their 

adolescent are less likely to have adolescents who develop and internalize parental rules and 

values during adolescence and young adulthood (Baumrind, 1971, 1973; Hoffman, 1970, 1975).  

Responsive and involved parents are able to effectively communicate direction and encourage 

positive values that serve as protective factors against adolescent risky behavior. Parental 

closeness and involvement are related to reduced risk for adolescent sexual behavior (Ramirez-

Valles, Zimmerman, & Newcomb, 1998). Parents who are able to build a connection and stay 

appropriately involved provide opportunities for adolescents to acquire important educational 

and interpersonal skills, and an environment in which adolescents can develop competence and 

self assurance. Youth who perceive a close connection with their parents and who have 

developed interpersonal competence and self assurance are more likely to refrain from sexual 

activity altogether during adolescence, more likely to postpone intercourse, have fewer sexual 

partners, and to utilize contraception on a more consistent basis (Miller, 2002).   

The level of involvement appropriate for a particular adolescent may be conditional on 

demographic and environmental factors. A study published on how the neighborhood matters in 

parent influence on early sex initiation found that greater parental involvement was only related 

to a lower likelihood of early sex initiation when adolescents lived in low socioeconomic 

neighborhoods (Roche, Mekos, Alexander, Astone, Bandeen-Roche & Ensminger, 2005). It 

appears that high parental involvement and control such as making decisions about what the 

child watches on television and who the child chooses to be part of their peer group were 

actually associated with a greater likelihood of sexual initiation if adolescents were living in 

more advantaged neighborhood (Roche et al., 2005). These parental decisions may appear over 
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controlling instead of positively involved to youth living in resourceful environments. This could 

be the result of the reduced need for day to day protection and security due to the nature of the 

environment.  In less advantaged neighborhoods these same parent decisions may not be seen as 

controlling, but instead seen as positive or normative involvement, indicating that it may be an 

effective form of reducing adolescent sexual activity within that particular environment.  

Depression as a Long Term Consequence of Parenting  

The consequences of parenting and risky behaviors during adolescence are far-reaching, 

extending into adjustment during young adulthood. Parental involvement is typically associated 

with reduced risk for later youth depression (Miller et al., 1993; Dodge et al., 1994). Parker 

(1993) suggested that parents who were consistently unresponsive were more likely to have 

distressed children. Other studies have found that, independently, affection (involvement) and 

control are not associated with the development of internalizing problems, but the interaction of 

the two in terms of high control and high involvement represent an intrusive style of parenting 

associated with increased risk for depression (Aunola & Nurmi, 2005).  

Aunola and Nurmi (2005) hypothesized that the synergetic effects of high control and 

high involvement (or intrusive parenting) might induce guilty feelings in children. These 

children may feel manipulated and may be given inconsistent feedback, both of which hinder the 

child’s development of appropriate autonomy, self-regulation and expression of emotion. Park 

and colleagues (1983) also propose a combination called “affectionless control” which consists 

of high control and low involvement or affection, and suggests that parenting characterized by 

this pattern reliably increments risk for subsequent psychopathology, including depression, as 

well.  
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Multiple adolescent risky behaviors may be related to depression in a number of ways. 

Adolescents may utilize risky behavior as a coping mechanism in response to difficult and 

complicated emotions for which they have not yet developed more functional self-regulatory 

skills. They may also choose these behaviors in an effort to escape feelings of hopelessness and 

as a means to attain pleasure as they navigate the complicated issues that arise during this 

developmental period (Heritage Foundation, 2003). Risky sexual behavior may contribute to the 

development of depression as a result of increased involvement with peers and reduced time with 

parents, creating stress for adolescents as a result of multiple social transitions (Aneshensel & 

Gore, 1991; Douvan & Adelson, 1966; Gray & Steinberg, 1999). Sexual and romantic 

relationships often dissolve over time, further impacting self efficacy in a negative way 

(Sprecher, 1994; Larson, Clore, & Wood, 1999).  

Caminis and colleagues (2007) also provided evidence that depression and anxiety may 

be associated with low perceived self-efficacy secondary to deficient development of autonomy. 

Adolescents who have not developed autonomy and who perceive themselves as unskilled are 

less likely to show assertive behavior, which in turn may be linked to a reduced ability to 

negotiate safe sex with a partner and an increased likelihood of risky sexual behavior. 

Individuals with low self efficacy and who are less assertive are more likely to have sexually 

permissive attitudes, have sexually active friends, are less likely to use contraception, and are at a 

higher risk for pregnancy. There may be gender differences in the effects of early and risky 

sexual behavior as sexually active girls relative to boys under age 16 endorsed significantly more 

symptoms of depression, exhibited a more pessimistic outlook on the future and reported less 

academically motivation (Caminis, Henrich, Ruchkin, Schwab-Stone & Martin, 2007). 
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Purpose of Study 

It is not yet completely clear how parenting practices, adolescent sexual behavior and 

later psychopathology are related. Research to identify and clarify the antecedents and 

consequences associated with risky adolescent behaviors is warranted and important. Research in 

this area is central to efforts to strategically guide and inform preventive interventions targeting a 

reduction in the incidence of risky behaviors and associated negative outcomes. For this reason 

this study focused on clarifying the roles that parents play in the development of risky sexual 

behavior of adolescents and how parenting practices and risky adolescent behavior predict the 

likelihood of later depression. 

The models tested in this study assessed the relationship of parental involvement, control, 

and the combination of parental involvement and control to risky adolescent sexual behaviors 

stratified by gender and age. In addition, the models assessed the relationship of each parent 

component and adolescent risky sexual behavior to the subsequent development of depression in 

early adulthood. In relation to the connection between parenting practices and adolescent 

outcomes, I hypothesized that (a) as parent control increases, adolescent risky sexual behavior 

and subsequent susceptibility to depression would increase as well. I hypothesized (b) that as 

parent involvement increases, adolescent risky sexual behavior and subsequent susceptibility to 

depression would decrease. I also hypothesized (c) that the synergistic combination of high 

parent control and high parent involvement would exacerbate the likelihood of adolescent risky 

sexual behavior and subsequent depression. Finally, I hypothesized (d) that adolescent risky 

sexual behavior would predict the later development of depression. The hypotheses linking risky 

sexual behavior with parental control are based on the premise that adolescents who are unable 

to gain appropriate autonomy may manipulate behaviors that are at least somewhat under their 
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control to gain the individuation and independence they want and need. However, in making 

these decisions to engage in risky behaviors as a means of asserting their independence, 

adolescents may experience negative consequences that may contribute to increased risk for later 

psychopathology.  
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CHAPTER 3 

METHODOLOGY 

Participants 

 The data for this analysis were drawn from the National Longitudinal Study of 

Adolescent Health (Add Health), a nationally representative, probability-based survey examining 

a broad range of health-related attitudes and behaviors of American adolescents who were in 

Grades 7 through 12 between September 1994 and April 1995 (Chantala, 2003). Participants 

were originally drawn to obtain a stratified, random sample of all high schools in the United 

States. To meet requirements for Wave I data collection in Stage 1, a high school had to include 

an 11th grade and have a minimum enrollment of 30 students. Eighty high schools were selected 

from a sample of 26,666. Prior to sampling, schools were sorted by size, school type, census 

region, level of urbanization and percent of white students. Of the 80 selected high schools, 52 

were eligible and agreed to participate. The remaining 28 schools were replaced by similar high 

schools. Fifty-two “feeder” schools that sent their students to those high schools without 7th or 

8th grades were randomly selected proportional to the percentage of their contribution to the high 

school's entering class.   

In Wave I, Stage 2 (Figure 2), an in-home sample of 27,000 adolescents was drawn 

consisting of a core sample from each community plus selected special over-sampling. Eligibility 

for over sampling was determined by an adolescent's responses on the In-School Questionnaire 

in Stage I. Each school provided a roster of all enrolled students. From these rosters and the pool 

of participants in the in-school survey, adolescents in grades 7 to 12 were sampled to participate 
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in the in-home interview. Adolescents were interviewed at two points in time, first at Wave I and 

then a year later, at Wave II. 

Figure 2 

 

 

The current study utilized the data available for public use, which consisted of about 

4,610 Wave II adolescents randomly selected from the overall sample. During Wave II, measures 

of protective factors were added and changes were made to measurement of contraception and 

sexual behavior. As a result, only Wave II data were utilized in the present study. The Wave I 

data were collected during the 1994-95 academic year and the Wave II data were collected a year 

later. Wave II respondents were re-interviewed between August 2001 and April 2002 in Wave III 

to assess young adult outcomes. The participants were between 18 and 26 years old at Wave III. 

In the 13-14 age group there were 982 participants, 1909 in the 15-16 age group, and 1888 in the 

17-19 age group. 

