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ABSTRACT
The present study examined the links between @rldrsocio-emotional functioning and adjustment
problems, and maternal mentalization, parentinig s&nd history of trauma. Participants were 75
mothers and their children age 6-12 years (43 naaids32 females). Mothers’ reports of their
childhood trauma, mentalization capacity, symptafngost-traumatic stress and depression, and
emotion-related parenting style were obtained alweitly their reports of their children’s social and
emotional skills and emotional and behaviour protgeChildren completed tasks that assessed their
mentalization ability. Children also completed reép®f their emotional intelligence and trauma
symptoms. Maternal history of emotional abuse $icgmtly predicted maternal depression, and
maternal history of sexual abuse significantly predl maternal PTSD symptoms. Maternal
depression and PTSD were both significantly rel&vechildren’s social skills, and children’s
internalizing and externalizing problems. Matemmaintalization was significantly associated with
children’s internalizing and externalizing behavooblems, and children’s social skills. After
controlling for the effects of a history of matelrpaychotherapy, maternal mentalization partially
mediated the relationship between maternal PTSOpgyms and children’s internalizing problems,
and maternal mentalization fully mediated the refeghip between maternal PTSD symptoms and
children’s social skills. Emotion-coaching paregtstyle did not mediate the relationship between
maternal trauma and children’s adjustment, howepamental uncertainty and ineffectiveness in
emotion socialization were significantly associatéth both maternal PTSD symptoms and
children’s internalizing and externalizing probleritese findings highlight the importance of
maternal mentalization as an explanatory mechamgire intergenerational transmission of trauma,
and emphasize the need for early intervention aedention efforts, which focus on bolstering

mentalization abilities for traumatized mothersiparenting role.
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INTRODUCTION

Rationale for the Present Study

Mentalizing is defined as an individuslability to understand or reflect on the
causes of one’s own and others’ thoughts and fggliand to use this information to
formulate interpretations about one’s own and athaehavior (Ha, Sharp, Ensink,
Fonagy, & Cirino, 2013; Fonagy, Steele, Moran, [ete® Higgitt, 1991a). Research
shows that mentalization is related to emotion la&gn, the development of self-agency,
and social competence (Fonagy, Gergely, Jurista&gdt, 2002). For example, lower
levels of mentalizing are related to difficulty @og with interpersonal stress, and greater
likelihood of experiencing chronic depression andtgraumatic stress disorder (PTSD)
(Fischer-Kern, 2012; Knetig, 2013). The conceptnehtalizing has also been applied to
attachment contexts such as, a mother’s engagemitartter child at a mental level (Sharp,
2006), parenting style (Gottman, 1997), self-orgation and emotional regulation (Allen,
Fonagy, & Bateman, 2008; Fonagy et al., 2002; Gerg@e07), interpersonal relationships
and social competence (Fonagy, Stein, Allen, &&W003; Leary, 2007; Liotti & Prunetti,
2010; Subic-Wrana, 2011), response to trauma (Alémnagy, 2006; Slade,
Grienenberger, Bernbach, Levy, & Locker, 2005), enitren’s adjustment (Ostler,
Bahar, & Jessee, 2010; Sharp, Crouace, & Goodéir)2

A number of studies support the notion that defimtmentalization capacity occur
as a result of experiencing a history of traumtheparent-child relationship, or the
attachment system. Experiencing childhood traunnpgteates difficulty expressing and
modulating emotions, and changes to one’s selfgpéian, which may include a sense of

self impacted by shame, guilt, and low self-wodhg a sense of one’s relationship to
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others as impacted by feelings of distrust andcatsmh (Bryant, 2010; Robinaugh &
McNally, 2011; Roth, Newman, Pelcovitz, van der IK& Mandel, 1997; Yehuda,
Halligan, & Grossman, 2001). Fonagy and collead@662) suggest that trauma
undermines the child’s capacity for mentalizatigndiscouraging self-reflection and
impeding the development of self-agency. For examplbthers with a higher prevalence
of abuse and neglect occurring within the primatgcament context in childhood have
lower levels of mentalization in adulthood (Fona8tgele, & Steele, 1994; Fonagy et al.,
1996). Thus, adults who experienced maltreatmeahiidhood may have learned to inhibit
their mentalizing function, or may not have develdphe capacity to mentalize due to the
trauma they experienced to their attachment syéédien & Fonagy, 2006; Slade et al.,
2005a). Significant links have been found betwesiritattachment representations and
maternal mentalization, and child attachment stgtes maternal mentalization, suggesting
that maternal mentalization may mediate the ratatietween adult and child attachment
(Arnott & Meins, 2007; Fonagy et al., 1991a; Fonagrget, Schechter et al., 2005;
Steele, & Steele, 1998; Slade et al., 2005a). Teeadl purpose of the present study was to
examine the influence of maternal mentalizatiortr@nlinks between maternal trauma,
emotion-related parenting style, and child outcames

In a study by Schechter and colleagues (2005), tdstgd 41 mothers of children
ages 8-50 months who were enrolled in a hospitsgdanfant mental health clinic
specializing in families at risk for child abusegtect, and domestic violence. All mothers
included in the study had directly experienced @n@ssed one or more types of
interpersonal violence events listed on a stanlif@arévents checklist. This study

demonstrated that (1) mothers with a higher sexefiPTSD were twice as likely to be
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classified as having distorted mental representatad the child (involving excessively
negative perceptions of the child including, unistal expectations and gross insensitivity),
(2) mothers with less severe PTSD were three trma® likely to be classified as
disengaged (pervasive emotional distance fromhiid as a defensive maneuver to self-
regulate affect), (3) mothers with higher levelsyantalization were 4.5 times more likely
to be classified as balanced (able to identify lpathitive and negative characteristics of the
child with an overall positive emphasis), and (Hthers with lower levels of mentalization
were nearly 11 times more likely to be classifisdlesengaged. The results suggest that
the relation between PTSD and reflective functignmpact the quality of maternal mental
representations in a complex way whereby mothershad high reflective functioning as
well as severe PTSD continued to harbor distortedtat representations of their children.
Schechter and colleagues (2005) postulated thatthems perception of her children could
be distorted by feelings of anger, fear, and hekpless related to unresolved trauma
despite being able to understand her child as@wmidual with a separate mind.

The way in which parents respond to the expressioregative emotion in their
children reflects the parents’ own mentalizatiopamaty, attitudes toward emotion
socialization, and capacity to cope with stressiwations. Studies by Gottman and
colleagues have shown that mothers who have anapeaccepting attitude towards the
identification and expression of emotions, and wke their children’s expression of
negative emotion as an opportunity for problem-sghand teaching, have higher levels of
mentalization ability (Gottman, Katz, & Hooven, B)%ottman, 1997). Specifically,
mothers with higher mentalization capacity and moton-coaching parenting style tended

to have children with lower levels of psychopatlyylobetter emotion regulation, better
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social skills, and higher levels of mentalizatidmlity (Paterson et al., 2012; Sharp,
Fonagy, & Goodyer, 2006). An additional aim of thresent study was therefore to
investigate how maternal mentalization was relébeginotion-related parenting style,
specifically, an emotion coaching parenting style.

Very few studies have assessed mentalization inateiged children (Ostler et al.,
2010; Sharp et al., 2007). Yet, it is during thewelopmental period (age 6-12 years) in
which mentalization in children is most pronoun¢ednagy, 2006). School-aged children
are at a stage of development in which they aigeadgtinternalizing their parents’ ability
to mentalize (Fonagy, 2006; Jemerin, 2004; SteeBte®le, 2005) and are in the midst of
acquiring concrete and early formal operationautiia structures and applying them to
increasingly complex emotions and memories (Steedeele, 2005). Furthermore,
children in this age range are actively engagedpnocess of self-development (Erikson,
1950; Sandler, Kennedy, & Tyson, 1980). As sucérehs the opportunity for intervention
before adolescence — a developmental stage in viméck is an increased risk for mental
disorders and at-risk behaviors such as drug amahal abuse, teenage pregnancy, and
criminality. This study adds to the literature byamining mentalization abilities of school-
age children.

Two studies have shown associations between chiglmentalization and mental
health outcomes (specifically psychopathology) destrating that there is a link between
mentalization and children’s adjustment (Ostlealet2010; Sharp et al., 2007 or
example Ostler and colleagues (2010) found that childreth Wwigher mentalization had
fewer internalizing and externalizing symptoms, éoJdevels of posttraumatic symptoms,

and were more socially competent than children Veiter mentalization. In another study,
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researchers investigated biases in mentalizinghona-aged children and found that the
denial of negative emotions in peer scenarios wasa@ated with externalizing problems
and symptoms of psychopathology (Sharp et al., RO0¥ findings from these studies
support child mentalization as a factor in childsesverall well-being and social and
emotional competence. An additional aim of thigigtwas therefore to examine the
relations between children’s mentalization capaaitygl their psychological adjustment and
socio-emotional functioning.

It has been theorized that poor maternal ment&izahay play a role in the
development of psychopathology in the child byraitgthe child’s mentalization abilities
(Sharp & Fonagy, 2008), but this model has nobgen tested. The present study aimed to
test this model empirically with the addition of tanal childhood trauma as a predictor of
maternal mentalization. The links between matetnaaima and child mentalization were
examined to better understand the intergeneratioaasmission of trauma through the
mechanism of maternal mentalization and parenting.

The review of the literature begins with an ovewwiagf maternal childhood trauma
and mentalization capacity, depression, and PT3®©.r&lations between maternal trauma,
mentalization, emotion-related parenting and ckis socio-emotional functioning and

adjustment are also discussed.
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Literature Review

Childhood Trauma, Post-Traumatic Stress Disorder (F'SD) and Depression

Childhood trauma refers to trauma (e.g., physsmtual, emotional abuse, and
physical and emotional neglect) occurring withia #itachment relationship (parent-child
relationship) usually in the form of long-term chrhaltreatment (Bryant, 2010). Childhood
trauma that occurs within the family has the poteestay with the individual and has a
higher probability of impacting the next generatthan trauma that occurs outside the
family unit (Sagi-Schwartz et al., 2003; Steelee$t, & Murphy, 2010; Van 1Jzendoorn,
1995). Traumatic experiences that are relationabmtext are critical and speak to the
extent of transmission of unresolved trauma acgeserations (Steele et al., 2010). For
example, Sagi-Schwartz and colleagues (2003) cdaedwizcstudy on the transmission of
trauma with 48 Holocaust survivors and their daaghand grandchildren. They found that
the extent of unresolved trauma across generatvassnuch less than what is typically
found when the trauma resides within the familatiehship. Thus, these authors
concluded that Holocaust survivors may have hadrsesttachment relationships that
provided them with a measure of resilience in fg¢he atrocities of World War II.

In contrast, studies examining intra-familial treaufind that abuse can shatter a
child’s previously held beliefs that the world isrfign, the world is meaningful, and the
self is worthy, and often results in avoidance ngm@nd an increase in overall level of
arousal and anxiety (Roth et al., 1997). Approxeha20-50% of children and adolescents
who have experienced trauma meet criteria for PTeé®id,nearly 75% are also comorbid
for depression and substance use (Elwood, Hahmyi@ila& Williams, 2009). Examples of

childhood trauma include witnessing domestic viokeand chronic trauma secondary to
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childhood physical, sexual, or psychological abuseeglect (Bryant, 2010; Herman,
1992;Holt, Buckley, & Whelan, 2008; Roth, Newman, Peltopwan der Kolk, & Mandel,
1997). The present study focuses on the effectahta exposure and symptoms secondary
to childhood physical, sexual, or psychologicalsbar neglect as this has been shown to
directly impact the child’s developing sense of aed is linked to Fonagy’s concept of
poor mentalizing capacity into adulthood (Fonad99; 2006; Bartholomew, Courtney,
Rowan-Szal, & Simpson, 2005; Lieberman, Padron, Nam, & Harris, 2005). However,
children witnessing domestic violence also expegemegative long-term effects to their
well-being including, anxiety, depression, and keif-esteem (Holt et al., 2008; Goodall
& Lumley, 2007), and this often occurs in concomawith other forms of child abuse
(Barrett, 2010).

Childhood trauma, PTSD, and depression are sigmifisocial problems for
women. According to a recent study by Afifi andleabues (2014), which used nationally
representative data from the 2012 Canadian Comsnhiealth Survey, the prevalence of
child abuse in Canada was 32.1%, with physical @abeshg most common (26.1%),
followed by sexual abuse (10.1%). Women were mi&sdyl than men to have experienced
sexual abuse (14.4% v. 5.8p06s .001) as children. Sex-related effects were faad for
several child abuse types and suicidal ideationsamide attempts, with higher prevalence
noted among women in all cases (Afifi et al., 2014)a Canadian study by Wolfe (2001),
girl victims of childhood trauma reported emotiodatress, depressive symptoms, post-
traumatic-stress related symptoms and acts of\notént and non-violent delinquency.
Boy victims reported far less emotional distress fawer delinquent behaviours; however,

they were far more likely to assault their datirmgtpers. Childhood trauma impacts one’s
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view of self and others, causing changes to theldeing child’s intrapersonal and
interpersonal world (Bryant, 2010). Depression Bi&D have been shown to be common
outcomes of childhood trauma due to their effecint@rpersonal problems and the
negative influences on interpersonal interacti@fgi(et al., 2014).

Research has shown that differences exist in e ¢f avoidance symptoms and
how avoidance symptoms are displayed between ehildnd adults who have experienced
trauma (Scheeringa, Zeanah, Drell & Larrieu, 13&heeringa, Zeanah, Myers & Putnam,
2003). For example, children tend to behavioraiikit a “constriction of play” instead of
verbal endorsing anhedonia (Coates & Schechted)2@@s0, children may withdraw
socially or display regression in accordance wiiirtdevelopmental level. These can be
conceptualized as avoidance symptoms and may bkavioral representation of numbing
and a diminished participation in important evegisheeringa, Peebles, Cook & Zeanah,
2001; Scheeringa et al., 1995; Scheeringa et@)3)2 Scheeringa and colleagues (2003)
assessed 62 traumatized children and 63 healthyot®raged 20 months through 6 years,
following traumatic experiences (included motor ieéhcollisions, accidental injuries,
abuse, and witnessing violence). They found thisiguhe traditional DSM-IV algorithm
for PTSD no children met criteria. However, withaternative set of criteria of PTSD for
preschool children, which took into consideratibage behavioural manifestations of
avoidance symptoms and used an adapted algoridnendluster B symptom, one cluster C
symptom, and two cluster D symptoms), PTSD wasmdiagd at a rate of 26%.

A recent study by Weems and Scheeringa (2013) esextmaternal and child
characteristics as moderators of posttraumatiss{(feTS) treatment outcomes in preschool

children. Sixty-four mother-child dyads were asedse which the child had experienced
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a life-threatening traumatic event, and had foumore PTSD symptoms with at least one
of them being a re-experiencing symptom from doteB or an avoidance symptom from
criterion C. The youth were randomly assigned thezil2-session manualized CBT or 12-
weeks wait list. Results indicated that not onky thie intervention group improve
significantly more on symptoms of PTSD, but thatenaal depression was associated with
higher initial child posttraumatic stress disor@féfSD) symptoms, and was also associated
with increasing PTSD symptom trends at follow-upttRermore, maternal PTSD
symptoms similarly predicted differential child seation anxiety symptom change, but not
child PTSD symptom change. Thus, this study poitwataternal factors, specifically
maternal depression and PTSD, as predictors oepabild outcomes in treatment for
anxiety disorders.

Recent prevalence statistics show that approxima#do of people exposed to a
clinically significant stressor (i.e., an eventahing actual or threatened injury or death,
which the person responds to with intense feapléstness, or horror) go on to develop
PTSD (Terhakopian, Sinaii, Engel, Schnurr, & Hd2@08), and women are about twice as
likely as men to develop PTSD after a trauma (Kes8lerglund, & Demler, 2005).
Women'’s role in childbearing also puts them in &ua position to potentially experience
postpartum depression, especially if they havepnent depressive episodes (Chaudron,
Szilagyi, Kitzman, Wadkins, & Conwell, 2004; Freamet al., 2005). Stressful life events,
such as trauma, often occur before a depressigedgpiand additional responsibilities,
such as caring for children may also trigger a degive episode. Women may respond to
stressful life events and trauma in such a wayphalbngs their feelings of stress more so

than men, increasing the risk for depression (HagkAbramson, 2001). Research also
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affirms that PTSD affects pregnant women. PTSDhdess found to be more prevalent in
perinatal then general samples of women (6-8% getsbfo), and women with PTSD in
pregnancy were more likely to have had exposurekitdhood abuse, as well as comorbid
depression and anxiety (Seng et al., 2010; Seng, §perlich, Ronis, & Liberzon, 2009).
However, it is unclear why some women faced witalleimges develop depression and
PTSD, and some with similar challenges do not. diver may be the impact of
childhood trauma, PTSD symptoms, and depressidhenapacity to mentalize.

Allen and Fonagy (2006) suggest that mentalizing pramote resiliency to trauma
and reduce vulnerability to depression and PTSEr iatlife through the development of
an “intrapsychic filtering system.” This filterirgystem develops through early secure
relationships and allows children to endure an@¢@se negative emotions. Negative
emotions may initially narrow the variability ofdbight-action responses, progressively
collapsing mentalizing relative to the intensitydainger, while positive emotion can
facilitate resiliency by fostering recovery fronstitess-related physiological reactions.
Individuals with a higher capacity for mentalizatican continue to think without
decompensating or becoming disorganized when trégbley trauma-linked memories and
negative affects (e.g., anxiety, depression, disguger, resentment, guilt) (de Tychey,
Lighezzolo-Alnot, Claudon, Garnier, & Demogeot, 20Porcerelli, Huprich, & Marcova,
2010). Although we understand more about the lemgrteffects of childhood trauma,
PTSD, and depression for adults, less is known tab@w parents with a history of
childhood trauma relate to their children andumt how this affects their children’s
socio-emotional development and mentalization a#pac

Mentalization

10
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Mentalization is a multifaceted ability which inwvels perceiving, acknowledging,
and making sense of oneself and others in termseotal states (e.g., needs, desires,
feelings, beliefs, goals, purposes, and reasond)a#ributing meaning to emotions and
overt behaviours (Allen et al., 2008; Fonagy & Basm, 2006; Slade, 2005). The primary
function of mentalizing is to predict, explain, gndtify the actions of the self and others
by inferring the mental states that cause themsuel, it is a key determinant in self-
organization (Fonagy et al., 2002). Mentalizatiod &flective functioning have often been
referred to interchangeably in the literature (8/&D05; Fonagy et al., 2002; Meins et al.,
2002). Reflective functioning refers to the opemaslization of the quality of mentalizing
in the specific context of attachment narrativeligiet al., 2008). Other related terms
include self-reflectivity, psychological mindedngsssight introspection (Oppenheim &
Koren-Karie, 2002), self-awareness, metacognitio@tacognitive monitoring (Main,
1991), and mind-mindedness (Meins, 1997). Allhefse alternative terms fall short,
however, in that they do not explicate the dynareiation between mental states and
behavior (Fonagy et al., 2002). Namely, paren&htalization not only refers to the
capacity to recognize mental states, but alsodpadaty to link mental states to behavior in
meaningful and accurate ways, in this case, théenstability to reflect on the motives of
her own behavior, as well as respond appropriatetige desires, beliefs, and wishes
underlying her child’s behavior without being ungirfluenced by unresolved past
experiences (Fonagy et al., 2002).

While there has been a growing body of researgbapantal mentalization, little is
known about children’s mentalization. In prior Seg] children’s mentalization was

inferred from proxy measures of mentalization rathan directly examined (Sharp et al.,
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2006; 2007). Self-report measures have been dexglmpassess components of
mentalization in an adolescent population (e.@ ,Movie for the Assessment of Social
Cognition, the Child’s Eyes Task, the Mentalizingrés Test for Adolescents, and the
Basic Empathy Scale) (Dziobek et al., 2006; Baroméd, Wheelwright, Scahill, Lawson,
& Spong, 2001; Vrouva & Fonagy, 2008; Jolliffe &rAagton, 2006). Two measures,
namely, the Family and Friends Interview (FFI; $te® Steele, 2005) and the Child
Attachment Interview (CAI; Shmueli-Goetz, Targebpnagy, & Datta, 2008) assess the
internal world of children aged 8-13 years by asisgstheir ability to speak coherently
about attachment relationships, recent attachmasnttg, and their relationships with their
parents, although the measures do not explicidgssreflective function.

More recently, Ostler and colleagues (2010) deerlap semi-structured interview
and scale (the Child Mentalization Scale; CMS)iteally and comprehensively assess the
mentalization abilities of school-aged childrenl@years old) from multi-problem
contexts. It is the only measure to date that assethe mentalization skills of school-aged
children. The scale assesses children’s abiligttend to, hold in mind, and talk coherently
and openly about their thoughts, feelings, and Wehes in relation to emotional events in
their lives. Aside from Ostler (2010), the presstnidy was the first to use this measure to
assess the mentalization capacity of school-agedi garticipants.

Previous research has focused on assessing mattadim mothers by focusing on
representations of attachment in expectant mothersAdult Attachment Interview,
Working Model of the Child Interview, or the Parévelopment Interview) (Fonagy et
al., 1991b; 1998; Slade, 2005; Slade et al., 208&ale et al., 2005b), and conducting

observational studies of mother-infant interactiand coding dimensions of maternal
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responsiveness (Meins, Fernyhough, Fradley, & Tyck@01; 2002). Comparisons of
ratings on maternal reflective functioning and mifattachment have shown that ratings
were significantly related to parents’ interactianigh their infants at 12-15 months of age
(Fonagy et al., 1991a; 1998). An alternative metbibcapturing mentalization has been by
assessing parents’ meta-emotion philosophy (Gotwhah, 1996; 1997). Instead of
focusing on attachment quality as an indicatoriolidcsocial development (as has been
done in other studies of maternal reflective fumaitng), the present study investigated the
relations between maternal mentalization and ad@odefinition of child adjustment,
including, child mentalization, social and emotibsills, and internalizing and
externalizing behaviour problems. The present ssugiyn was to examine the links
between maternal trauma, maternal mentalizatiosh child mentalization to better
understand the intergenerational transmissionapitia through the mechanisms of
maternal mentalization and emotion-related pargnspecifically emotion-coaching
parenting.

Development of Self-Agency

As mentalization involves being in-tune with onetaotional state, it is also
thought to facilitate the development of the agenself (Allen et al., 2008; Fonagy et al.,
2002). Fonagy described five levels regarding #netbpment of self agency which
include the emergence of the self as physical agental agent, teleological agent,
intentional agent, representational agent, andthebiographical self (Fonagy et al., 2002)
which all develop within the first five years ofdi The development of the self and the
capacity to reflect on mental states becomes isorgly complex during the latency stage

(Jemerin, 2004; Steele & Steele, 2005).
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When infants are 9 months of age they developdtle®logical framework; they
develop the expectation that agents’ actions weiltdtional, goal-directed, and based on
observable physical realities (Fonagy et al., 200&)approximately 2 years of age, most
children begin to mentalize in the teleologicahsi& As such, they begin to understand
that their actions are based on desires, wantsnéertions, they show an implicit
understanding of true and false beliefs, and timgyage in shared imaginative play.
Furthermore, during this time, children also begimcquire language to represent internal
states (e.g., ‘l want’). Although children are lmegng to show the development of
mentalization at this stage, they are unable iy &dparate mental states from external
reality, and the distinction between internal artemal becomes blurred (Fonagy et al.,
2002). The gradual move in infancy from the tedgatal to mentalizing model likely
depends on the quality of the infant-parent intespeal interactions. There is a process of
moving from imitation seen in the neonatal stagedpresentational mapping’ or
coordinating representations of self and othersdtialves during the development of joint
attention typically seen between 6 and 18 montbadgy et al., 2002).

Children under the age of 4 experience realithagsychic equivalence mode,
meaning that what exists in the mind and what exait there’ is one and the same (the
equation of the internal and the external) (Fonetggl., 2002). Thus, the world is how the
mind represents it, and alternative perspectivaaaabe generated. This representation
involves the projection of fantasy to the outsid@la, which can at times be distressing.
At this stage of development, children usually hieags associated with their imagination
(e.q., if they think there is a monster in the etpshere is a monster in the closet) (Fonagy

et al., 2002). The development of pretend modaépse) involves the ability to represent
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an object as if it were something else. This fiatés the decoupling of mental states
(internal) from physical reality (external), andldren begin to develop awareness that
their experience does not mirror the outside woiltie experience of affect-congruent,
contingent, and appropriately marked mirroring igp from the parent facilitates the
development of this decoupling (Fonagy et al., 2008 typical development, the child
integrates the psychic equivalent and the pretendiesiin coming to mentalize. When the
child begins to mentalize, mental states reprasaiity (unlike pretend) but are not
equated with it (unlike psychic equivalence); ththe, child can adopt multiple perspectives
of the same situation. Mentalizing enables thegattion that others’ actions are
understandable given their mental states (Fonagl,&2002).

If the child has been able to develop the capaoitgflect on mental states thus far
(through the mother’s ability to accept the chilgisjections of intolerable affects and
represent them from a different perspective), thill@ntering latency will experience the
emergence of a reflective mode of mental functigniihe child at this stage begins to
recognize that her experience is one perspectineanfy, but continues to require the
reflective function of the parent in times of csigdemerin, 2004). By middle childhood,
children are capable of telling a coherent andgirsteed story about their thoughts, feelings,
and experiences concerning the self, friends, psrand siblings (Steele & Steele, 2005).
A child with the ability to mentalize will develagpsense of assuredness that his or her own
actions and behaviors are meaningfully connectelei internal feelings, which are based
upon their perception of the external environmé&ain@gy et al., 2002). As such, they

learn that their intentional actions predictablfeef the external environment in a
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meaningful way. This constancy in meaningfullyenatcting with the external world
facilitates the development of a sense of self éggret al., 2002).

Mentalization has been found to predict the develeqt of self-organization and
emotional regulation (Allen et al., 2008; Fonagylet 2002; Gergely, 2007; Gergely &
Watson, 1996). The theory of intersubjective spawkthe symbolization of emotion
(Fonagy et al., 2002) posits that appropriatelyk@dmirroring interactions serve to soothe
and downregulate the infants’ arousal. ‘Marked aring’ means that the mother reflects
back to the infant his/her affect in a more manbatgetorm, which resonates with the
infant’s self state without overwhelming their caipyto cope. It contains cues that let the
infant know that the caregiver is representingitiient’'s emotional state, not her own
emotional state (Fonagy et al., 2002). These reptasons become internalized by the
infant. Furthermore, because most caregivers’ctftbimage is appropriately contingent,
infants also experience their sense of self asladd. In the case of mirroring which is
noncontingent (e.g., infant biting, mother reflecfant aggressions), the internalization of
this mismatched mirroring response will likely geate an internal experience that
contributes to a fragmented sense of self (Fonagi,,2002). Through the process of
affect mirroring and the development of intersubyecspace, the infant begins to develop
mental representations of his or her own emotistatk as a ‘feeling’ which leads to the
development of emotional self-awareness, followmgdentalizing emotion, and finally,
affect regulation and emotional control (Gergely\&atson, 1996; Gergely, 2007).
Individuals who are able to mentalize are bettée &trecognize, describe, and express
their own emotions, as well as acknowledge and abelthe emotions of others (Hooker,

Verosky, Germine, Knight & D'Esposito, 2008; Sulcana, 2011). Furthermore, they

16

www.manaraa.com



are better able to tolerate feelings of anger,etgxshame, and sadness, and express
distress in a manner that is likely to elicit sbeiapport from others (Allen et al., 2008;
Leary, 2007).

As mentalization involves emotional understanding attunement to the mental
states of the self and other, it is also thougliatditate and enhance the development of
interpersonal relationships and social competeAtier{ et al., 2008; Fonagy et al., 2003;
Leary, 2007; Liotti & Prunetti, 2010; Subic-WrarZ®11). Individuals with the capacity to
mentalize are less likely to experience an actvatif their attachment system while
engaged in relationships with other people, as fezgeive others to react in a predictably
benign and non-threatening manner (George & Solo2@d8). As such, they have a
greater amount of free mental space to mentaliggmtheir relationships and be in-tune
with their partner (George & Solomon, 2008: Fonagsl., 2003). Also, a person with the
ability to mentalize will have a greater capacdayriternally regulate emotions through
thought, tolerate negative feelings, develop asefself, and enjoy healthy interpersonal
relationships and social support, all of which wikely protect them against trauma and
enhance resiliency (Allen et al., 2008).