 At the time of initial recruitment, parents of the adolescents were a median age of 33 

years of age, 88% of the parents were married with the spouse present, and 9% were never 

married.  Fifty-three percent of the parents worked in technical, sales or administrative support, 

23% in managerial or professional work, 17% were operators or laborers, and the remaining 

parents worked in service, farming or repair. The median annual income of families was just 

above $30,000 and 10% earned less than $15,000 a year. Fifty-four percent of the adolescents 

Wave I: Stage 2 

 1994-95 

 27,000 adolescents 

 Grades 7-12 

Wave II 

 1995-96 

 4,610 adolescents 

 Grades 7-12 

Wave III 

 2002 

 4,610  adolescents 

 Ages 18-26 
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were female and 46% were male. Forty-two percent of adolescents were White-non Hispanic, 

32% Black, 11% of Hispanic Origin, 8 % Asian, and 7% Native American. 

Procedure 

Written informed consent was obtained from the parent or legal guardian and the 

adolescent. To protect the identities of participants, a rigorous security system was used to 

prevent linkage of a respondent’s answers to a name or other identifying information. 

Identification numbers used to collect data are never used for data distribution.  

A Computer-Assisted Personal Interview (CAPI) and Audio Computer-Assisted Self 

Interview (ACASI) were administered to the adolescents during Wave II data collection. During 

the in-home survey, an interviewer read the questions aloud and recorded the respondent's 

answers using a laptop computer-assisted personal interview system. Portions of the survey 

pertaining to potentially sensitive information (e.g., questions about suicidality and substance 

use) were administered using the audio computer-assisted self-interview (ACASI) that allowed 

the participants (rather than the Add Health interviewer) to enter their responses directly into the 

computer.  

Measures 

Controlling Parenting.  

Seven items from Section 16 (Relations with Parents) were rationally selected based on 

theories of parental control (Baumrind, 1966; Maccoby and Martin, 1983 & Barber, 1997). The 

measures were summed and standardized into z-scores to define a composite index of controlling 

parenting (see Table 1).  Each of the seven items was prefaced with the query, “Do your parents 

let you make your own decisions about ...”. The survey formatted responses for the first seven 
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items as follows: 0, no; 1, yes; 6, refused; 7, legitimate skip (no parent in household); and 8, 

don’t know. Responses including a 6, 7 or 8 were re-coded as missing data. A factor score was 

created to formulate the construct using an n=1 factor analysis with each item weighted as 

according to its contribution to the factor score. 

Table 1: 

Controlling Parenting

Measures Selected Response Format

1. Home/weekend nights Yes (1)-No (0)

2. People you hang around Yes (1)-No (0)

3. What you wear Yes (1)-No (0)

4. How much TV Yes (1)-No (0)

5. What TV programs Yes (1)-No (0)

6. Time to bed/during week Yes (1)-No (0)

7. What you eat Yes (1)-No (0)  

Involved Parenting 

Five items from Section 16 (Relations with Parents), three items from Section 18 

(Personality and Family), and two items from Section 34 (Protective Factors) of the Wave II in–

home survey were rationally selected based on theories of parental involvement (Baumrind, 

1966; Maccoby and Martin, 1983; and Barber, 1997). The measures were summed and 

standardized to define a composite index of involved parenting (see Table 2). For the first item, 

the survey formatted response as follows: 0, zero days; 1, one day; 2, two days; 3, three days; 4, 

four days; 5, five days; 6, six days; 7, seven days; 96, refused; 97, legitimate skip (no parent in 

household); and 98, don’t know. Responses including a 96, 97 or 98 were re-coded as missing 

data.  

For items 2-6, the survey formatted the responses as follows: 0, no; 1, yes; 6, refused; 7, 

legitimate skip (no mom/dad in household); and 8, don’t know. These items were prefaced with 
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the query, “Which of the things listed on this card have you done with your mother/father in the 

past 4 weeks?” For items 7-9, the survey formatted responses as follows: 1, strongly agree; 2, 

agree; 3, neither agree nor disagree; 4, disagree; 5, strongly disagree; 6, refused; 7, legitimate 

skip (no mother/father in household); and 8, don’t know. For items 10 and 11, the survey 

formatted responses as follows; 0, not at all; 1, very little; 2, somewhat; 3, quite a bit; 4, very 

much; 5, does not apply; 96, refused; and 98, don’t know. For items 2-11 responses including a 

6, 7, 8, 96 or 98 were re-coded as missing data. An n = 1 forced factor analysis was used to 

examine convergence among the items, and a factor score was created with each item weighted 

as it contributed to the factor score. 

Table 2: 

Involved Parenting

Measures Selected Response Format

1. Days parents in room during evening meal 0,1,2,3,4,5,6,7

2. Gone shopping yes(1)-no(0)

3. Gone to religious service/church related event yes(1)-no(0)

4. Gone to movie, play, museum, concert or sports event yes(1)-no(0)

5. Worked on project for school yes(1)-no(0)

7. Mother is warm and loving *strongly agree (1), agree (2), 

8. Do something wrong, mom talks/helps you understand why neither agree nor disagree (3), 

9. Father is warm and loving disagree(4), strongly disagree(5)*

10. Family has fun together *not at all (0), very little (1), 

11. Family pays attention to you somewhat (2), quite a bit (3), 

very much (4)  

 

Risky Sexual Behavior (Early Sexual Debut) 

 One item was rationally selected in terms of its face validity from Section 23 

(Contraception) of the Wave II Audio CASI as a measure for risky sexual behavior (see table 3). 

The question is as follows: “In what year did you have sexual intercourse for the very first 
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time?” Respondents were able to freely select a corresponding year. To calculate age at first 

intercourse each adolescent’s year of birth was subtracted from the year they reported as the year 

they first engaged in sexual intercourse. The risky sexual behavior score was coded differently 

for each age group. For the 13-14 age group, sexual intercourse at any age was coded a 5. For the 

15-16 age group, sexual intercourse before the age of 14 was coded a five and between 14 and 16 

was coded a 3. For the 17-18 age group, sexual intercourse before the age of 14 was coded as a 

five, between the ages of 14 and 16 was coded a 3, and between 16-18 was coded a 0. The higher 

the score, the higher the “risky sex” score. 

Table 3: 

Risky Sex

Measure Selected Response Format

1. Year of first intercourse Reported Year (1980-1996)

Stratagy for Coding

13-14 

15-16

Had sex at 15-16 (3)

Had sex before 15 (5)

17-19

Had sex at 17-19 (1)

Had sex at 15-16 (3)

Had sex before 14 (5)

Has had Intercourse (5)

No Intercourse (0)

No Intercourse (0)

 

Depressive Symptoms 

Six items from Section 12 (Social Psychology and Mental Health of the Wave-III in-

home survey) were selected congruent with standard diagnostic symptoms of depression, and 
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summed to define a composite index of young adult depression (see Table 4). Items 1-5 were 

asked to report symptoms during the past seven days. The items are as follows: You were sad; 

You were too tired to do things; You were depressed; You could not shake off the blues, even 

with help from your family and your friends; and, You were bothered by things that usually 

don’t bother you. The sixth and last item was as follows; In the past 12 months, how often have 

you cried a lot? The survey formatted responses to these items as follows: 0, never or rarely; 1, 

sometimes; 2, a lot of the time; 3, most of the time or all of the time; 6, refused; 8, don’t know; 9, 

not applicable. Responses including a 6, 8 or 9 were re-coded as missing data.  

Table 4: 

Depression

Indicators Response Format: All

1. Sad never or rarely (0), sometimes (1), 

2. Too tired a lot of the time (2)

3. Depressed most of the time or all the time (3)

4. Could not shake off blues

5. Bothered by things that usually don't bother you

6. Cried a lot  
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CHAPTER 4 

RESULTS 

Analytic Plan 

 All variates selected to define the scales were reverse scored when needed to form a 

scale, and examined for their distributional properties. The variables defining each of the 

parenting constructs were first standardized and then subjected to a forced n=1 factor analysis to 

examine their convergence and to create factor scores for each parenting dimension. A single 

variable was used to define risky sexual behavior, and the scale for depression was created by 

summing responses to items describing depressive symptoms. Each scale score was then tested 

for convenience assumptions, and scale scores with significant skewness were transformed. The 

interaction term for parental control and involvement was created by multiplying scores on these 

scales after each was centered by standardization.   

Structural equation modeling was used to test the hypothesized models. Structural 

equation modeling conceptualizes and measures latent variables each of which were defined by 

composite multi-item scales in this report, except for sexual behavior. The goal is a good “model 

fit” in which the covariances predicted by the model correspond with observed covariances in the 

data. Path parameters between constructs are estimated in structural equation modeling, and 

reflect the degree to which endogenous variables in the model are dependent on exogenous 

variables that the theoretical model hypothesizes as possible causes.  
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Descriptive Statistics and Construct Development 

Parenting 

The means, standard deviations, skewness, kurtosis and ranges for the items defining 

parent control and parent involvement for each of the three age groups are shown in Tables 5-7. 