Highly traumatized mothers experience relationshgpuptions and difficulties
parenting that stem from their early trauma andseqgbent deficits in mentalization
capacity (Slade et al., 2005b). The goal of mera#ibbn-based programs for parents such as
Minding the Baby (Slade et al., 2005b) and ChildeRaPsychotherapy (Lieberman & Van
Horn, 2005) is to help parents deal with their paed trauma by increasing their capacity
to mentalize. Minding the Baby (MTB) is a home tiigy program serving high-risk

(histories of trauma and mental iliness) first-timethers living in the inner city, with an
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aim to develop reflective parenting. Mothers depelg ability to separate her experience
of the child from her own projections and distorédfiects is a specific outcome of the
development of mentalization, and mentalizatiorvygles the mechanism whereby both
representations and behaviour are changed. Onatheentdirst learns to label her own
internal experience, feelings, and life historye slan then begin to tolerate and regulate her
baby’s experience. A program evaluation showedrttaternal mentalization was low at
baseline and inversely correlated with posttraucrgttess symptoms. Maternal
mentalization at 24 months improved from baselamel preliminary review of infant
attachment at 12-18 months indicated only 8% ofstmaple showed the most insecure
pattern of attachment (Slade et al., 2005b). Waternal ability to regulate one’s own
emotions, in turn helps to restore the child’s serfssafety, attachment, and appropriate
affect and improve the child's cognitive, behavicaad social functioning (Lieberman &
Van Horn, 2008; 2005; Slade et al., 2005b).

The Impact of Trauma on Mentalization

Individuals who experience childhood trauma mayehesped with the traumatic
experience by inhibiting their mentalizing functidn a 1996 study by Fonagy, mothers
with a higher prevalence of childhood trauma regubih their Adult Attachment Interview
(AAI) narratives, were more likely to have a diagisoof BPD, had significantly lower
ratings on the Reflective Functioning Scale (RE®Y had significantly higher ratings on
the Lack of Resolution of Abuse or Loss scales.sTmdividuals who experienced
childhood trauma may have coped by avoiding contatimg the mind and mental states of
their caregiver in order to protect the self (Fonagal., 1996). This defensive disruption of

the capacity to depict feelings and thoughts imibelves and others drastically limits the
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capacity to come to terms with these traumatic egpees later in life and creates a
vulnerability to interpersonal stress (Fonagy et94; Lagos, 2007). It also becomes a
characteristic response to all subsequent intimeétionships, including the parent-child
relationship (Fonagy et al., 1991a; Fonagy, Mo&aiiarget, 1993).

Trauma also interferes with a parent’s ability éogresent, and to think and respond
in a reflective manner rather than with projectiafistortions, or premature conclusions
when considering motives for children’s behavidsi(a, Allen, Herzog, & Woolfolk,

2000; Slade et al., 2005b; Schechter et al., 2806bechter et al., 2008; Schechter &
Willheim, 2009). For example, in a study by Gard anlleagues (2000), 56 abused
mothers and 47 non-abused controls were followaditodinally to determine whether a
mother’s history of being physically abused asitdampacts the perceptions and beliefs
concerning her own child. Mothers were assessemhwlieir children were 6 months old, 1
year old, and 2 years old. Maternal abuse hist@y assessed using the Physical
Punishment Scale (Rausch & Knutson, 1991), andnmdtion provided during a structured
clinical interview. Maternal perceptions were assefirst during an interview in which
each mother was given a list of significant pedpkr infant, the infant at his or her worst,
her mother, her father, the father of the infafitijrsys, and the mother herself) and asked to
describe each person using trait adjectives. Tothen's self-generated list of adjectives
was amalgamated into a list (e.g., “moody”, “wantsthing”, “smart”). In a subsequent
interview the mothers indicated whether each siganit person, including herself, was or
was not described by each attribute. Mothers tedrthe attributes when her child was 1
and 2 years old. The study showed that at-riskherstwere significantly poorer than

controls at identifying well-differentiated negatiperceptions of their children, but were
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comparable to controls with respect to differemiaif positive perceptions of their
children. Based on these findings, the authorgesighat mothers with a history of trauma
have more difficulty focusing attention on theiildren and tolerating their negative
attributes, as these negative attributes may tritfger own trauma history (Gara et al.,
2000). A mother’s inability to differentiate botler child’s positive and negative attributes
leads to a rigid and defended experience of the elvident in the mother’s distorted

mentalization of her child’s behavior (Gara et 2000).

Maternal Trauma and Children’s Mentalization, Socio-Emotional Functioning

and Adjustment

Mothers who have experienced childhood trauma anme iikely than those who
have not to have children who experience behaviadjastment difficulties, and
internalizing and externalizing behaviour problegiién, Singer, Minnes, Kim, & Short,
2013; Nuttall, Valentino, Borkowski, 2012; Risefi®). Research by Riser (2009) has
shown that mothers who have experienced childh@ohta, specifically emotional
neglect, are more likely to have children who elgrere higher levels of traumatic
symptoms, as well as have more internalizing anerealizing problems. Riser (2009)
assessed 358 children (191 boys and 167 girlspamamary caregiver (48 fathers and 310
mothers) to explore the relations between paranita, parenting behavior, child trauma,
and child adjustment. The children’s ages rangeuh fLO to 17 years with an average age
of 13 years$D= 1.92). Parent maltreatment history was assassiad the Childhood
Trauma Questionnaire (CTQ) and the Life Incidenicéraumatic Events (LITE) and was

completed by both caregiver and the child to mesathe occurrence of negative and
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potentially traumatic life events. Child outcomeswaeasured using the Child Behavior
Checklist (CBCL) and Youth Self Report (YSR) (Acbach & Rescorla, 2001).
Structural equation modeling revealed that for'thdd report’ model, parent trauma was
not significantly related to parenting behaviorsbild symptomatology. For the ‘parent
report’ model, parental history of physical abuseswsignificantly related to parent-child
negativity, sexual abuse was significantly relatedhild externalizing symptomatology,
and emotional abuse and emotional neglect werdfisantly related to both parent-child
negativity and child trauma.

Ostler and colleagues (2010) investigated the nizati@mn capabilities of 26
school-aged children (age range = 5.5 — 14 yearfgsier care exposed to parental
methamphetamine abuse. School-aged children arstage of development in which they
are actively internalizing their parents’ abilitynentalize and are in the midst of acquiring
concrete and early formal operational thought $tmes and applying them to increasingly
complex emotions and memories (Ostler et al., 2G1€ele & Steele, 2005). The
mentalizing task involved administering the My Fpn8tories Interview (MFSI; Ostler et
al., 2010), which was designed to activate childrattachment systems, and yields a
rating of each child’s mentalization skills usimng tChild Mentalization Scale (CMS; Ostler
et al., 2010). In this study, mentalization wasipady correlated with age, with older
children evidencing higher mentalization. Mentdii@a was negatively correlated with
underreporting on the Trauma Symptom ChecklisCloitdren (TSCC), with children
higher in mentalization significantly less pronautalerreport symptoms. Children high in
mentalization had fewer mental health problemstisgdower on internalizing and

externalizing symptoms. Analyses revealed positiweelations between children’s
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mentalization and social competence scores, wittreim higher in mentalization being
rated by their foster caregivers as more sociagetent. The findings support the notion
that children’s own internalized ability to mengaiplays an ever-increasing role in their
own well-being and ability to make sense of theelihgs and experience (Ostler et al.,
2010). Furthermore, in a review article on emotiegulation and understanding, children
experiencing psychological distress exhibited kedjtunderdeveloped understandings of
emotion (e.g., poor comprehension of the “causéghwotion and limited recognition of
emotion regulation strategies), and deficits in Bomounderstanding appeared to be in the
realm of self-understanding rather than peer oemtimderstanding. However, it was
uncertain whether the evidence suggested limitestiemunderstanding or a reluctance to
discuss emotions among children experiencing pdggieal problems (Southam-Gerow &
Kendall, 2002).

Maternal Mentalization and Children’s Mentalization, Socio-Emotional

Competence and Adjustment

As noted earlier, maternal mentalization refertheomother’s capacity to reflect
upon her own and her child’s internal mental exgreze. Mothers with higher levels of
mentalization will ascribe more realistic and pesitattributions and less negative and
blaming intentions to their children, thereby bahgun a nurturing and sensitive manner
(Landy & Menna, 2006). Parents who promote the libgveent of mentalization reflect on,
understand, and respond to their children’s intezrperiences rather than their overt
behaviors (Sharp, 2006). For example, Sharp (26@é¢d that parents who are aware of
early indicators of intentionality in their childrgerceive their children’s mental states and

modify their behaviors accordingly. The child’ssebvation of their caregiver’s response
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to their own behavior allows the child to gradualbnclude that he or she has feelings,
desires, and beliefs that determine their actidosurate mentalizing requires parental
sensitivity, emotional availability, and attunemé8lade, 2009). Parents who facilitate the
development of mentalization in their children larh general sense of curiosity and
‘wonder’ about their children’s inner thoughts derdlings, while at the same time being
open to mutual exploration of the parent’s mindog child (Gergely & Watson, 1996).
Mothers who are engaged in contingently responsiestalizing will promote the
development of mentalizing in the child (Landy & M, 2006).

Mothers’ ability to mentalize predicts childrent$aechment security
(Grienenberger, Kelly, Slade, 2005; Meins et @02 Shmueli-Goetz et al., 2008) and
children’s mental health outcomes and social-cognieasoning (Sharp & Fonagy, 2008).
Children of poor mentalizers are at greater riskyohptoms of psychopathology including,
conduct problems, anxiety with peers, fighting rieqg parental intervention, and
depression (Katz & Windecker-Nelson, 2004; Sharal.eR006; Strassberg, 1997). For
example, in a study by Katz and Windecker-Nels@94, 131 mothers with children aged
4 to 6 years were recruited for participation istady of children at risk for the
development of conduct problems. The study usedigta-Emotion Interview (Katz &
Gottman, 1986) to assess the mother’s awarendss ofvn emotion, mother’'s awareness
of her child’'s emotion, and mother’s coaching ofoéion. Mothers of children with
conduct problems were less aware of their own emstand engaged in less coaching of
their children's emotions than mothers of childneéthout conduct problems. For both
aggressive and nonaggressive children, higherdefahothers’ awareness and coaching

of emotion was associated with more positive ard teegative peer play, although effects
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were stronger for families with nonaggressive aleitd

Further, mothers who are unable to mentalize or s¥tww deficits in their ability to
accurately use mentalization have children wittifeative social-cognitive reasoning
during interactions with peers (Sharp et al., 2@&learp et al., 2007). For example, Sharp
(2007) investigated biases in mentalizing in 65@dcén aged 7 to 11 years through the use
of ambiguous peer-related social scenarios. Thaaheing task involved 15 vignettes in
which the researcher read the story aloud and pie$e¢he children with a pictorial
representation of the scenario and then asked thé@mdicate which of three response
options they agreed with most (overly positive sstglverly negative style, or a
rational/neutral style). Denial of negative emosi@nd the absence of a rational
mentalizing response style were associated witlpsyms of externalizing disorder and an
increased likelihood of being above the cut-offagpopulation screen for psychopathology.

In another study, Sharp and colleagues (2006) mehmothers’ accuracy of
predicting their children’s responses to distraggiaer-related scenarios by testing 354
mothers of 7- to 11-year-old children drawn fromoanmunity sample. Children were first
presented with cartoon stories and asked to choosethree fixed response options: 1)
unrealistic and positive bias with strong self-refece (e.g., “they would think I'm cool not
to play silly games with the rest of the kids”);rgative bias with strong self-reference
(e.g., “they would think nobody likes me”); 3) nalfrational/adaptive response devoid of
global, internal, and stable self-attribution (g*they would think I'm just sitting down to
think and have a rest”). To test maternal accyramthers were then presented with the
same social scenarios and asked to guess whicbn®spption they imagined their child

had chosen. Mothers were above chance in idengifyiair child’s mental state attributions
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and predicting their child’s overall attributiorstlyle. Higher maternal accuracy predicted
reduced scores on child psychopathology measwe®i(lscores on child measures of
depression, anxiety, and conduct problems) even tie effects of gender and 1Q were
controlled. Low maternal accuracy was found t@a$sociated with an unrealistic and
positive child attributional style and poor socgaitive reasoning. The finding that low
maternal accuracy is associated with ineffectitebaitional processes in the child speaks
to the possibility that poor mentalizing in the imat (low maternal accuracy) may carry
over so that ineffective mentalizing and deficitsocio-emotional competence are
perpetuated in the child (Sharp et al., 2006).

Maternal Trauma and Child Outcomes: Maternal Mentalization as an

Explanatory Mechanism

Children who have been raised by caregivers whls@ry of trauma may differ in
their level of mentalization based on the levein@ntalization in their caregivers, which
will essentially depend on whether caregivers hategrated and resolved their own
trauma (Slade, 2005; Fonagy, 2006). Specificalyidren whose parents exhibit distorted
mental representations of them often commonly mites® angry, confused, and fearful of
relationships, tend to either heighten affect atarnegulate emotional arousal, and
generally exhibit low levels of reflectiveness arahnot think about mental states but
rather are buffeted by them (Slade et al., 2005a).

In a study by Slade and colleagues (2005a), 46tfire pregnant women and their
infants from a community sample were assessed/gsiigate the role of maternal
reflective functioning in the intergenerationalisanission of attachment. Adult attachment

was measured using the AAI, and infant attachmexst mveasured using a videotaped free
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play when the infant was 4 months old, and thengt&Situation when children were 28
months of age. Maternal mentalization was assassied the Parent Development
Interview (PDI; Aber, Slade, Berger, Bresgi, & Kap) 1985) and coded with an
adaptation of the Reflective Functioning (RF) s¢&lkde, Bernbach, Grienenberger, Levy,
& Locker, 2004) when children were 10 months old.

To test whether maternal attachment classificationld be linked to maternal
reflective functioning, these researchers comparethers across the four AAl categories
in level of RF. Securely attached mothers had Saantly higher RF scores than
dismissing, preoccupied, and unresolved mothedspath dismissing and preoccupied
mothers had higher RF scores than unresolved nwthkese researchers then tested
whether infant attachment status would be predibtechaternal reflective functioning.
They found that the mothers of secure infants Igifscantly higher RF scores than those
of either resistant or disorganized children. hasBlade and colleagues tested whether
maternal RF mediates the link between adult attacitrmrganization (measured in
pregnancy) and infant attachment organization (omeasat 14 months). They found that
maternal RF largely accounted for the modest lietveen adult attachment and infant
attachment security. Results of this study sugthedtRF is a core capacity that
differentiates secure and insecure states of maddsa critical mechanism in the
intergenerational transmission of attachment (S&tds., 2005a).

The tendency for mothers with unresolved traumaatee lower levels of
mentalization
ability, speaks to what Fonagy (2006) termed tlsgchic equivalence’ mode. The psychic

equivalence mode is the absence of “as if’ thinkarg occurs when one perceives mental
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events to be equal to events in the physical wiartdrms of power, causality and
implications (Baradon, 2010; Fonagy, 2006). Fomapde, the absence of “as if’ thinking
is exemplified in PTSD symptoms, where the flaskbamd nightmares are experienced as
real — the sense of representingness is lost aedak reality is equated with the mental
state (Davidson et al., 2003). In psychic equivedemode, there is the inability to
contemplate the child’s mind as separate from #remnt (e.g., “My child’s need to spend
time with peers means she is rejecting me.”). Inti@st, a symbolic representation or
mentalizing response may include an acknowledgewofesrie’s own feelings as separate
from the child’s mental state (e.g., “My child’saeteto spend time with peers makes me
feel as if | can’t cope and | don’t know why.”) (B&on, 2010). The absence of ‘as if’
thinking is at the core of why caregivers withaumatic history often exhibit context-
inappropriate responding and non-congruent affegbnng in relationship with their child
(Davidson et al., 2003).

Freud’s (1909) concept of repetition compulsioalg useful in understanding how
an inability to mentalize can perpetuate the irgaggational transmission of trauma.
Repetition compulsion can occur when a parent umgly confuses the child with a figure
from the parent’s past (e.g., a mother’s relatigmséh her own mother) (Jones, 2010).
These repressed feelings and experiences becogeetprbonto the child, thereby
stimulating feelings in the child that actually e to the parent and rendering the child
saturated with their parent’s traumatizing expere@ones, 2010). These repetitions in
‘ways of being’ will likely affect the parent’s owmood when interacting with her child,
thereby impacting the dynamic parent-child relatiup as well as her child’s development

(Baradon, 2010). Furthermore, the internalizatibthis mismatched mirroring response
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will likely generate an alien internal experienbattcontributes to a fragmented sense of
self (Fonagy et al., 2002). As a result of thiklat congruent mirroring and shared
subjectivity, children may experience deficits keeutive functioning (including problems
focusing and problem solving), cognitive and afflextelf-regulation, social-
developmental capacities, relating to peers, gétfaey, conversational fluency, and social
competence (Baranowsky, Young, Johnson-Dougladianig-Keeler, & McCarrey, 1998;
Dunn & Cutting, 1999; Fonagy et al., 2002; 2006pbae & Chandler, 1995; Landy &
Menna, 2006; Slomkowski & Dunn, 1996).

Research by Katz and colleagues (2008) has dematetstihat emotion-coaching
parenting may serve as a mediator in the relatetwden trauma and child outcome.
Parents who had experienced intimate partner wel€lPV) had children with more
behaviour problems, and had children who were rikeé/ to respond oddly to peer
interaction scenarios (e.g., the optimal socigboese to peer provocation in middle
childhood is to appear unfazed or affected by tleqrative remarks, rather than openly
displaying anger or sadness). When parents werer lmnemotion-coaching, increases in
IPV were associated with higher levels of odd bé&havin the child. When parents were
higher in emotion-coaching, IPV was unrelated td bdhaviour. For use of
humour/laughing behaviour, when parents were lawemotion-coaching, IPV was
unrelated to laughing behaviour in the child. Hoarewhen parents were higher in
emotion-coaching, increases in IPV were associattdincreases in children’s laughing
behaviour as adaptive coping in peer-interacti@mados (Katz, Hunter, & Klowden,
2008). These study findings suggest that emoti@ciuimg parenting behaviours may

moderate the relationship between trauma and olticomes, specifically children’s
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socio-emotional functioning and overall adjustment.

Emotion-Related Parenting Style and Mentalization

Research by Gottman and colleagues (1997) extencoiincept of mentalization to
parenting. Specifically, they developed the conaépparental meta-emotion philosophy”,
which refers to an organized set of feelings amdigints about one’s own emotions and
one’s children’s emotions. Gottman’s philosophyludes three components: 1) mother’s
awareness of her own emotion, (2) mother’'s awaszokker child’s emotion, and (3)
mother’s coaching of her child’s emotion. The motheoaching of the child’s emotion
may include, assisting the child in verbally labgjlhis or her emotions and problem-
solving with the child, setting behavioral limitsyd discussing goals and strategies for
dealing with the situation that led to the negagweotion. Parents’ meta-emotion
philosophy describe parents’ reactions to theildcbn’s emotions, and their reasoning
about these emotions (e.g., what the parent isgrg teach the child when responding to
the child's anger) (Gottman, Katz, & Hooven, 19%¢ta-emotion philosophy emphasizes
that parental coaching of emotion is adaptive adral to children’s healthy development.
Gottman and colleagues (1996) found that childeann better to regulate their emotions
through the parents’ ability to ‘manoeuvre in therlad of emotions’ (Gottman et al., 1996,
p. 244). Gottman and colleagues have demonstraseadhildren whose parents engage in
emotion coaching tend to have fewer problem behasgjdealthier social relationships,
better academic performance, and are in bettengdlysealth than children whose parents
do not practice such emotional coaching parentiylg ¢e.g., Gottman, 1997; Gottman, et
al., 1996). Furthermore, their work has shown #mbtion-coached children experience

fewer negative emotions and more positive feelthgs children who receive less parental
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emotion coaching. They have also shown that pdrerds-emotion philosophy buffered
children from the negative and harmful effects afrital conflict and divorce (Duffett,
2010; Gottman, 1997).

Emotion coaching is one of four emotion-relatecepéing styles identified by
Gottman (1997), and is considered the most adaptpeeof parenting style. The other
three styles are: dismissing, disapproving, arss&z-faire. The four emotion-related
parenting styles have been measured in the pastisasure called the Emotion-Related
Parenting Styles Self-Test (ERPSST; Gottman, 1B@Kim-Larson, Parker, Lee,
Goodwin, & Voelker, 2006). More recently, Patersbral. (2012) created a
psychometrically valid short-form of this measuatied the Emotion-Related Parenting
Styles questionnaire. Although the factor structheg emerged from this work was very
similar to Gottman’s four emotion-related parentstges, the measure revealed slightly
different parenting styles. The emotion coachingssale remained unchanged. The
dismissing and disapproving styles were combinealarparental rejection of negative
emotion subscale as they were highly correlated waich other and are characterized by
parents’ rejecting their children’s emotional expeces. The laissez-faire style was
identified as the parental acceptance of negativatien subscale, which measures parents’
acceptance of their children’s expression of neggagmotion without providing guidance.
Finally, a new subscale emerged: Feelings of uaiteyl ineffectiveness, which measures
parental doubt and feelings of ineffectiveness wihealing with children’s negative
emotional expression.

The overlap of Fonagy’s concept of mentalizatiod &ottman’s parental meta-

emotion philosophy is clear. Both share a philosmgilbasis in the notion of ‘meta’-
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processing of cognitions or emotions. At the cdr&ottman’s concept of parental meta-
emotion philosophy lies the notion of self- andestheflection in mentalistic terms,
specifically during highly charged emotional expeagdes. Fonagy et al. (2002) refer to this
capacity as RF and give similar weight to reflegtom emotions and cognitions. Moreover,
the concept of parental meta-emotion philosophylaps with RF in that they are seen as
the mechanisms by which the parent helps the ¢hildarn emotion regulation. Although
evaluations of RF do not explicitly measure emotegulation, it is implied by RF
theories. For Fonagy and colleagues, it is thrabghprimary caregiver’s capacity to
mentalize that children learn to regulate their dehavior and emotions (Fonagy et al.,
2002). A further goal of the present study wasxangine the relations between
mentalization and emotion-related parenting style.

Maternal Trauma and Parenting

Painful affect associated with early traumatic epees with caregivers are
carried over into the next generation through tile of parenting (Baradon, 2010;
Lieberman et al., 2005). The intimate relationdhepween parent and child can retrigger
painful memories for the parent living with a histof childhood trauma (Hesse & Main,
2006). For example, the sound of their childreing may trigger re-experiencing of their
own helplessness during abuse because they anedednof their own pain. Parents may
therefore avoid or disengage with their child whies child is expressing a negative
emotion, thus communicating that this emotion isg#aious or unwelcome.

Lyons-Ruth and Block (1996) and Lyons-Ruth andeamues (1999) proposed that
a caregiver’'s own attachment history is likely cected to a “failure to repair”; a

caregiver's unresponsiveness to infant affectivaroainications as part of a self-protective
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process associated with unresolved loss and traliney. suggest that if as an infant, a
caregiver did not experience comforting during snoé extreme distress and suffering,
then it is likely that these feelings in the infanll evoke in the caregiver unresolved and
overwhelming fear. They posit that these frightgrfeelings then block the caregiver from
recognizing her infant’s anguish and prevent hemfbeing able to provide soothing and
calming to her infant. As a result, the infant exgeces the activation of his attachment
system with neither the recognition of his attachtmeeds, nor the opportunity to be
soothed and settled.

As such, Lyons-Ruth and colleagues (1999) develapedstrument intended to
code atypical and disrupted maternal caregivingbien during the Strange Situation: the
Atypical Maternal Behavior Instrument for Assessitramd Classification (AMBIANCE;
Lyons-Ruth, Bronfman & Parsons, 1999). They appiredlAMBIANCE measure to a
sample of 65 high-risk caregivers and their 18-rhanltls, and their results indicated that
mothers of disorganized infants displayed moreie&ehavior overall, and specifically,
increased rates of disrupted affective communioadiech as, contradictory cues, or
nonresponse/inappropriate response (e.g., inyieach verbally than distances, or does
not offer comfort to distressed infant); more feddisoriented behavior such as, being
confused or frightened by the infant, or becomirspyanized/disoriented (e.g., exhibits
frightened expression, or sudden loss of affectlated to the environment); and, more
negative-intrusive behaviour (e.g., mocks or tedisesnfant, or pulls the infant by the
wrist). They also found that violence in mothetsldhoods was associated with maternal
hostile/intrusive behaviours, while a maternaldmgiof childhood sexual abuse was

associated with maternal withdrawal such as, ergathysical or verbal distance (e.qg.,
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holds the infant away from the body with stiff arros does not greet the infant after
separation).

In another study from Lyons-Ruth and colleague®82045 high-risk mothers and
infants were assessed at both 12 and 18 montlgepfraorder to examine the model of
intergenerational transmission of disorganizedcattzent. The model posits that maternal
childhood experiences of loss or trauma contritboit@aternal states of mind on the AAl,
which in turn contribute to infant disorganizatidgesults indicated that severity of
maternal trauma had no direct relation to infasbdjanization but severity of trauma was
related to Hostile-Helpless states of mind, whithurrn predicted infant disorganization. A
Hostile-Helpless state of mind is characterizegbérvasive indicators of hostile and/or
fearful states of mind and, in some cases, by exglbntinued identifications with hostile
or helpless caregivers from the past. There aenafoncurrent indicators of affective
numbing (e.g., laughter at painful anecdotes),andence of affectively intense, unstable
relationships (e.g., ruptures in contact with fanmiembers in adulthood). The authors
suggest that among mothers exposed to violencbuseathe infant’s increased mobility
and agency, including the new capacity to say ‘n@y be a particularly potent trigger for
the mother’s feelings of both helplessness andlitpselated to past abuse.

Mothers with a history of childhood trauma will éiky experience challenges in
parenting due to an number of issues which incl@jiéhey may be experiencing
symptoms of post-traumatic stress disorder (PTEBNqy & Menna, 2006), 2) they are
likely to socialize their own children through alues neglectful, and maladaptive
parenting practices (Appleyard & Osofsky, 2003efalzerg et al., 1998), 3) they likely

experience anxiety regarding relationships (Foretgf., 2002; Shaffer & Sroufe, 2005),
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and 4) they likely have great difficulty reflectiog the thoughts, feelings, and intentions of
the self and others and have a propensity towatdrdion (Fonagy et al., 2002; Sharp,
2006). Parents who have experienced trauma aillg tikallocate at least some of their
resources to managing the symptoms of PTSD, asddhs their capacity to provide
sensitive and attuned caregiving to their childrey be adversely affected (Landy &
Menna, 2006). Caregivers who experience the irdgrusf traumatic experiences through
flashbacks and nightmares have less energy togeawurturing interactions, structure and
discipline, and engage in play or joint problemvaad tasks with their children (Landy &
Menna, 2006). The caregiver’s hypervigilance tdaie perceptions (e.g. perceptions of
criticism or cruelty from others) may make thenslékely to attend to other pleasurable
stimuli and more likely to attribute hostile intemts to others (Landy & Menna, 2006;
Hesse & Main, 2006).