Overall, adolescents in this sample displayed modest levels of self-reported parent control and 

involvement. Mean scores for parent control reported by youth in the 13-14 age group fell 

mainly between .27 (parents’ control of what time you are home on week nights) and .89 

(parents’ control over what you wear) on a scale of 0 (parental control) to 1 (own choice). Mean 

scores for the youth in the 15-16 year old age group mirrored this pattern with scores ranging 

from .31-.91. Expectedly, youth in the 17-19 year old age group had higher mean scores of 

parent control with scores ranging from .51-.91, as higher scores indicate less parental control 

and more youth choice.  
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Table 5 

        

 

Descriptive Statistics for Parenting Measures: 13-14 

            Mean SD Skewness Kurtosis Min Max 

Parent Control 

       

 

Home/weekend 

nights 

 

0.27 0.45 1.02 -0.96 0 1 

 

People you hang around 0.85 0.36 -1.91 1.66 0 1 

 

What you wear 

 

0.89 0.32 -2.47 4.11 0 1 

 

How much TV 

 

0.79 0.41 -1.4 -0.03 0 1 

 

What TV programs 

 

0.71 0.45 -0.93 -1.13 0 1 

 

Time to bed/during week 0.5  0.5 -0.02  -2 0 1 

 

What you eat 

 

0.76 0.43 -1.21 -0.53 0 1 

Parent Involvement 

       

 

Days parents in room during  5.39 2.19 -1.21 0.25 0 7 

 

  evening meal 

       

 

Gone shopping 

 

0.77 0.42 -1.29 -0.35 0 1 

 

Gone to religious service/church  0.45 0.5 0.21 -2 0 1 

 

  related event 

       

 

Gone to movie, play, museum,  0.34 0.48 0.66 -1.57 0 1 

 

  concert or sports event 

      

 

Worked on project for school 0.24 0.43 1.24 -0.47 0 1 

 

Mother is warm and loving 1.52 0.69 1.61 3.79 1 5 

 

Do something wrong, mom  1.76 0.82 1.09 1.11 1 5 

 

  talks/helps you understand why 

      

 

Father is warm and loving 1.62 0.77 1.44 2.92 1 5 

 

Family has fun together 3.93 1.02 -0.74 -0.06 1 5 

 

Family pays attention to you 4.12 0.88 -0.88 0.52 1 5 

 



26 

 

 

 

Table 6 

        

 

Descriptive Statistics for Parenting Measures: 15-16 

            Mean SD Skewness Kurtosis Min Max 

Parent Control 

       

 

Home/weekend 

nights 

 

0.32 0.47 0.76 -1.42 0 1 

 

People you hang around 0.85 0.35 -2 2 0 1 

 

What you wear 

 

0.91 0.28 -2.93 6.6 0 1 

 

How much TV 

 

0.83 0.37 -1.78 1.18 0 1 

 

What TV programs 

 

0.8 0.4 -1.49 0.23 0 1 

 

Time to bed/during week 0.67 0.47 -0.72 -1.49 0 1 

 

What you eat 

 

0.84 0.37 -1.88 1.54 0 1 

Parent Involvement 

       

 

Days parents in room during  4.78 2.39 -0.73 -0.77 0 7 

 

  evening meal 

       

 

Gone shopping 

 

0.69 0.46 -0.8 -1.36 0 1 

 

Gone to religious service/church  0.4 0.49 0.41 -1.84 0 1 

 

  related event 

       

 

Gone to movie, play, museum,  0.24 0.43 1.24 -0.46 0 1 

 

  concert or sports event 

      

 

Worked on project for school 0.14 0.34 2.12 2.48 0 1 

 

Mother is warm and loving 1.69 0.82 1.43 2.54 1 5 

 

Do something worng, mom  1.95 0.9 1.09 1.21 1 5 

 

  talks/helps you understand why 

      

 

Father is warm and loving 1.88 0.94 1.22 1.41 1 5 

 

Family has fun together 3.65 1.08 -0.48 -0.4 1 5 

 

Family pays attention to you 3.92 0.95 -0.69 0.11 1 5 
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Table 7 

        

 

Descriptive Statistics for Parenting Measures: 17-19 

            Mean SD Skewness Kurtosis Min Max 

Parent Control 

       

 

Home/weekend 

nights 

 

0.54 0.5 -0.15 -1.98 0 1 

 

People you hang around 0.9 0.3 -2.68 5.21 0 1 

 

What you wear 

 

0.94 0.25 -3.57 10.76 0 1 

 

How much TV 

 

0.9 0.31 -2.6 4.78 0 1 

 

What TV programs 

 

0.88 0.32 -2.36 3.56 0 1 

 

Time to bed/during week 0.83 0.38 -1.72 0.96 0 1 

 

What you eat 

 

0.89 0.31 -2.52 4.34 0 1 

Parent Involvement 

       

 

Days parents in room during  4.08 2.49 -0.29 -1.25 0 7 

 

  evening meal 

       

 

Gone shopping 

 

0.61 0.49 -0.44 -1.81 0 1 

 

Gone to religious service/church  0.36 0.48 0.6 -1.64 0 1 

 

  related event 

       

 

Gone to movie, play, museum,  0.18 0.39 1.66 0.75 0 1 

 

  concert or sports event 

      

 

Worked on project for school 0.1 0.94 2.75 5.57 0 1 

 

Mother is warm and loving 1.68 0.81 1.38 2.31 1 5 

 

Do something wrong, mom  2 0.93 0.97 0.72 1 5 

 

  talks/helps you understand why 

      

 

Father is warm and loving 1.92 0.94 1.17 1.36 1 5 

 

Family has fun together 3.65 1.05 -0.4 -0.33 1 5 

 

Family pays attention to you 3.92 0.93 -0.66 0.12 1 5 
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Adolescents in the 13-14 year old age group reported that their parents were warm and 

loving; 1.52-1.62 on a scale of 1 (strongly agree) to 5 (strongly disagree), and that their parents 

provided an explanation when the adolescent had done something wrong; 1.76 on a scale of 1 

(strongly agree) to 5 (strongly disagree). Adolescents in this age group reported that their parents 

frequently ate dinner with them (mean > 5 times per week), the family had fun together (mean = 

3.9 where 4 = quite a bit) and paid attention to them (mean = 4.12 where 4 = quite a bit). 

Adolescents in the 15-16 and the 17-19 year old age groups endorsed slightly higher mean scores 

on questions pertaining to parent warmth and explanation for wrong doing, and reported slightly 

lower mean scores on questions pertaining to eating dinner as a family, family paying attention 

to them and having fun with their family relative to the 13-14 year old age group. 

 In order to assess convergence of items used to define each of the parenting constructs 

and to obtain a factor score to define the constructs, 10 items rationally selected to define 

parental involvement and 7 items selected to define parental control were tested for convergence 

separately for each age group using a n=1 factor analyses. The results of these analyses are 

shown in Table 8. The items defining parental control all loaded reliably (r > .30) on the factor at 

all three ages, indicating reasonable convergence. The 10 items rationally selected to define 

parental involvement showed less convergence, with loading of items related to parent and youth 

co-participation in activities ranging from .20 to .40, but with items referring to warmth, 

attention and understanding loading from .60 to .80. This pattern of loadings held across the 

different age groups. All 10 items were retained in defining parental involvement in order to 

capture this construct in a relatively broad way.  
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Table 8: Factor Loadings for Parenting Constructs 

______________________________________________________________________________ 

Item    age 13-14 years      age 15-16 years   age 17-18 years 

______________________________________________________________________________ 

      Parental Involvement 

Days parents at evening meal     .35   .41   .46 

Gone shopping          .31   .35   .40 

Gone religious services/church     .22   .21   .21 

Gone to movie, play, sports    .32   .33   .26 

Work on school project        .30   .22   .25 

Mom warmth & loving        .67   .70   .68 

Do wrong – understand why    .65   .66   .68 

Dad warm & loving     .66   .69   .66 

Family has fun together        .70   .76   .76 

Family pays attention     .70   .71   .73 

      Parental Control 

Home/weekend night curfew    .87   .33   .31 

People you hang around with    .87   .55   .63 

What you wear        .32   .61   .64 

How much TV      .41   .69   .72 

What TV programs     .43   .67   .72 

Time to bed during week    .41   .48   .63 

What you eat      .35   .50   .54 

______________________________________________________________________________   



30 

 

Factor scores were calculated for the parental involvement and control constructs 

separately for each age group such that the final score reflected the contribution of the item in 

terms of weighting on the factor. After square root transformation each parent construct met the 

assumptions of normality, displaying relatively modest amounts of skewness and kurtosis with a 

few exceptions. The 17-19 age group measure of controlling parenting and the interaction term 

for involved and controlling parenting displayed skewness above what would be acceptable 

under assumptions of normality. The 17-19 age group tended to report scores closer to one on 

measures of controlling parenting. 