In a study by Barrett (2009), the independent ¢ffe€ childhood trauma on
parenting were assessed in 483 predominately AfrAgaerican mothers with a child at
least 3 years of age or younger. Measures incladea-part indicator for childhood
sexual abuse, as well as additional questions siagesther childhood adversities (i.e.,
childhood physical abuse, perceiving that one reshimeglected in childhood, observing
domestic violence in childhood, childhood povesawd living apart from one or both
parents for all or a portion of time prior to thgeeaof 16). Dependent variables included
parenting stress, parental warmth, and disciplioger parental warmth was associated
with being an older mother, perceiving that one baen neglected as a child, and
childhood poverty. Childhood physical abuse, patogithat one had been neglected as a

child, observing domestic violence in childhoodlirlg apart from one or both parents
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during childhood, and childhood poverty were allrid to predict dimensions of parenting
(i.e., parental stress, warmth, nonviolent disolipsychological aggression, corporal
punishment). Childhood sexual abuse did not havedependent impact on the
dimensions of parenting explored in this studyrafteer factors were considered for this
population of women. Based on these findings, thika highlighted the importance of
considering the impact of other forms of childh@atVersity on parenting.

Parents’ reactions to their child’s experience exgression of emotion can directly
socialize the child’s emotion-related reactions@aberg, Cumberland, & Spinrad, 1998).
As such, parents who believe that negative emoaoasbad’ and should be repressed and
controlled will likely socialize their children tminimize, ignore, or deny negative
emotions and refrain from expressing them. On therdhand, parents who believe it is
important to be in touch with one’s full range ofi@ions will likely model adaptive ways
of expressing negative emotion and encourage ¢hédren to do the same (Eisenberg et
al., 1998; Gottman et al., 1996).

Shipman and colleagues (2007) investigated thereifices in parent emotion
socialization between maltreating and non-maltngatamilies. Eighty mother—child dyads
participated in this study (maltreatment groNps 40; non-maltreatment grould,= 40),
with children ranging from 6-12 years of age. Theept—child emotion interaction task
(PCEIT; Shipman & Zeman, 1999) was used to obsemnaty assess mothers’ responses
to children’s emotion. Children were asked to ‘tafkh your mother about a time that you
felt _ (i.e., anger, sadness, fear, respeciivelin someone in your family’ and mothers
were asked to respond as they would on a typicalMathers who physically maltreated

their children provided less validation and emottmaching and more invalidation in
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response to their children’s negative emotions.i#altally, maternal responses to
children’s emotions (i.e., validation, emotion-cbeg and invalidation) was found to
mediate the relation between maltreatment statdshitdren’s adaptive emotion
regulation, suggesting that lower levels of matireent is predictive of higher levels of
children’s emotion regulation, due to more instanakeemotion-coaching from parents.

It may be the case that mothers low in mentalinatiod high in PTSD will be less
likely to use parenting styles focused on tolegatind problem-solving difficult negative
emotions. In the present study, links between matérauma and maternal mentalization
and emotion related parenting style were investiyat terms of their effect on children’s
adjustment and socio-emotional functioning.

Maternal Trauma and Children’s Outcomes: Emotion Rdated Parenting Style

as an Explanatory Mechanism

Parenting behaviors associated with poor child@uts include punitive parental
reactions and minimization (Fabes, Poulin, Eiseqb&mMadden-Derdich, 2002),
controlling behaviors (Huth-Bocks & Hughes, 20Q&rent-child negativity (Riser, 2009),
detachment or hostility (Cook, Kenny, & Goldst€i®91), derogation, derisive humor, and
criticism (Gottman et al., 1996), and parentalrdist reactions (Fabes, Eisenberg, &
Miller, 1990; Gottman et al., 1996). These nonsuippe parenting behaviors are
associated with lack of empathy, social unresp@ma&ss, poor socio-emotional
competence, and problematic peer relationshipkildren (Huth-Bocks & Hughes, 2008),
internalizing problems (e.g. anxiety and depregsaml externalizing problems (e.g.
aggression and anti-social behavior), and hodtitdation bias (Deater-Deckard, 2005;

Huth-Bocks & Hughes, 2008). In addition, for motheith a history of childhood trauma
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the risk for poor developmental outcomes for tleitdren are much higher (Huth-Bocks
& Hughes, 2008). Research has found significard@asons between parental history of
emotional and physical abuse and parent-child negatassessed with a report of being
critical of or nagging the child (Dixon, Hamiltoni&chritsis, & Browne, 2005; Riser,
2009). Furthermore, parent-child negativity wasnidto relate to children’s internalizing
and externalizing symptomatology (Riser, 2009).

In a recent meta-analysis of 193 studies, Goodmdrctalleagues (2011)
investigated the impact of maternal depressionhild outcome. They found that maternal
depression was significantly related to higher lewé internalizing and externalizing
problems, more general psychopathology and negatiget/behavior in children, and
significantly related to lower levels of positiviext/behavior in children. Furthermore, the
relation between maternal depression and intelinglizroblems was not significantly
stronger than the relation between maternal dejpressid externalizing problems,
although maternal depression was more stronglycaged with internalizing problems in
girls than in boys. Results were moderated by duje, gender, income, family structure,
and ethnicity, with effect sizes being strongeryilounger children and girls, single-parent
families in poverty, and ethnic minorities (GoodmRiouse, Connell, Broth, Hall, &
Heyward, 2011). Research has shown that depreas®TSD frequently co-occur

(Devane, Chiao, Franklin, & Kruep, 2005).

Summary and Study Objectives
The overall objective of the present study wasxan@ne mothers with a history of

childhood trauma and the intergenerational linkhdren’s socio-emotional functioning
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and adjustment, through maternal mentalizationeandtion-related parenting, specifically
emotion coaching parenting style.

Experiencing trauma during childhood perpetuatesghs to one’s intrapersonal
and interpersonal relationships (Bryant, 2010)nAted in the literature reviewed,
depression and PTSD are possible outcomes of duttlitrauma as a result of changes to
one’s view of self as unworthy or unimportant, ame’s view of others as dangerous or
threatening (Bryant, 2012; Wolfe, 2001). As a restHlildren growing up in an
environment of chronic trauma may avoid their olwoughts and feelings, and dedicate the
majority of their mental resources to understandiay caregiver’s state of mind, which
may be anxiety-provoking (Fonagy et al., 2002) sTihck of development in mentalizing
ability makes these children more vulnerable toegdgmcing trauma and mood
disturbances such as, depression and PTSD, ladetuithood (Allen & Fonagy, 2006;
Fischer-Kern, 2012; Knetig, 2013).

Research has also demonstrated that mothers wigoelxg@erienced childhood
trauma are more likely to have children who expergehigher levels of traumatic
symptoms, as well as have more internalizing anerealizing problems, lower
mentalization ability, and poorer social skillsrated by peers (Riser, 2009; Sharp, 2006;
Sharp et al., 2007). Studies have also shown aggwts between children’s own
mentalization ability and their overall adjustmdfbr example, Ostler and colleagues
(2010) found that children with lower mentalizatiailities also have lower levels of
social competence and more mental health probl&mslarly, Southam-Gerow and
Kendall (2002) found that children experiencinggsylogical distress exhibited limited

recognition of emotion-regulation strategies andrpmmprehension of the “causes” of
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emotion.

Children of poor mentalizers are at greater riskyshptoms of psychopathology
including, conduct problems, anxiety with peerghfing requiring parental intervention,
and depression (Gottman et al., 1996; Katz & WikdedNelson, 2004; Sharp et al., 2006;
Strassberg, 1997). Furthermore, mothers who shasebiin mentalizing tend to have
children with ineffective attributional processes@r mentalizing) and ineffective social-
cognitive reasoning during interactions with pg@&isarp et al., 2006). Maternal biases in
mentalizing associated with child noncompliancdiamee, and hostile intent have also
been linked with increased aggression in childigr & Lochman, 1990; MacKinnon-
Lewis, Lamb, Arbuckle, Baradaran, & Volling, 19%mith & O’Leary, 1995; Strassberg,
1995, 1997). Thus, an aim of the present studytavagzamine whether mothers with lower
levels of mentalization will have children with lewlevels of mentalization, fewer social
skills and adjustment problems.

Trauma also interferes with the parent’s abilitypgopresent, and to think and
respond in a reflective manner rather than withgmtmns, distortions, or premature
conclusions when considering motives for childrébebaviors (Slade et al., 2005b). The
goal of mentalization-based programs for parenedéset al., 2005b) (Lieberman & Van
Horn, 2005) is to help the parent deal with hespeal trauma by increasing the capacity
to respond realistically to threat, and to plaeetthumatic experience in perspective. This
maternal ability to regulate one’s own emotionguim helps to restore the child’s sense of
safety, attachment, and appropriate affect andarethe child's cognitive, behavioral, and
social functioning (Lieberman & Van Horn, 2008; B0&lade et al., 2005a). Links in the

literature have also been found between poor matemantalizing and maternal
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psychopathology (Gottman et al., 1996; Sharp ¢2@0D6), and between child
psychopathology and child emotion regulation (SaotfGerow & Kendall, 2002). A
further aim of the present study was to examinetisdrenaternal mentalization mediates
the associations between maternal childhood treamdachildren’s psychological
adjustment and socio-emotional competence.

A higher capacity to mentalize has also been fdortze associated with the
capacity to parent (e.g., show positive emotiomndunteractions with children, and
avoid harmful negative interactions) (Suchman gt28110). Gottman’s work (1996; 1997)
highlights the importance of emotion in maternahtaézing by explicitly focusing on the
parent’s capacity to recognize emotions in theneseand their children, and by
empirically linking parental mentalizing to the lehs capacity to regulate his or her own
emotions. One study showed that mothers low in alieation are less likely to use
parenting styles focused on tolerating and prolbdeiaing difficult negative emotions
(e.g., anger, sadness) (Gottman et al., 1996).lewels of maternal mentalization has also
been associated with insensitive and emotionaligsponsive maternal behaviors (e.g.,
withdrawal, hostility and intrusiveness) (Levy &uman, 2002).

Children of parents high in emotion-coaching exgrece less stress and illness,
higher self-esteem, higher levels of academic aelment, less externalizing behaviour
problems, lower score in depression symptomatolagg,also tend to develop strong
emotion regulation and social skills (Dunsmore, Boo & Ollendick, 2013; Garner,
Dunsmore, Southam-Gerrow, 2008; Gottman et al.6;18®ttman, 1997; Katz & Hunter,
2007). Parents who use an emotion-coaching pacestyte are high in emotional

awareness, acceptance, regulation, and coachthgiotchildren’s emotions (Gottman et
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al., 1996; Gottman, 1997). Mothers with a histofrgluldhood trauma are likely to have
difficulty reflecting on their emotions and havempensity toward distortion (Fonagy et
al., 2002; Sharp, 2006). Shipman and colleagued7(2@und that mothers who physically
maltreated their children tended to use less ematb@ching when their children displayed
negative emotion in a mother-child interaction taskcompared to non-maltreating
mothers. According to Shipman et al. (2007), matheno physically maltreated their
children may view negative emotion as uselessurm, children’s experience of negative
emotions may be invalidated and fewer adaptive emaégulation strategies may be used
by the children. Children of emotion disapproviraggnts may be less emotionally and
socially competent (Gottman, 1997) and tend to ledeeated anxiety and poor emotion
regulation (Lagacé-Séguin & Coplan, 2005). A furtheal of this study was to examine
whether mothers who have experienced childhoodrtaawould be less likely to utilize an
emotion-coaching parenting style, and whether, @salt, their children would have fewer
social skills and more adjustment problems.

Research findings support the intergenerationaktrassion of parenting styles,
suggesting that parents who have experienced trawagasocialize their children to
perpetuate abusive, neglectful, and maladaptivenpiag practices (Appleyard & Osofsky,
2003; Covell, Grusec, & King, 1995; Eisenberg et H98). Studies have also revealed
evidence of significant mediation of parent emagicebuse and partial mediation of parent
emotional neglect experiences, to both child irdézing and externalizing
symptomatology through parent-child negativity @j2009).

Parents currently experiencing trauma (in the fofriPV) had children with more

behaviour problems (Klassen, Porcerelli, Sklar, &rkbva, 2013), and had children who
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were more likely to respond to peer interactiomsci®s with behaviours that were
considered nonsensical or age inappropriate, asdelationship was moderated by
emotion coaching parenting style (Katz, Hunter, wden, 2008). In a study of women
residing in a battered women’s shelter, for exarmpigher levels of parenting stress were
associated with more dysfunctional disciplinarygoaing practices, and more child
adjustment problems and child self-reported depresymptoms (Huth-Bocks & Hughes,
2008). Thus, the final aim of the present study t@asxamine whether maternal emotion
coaching parenting style mediates the associagbnden maternal trauma and child social
skills and adjustment.
Research Questions and Hypotheses

Based on the review of the literature presentedafibe following research
guestions and two models were proposed. They asepted in Figure 1 and 2.

Figure 1. Mediation model with maternal childhooalima ¥), maternal

mentalization 1), and child socio-emotional functioning and adjusit (Y)

Maternal Mentalization
\

Child Socio-Emotional
Functioning and
Adjustment
* Child social skills

Maternal Trauma

Maternal childhood trauma

* Child internalizing and

externalizing problems

Maternal depression
Maternal PTSD

¢ Child mentalization

Research Question 1Does maternal mentalization mediate the links betwe
maternal trauma and children’s social and emotituraitioning, and adjustment (Figure
1)?
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Hypothesis 1a. Mothers who have experienced childhood traumbreglort lower

levels of mentalization ability and higher levefsdepression and PTSD.

Hypothesis 1b. Mothers who have experienced childhood trauma yvéma have

symptoms of depression and PTSD, will have childveéh lower mentalization ability,

fewer social skills, and more behaviour problems.

Hypothesis 1c. Mothers with lower levels of mentalization abiliggll have children
with lower levels of mentalization ability, fewen@al skills and more behaviour problems.

Hypothesis 1d. More maternal trauma will be linked to fewer chslocial skills and

more behaviour problems through lower levels oferrel mentalization.

Figure 2. Mediation model with maternal childhoaalima K), emotion-coaching

parenting i), and child socio-emotional functioning and adjusit {)

Maternal Mentalization

Emotion-Coaching
Parenting

Child Socio-Emotional

Functioning and
Adjustment

* Child social skills

Maternal Trauma

Maternal childhood trauma

¢ Child internalizing and

A
externalizing problems

Maternal depression i -
Maternal PTSD Child mentalization

Research Question 2Does emotion-coaching parenting mediate the lbdts/een

maternal trauma and child social and emotionaltionmg, and adjustment (Figure 2)?
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Hypothesis 2a. Higher levels of maternal mentalization will béated to more
emotion-coaching parenting.