Sexual Behavior  

The percent of youth endorsing the item about engaging in risky sexual behavior (early 

sexual debut) are shown in Table 9 for each of the three age groups. Means, standard deviations, 

skewness, kurtosis and ranges for the early sexual debut measure are also shown in the right 

hand portion of that table based on weighted values reflecting recoding according to the age the 

youth reported first sexual intercourse, as described in the methods section.  Overall, adolescents 

in this sample displayed a relatively modest level of early sexual activity. The mean age of first 

intercourse for the small number of youth (13%) who reported sexual intercourse in the 13-14 

year old age group was 12 (12.37). Most adolescents in the 13-14 year old age group reported 

age at first intercourse as occurring between 11 and 14 years of age, with a few adolescents 

reporting age at first sex as early as 7-years-old. There were no sex differences in age at first 

intercourse (t = 0.81). Those adolescents who self-reported scores long before one would suspect 

someone capable of having sexual intercourse; younger than 10, were rare, but did occur in the 

data. While it is unlikely in most circumstances that adolescents would have had sexual 
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intercourse this early, these extreme and perhaps invalid scores were adjusted by the coding 

simply to indicate that sexual intercourse occurred before age to 14, i.e., were coded as 5. 

Table 9                     

  Descriptive Statistics for Risky Sex- Age of Intercourse 

       

  

Age 

Range Mean % Mean SD Skewness Kurtosis Min Max 

      Reported Age   Score           

  13-14  

 

7-14* 12.37 

 

0.68 1.71 2.13 2.56 0 5 

  Has had Intercourse (5) 

  

13 

        

             15-16 

 

5-16* 13.85 

 

1.39 2.05 0.93 -0.92 0 5 

  No Intercourse (0) 

           Had sex at 15-16 (3) 

  

14 

        Had sex before 15 (5) 

  

19 

        

             17-19 

 

2-19* 15.24 

 

1.59 1.69 0.57 -0.97 1 5 

  No Intercourse (0) 

           Had sex at 17-19 (1) 

  

16 

        Had sex at 15-16 (3) 

  

26 

        Had sex before 14 (5) 

  

16 

        

             *note: age range of sexual intercourse are ages youth self-reported and may be subject to inaccuracies 

  

                          The mean age of first intercourse for those who reported intercourse for the 15-16 year 

old age group was 14 (13.85). Most adolescents reported sexual debut between the ages of 12 

and 16 years. Approximately 19% of the adolescents in the 15-16 year old age range reported 

age at first intercourse on or before the age of 14 and approximately 14% reported age at first 

intercourse between the ages of 15 and 16. There were no sex differences in age at first 

intercourse (t = 1.24). 

The mean age of first intercourse for adolescents who reported having intercourse in the 

17-19 year old age group was 15.24. For the 17-19 age group, most reported sexual debut 

between the ages of 11 and 19 years. Approximately 16% of adolescents within the 17-19 year 
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old age range reported age at first intercourse at or before the age of 14, 26% of adolescents 

reported age at first intercourse between the ages of 15-16 and 16% reported age at first 

intercourse between the ages of 17-19. There were no sex differences in age at first intercourse (t 

= 0.58). 

 After square root transformation the weighted scores for risky sexual behavior met the 

assumptions of normality, displaying relatively modest skewness and kurtosis with one 

exception. The measure of risky sexual behavior for girls in 13-14 year old age group displayed 

skewness above what would be acceptable under assumptions of normality. The girl’s 13-14 year 

old age group tended to report scores that were coded as zero, reflecting very low base rates of 

first sexual intercourse before age 14.  

Depressive Symptoms   

Means, standard deviations, skewness, kurtosis and ranges of the items for self reported 

depressive symptoms in young adulthood are shown in Table 10. Overall, the young adults in 

this sample displayed relatively moderate levels of depressive symptoms, with a mean scale 

score of 3.91. Scale scores fell mainly between 0 and 11 out of a possible 18 for depressive 

symptoms. About four percent of individuals endorsed scores between 12 and 18, reflecting 

moderate to severe levels of depressive symptoms in young adulthood at ages 18 to 26 years of 

age. The alpha internal consistency of the depression symptoms scale was .78 for the 13 to 14 

year old youth group, .77 for the 15 to 16 year old age group, and .79 for the 17 to 18 year old 

age group. After square root transformation the scale score for self-reported young adult 

depressive symptoms met the assumptions of normality. 
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 Table 10        

 Descriptive Statistics for Depression     
   Mean SD Skewness Kurtosis Min Max 
         

 13-14         

  Sad  0.52 0.69 1.33 1.82 0 4 

  Too tired  0.66 0.74 1.03 0.83 0 3 

  Depressed  0.31 0.63 2.23 4.8 0 3 

  Could not shake  0.35 0.68 2.16 4.46 0 3 

    off blues        

  Bothered by things that  0.51 0.68 1.17 0.86 0 3 

    usually don't bother you       

  Cried a lot  0.98 0.68 0.5 0.67 0 3 

         

 15-16        

  Sad  0.53 0.67 1.25 1.44 0 4 

  Too tired  0.66 0.74 1 0.68 0 3 

  Depressed  0.37 0.67 2 4 0 3 

  Could not shake  0.33 0.65 2.19 4.82 0 3 

    off blues        

  Bothered by things that  0.56 0.7 1.13 1.02 0 3 

    usually don't bother you       

  Cried a lot  1.02 0.75 0.98 2.04 0 3 

         

 17-19        

  Sad  0.46 0.65 1.35 1.73 0 4 

  Too tired  0.62 0.73 1.13 1.17 0 3 

  Depressed  0.33 0.65 2.17 4.49 0 3 

  Could not shake  0.3 0.61 2.27 5.32 0 3 

    off blues        

  Bothered by things that  0.54 0.7 1.31 1.65 0 3 

    usually don't bother you       
  Cried a lot  0.9 0.66 0.56 0.9 0 3 
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Girls relative to boys reported higher levels of depressive symptoms during young 

adulthood. For the 13-14 year old age group, the mean for boys was 2.51 and for girls was 3.90 (t 

= 7.15, p < .001). For the 15-16 year old age group, the mean for boys was 2.74 and for girls was 

4.09 (t = 9.20, p < .001). For the 17-18 year old age group, the mean for boys was 2.48 and for 

girls was 3.84 (t = 9.51, p < .001). About three times as many girls as boys reported moderate to 

severe levels of depressive symptoms (> a scale score of 9) as young adults. For the 13-14 year 

old age group, the percent of reported moderate to severe levels of depressive symptoms was 

5.6% for girls and 1.7% for boys.   For the 15-16 year old age groups, the percent of reported 

moderate to severe levels of depressive symptoms was 6.2% for girls and 2.1% for boys. For the 

17-18 year old age groups, the percent of reported moderate to severe levels of depressive 

symptoms was 5.8% for girls and 1.7% for boys.        

Correlations Among the Scales 

 Correlations among the composite variables (along with descriptive statistics for 

composite scale scores) for each age and gender group (after aggregation of items and 

transformations) are shown in Tables 11-16. After transformation, only three variables were 

skewed more than 2.0.  Most distributions did not significantly differ from the assumptions of 

normality; therefore there were few violations of assumptions needed for modeling in SEM 

(Kline, 2005).  
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Table 11

Descriptive Statistics and Correlations

Girls: 13-14

1 2 3 4 5

1. Involved Parenting

2. Controlling Parenting 0.03

3. Inv X Con Parenting -0.20 0.19

4. Risky Sexual Behavior -0.22 0.07 0.04

5. Depression -0.09 0.06 -0.07 0.13

Mean 0.02 -0.01 0.01 0.61 3.91

SD 1.02 0.98 0.97 1.64 3.11

Skewness -0.84 0.59 -0.47 2.3 1.5  
 

Note. Correlations shown in bold are reliable at p< .05; means, standard deviations and skewness for constructs are shown        

after aggregation, summation of standard scores and/or square root transformation. 

 

 

 

 

 

 

 

Table  12

Descriptive Statistics and Correlations

Boys: 13-14

1 2 3 4 5

1. Involved Parenting

2. Controlling Parenting -0.02

3. Inv X Con Parenting -0.10 0.08

4. Risky Sexual Behavior -0.08 -0.06 -0.08

5. Depression -0.11 0.03 -0.03 0.08

Mean 0.03 0.01 -0.04 0.75 2.52

SD 0.97 1.03 0.9 1.79 2.23

Skewness -0.61 0.47 -0.2 1.97 1.74  
 

Note. Standard deviations and skewness for constructs are shown after aggregation, summation of standard scores  

and/or square root transformation. 
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Table 13

Descriptive Statistics and Correlations

Girls: 15-16

1 2 3 4 5

1. Involved Parenting

2. Controlling Parenting -0.03

3. Inv X Con Parenting 0.06 0

4. Risky Sexual Behavior -0.25 0.08 -0.06

5. Depression -0.25 0.02 0.01 0.14

Mean 0.02 0.05 -0.02 1.4 4.08

SD 1.05 0.98 1.05 2.04 3.06

Skewness -0.83 -1.5 0.74 0.88 1.42   
 

Note. Correlations shown in bold are reliable at p< .05; means, standard deviations and skewness for constructs are  

shown after aggregation, summation of standard scores and/or square root transformation. 

 

 

 

 

 

Table 14

Descriptive Statistics and Correlations

Boys: 15-16

1 2 3 4 5

1. Involved Parenting

2. Controlling Parenting 0.05

3. Inv X Con Parenting -0.18 0.18

4. Risky Sexual Behavior -0.22 0.13 0.04

5. Depression -0.09 -0.04 -0.01 0.07

Mean 0 -0.06 0.03 1.4 2.74

SD 0.94 1.02 1.02 2.05 2.45

Skewness -0.74 -1.3 1.81 0.98 1.3  
 

Note. Correlations shown in bold are reliable at p< .05; means, standard deviations and skewness for constructs are  

shown after aggregation, summation of standard scores and/or square root transformation. 
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Table 15

Descriptive Statistics and Correlations

Girls: 17-18

1 2 3 4 5

1. Involved Parenting

2. Controlling Parenting 0.04

3. Inv X Con Parenting -0.06 0.03

4. Risky Sexual Behavior -0.09 0.08 0.03

5. Depression -0.19 0.01 -0.02 0.08

Mean 0.08 -0.01 0.03 1.6 3.84

SD 1.04 0.99 0.95 1.59 3.1

Skewness -0.74 -2.1 0.5 0.46 1.6  
 

Note. Correlations shown in bold are reliable at p < .05; means, standard deviations and skewness for constructs are  

shown after aggregation, summation of standard scores and/or square root transformation. 

 

 

 

 

 

 

 

Table 16 

Descriptive Statistics and Correlations

Boys: 17-18

1 2 3 4 5

1. Involved Parenting

2. Controlling Parenting -0.09

3. Inv X Con Parenting 0.02 0.06

4. Risky Sexual Behavior -0.12 0.04 -0.02

5. Depression -0.01 -0.08 -0.02 0.02

Mean -0.07 0.01 -0.03 1.61 2.48

SD 0.95 1 1.16 1.78 2.31  
 

Note. Correlations shown in bold are reliable at p <.05; means, standard deviations and skewness for constructs are  

shown after aggregation, summation of standard scores and/or square root transformation. 
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Hypothesized Models 

Six structural equation models were used to examine the longitudinal relationships of 

parent involvement and control to risky sexual behavior, and the longitudinal relationships of 

parental involvement and control and risky sexual behavior to self-reported depressive symptoms 

in young adulthood. Three models were tested for boys and three models were tested for girls. 

Each of the three models examines a different age group; 13-14, 15-16, and 17-19 years old. The 

hypothesized models were tested using the AMOS SEM program (Arbuckle, 1999). All models 

were tested in a multi-group (male and female) format. The developmental timing of the 

constructs for parenting and for risky sexual behavior in the models was different for the various 

age groups. These variations reflect the different developmental timing for the older (17-18 year 

old) versus the younger (13-14 and 15-16 year old) age groups in terms of retrospectively 

recalled age at first sexual intercourse and age at which youth were asked to report on parenting 

quality. Thus for the younger age groups, the reference period for reports of parenting quality 

preceded the typical age of initial sexual intercourse whereas for the older age groups the age at 

first sexual intercourse typically preceded the reference period for reports of parenting. In each 

model, the Chi Square, CFI and RMSEA indices indicated that the hypothesized models fit the 

observed data adequately.  In addition, the sample size for each age X gender model provided 

sufficient power to ascertain relationships among variables with reasonable confidence.   

The results of the multi-group (by gender) model relating parent involvement and control 

to adolescent risky sex and subsequent depressive symptoms for the 13-14 year old age group are 

displayed in Figure 3 for females and Figure 4 for males. The model adequately fit the data; χ² = 

.68, df=2, p=.71, CMIN/DF=.34, CFI=1 and RMSEA < .001. For girls, higher levels of parental 
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involvement and warmth were related to non-involvement in sexual intercourse (b = -.25, p < 

.001) and to lower levels of depressive symptoms (b = -.12, p < .05) in young adulthood. 

Involvement in early sexual intercourse also predicted higher levels of depressive symptoms (b = 

.12, p < .05) in young adulthood. Finally, the interaction of parental involvement and control was 

predictive (b = -.14, p < .01) of girls’ self-reported depressive symptoms in young adulthood 

(Figure 5) such that the risk of later symptoms of depression increased faster with decreasing 

parental involvement under conditions of high levels of parental control (at +1SD of control, r = 

-.28) than when accompanied by low levels of parental control (at -1SD, r = -.18). In the model 

for 13-14 year old boys, only parental involvement and warmth were predictive (b = -.12, p < 

.05) of lower levels of depressive symptoms in young adulthood. Gender comparisons of model 

parameters indicated that parental involvement served as a stronger deterrent for early sexual 

intercourse for girls than for boys (C.R. = -2.37, p < .05) in the 13-14 year old age group. Sexual 

intercourse by age 14 was marginally more likely to be associated with depressive symptoms 

during young adulthood for girls than for boys (C.R. = 1.92, p < .10).       
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Figure 5: Interaction Effect for Females Ages 13-14 Years Old  
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The results of the multi-group (by gender) model relating parent involvement and control 

to adolescent risky sex and young adult depressive symptoms for the 15-16 year old age group 

are displayed in Figure 6 for females and Figure 7 for males. The multi-group model adequately 

fit the data; χ²=.53, df=2, p=.77, CMIN/DF=.27, CFI=1 and RMSEA < .001. For girls in this age 

group, early parental involvement and warmth were negatively associated with first age at sexual 

intercourse (b = -.21, p < .001) and with depressive symptoms (b = -.24, p < .001) in young 

adulthood. Parental control was not related to sexual behavior or to depressive symptoms, and 

sexual behavior was not related to depressive symptoms for 15-16 year old girls. For boys in the 

15-16 year old age group, parental involvement was negatively associated with age at first 

intercourse (b = -.13, p < .001) and with later depressive symptoms (b = -.09, p < .05). For boys, 

higher levels of parental control were positively associated with earlier ages at first sexual 

intercourse (b = .11, p < .01). For boys, earlier age at first sexual intercourse predicted increased 

levels of depressive symptoms (b = .09, p < .05) in young adulthood. Only one gender difference 

emerged in the path parameters for the 15-16 year old age group; parental involvement was more 

strongly associated with fewer young adult depressive symptoms for girls than for boys (C.R. = -

2.73, p < .01) 
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The results of the multi-group (by gender) model relating adolescent risky sexual 

behavior to parent involvement and control, and adolescent risky sex and parental involvement 

and control to subsequent depression for the 17-19 year old age group is displayed in Figure 8 

for girls and Figure 9 for boys. The model adequately fit the data; χ²=1.95, df=2, p=.38, 

CMIN/DF=.98, CFI=1 and RMSEA < .001. For girls in this age group, earlier age at first 

intercourse was negatively associated with parental involvement and warmth (b= -.13, p < .01) 

and was positively related to higher levels of parental control (b = .15, p < .001). For girls, higher 

levels of parental involvement and warmth were negatively related to depressive symptoms in 

young adulthood (b= -.21, p < .001). For boys in this age group, early age at first intercourse was 

negatively related to parental involvement and warmth (b= -.10, p < .05). Parental control was 

negatively related to depressive symptoms in young adulthood (b= -.08, p < .01). The interaction 

of parental control and parental involvement also predicted (Figure 10) boys’ young adult 

depressive symptoms (b = -.11, p < .05) such that risk for depression increased with parental 

involvement under conditions of low parental control (at -1SD of control, r = .16) but decreased 

slightly under conditions of high parental control (at + 1SD of control, r = -.06). A number of 

gender differences were found in the path parameters for boys and girls in the 17 to 19 year old 

group models. Earlier risky sexual behavior was more strongly associated with subsequent 

parental control for girls than for boys (C.R. = 2.58, p < .01). Parental involvement was a 

stronger deterrent to adult depressive symptoms for girls than for boys (C.R. = 2.97, p < .01). 

The synergistic association of parental involvement and control with reduced risk for later 

depressive symptoms was greater for boys than for girls (C.R. = -2.08, p < .05).  
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Figure 10: Interaction Effect for Males Ages 17-19 Years Old 
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CHAPTER 5 

DISCUSSION 

The goal of this research was to examine the relationship between specific parenting 

practices, the development of adolescent risky sexual behavior and the development of 

depression in young adulthood. It was hypothesized that involved parenting would reduce risky 

sexual behavior and subsequent depression, while controlling parenting and the combination of 

more involved and more controlling parenting would increase risky sexual behavior and the 

likelihood of subsequent depressive symptoms due, in part, to the intrusive qualities of such 

parenting. 