Hypothesis 2b. More maternal trauma will be associated with Es®tion-
coaching parenting.

Hypothesis 2c. Less emotion-coaching parenting will be associateld lower
levels child mentalization ability, fewer child salcskills, and more child behaviour
problems.

Hypothesis 2d. More maternal trauma will be linked to lower levehild
mentalization ability, fewer child social skills@more child adjustment problems through
lower levels of emotion-coaching parenting.

METHOD
Participants

Participants were 75 children ranging in age froto 62 yearsNI = 7.8 yearsSD
= 1.67) and their mothers. There were 43 male dmnld57.3%), ranging in age from 6 to
12 years1 =7.74 yearsSD= 1.70) and 32 female children (42.7%), rangingge from 6
to 11 yearsNl = 8.1 yearsSD= 1.88). Males and females did not significantlffediin age
t(73) = .66,p = .51. Thirty-four dyads were recruited from a pobparents who
participated in a previous psychology study coneldicty Dr. Rosanne Menna at the
University of Windsor investigating the psychosbciarrelates of young children’s social
skills, and indicated that they would be interestegarticipating in future studies.
Nineteen dyads were recruited from flyers postddcil community centres, outdoor
parks, learning centres, and community websitejybtls were recruited from word of

mouth, 6 dyads were recruited from the Universityandsor Psychology Research
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Participant pool, and 3 dyads were recruited froenlbcal children’s protection agency.
Recruitment information was missing for 2 dyads.

At the time of the study, 12 children (16%) wererently taking medication (i.e.,
allergy and asthma medication, ear infection, ADiBdication). Two children (2.7%)
were in treatment for speech and language delaypaa child (1.3%) was in
psychological treatment for anxiety and behaviaebfems. The number of siblings that
each child had ranged from zero to foMr£ 1.54,SD= 1.0).

Demographic information for mother and family vates appear in Table 1. The
mothers involved in this study ranged in age fr@n®52 yearsMl = 37.6 yearsSD=
5.4). The majority of mothers were married or liywvith a partner, identified themselves
as Caucasian, reported that they had obtainedegyedliploma or university degree, and
were currently employed. Of the 74 mothers who rgabon their family income, 62
percent reported family incomes of at least $60,8W0y-five percent of mothers reported
that they have received psychotherapy for pergomdilems at some point in their life.
Almost all of the mothers in the study had reacepting book or visited a parenting

website, and more than half of the mothers hahate a parenting class.

45

www.manaraa.com



Table 1.
Mother Demographic Characteristics (N = 75)

N %
Marital Status
Dating but not living with a partner 3 4
Married or living with a partner 59 78.7
Separated/divorced 12 16
Never married 1 1.3
Race or Ethnic Background
Caucasian 53 70.7
Black 3 4
Hispanic 5 6.7
Asian/Pacific 5 6.7
South Asian 3 4
Other ethnic background 6 8
Education
Grade 8to0 11 3 4
High school/GED 8 10.7
Post high school (trade/tech school) 7 9.3
1-3 years of college/university 10 13.3
College diploma/university degree 35 46.7
Graduate/professional school 11 14.7
Other 1 1.3
Household Income
Less than $20, 000 8 10.7
$20,000 to $39,999 15 20
$40,000 to $59,999 4 5.3
$60,000 to $99,999 19 25.3
$100,000 or more 23 30.7
Prefer not to answer 5 6.7
Missing 1 1.3
Number of Children
One 9 12
Two 33 44
Three 18 24
Four 11 14.7
Five 3 4
Attended Psychotherapy 41 54.7
Parenting Class 46 61.3
Parenting Books 68 90.7
Parenting Websites 61 81.3
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Measures

Mother measures.

Background information. Mothers completed a demographic questionnaire en th
child, and family characteristics (see Appendix Bathers reported their age, sex, ethnic
background, marital status, level of educationupetion, and combined household
income. Mothers reported if they have ever soughtgnal counseling or psychotherapy.
They also reported on the age and sex of theidkhbil, their own age at their first child’s
birth, and whether the child has any medical ocpmtric disorders or developmental
delays. Finally, they reported if their childrenr@eurrently in any form of treatment or
taking any medications.

Childhood trauma. Mothers completed the Childhood Trauma Questioenair
Short Form(CTQ-SF; Bernstein & Fink, 1998), a 28-item retresiive measure to assess
the frequency and severity of emotional, physiaatj sexual abuse, and emotional, and
physical neglect. In the present study it was wsexssess childhood trauma in mothers.
Mothers were asked to rate statements about cluttieaperiences (before age 18) on 5-
point Likert-type scales from (1) “never true” ®) (‘very often true.” Three validity items
were included to assess minimization and denia. ChQ-SF provides a measure of
overall childhood maltreatment (by summing eacimite acquire a total score), as well as
individual subscale scores of the various formalafse described above (by summing each
item in each subscale). The CTQ-SF has shown atietp excellent levels of test-retest
reliability with Cronbach’s alphas ranging from .&7.93 according to each of the five
subscales: emotional negleat= .68 to .93), emotional abuse#£ .76 to .93), physical

abuse ¢ = .80 to .92), sexual abuse#£ .88 to .97), and physical negleat .57 to .80)
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(Locke & Newcomb, 2008; Minnes et al., 2008). THEQ has been used with diverse
samples including, alcoholics (Mirsal et al., 2Q0%nerican Indian women in primary
care (Duran et al., 2004), dyadic adjustment imdatouples (Riggs et al., 2011), and with
individuals with posttraumatic stress and emotegutation deficits (Burns et al., 2010).
The CTQ has also demonstrated good convergentityahith a structured interview for
childhood trauma and with therapists’ ratings (B#&em, Ahluvalia, Pogge, & Handelsman,
1997; Bernstein et al., 1994). The CTQ has alsavatltugh levels of internal consistency
(Cronbach’s alpha 80-.97) (Bernstein et al., 1994).

Within the present sample, Cronbach’s alpha fortoke scale was .89. Cronbach’s
alpha’s for the subscales were: Emotional Abus®)(Bmotional Neglect (.88), Physical
Abuse (.83), Physical Neglect (.63), and Sexuals&96). The present study used the
CTQ subscale scores in the analyses to asses#fédrerd long-term trajectories of various
types of child abuse (Gibb, Chelminski, & Zimmermaa07).

In terms of emotional neglect, about 42 percant 82) of mothers scored in the
none to minimal range, about 25 percent (19) scored in the low to moderate range, 24
percent (| = 18) scored in the moderate to severe ranged qaicentii = 6) scored in the
severe to extreme range. For emotional abuse, &3opercentr(= 47) of mothers scored
in the none to minimal range, about 25 percent 19) scored in the low to moderate
range, about 7 percent € 5) scored in the moderate to severe range, qaicént i = 3)
scored in the severe to extreme range. One patitgpdata was missing on this variable.

In terms of physical neglect, about 84 perceant 63) of mothers scored in the
none to minimal range, 12 percent{9) scored in the low to moderate range, and 4

percent (| = 3) scored in the moderate to severe range. Nber®scored in the severe to
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extreme range for physical neglect. For physicakababout 83 percent € 62) of
mothers scored in the none to minimal range, aBqércentif = 7) scored in the low to
moderate range, about 1 percant (1) scored in the moderate to severe range, and 4
percent (| = 3) scored in the severe to extreme range. Twicjgants were missing data
on this variable.

For sexual abuse, about 87 percent 65) of mothers scored in the none to
minimal range, about 3 percent£ 2) scored in the low to moderate range, abqer8ent
(n=2) scored in the moderate to severe range, lamat & percentn(= 5) scored in the
severe to extreme range. One participant’s data wessing on this variable.

Mentalization. Mothers completed the Reflective Function Questanm®46 (RFQ);
Fonagy & Ghinai, unpublished) to assess mentatinaiihe measure is a 46- item self-
report questionnaire that is based on Fonagy's§JLB@flective Function (RF) scale for
use with the Adult Attachment Interview (AAl). Eattem on the RFQ46 is rated on a 6-
point scale from “strongly disagree” (1), “disadré€®), “disagree somewhat” (3), “agree
somewhat” (4), “agree” (5), and “strongly agree). (bhere are three subscales: RFQ-A
(central response items), RFQ-B-hl (strong disages# represents high mentalizing), and
RFQ-B-lh (strong agreement represents high memg)lizThese subscales are
conceptually meaningless, but divided in termdhefrtscoring procedures. The central
response items form the 23-item RFQ-A subscale aam@omprised of items that elicit a
balanced mentalizing perspective. On the centsgarse items, disagreeing somewhat (3)
or agreeing somewhat (4) indicated high mentabraedéind items are scored as deviations
from the mid-point; the less deviation, the higtier mentalizing skill. For example, Item

1, ‘People’s thoughts are a mystery to mequires a balanced recognition that we can
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never completely know others’ thoughts. Disagraeewshat (=3) or agree somewhat (=4)
would be equally high mentalizing responses, wisestt@ngly disagree (1) or strongly
agree (6) would be the lowest mentalizing respanBess, an initial answer of a 1 or 6
would be recoded as a 1, a value of 2 or 5 recadexd2, and a 3 or 4 as a 3. The high
mentalizing response items form the 23-item RFQ#Bssale, and are comprised of all the
polar scoring items. On the polar response itemngd, imentalization was indicated by either
strong agreement (6) or strong disagreement (1) thé statement. The RFQ-B subscale is
made up of two subsidiary scales: The RFQ-B-hl saless comprised of 8 items where
strong disagreement (1) represented high mentgl{@m.,‘l get confused when people
talk about their feelingg’ These items were reverse scored. The RFQ-BHhcsle is
comprised of 15 items where strong agreement (8esented high mentalizing (e.4.,

pay attention to my feeling)’ tems were recoded and the scales added tonadtaital
mentalization score.

At the present time, the RFQ-46 is unpublisheds fhermission was obtained to
use it from the Fonagy research team (See Appéddikonagy and Ghinai initially
developed the RFQ self-report questionnaire congpof&01 items, which were
subsequently examined by 14 international mentiadzaxperts for face and content
validity. Items that were insufficiently reliable pepetitious were reportedly deleted, and
the 46 remaining items formed the final Reflectenction Questionnaire (Perkins, 2009,
unpublished dissertation). Fonagy and Ghinai cotatla trial data reduction on a non-
clinical population of 212 participants recruitedrh the dining area of a university
teaching hospital. They identified 10 items as retdunt, and reported that the reduced 36-

item scale displayed good internal reliability (@bach’s alpha = .74). Perkins (2009) then
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re-administered the full 46-item scale to a mixldical and non-clinical sample with the
intention that a more robust item analysis and-dadaction could be carried out, before
further reliability-testing and validation was puesl.

Perkins (2009) examined the factor structure ahahigty of the RFQ by
conducting an exploratory factor analysis. The daropnsisted of participants recruited
from several outpatient services (clinical samm@) students at two colleges (non-clinical
sample), for a total of 403 participants. An ifditlata screening on the whole sampe=(
403) was conducted to identify any problematic gefifwo items were rejected due to
deviations in normality. Fifteen items were rejelcbhecause of low (< .30) and
insignificant (< 50%p < .05) correlations. Nine items were rejected bsedhey failed to
meet both conditions of normality and significaatrelations. An exploratory factor
analysis was conducted on the reduced datasetit#®8. A two-factor solution appeared
to best meet simple structure, and therefore,abtf analysis was re-run extracting two
factors. Five items did not load significantly (j.&actor loadings <4) onto either factor
and were then dropped. The analysis resultedwoddctor solution with 15 items. A
reliability analysis was run on the 15-item scaid aonfirmed to be good & .77)

(Perkins, 2009).

Internal consistency coefficients for the subscafebe present sample ranged from
.37 to .84 with a mean coefficient of .65. CronbBa&tpha for the RFQ-46 total scale was
.34. Mirroring the procedure by Perkins (2009)jranal data screening on the 46 RFQ
items was conducted on the whole sample (75) to identify any problematic items prior
to the calculation of reliability. Descriptive gtdics revealed no items had failed to elicit a

full range of responses. Deviations from normakgre deemed to have occurred if
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skewness or kurtosis were above the recommendetuédscore of +/-2 (Field, 2005).
Three items were therefore rejected (item 6, 3d,45). These deletions increased
Cronbach’s alpha to .63 for the total scale. Twamnhe further items were rejected because
of low correlationsr(< 0.3), making a reduced set of 14 items. Theséeids had a total
Cronbach’s alpha of .75 (See Table 2 for correittad-total correlations). Of these 14
items, 10 items are the same as those reporteedxynB (2009) (Q2, 8, 10, 22, 23, 27, 29,
35, 36, 38). The ratings for each item were sumtaettquire a total score of maternal

mentalization.
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Table 2.

RFQ Item-Total Correlations

RFQ Items Corrected Item-Total
Correlation

2. | worry a great deal about what people are thopland feeling .42

8. | always know what | feel -.52
10. 1 often get confused about what | am feeling 9.3
13. 1 get confused when people talk about theilirige 51

14. 1 believe other people are too confusing tteofiguring out .49
18. | pay attention to my feelings -.39
22. When | get angry | say things without reallywing why | .55
am saying them

23. Those close to me often seem to find it diffitoi understand .53

why | do things

27. Strong feelings often cloud my thinking 52
29. When | get angry | say things that | later e¢gr .63
32. | frequently feel that my mind is empty 35

35. If | feel insecure | can behave in ways thdtqibers’ backs .43
up

36. Sometimes | do things without really knowingywh .54
38. Sometimes | find myself saying things and léhaw idea why .60

| said them
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Post-traumatic stress. Mothers completed the Post-Traumatic Stress Disorde
Checklist-Civilian Version (PCL-C; Weathers, Litdgrman, Huska, & Keane, 1994), a
self-report rating scale for screening for postiinatic stress disorder (PTSD). It consists
of 17- items that correspond to the DSM-III-R syoms of PTSD. Respondents were
asked to indicate how much they have been both®redch symptom in the past month
using a 5-point Likert scale from 1 “not at all” %d‘extremely”. The PCL can be used both
as a continuous measure of PTSD symptom severisytnyning scores across the 17 items
or to derive a PTSD diagnosis by considering aesob8 (moderately) or greater as a
symptom, then following the DSM diagnostic rul@§eathers et al. (1994) showed that the
PCL exhibits sensitivity for the diagnosis of PT&Dhging from .79 to .94, specificity for
PTSD ranging from .68 to .81, and very good intecoasistency (Cronbach’s alpha of
.97). The PCL total score was used in the presadyses and Cronbach’s alpha for the
total scale was .93. Within the present study, tgpginents (10.7%) met diagnostic criteria
for PTSD.