Timing of Sexual Debut and Levels of Depression 

 In the present study, 17% of adolescents who reported having sexual intercourse reported 

that their sexual debut occurred prior to the age of 15 years. Almost 37% reported that their 

sexual debut occurred before the age of 17 years, and 39% reported their sexual debut before the 

age of 19 years. In a national AGI study, Mosher, Changra, and Jones (2005) reported that about 

25% of respondents reported having their sexual debut by age 15 years, 47% by age 17 years, 

and 73% before the age of 19 years. Reports of first sexual intercourse in the present study were 

somewhat lower, but may reflect cohort or other sampling differences. While adolescents in this 

sample may have reported delaying their sexual debut to a slightly older age, the average age of 

sexual debut for those in this sample who were already sexually active was about 14 years of 

age, which is three years below the national average (AGI, 2002). This could be due to 

differences in methodology used in the AGI and this study; the AGI relied on reports of 
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individuals at an older age and thus the age range at first sexual intercourse in the AGI study 

could be later than age 19 years.   

From a different perspective, a relatively large number of youth in this study reported 

early sexual debut: about 16% by age 15 years, and about 36% before age 17 years. These youth 

are, as a consequence, at risk for teenage pregnancy and sexually transmitted infections 

(Archibald et. al., 1999; CDC, 2008). Early sexual intercourse is also strongly associated with a 

range of other risky behaviors during adolescence as well as negative developmental outcomes in 

young adulthood. In order to formulate effective preventive interventions, a better understanding 

is needed of how parenting experienced by youth influences the developmental timing of their 

initiation of sexual behavior. 

The mean level of depressive symptoms in young adulthood reported by participants was 

modest, with approximately five percent indicating a sufficient number of symptoms to indicate 

moderate to severe depression. Congruent with previous research, females relative to males 

reported higher mean levels of depressive symptoms, and were over-represented in high 

frequency levels of those symptoms (Hankin, Abramson, Moffitt, Silva, McGee & Angel, 1998). 

Because the symptoms queried in this research do not coincide with diagnostic criteria, the rates 

of clinical levels of depression cannot be ascertained. 

Analyses also provided the opportunity to infer how youths’ perception of the parenting 

they experience may change as they move from early to late adolescence. The general age-

related trend indicated that youth perceived their parents as becoming less controlling as they 

moved from age 13 to age 19 years, consistent with their increasing autonomy and independence. 

Interestingly, the age trend in perceived support and involvement showed the opposite trend, 
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increasing from age 13 to age 19 years, and may reflect the difficult negotiation between parental 

involvement and youth striving for autonomy that characterizes the transition to adolescence. 

However, these age-related trends are very tentative inferences because the same youth were not 

followed longitudinally across the adolescent period but rather each age period is represented by 

distinct samples of youth.         

Evaluation of the Hypotheses 

It was hypothesized that higher levels of parent involvement would decrease risk for 

early sexual intercourse and young adult depressive symptoms. The results of the present study 

consistently supported this hypothesis. Parent involvement was associated with decreased 

likelihood of early sexual debut and young adult depressive symptoms for the majority of 

adolescents, especially for females. Females between the ages of 13 and 16 years and males 

between the ages of 15 and 16 years who had parents whom they perceived as more loving and 

as engaging in shared activities reported later sexual debut or abstinence. In contrast, youth in the 

17 to 19 year old group who engaged in early sexual activity reported experiencing lower levels 

of subsequent parental involvement, suggesting reciprocal or transactional relationships between 

parent involvement and youth sexual activity. Females between the ages of 13 and 19 and males 

between the ages of 13 and 14 years who perceived their parents as more loving and involved 

reported fewer depressive symptoms in young adulthood, some five to six years later in their late 

teens and early twenties. The prospective relationship between perceived parental involvement 

and later depressive symptoms increased as females moved through adolescence, but diminished 

for males.  
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While relatively consistent relationships between parent involvement and adolescent 

early sexual debut and young adult depressive symptoms were indicated in the present study, the 

hypothesis that increased risk for early sexual debut and young adult depressive symptoms 

would be associated with youth’s perceptions of higher parental control during adolescence was 

not consistently supported. The hypothesis was supported in that earlier sexual debut by males 

was associated with higher levels of perceived parental control, and that early sexual debut by 

females was associated with higher levels of subsequent parental control for females. Contrary to 

the hypothesis, males between the ages of 17 and 19 who perceived their parents as more 

controlling were less likely to self-report more depressive symptoms in young adulthood.  

The third hypothesis asserted that a combination of high parental involvement and high 

parental control, as an indicator of intrusive parenting, would contribute to both earlier sexual 

debut and a greater likelihood of young adult depressive symptoms. The only support for this 

hypothesis was observed for females in the 13-14 year old age group in terms of increasing the 

risk for youth self-reported depressive symptoms at the transition to young adulthood. The 

protective effect of greater parental involvement for depressive symptoms was reduced as levels 

of parental control also increased. The association of high control and high involvement and 

subsequent depressive symptoms in adulthood with 17 to 19 year old males was different than 

that hypothesized. The risk for more depressive symptoms decreased with higher parental 

involvement when accompanied by higher levels of control, and increased when accompanied by 

lower levels of parental control.  

The hypothesis that high levels of parental control and parental involvement would be 

associated with increased risk for early sexual activity was not supported for either males or for 
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females in any age group. This is contrary to a few existing research reports which indicate that 

adolescents’ perception of parents being both involved and controlling exacerbates the 

prevalence of risky sexual behavior (Aunola & Nurmi, 2005). However, the degree to which the 

parental control and involvement as defined by the items in this extant data set reflect genuinely 

intrusive parenting is open to interpretation.  

It was hypothesized that adolescents who engaged in risky sexual behavior during 

adolescence would be more likely to report depressive symptoms in young adulthood, reflecting 

longer term negative consequences of a premature assertion of autonomy and independence. This 

hypothesis was partially supported. Females between the ages of 13 and 14 and males between 

the ages of 15 and 16 years who reported earlier sexual debut were also more likely to report 

depressive symptoms in young adulthood. It should be noted that these associations, while 

statistically reliable, were not of large size. It is likely that a number of other distal risk factors 

operating during adolescence and proximal risk factors operating during adulthood may have 

more powerful or at least additional additive influence on young adult depressive symptoms.    

The Importance of Youth Gender  

While not explicitly stated in the hypothesis, five salient and significant gender 

differences emerged in the present study. The present findings appear to be consistent with 

Werner-Wilson’s (1998) study providing evidence that individual factors may influence males’ 

choice of early sexual debut far more than females and evidence that females are more 

influenced by family factors. Three gender differences in the present study concerned the 

relationship of perceived parental involvement to early sexual debut and young adult depression. 

Involved parenting seemed to make more of a difference for girls than boys. Parent involvement 
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was a more significant deterrent of early sexual intercourse for girls between the ages of 13 and 

14 years and was more significantly associated with reduced likelihood of young adult 

depression for girls between the ages of 15 and 19 years.  The last significant gender difference 

in the present study involved early sexual debut and depression. Comparisons in the 13-14 year 

old age group provided evidence that sexual intercourse by age 14 was more likely to be 

associated with later depressive symptoms for girls than for boys. Gender comparisons also 

indicated that early sex was more strongly associated with subsequent parental control for girls 

than boys in the 17-19 year old age group. This indicates that parents respond differently to their 

daughters’ early sexual behavior than to that of their sons.  

Theoretical Implications 

Donovan (1985) and Osgood and colleagues (1988) suggest that clarification of 

antecedents associated with the development of any one type of adolescent risky behavior is 

important given that the participation in one type of risky behavior may lead to the participation 

in others. Parent involvement appears to powerfully protect adolescents from early sexual debut 

specifically. When parents were more involved, adolescents may have felt they had received 

adequate attention and may have been less likely to seek satisfaction of their need for attention 

elsewhere. Parental support and validation may have mitigated increasing reliance on peers and 

intimate partners as primary sources of belonging and reinforcement, and thus may have enabled 

adolescents to avert early sexual intercourse and other potentially risky behavior. Without 

parental support and involvement, in an effort to find comfort and security, other adolescents 

may have discovered peers and intimate partners as a means to temporarily meet their needs for 
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social support and attention, and experience increased susceptibility for risky behavior as a 

result. They may find that they are able to meet unmet needs through early sexual debut.   

Waller (2004) and colleagues theorized that parents can provide adolescents with a 

source of positive values and healthy behavioral intentions.  Such positive values and behavioral 

intentions are more likely to be transmitted in the context of a warm and supportive relationship 

between parents and youth. On the other hand, the absence of parent involvement, warmth and 

support may reflect a lack of monitoring which is predicated in part by trust and youths’ 

willingness to disclose information to their parents about the youths’ activities and associates. 

The lack of sufficient monitoring, in turn, has been found to predict the early age onset and 

increased likelihood of multiple risky behaviors, including sexual intercourse. Parental modeling 

of positive values and coping skills, and adequate communication and monitoring of youth 

behavior, as reflected in parent involvement, may decrease the likelihood of adolescent 

development of negative behaviors such as early sexual debut.  

A less obvious explanation could be related to adolescent autonomy seeking and 

subsequent identity development. As a result of insufficient parent involvement, adolescents may 

explore their identity and define themselves through different means. Adolescents with less 

involved parents may not receive sufficient opportunities to explore values and healthy activities 

in a positive and safe family environment. As a result, they may resort to more convenient and 

more immediately gratifying activities (sex) and be less able to sufficiently develop and 

internalize positive characteristics or skills associated with a more positive identity. This may 

amplify peer influence which is typically increasing during adolescence. Combined with the 

onset of puberty and a still immature neural capacity for inhibition, youths’ identity, values and 
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behaviors are increasingly subject to that of their peers who have comparable levels of sexual 

curiosity. If peers instead of parents provide the guidance needed for adolescents to begin feeling 

important and competent, at least in one specific domain adolescents may find powerful “identity 

formation”  - in risky sexual behavior. 

These effects may be particularly acute and prominent during early relative to later 

adolescence, as reflected in the diminishing contribution of parental involvement to risk for early 

sexual intercourse in the current analyses. Peer influence is strongest in early adolescence, and 

parents’ may be ill prepared in terms of continued involvement and monitoring for the 

simultaneous convergence of puberty, increased peer influence, increased exposure to deviant 

activities, increasing freedom, and the intensified search for autonomy and identity that occur 

during early adolescence. These developmental effects may be reflected in the increasing level of 

perceived involvement reported by youth in this study as they moved from early to late 

adolescence.   

Examining the items by which parental involvement was measured in the present study 

may provide a more precise idea about how low involvement may contribute to early sexual 

debut. Adolescents in the present study who did not have evening meals with a parent may have 

had less opportunity for discussion of their interests and desires or for education about health 

related topics and self care. The adolescents with low involved parents may not have had support 

in developing a spiritual identity as their parents were less likely to involve their children in a 

religious service or related events. Shared activities such as shopping, movies, theatre, and visits 

to museums, discussion of recent concerts or favorite genre of music, and participation in 
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sporting may have increased opportunities for communication and problem solving and may 

reflect proactive involvement of youth in risk-reducing, constructive activities.   

Barber’s theory (1997) posits that a balance among three essential elements is necessary 

for effective parenting: connection (involvement), regulation (control) and autonomy-granting (a 

balance between involvement and control). The balance between connection and autonomy 

granting may provide an explanation for the gender differentiated significant relationship 

between parental involvement, early sexual debut and young adult depression. The constructs of 

parent involvement and parent control as measured in the present study were not correlated, 

providing evidence that these two constructs represent distinct parenting behaviors. Barber’s 

theory asserts that involved and controlling parenting and support for adolescent autonomy need 

be balanced in accordance with the unique needs and development of each child.  

During adolescence, females relative to males need different levels of parental 

involvement to attain autonomy. It is possible that power differences between females and males, 

especially during early adolescence, may necessitate more involvement on the part of parents for 

daughters in terms of protection and skill building in assertiveness and boundary setting. Females 

may be more likely to be victimized and males may be more likely to be initiators of sexual 

overtures. This is consistent with the strong relationship between parental involvement and delay 

of sexual debut for females beginning by age 13 years, and by the parental reaction of increasing 

control in response to their daughters’ early sexual debut. The earlier and stronger role of 

parental involvement in relation to females’ delay of sexual debut may also reflect females’ early 

average onset of menarche - between the ages of 12 and 13 (AGI, 2002). Males may have less 

need for increased parental involvement during late childhood and early adolescence in terms of 
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risky behavior such as sexual debut because of the later, average timing of pubertal maturation of 

males.   

Parental involvement during adolescence was also consistently associated with youths’ 

reports of fewer depressive symptoms during youth adulthood, again especially for females. This 

gender difference appears to be consistent with other studies indicating that involvement, 

monitoring and appropriate explanation tend to protect adolescents from depression, especially 

girls (Leinonen, Solantaus, & Punamaki, 2003; Roberts-Gray & Steinberg, 1999). In fact, the 

association between lower involvement and increasing depressive symptoms increased from 

early to middle and later adolescence. Parental involvement may promote the development of 

social and academic skills, a sense of self efficacy, and positive self perception which are known 

to mitigate risk for subsequent depression. These effects may be increasingly important as youth 

move through adolescence and toward young adulthood when competence and confidence play a 

larger role in social and emotional adjustment.  

In this study, parental involvement predicted decreased likelihood of young adult 

depressive symptoms most consistently for females. There are several potential explanations for 

this gender difference. One is the increasing gender disparity in reports of depressive symptoms 

and clinical depression during adolescence and increasing into young adulthood. This may 

reflect a reporting bias by gender, or it may reflect real differences. As such, critical social 

support and healthy social environments, as reflected by parental involvement, might be 

expected to make a stronger contribution for risk in self-reported depressive symptoms for 

females who show greater vulnerability. This does not mean that parental involvement is 

unimportant for males, but it may be more strongly associated with risk for adjustment 
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difficulties more typically displayed by males, such as delinquency and antisocial behavior. This 

interpretation has been supported by other research (Leinonen et. al., 2003). It may also reflect 

the differences in average societal expectations of females and males at certain ages and 

developmental periods. As adolescent males move into adulthood, they may perceive an 

increased social pressure to be more in control and independent. Adolescent females of the same 

age group may find less social stigma in endorsing symptoms of sadness. Males may have under-

reported symptoms of depression as a result.  

Barber (1997) also suggested that parent involvement (connection) is associated with the 

development of a positive emotional bond. Those youth who perceive their relationship with 

parents as less involved may have less confidence and fewer coping mechanisms, increasing 

their susceptibility to depressive symptoms during young adulthood. Therefore, across age and 

gender groups, it appears that adolescents who perceive a more involved relationship and a 

strong and positive emotional bond with their parents have a reduced risk for later negative 

outcomes. Some research also suggests that females are more relationship-oriented than males 

such that the relative lack of parental support and warmth may more powerfully influence the 

occurrence of depressive symptoms for females (Nolen-Hoeksema, 2001).  

Adolescents who experience a stronger bond with their parents may also have a more 

stable source of social and psychological resources. These adolescents may be able to efficiently 

utilize parents as a secure base to manage normative and non-normative stressors and challenges 

during young adulthood. The same adolescents may be more likely to use their parents as 

resources during adolescence, and to continue to use their parents for guidance and comfort 

during the transition to adulthood. Individuals with less involved parents may lack this source of 
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support during adolescence and young adulthood. With limited resources, they may be more 

susceptible to depression.   

Parental control was postulated as another potential antecedent for the development of 

adolescent sexual behavior and young adult depression. Miller and colleagues (1986, 2001) 

theorized that parent control in the short term may be beneficial in shaping adolescent behavior, 

but as time goes on the same amount of control may have a negative impact on adolescent 

behavior as adolescents may begin to find this “control” intrusive. In the present study, neither 

positive nor negative effects of parental control were consistently observed. Only for males at 

ages 15-16 years did parent control appear to have its potentially intrusive and seemingly 

counterproductive effects on age at first intercourse. This may be just about the time that males’ 

initiation into sexual activity accelerates. Females may face stronger negative societal sanctions 

for early sexual behavior, as evidenced by parents’ decreasing involvement and increasing 

control in response to early sexual intercourse. Males, however, in the relative absence of 

societal sanctions for early sexual behavior, may behave sexually in more obvious and overt 

ways to assert their independence and “maturity.” Parent control did not have the intended 

effects and appeared to increase risk of early sexual behavior for males in mid-adolescence. By 

the time males reached the 17-19 age range, it appeared that parents saw their sons’ sexual 

experimentation as “old news” and parents did not respond in controlling ways to their sons’ 

sexual behavior. Females who reported sexual activity by the ages of 17 and 19, in contrast, 

perceived their parents as becoming more controlling though less supportive.  

Parent control as defined by Baumrind (1966) involves a valuing of adolescent autonomy 

and an acceptance of individuality as well as setting limits and standards congruent with youths’ 
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capabilities. In contrast to involvement and support, the effect of control is conditional on the 

youths’ maturity and ability to self regulate. Control is developmentally supportive in so far as it 

fits the youths’ maturational and developmental competence. Effective control requires 

scaffolding. This makes it difficult to measure effective control in a straightforward way – it 

depends on what the adolescent “needs” developmentally and the riskiness of the ecologies to 

which the adolescent is exposed.  