Depression. The Beck Depression Inventory-11 (BDI-II; Beck, 1)9s a 21-item
self-report instrument measuring the severity gfrdssion in adults and adolescents, and
was developed for the assessment of symptoms pondsg to criteria in the DSM-IV
(1994). The questionnaire consists of 21 groupgaiements assessing sadness,
pessimism, past failure, loss of pleasure, guéslihgs, punishment feelings, self-dislike,
self-criticalness, suicidal thoughts or wishesjragyagitation, loss of interest,
indecisiveness, worthlessness, loss of energy,gasain sleeping pattern, irritability,
changes in appetite, concentration difficulty,dimess or fatigue and loss of interest in sex.

Participants were asked to read each group ofnséatts and pick the one statement in each
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group that best describes the way he or she hasfeekng during the past two weeks.
The ratings for each item are summed to acquiotah $core. The BDI has been shown to
have high levels of internal consistency for ougds in a psychiatric clinic (coefficient
alpha =.92) and college students (coefficient alpha = .E3timates of stability for the
BDI-Il were based on a subsample of 26 outpatieartd,the test-retest correlations of .93
were significant§ < .001). Within the present study, internal coresisy was high with a
Cronbach’s alpha coefficient of .90. None of thetlmeos in the present sample scored in
the severe or extreme range for clinical depression

Parenting style. The Emotion-Related Parenting Styles (ERPS) Sedt-Fd.ikert
(Gottman & DeClaire, 1997, modified by Patersoalet2012) is a subset of 20 items
selected from the long form ERPSST-L (81 items)t{@an & DeClaire, 1997, modified
by Hakim-Larson et al., 2006), used to assess pnewmt parenting style. Each item on
the ERPS is rated on a 5-point scale from “alwaysef (1) to “always true” (5). The
ERPS produces scores on four different emotiortedlparenting styles: emotion coaching
(5 items), parental acceptance of negative em@&otems), parental rejection of negative
emotion (5 items), and feelings of uncertaintyfieefiveness in emotion socialization (5
items). Scoring for the ERPS involves summing rasps for each scale and dividing by
the total number of items for that scale. The hajleenotion-related parenting style score
reflects the predominant parenting style. Becalsg are thought to be distinct emotion-
related parenting styles, and that each mothequalities of all the styles to some degree,
the calculation of an overall score for the ergicale is not recommended (Gottman &
DeClaire, 1997). For the present study, Pattersah’s (2010) emotion-related parenting

style categories, Emotion-Coaching, Parental Riejedf Negative Emotion, Parental
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Acceptance of Negative Emotion, and Uncertainty lawedfectiveness in Emotion
Socialization were used.

The emotion-coaching subscale (EC) represents@ptance of children’s
expressions of emotions and the use of these appbes to teach children about emotions
and emotion regulation (sample itetiWhen my child is sad, we sit down and talk over th
sadness”) Mothers with an emotion-coaching parenting stgledtto have children with
stronger emotion regulation and social skills (P=te et al., 2012). The parental
acceptance of negative emotion subscale (PA) mestiue passive acceptance of
children’s emotional expression, but differs frame EC style in that it does not use these
opportunities to teach children about emotions@madtion regulation (sample iteri:
want my child to experience ang&rThe parental rejection of negative emotion salesc
(PR) measures the active rejection of childrenjgression of negative emotions through
disregard and trivialization, or explicit criticisan punishment of their children for the
expression of emotions (sample itéi@hildren acting sad are usually just trying to get
adults to feel sorry for thenm” Mothers exhibiting a style indicative of theaejion of
negative emotion tend to have children who areéesstionally and socially competent
(Snyder et al., 2003) and demonstrate poorer emogigulation and greater anxiety
(Lagacé-Séguin & Coplan, 2005 as per Paterson,&t(l2). The feelings of
uncertainty/ineffectiveness subscale (Ul) reflectsassive rejection of children’s negative
emotions through items indicating mothers’ frustnatwvith their lack of ability to deal with
their child’s emotions and a desire for the ematitmstop without parental intervention
(sample item?When my child is angry, I'm not quite sure whatdneshe wants me to dp”

Validity for the ERPS was strong in that each salescorrelated in the expected
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direction for each corresponding subscale of th®@&RT-L, and for behavioural indicators
of empathy and emotion discussions, as well ag staaedardized measures of coping
socialization and emotional expressiveness (Copitty Children’s Negative Emotions
Scale and the Parent Attitude toward Children’sregpiveness Scale; Fabes, Poulin,
Eisenberg, & Madden-Derdich, 2002). Cronbach’s alfan the ERPS ranged from .70 to
.80: EC ¢ =.79), PR¢ =.70), PA & =.79), and Ul¢ = .75) (Paterson et al., 2012).

In the present study, all subscales were usedalyses to provide an assessment of
mothers’ response to their child’s emotional expi@s and whether or not their parenting
was geared toward enhancing emotional competeriteinchildren. Cronbach’s alpha
coefficients for the EC, PR, PA, and Ul scale wétx .58, .70 and .72, respectively. The
removal of one item from the EC subscdalehlen my child gets angry, it's time to solve a
problem”) increased alpha for that subscale to .68. Thevahof one item from the PR
subscale“children often act sad to get their own wayihcreased alpha for that subscale to
.59. As the removal of this PR item did not reguubstantial improvement, this item was
retained.

Child behaviour problems. Mothers completed th&hild Behaviour Checklist
(CBCL: Achenbach & Rescorla, 2001) to assess digltavior problems. The measure
consists of 113-items that assess a variety ofriateing and externalizing problems, as
well as adaptive skills among children ages 6-18y.e Behaviors are rated on a 3-point
scale (0 = not true, 1 = somewhat true, 2 = oftea)tand sample items includ€an’t
concentrate, can’t pay attention for longhd“Impulsive or acts without thinking.”
Mothers were asked to rate the degree to whichhleégve each item is true about their

child’s behavior within the past 2 months. Therrgsi for each item are summed to acquire
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a total score. The range of test-retest reliabibtythe CBCL has been reported between
.95 and 1.00, the range of inter-rater reliabitis been reported at .93 to .96, and the range
of internal consistency has been reported at .78 a¢Achenbach & Rescorla, 2001).
Within the present sample, Cronbach’s alpha forbernalizing and Externalizing
subscale was .91 and .92, respectively. Cronbatpha for the CBCL total scale was .96.
Child social skills. The Social Skills Rating Scale-Parent Form-Elemgritavel
(SSRS: Gresham & Elliott, 1990) is a standardizeaimreferenced instrument that
provides an assessment of children’s social behavibothers were asked to rate their
child on this 55-item measure based on the frequénam 0 “never” to 2 “often”) and
importance (from 0 “not at all important” to 2 “yeimportant”) of different social
behaviors. The SSRS includes five subscales dsdlzdcale scores can range from 0-20
with higher scores indicating greater skills inttaeea. The Cooperation subscale assesses
behaviours such as helping others, sharing maggaatl complying with rules and
directions (sample iteniThe child will use free time at home in an accdp¢away”). The
Assertion subscale assesses initiating behaviowts @ asking others for information,
introducing oneself, and responding to the actafnsthers (sample iteniThe child will
join group activities without being told t9” The Responsibility subscale assesses
behaviours that demonstrate the child’s abilitgdgonmunicate with adults and regard for
property or work (sample iterfiThe child will report accidents to appropriate pans”).
The Self-Control subscale assesses behavioursniege in conflict situations, such as
responding appropriately to teasing, and in norflcbsituations that require taking turns
and compromising (sample itefiT:he child will speak in an appropriate tone of geiat

home”). A Total Social Skills score is comprised of then of each item and ranges from
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0-80. The Total Social Skills score is converted &tandard score that ranges from 0-130
with higher standard scores indicating greaterlegtoverall social skills. Standard scores
that range from 90-110 are considered to be imtteeage range when compared to similar
aged children (Gresham & Elliott, 1990).

This measure has been shown to have good inteinatbifity, with Cronbach’s
alpha ranging from .73 to .80 for the Cooperatiobsgale, .72 to .73 for the Assertion
subscale, .65 to .69 for the Responsibility sulescal to .79 for the Self-Control subscale,
and .90 for the Social Skills total score (Mour2811). In the present study, the total score
on the Social Skills measure was used. The intearadistency of this scale was high
according to Kline (2013), with a Cronbach’s alpbatotal Social Skills of .90.

Child Measures.

Emotional intelligence. Children completethe BarOn Emotional Quotient
Inventory: Youth Version-Short Form (BarOn EQ-i: ¥3/ Bar-On & Parker, 2000) to
assess coping skills, adaptability, and well-belrfge measure consists of 30-items. Each
item is rated on a 4-point scale from “not truevad (never, seldom)” (1) to “very much
true of me (very often)” (4). According to the Ban model, emotional intelligence is a
cross-section of interrelated emotional and samatpetencies that determine how well
youth understand and express themselves, understiagis and relate with them, and cope
with daily demands, challenges and pressures. Bn@BEQ-i: YV(S) includes four scales
that assess the respondent’s interpersonal (€acan‘talk easily about my feelings”) and
intrapersonal abilities (e.g., “I care what happtensther people”), stress management
(e.q., “l get angry easily”), and adaptability (e:t can come up with many ways of

answering a hard question when | want t0”). The Emales are summed to acquire the
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total EQ scale score. The measure includes aniaaalitscale that assesses positive
impression management (“I like everyone | meet”).

The BarOn EQ-i: YV scales correlate well with otheeasures of emotional
intelligence, and various measures of internaliang externalizing problematic
behaviours (Bar-On & Parker, 2000). Moderate to/Vegh correlations were found
between the adult (BarOn EQ-i) and youth forms BaEQ-i: YV) (Bar-On, 1997).
Correlations between the NEO-Five Factor Inventorg the BarOn EQ-i:YV have
demonstrated good convergent and divergent val{Bitsickett & Mayer, 2003). In a
sample of 9,172 children and adolescents, Bar-@rPamker (2000) reported satisfactory
internal reliability, ranging from .65 to .87. Theanual also reported adequate test-retest
correlations (3 weeks) ranging from .81 (for inengonal) to .88 (for stress management)
for the short form. In this study, the BarOn EQW-% total score was used to provide an
assessment of children’s emotional intelligence, @onbach’s alpha for the total scale
was .84.

Child trauma. Children were administered the Trauma Symptom Orstdhr
Children—Alternate Form (TSCC-A; Briere, 1996),4item self-report measure designed
to assess posttraumatic stress and related psygitalsymptomatology in children ages 6-
18 years. As per recommendations by Ostler (20a@js study the TSCC was
administered in an interview format. The TSCC idelsi two validity scales
(Underresponse and Hyperresponse), 5 clinical s¢Alexiety, Depression, Anger,
Posttraumatic Stress, and Dissociation), and Bafitems. Children respond using a 4-
point Likert scale, ranging from “never happens’“happens almost all the time.” The

TSCC has moderate to high reliability and good commt and construct validity, as well
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as internal consistency for the clinical scalegnam from .77 to .89 in the standardization
sample (Briere, 1996). The ratings for each iteensaammed to acquire a total score. The
TSCC total score was used in the present analgga®vide a measure of children’s
posttraumatic stress symptoms, and Cronbach’s &tphhbe total scale was .92.

Vocabulary. Children were administered the Peabody Picture boeay Test-11I
(PPVT-III) to assess their receptive vocabularye PPVT-III is an individually-
administered, norm-referenced test. The measw®oi®d by subtracting the total number
of errors from the number associated with the rddftult item answered correctly.

Using a set of tables, the raw scores can themiveected into standard scores, percentile
ranks, and age equivalent scores. The measurehasnstrated good reliability.72)

and validity (Dunn & Dunn, 1997). In the presentdst, the PPVT was used to ensure that
children's verbal comprehension skills did not teeabarrier to complete the study tasks
that relied on verbal communication skills.

Child mentalization. The My Family Stories Interview (FSI; Ostler et &010) is a
semi-structured interview in which children redalhily stories about a fun, sad, scary,
and happy time. This interview is suitable for dhéin aged 5%2-14 years old. This measure
was developed by Ostler and colleagues (2010)desashe mentalization abilities of
school-aged children from multi-problem contextd abased on The Friends and Family
Interview (FFI; Steele & Steele, 2005) and the €kittachment Interview (CAI; Shmueli-
Goetz et al., 2008). The aim of the FSI is to eegag dialogue with children so as to
listen to and understand their perspectives onrexqees, feelings, and thoughts they had
about themselves and their attachment figures duhiese experiences (Ostler et al., 2010).

The sad or scary story is designed to activatemls attachment systems (Bowlby,
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1973). In addition to the sad or scary story,ftireand happy story allow for the
assessment of children’s mentalization capabilitieder less stressful conditions. The FSI
is conducted as a dialogue; as children tell thi@iries, the interviewer offers different
probes, such as how old they were when the eveniriex, what they felt and thought
about the experience, as well as what their padidtand how they responded. Children
were also asked what they themselves did in each. &ach story (Happy, Sad, Scary,
Fun) was rated on a scale of 1-9 using the Childt&leation Scale (CMS), which is based
on increasing levels of mentalization ability. T8w®res are then averaged across stories to
arrive at an overall mentalization score for edultdc The CMS will be described more
extensively below.

The FSI consists of three parts: (1) orientatioth @pport-building, (2) assessment
of attachment style, and (3) emotion story-tellifig.begin with, children were askéet:
wonder if you could start by telling me a littlé Bbout your family and yourselfThis
initial open-ended question allowed the intervieteegain a sense of the child’s level of
initiation, and general comfort and openness.sib alssisted the child in orientating
towards the task and beginning to build rapporhlie interviewer in a non-threatening
context. If the child did not initiate the convdiea, the interviewer used follow-up
guestions/probes: “Who is in your family?” “Whaeahey like?” “Where do you live?”
“What do you do together?”