Barber’s (1997) simplified definition of control as regulation or provision of a structured 

environment and clear expectations implies similar nuances. One means of addressing the 

difficulties in measuring what is effective control for a given adolescent of a given age is to rely 

on the adolescent’s report of how much and what kind of parental control or limit setting they 

need. The measures of control used to derive the data for these analyses relied on the degree to 

which parents set limits and rules about curfew, friends and daily routines. This measurement 

approach may not reflect whether control is “enough,” “too little,” or “too much” (i.e., intrusive) 

without simultaneous knowledge of the youth’s own developmental and maturational status and 

needs. Given the measurement of control in the present study, it is possible that some adolescents 

saw “parent-control” as negative or too much while others saw it as something positive or as 

reasonable. The fact that perceived control increased with age from 13 to 19 years in this sample 

is somewhat counter-intuitive. This may reflect how much reduced versus additional control on 

the part of the parent youth would readily accept or accurately admit they needed rather than an 

exact measure of the amount of control that would be well scaffolded to meet the youths’ needs.  

Given these measurement issues, the relative lack of significant relationships between 

parental control and youth’s sexual behavior and depressive symptoms is somewhat difficult to 
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interpret. In particular, support or lack of support for the hypothesis about the effects of intrusive 

control on premature autonomy seeking and later depression is not clear as it is weakly supported 

in one analysis and contrary to the hypothesis in another analysis. Intrusive control infers too 

much control, but whether high levels of control as measured in this study were intrusive cannot 

be unambiguously inferred. Given this caveat, the following discussion is offered as one way to 

understanding the effects of parental control in this study.         

One explanation for the disparity in findings between age and gender groups in relation to 

parent control and early sexual debut may be adolescent’s perception of “parent-control.” For the 

male 15-16 year old age group, control may have been perceived as intrusive given the particular 

social expectations and transitions associated with mid-adolescent male development. Males may 

see early sexual intimacy as an avenue of “counter-control” they could manipulate without undo 

repercussions. These adolescents may have felt their parents were under-estimating their 

capability or were setting unrealistic limits relative to societal expectations for “normative” 

sexual behavior, consistent with Aunola and colleagues’ (2005) theory of adolescent’s perception 

of intrusive parent behavior.  

During early adolescence, youth need some optimal combination of involvement and 

control to develop independence, autonomy and a positive sense of self. For girls in particular, it 

is also possible that “low control” could be just that, too little control. Under levels of high 

involvement, low control might function as a kind of non-contingent positive environment with 

very few limits. These parents may be over-accepting of their adolescents’ behavior. This 

appears to be comparable to the indulgent type of parenting described by Maccoby and Martin 

(1983). However, contrary to the findings in this study, previous research indicates that this 
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indulgent parenting, while related to problem behavior and worse performance in school, appears 

to be unrelated or may even facilitate development of self-esteem, better social skills, and lower 

levels of depression (Steinberg, Lamborn, Darling, Mount & Dornbusch, 1994; Darling, 1999). 

This suggests that low parental control as assessed in the present study does not correspond to 

indulgent parenting in an absolute sense. The hypothesis that the combination of high parent 

control and high parent involvement would predict a higher likelihood of early sexual behavior 

was also not supported, again perhaps due to problems in measurement of the “control” 

construct.  

Early sexual debut, alone, and its relation to young adult depression for the youngest 

group of females and for 15-16-year-old males are interesting. Aneshensel and colleagues (1991) 

theorize that adolescents discover and utilize coping skills, whether functional or dysfunctional, 

to navigate new and complicated developmental issues. During this period of development, 

adolescents have limited social and cognitive resources to work through early sexual experiences 

and their consequences. As such, early sexual behavior may have long term developmental 

effects. For females the origins of these negative developmental consequences may be different 

than those for boys. For young females in comparison to their male counterparts, early sexual 

debut may lead to guilt about “defying social norms” and may reflect a double standard in terms 

of biological and social consequences. Young females who engage in early sexual behavior may 

feel that they are characterized as immoral and damaged goods, and incorporate this as one 

aspect of their identity, which in turn may contribute to later depression. It appears that, 

depending on gender and developmental timing, early sexual debut carries some small risk for 

young adult depression. It is likely that young adult depression results from a non-linear 
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combination of cumulative experiences during adolescence, one of which may be risky sexual 

behavior.   

Implications for Intervention 

The evidence in this study concerning the relationship between involved and controlling 

parenting, early sexual debut and young adult depression has important implications for 

intervention. In both prevention efforts in educational settings and in clinical work, it appears 

that effective parenting during adolescence plays an important role in reducing negative 

outcomes such as risky sexual behavior and depression. Particularly during adolescence, 

preventive and clinical efforts tend to focus on the adolescent as an individual and to 

inadequately utilize the family ecology as a vehicle for behavior change. Parental involvement, 

warmth and support appear to be particularly potent avenues for positive youth development and 

risk reduction.   

While society may recognize the importance of parents more generally and parental 

involvement more specifically, parents may not recognize the importance of continued positive 

connection with their children during and after the transition to adolescence. In part, parents may 

see puberty, the transition to secondary school and increasing cognitive capacity of their children 

as indications that parental involvement is less important. In concert with adolescents’ 

normative, natural and healthy need to assert their independence and autonomy and with 

increasing peer influence, parents (and youth) are faced with negotiating a delicate balance 

between maintaining continued involvement (and supervision) and the increasing impact of other 

social relationships (peers of the same and opposite sex). Parents are also faced with creating and 

continuously adjusting levels of control that limit adolescents exposure to risky behavior, 
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associates and activities beyond the youths’ ability to handle while at the same time providing 

opportunities to explore independent decision making that promotes increasing self-regulation 

and autonomy. In the longer run, parents who fail to build a successful connection with their 

adolescent children may not recognize their more profound effect on the building of self-esteem 

and confidence extending into young adulthood.  

Given what is known about the connection between immature frontal lobe development 

and adolescent behavior (Kelley et al., 2004), appropriate connection and monitoring to assist in 

decision making, behavior inhibition and emotion regulation is important in facilitating healthy 

identity formation by youth. It is important that professionals help the parents of adolescents 

understand this stage of development and pay close attention to adolescent curiosity, the growth 

of adolescent healthy social connections versus unhealthy relationships, and the development of 

positive coping skills that could reduce the potential for one or more risky behaviors. 

In addition, it is important that parents and professionals pay close attention to individual 

differences in adolescents’ capabilities and needs, and target their mentoring and involvement 

congruent with these individual differences. An adolescent who makes sound decisions for the 

most part may find micro-managing by adults offensive, whereas other adolescents who 

sometimes struggle with making appropriate decisions might not be insulted by the additional 

guidance and may even find it helpful. Quantitatively and “objectively,” one would see the same 

adult behavior, but depending upon the adolescent, would see different adolescent perceptions of 

the behavior and different outcomes as a result.  
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Strengths and Limitations 

The current study has a number of strengths. The present study uses an age sequential 

longitudinal design providing the opportunity to examine the temporal relationship of earlier 

measures of parenting to later adolescent outcomes in three different age groups. The external 

validity of the current study may be strong given that the multi-school, multi-community, diverse 

sample used in this study is representative of the larger population. The large sample size 

provides power to detect small but important effects.  

However, this study has several limitations. Measures of parenting, early sexual debut 

and young adult depression were all derived from youth report. As a result, there may be concern 

about the accuracy of retrospective self report of sexual debut and other measurement biases. In 

addition, each measure was based solely from adolescent self-report and no other methods were 

used. As such, observed relationships among the constructs may be due to shared method or 

source variance. No causal inferences can be made because none of the variables were 

manipulated. Measures used for parenting and early sexual debut were limited in scope, and may 

not have thoroughly or accurately captured the constructs they were intended to define.  

Summary 

This study clarified some aspects of the relationship between parenting behaviors, the 

likelihood of adolescent risky sexual behavior and the development of depressive symptoms in 

young adulthood. The current study suggests that the likelihood of adolescent early sexual debut 

and young adult depression is clearly related to parental involvement, warmth and support, but 

the contribution of parental control and the combination of involvement and control to these 
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outcomes are less consistent and clear. The contribution of parental involvement and other 

parenting behaviors to developmental outcomes in adolescence and young adulthood is complex, 

and varies according to child gender and developmental timing during adolescence. The results 

indicate the promise of additional research concerning the impact of specific parenting behaviors 

and various combinations of parenting behaviors on the emergence of adolescent risky behavior 

and subsequent depression. It may also be useful to conduct research on the contribution of 

parenting behaviors on positive and healthy adolescent behavior. While previous research 

indicates that parent involvement and control and their combination significantly influence 

adolescent behavior choices and outcomes, the results of the present study only partially 

replicated that research.   

Regardless of the very specific findings and issues in measuring effective parenting, 

adolescent risky behavior and adolescent psychopathology, these factors do appear to be 

connected in important ways. Parents and professionals should recognize that the development of 

adolescents is complex; however, paying attention to each adolescent’s capability and respecting 

adolescent perspective will go a long way in helping them avoid risky behavior and developing 

skills necessary to be independently successful and happy later in life.  
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