In the next portion of the interview, the interviemasked if the child could tell
about a time when he or she was away from his/aeamps for a longer period of time (i.e.,
over night, a few days). Focusing on one time|nkerviewer then asked the child the

following probes: “How did you feel when you wengay?” “What did you think about in
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that time?” “What did you do?” “What did you feehen you came home?” “How did your
parents feel?” This task served to prime the dovdard mentalization (i.e., how did you
think, feel, and behave, and how do you think athleought, felt, and behaved).

The third and final portion of the interview wasequing the child on four different
emotion-type stories: (1) Can you tell me aboutree tthat was happy? (2) Can you tell me
about a time that was sad? (3) Can you tell metadotime that was scary? and (4) Can
you tell me about a time that was fun? To keepdtel of "scaffolding” constant to each
of the above four stories, children were then askedollowing probes: “How did you feel
about (the time that was happy)?” “What did younkf?” “What did you do?” “What did
others feel?” “What did they think?” “What did thdg/How did they act?” To encourage
the child’s own level of mentalization, but stiliqvide a standardized level of scaffolding,
interviewers repeated a child’s spontaneous statetinine child was struggling and then
repeated the feeling question once, when applicable

At the beginning of the interview children were eaaged to use puppets and tell
their stories in the third person. The followingigtwas used:

“This next thing is kind of fun. I'm going to aséuto tell me some stories. And
while we are telling stories, | brought some thimgtgh me that can help us tell the stories.
| have some puppets. Sometimes it's easier to thaveuppets tell the story and your hand
can go in here. That’s the panda bear and she/fegily good at telling stories. And this
is the cow. Sometimes she/he’s kind of shy. ywife feeling shy, she/he’s really good at
helping. Okay, so here are the puppets if you wanse them. | can be a puppet or you
can be a puppet. We can tell stories like that.if @ou don’t want to do that | brought
some coloring stuff. Sometimes when you’re teBiogies about your life it's fun to color
while you talk. I'll set these things out in ca®eI decide you want to color. We can color
together or you can color alone whichever you lked these are going to be stories about
your life. I don’t know much about your life so fivet question | have is for you is - can
you tell me a little bit about your family?”

Child mentalization rating. The Child Mentalization Scale (CMS; Ostler, Bal#ar,

Jessee, 2010) is used to rate the My Family Stomtesview. It is the only published
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measure that assesses the mentalization skilshobsaged children (6-12 years). Itis
based on the Reflective Functioning Scale for adiilonagy et al., 1998) and work on
containment by Wilfred Bion so as to tailor it maoechildren (Bion, 1962). The scale
assesses children’s ability to attend to, hold indnand talk coherently and openly about
feelings and experiences in their families of arigithout distorting, ignoring, or denying
information (Allen et al., 2008; Steele & Steel803). The measure also examines
children’s ability to identify emotions and thoughto modulate feelings, and to
contextualize feelings.

The CMS scale ranges from levels 1-9, each levaiéng increasingly more
sophisticated with respect to mentalization aletitisee Appendix D for description and an
example of each level from the present study). TNES scale was originally developed
through the analysis of 16 TSCC transcripts whieleradministered clinically to children
(Ostler et al., 2010). In Ostler’'s (2010) studyptindependent trained raters were utilized,
as well as the team consensus best estimate teehmityich involves a group of experts
coming to consensus on the basis of a set of datghat the best diagnosis is given the
evidence (Klein, Ouimette, Kelly, Ferro, & Riso, 9. Gamma coefficients were used to
calculate interrater reliability because, like Coke&appa, chance agreement is taken into
account, yet gamma is more appropriate for use evilinal rating scale data (Hays, 1981,
Liebetrau, 1983). The gamma for children’s respsiisghe interview was .98. Scores on
the CMS were associated with CBCL scores (Ostlat.e010). Children higher on
mentalizing had lower scores on the Anxious/De@@sSocial Problems, and Aggressive
Behavior subscaleg(23) = -.28r(23) = -.32, and(23) = -.28, respectively. The CBCL

competence subscales were utilized to assessafigdrtompetence in three areas:
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activities, social, and school. Of the subscalethercompetency scale, higher
mentalization was only associated with higher damapetencer,(17) = .51,p < .05.
There was no relation between children’s mentabnadnd their competency in activities
or at school (Ostler et al., 2010).

The CMS scale (Ostler et al., 2010) depicts thathadn with high levels of
mentalization (7-9) have a clear awareness of arabdity to contain, make sense of, and
reflect on their own feelings and those of oth&rey can link their feelings to relevant
thoughts and memories. Children scoring at mid egdg6) show an emerging, but limited
ability to tolerate, express, acknowledge, congaid make sense of thoughts and feelings.
There are some clear elements of containment antafieng that may be present, but this
ability is limited. The child shares, expressed annsiders, but responses are more
fragmented, brief, or have less depth than thostesitore higher (they are nonetheless real
connections). Overall, the basic elements of meatiabn are present or strongly emerging.
A score of 4 or 5 is typically scaffolded, meanthgt the interviewer helped the child to
contain by asking follow-up questions or reflectlvark/mirroring the child’s expressed
emotion. Children scoring in the low range (1-3)mat or struggle to tolerate, express, or
explore feelings with words. They also show higrels of defensiveness or lack of
understanding. A summary of parent and child measuhe specific scales of these
measures used in analyses, and their associatethleaare presented in Table 3.

Training
Interview training for administration of the My Fam ily Stories Interview
The researcher, research supervisor, and two fegnadiiate students (one doctoral

level and one masters level) in the Clinical Psyofip Program at the University of
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Windsor were trained by Dr. Teresa Ostler in cotidgadhe My Family Stories Interview
(MESI; Ostler et al., 2010). Training for intervigwg children involved review of the
Containment/Mentalization Interview and Scoring Malfor Children(Ostler et al.,

2011), and review dfHow you are is as important as what you do .n making a positive
difference for infants, toddlers, and their fansligPawl & St. John, 1998), an” article
discussing important considerations when intervigyahildren about sensitive topics.
Training involved the systematic review of five Mamily Stories Interviews obtained
from Dr. Ostler’s published study on this meas@@1(Q). Training consisted of three
Skype™ sessions (approximately 1 hour each) prior to daliaction, and regular
supervision sessions throughout data collectionmwieded. The primary researcher
conducted two pilot interviews which were revievaa discussed with Dr. Ostler, prior to
proceeding to data collection. The majority of thdd interviews f = 53) were conducted
by the primary researcher. The remaining mentadinahterviews were conducted by two
female upper-level masters and doctoral studerttseitClinical Psychology Program at the
University of Windsor. The interviewers had 2 tgehrs of training/experience in the
graduate program, and had completed one Introdutdi®sychotherapy course and an

additional
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Table 3.

Summary of Parent and Child Measures

Measure

Study Variable

Mother Measures
Demographic Questionnaire
Childhood Trauma Questionnaire (CTQ)
Emotional Abuse
Emotional Neglect
Physical Abuse
Physical Neglect
Sexual Abuse
Reflective Functioning Questionnaire
PTSD Checklist (PCL)
Beck Depression Inventory-II (BDI-11)

Emotion-Related Parenting Styles (ERPS)

Emotion-Coaching

Parental acceptance of negative

emotion

Childhood trauma
Emotional abuse
Emotional neglect
Physical abuse
Physical neglect
Sexual abuse

Mentalization

Post-traumatic stress
Depression

Parerstiylg
Emotion-Coaching

Parental acceptance of negative

emotion

Parental rejection of negative emotion Parentalcteyn of negative emotion

Uncertainty/ineffectiveness

Child Behaviour Checklist (CBCL)

Social Skills Rating Scale (SSRS)
Child Measures

BarOn Emotional Quotient Inventory (BarOn)

Uncertainty/ineffectiess in emotion

socialization

Child internaligrand externalizing

problems

Child sociallskil

Emotbimtelligence

Trauma Symptom Checklist for Children (TSCC) Trauma

Child Mentalization Scale (CMS)

Child mentalization
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psychotherapy course. Three sessions of group\agjer were conducted with the
interviewers in which the interviewers observedpghienary researcher conduct the child
mentalization interview through a one-way mirrothe laboratory. Each interviewer then
conducted one co-interview with the researchervesi@ given detailed feedback
afterwards and an opportunity to discuss questicms;erns, or obtain clarification on the
interview process. The researcher (AK) met with @stler for one initial training session
and three follow-up sessions to consult on inteveletraining, as well as on an as-needed
basis via email correspondence. Following thisitray, interviewers signed up to conduct
interviews on an online calendar and were obsebyettie researcher (AK) for the majority
of their interviews. The researcher provided inw@mers with feedback on an on-going
weekly basis through email correspondence and pbomeersations, and consulted with
Dr. Rosanne Menna (supervisor) for supervisionemesal occasions to ensure proper
standardization and assessment procedures wese/éallfor each protocol.

An important goal of the interview process wasebtablishment of a safe
relationship between the interviewer and the ctldrief period of rapport-building took
place prior to the interview to establish safetgt ancourage disclosure. Interviewers
focused on thoroughly exploring the child’s thowgyahd feelings as well as maintaining
momentum through the stories to reduce potentrabdoedom in the child. Interviewers
were prepared to monitor any emotional discomfothe child during the assessment, and
provide support or stop this part of the assessieneeded. In addition, they were
instructed to follow a pace most comfortable to¢hid, and were prepared to schedule a
second session within a week if needed, or if dddny the child. Interviewers were able to

regularly access supervision from Dr. Rosanne Menna
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To keep the level of scaffolding constant, interees were trained to ask the
following probing questions: (1) How did you fedlaat (the time that was happy)? (2)
What did you think? (3) What did others feel? aidWhat did they think? As a rule,
interviewers were instructed to repeat a childenggneous statement if the child was
struggling, and then to repeat the feeling questioce. Probing was to occur a maximum
of 4-5 times overall throughout the entire intewie

Administration of the TSCC in interview format. Interviewers probed items that
represent extreme feelings as reported by the ¢Bildimost all the time), or items that
represent feelings that possibly are being derited €¢xample, during one of our interviews
a child denied ever feeling frightened; O=neverc&sionally, younger children struggled
with some TSCC questions and interpreted thenallierin these cases, the interviewer
attempted to rephrase in different words or proadexample. Children were then given
the opportunity to share their feelings with themthers at the end of the assessment, with
the guidance of the interviewer in an informal ‘dback” session to mothers. When
children responded with a 2 (most of the time) ¢algost all of the time) to critical
guestions indicating harm to self or others, therinewer conducted a suicide risk
assessment. Mothers and children were given vafaoss of support following the
interview depending on the child’s risk level. Sewhildren were determined to be at risk
of harming themselves and required a suicide gskessment. When a child was
determined to be at risk, the interviewer reminttexichild of the informed consent at the
beginning which indicated that in the case of ofkarm to self or others, their mother or
another adult would need to be informed. Five cas®e determined to be low risk, as the

child did not indicate any intent to harm or a plauat rather passive suicidal thoughts (e.qg.,
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“When I'm angry | want to hurt myself by banging hgad against the wall over and
over”). In these cases, these concerns were desgwash parents at the end of the
assessment, and parents were provided with resotachelping their child deal with
difficult emotions (e.g., books for the child, comnity resources). Two cases were
determined to be moderate to high risk and inclddédw-up with the family and/or
caseworker. In both of these cases, the child wagratly receiving community support
(e.g., current involvement with services throughl@kn’s Aid Society; current psychiatric
treatment at local hospital). In these cases,rtegviewer obtained permission to contact
the primary care worker, and also arranged foptedae follow-up with the parent in one
week in order to check in on the child’s well-besmd their ongoing mental health
support.

Training for coding interview transcripts. The researcher, research supervisor,
and two female graduate students (one doctoral &dkone masters level) in the Clinical
Psychology Program at the University of Windsorevieained for the coding of the My
Family Stories Interview (MFSI; Ostler et al., 2014th the Child Mentalization Scale
(CMS; Ostler et al., 2010). These graduate stucksstarch assistants differed from the
research assistants who were trained in the adimatncn of the My Family Stories
Interview. The author of the measures, Dr. Teresi#e from the University of Illinois at
Chicago, and her graduate student, Dr. Allisonekessonducted the training. Following
approval from the Research Ethics Board, trainauk tplace by Skypd and involved the
systematic review of interview protocols and thersg of mentalization using the Child
Mentalization Scale (CMS). Coders were requirecetml and continually refer to the

Containment/Mentalization Interview and Scoring Mahfor Children(Ostler, T.,
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Sensoy-Bahar, O., & Jessee, A., 2011) to maintamsistency and reliability in coding.
Training occurred in three steps. First, codersvpeovided background information
regarding the construct of mentalization and weked to review definitions of the levels
of mentalization contained in ti@ntainment/Mentalization Interview and Scoring
Manual for Children(Ostler et al., 2011). This detailed manual wasgpsad to the coders
to assist with coding. The manual featured cledra@mcise definitions for the nine levels
of mentalization as well as illustrative case exk®pin addition, the coders were
instructed to note particular aspects of the imfitwa that served as the basis for their rating
by underlining or highlighting that section of tttanscript. Second, sample protocols in the
Mentalization Manual were reviewed with each cqulér to viewing transcripts. The
purpose of this exercise was to help prepare thersao identify the types of markers of
mentalization they would be coding. Third, Dr. @stbrovided five transcripts for the
coders to code, in order to further orient therthtonature of the interaction and allow for
practice with the application of the child mentatinn scale. These transcripts were not
selected for calculation of inter-rater agreemBnior to the calculation of inter-rater
agreement, the primary researcher, graduate stjdemd Dr. Ostler met to discuss the
interviews, and clear up any inconsistencies wagpect to the application of the coding
criteria. Coders were unaware of the participastsres on other measures.
Inter-Rater Agreement and Internal Consistency

Inter-rater reliability for the child interview waketermined on the basis of the first
10 audio-recorded transcripts from the presentystindorder to ensure the quality of
training, these first 10 transcripts were codedhgyresearcher (AK), the two University of

Windsor graduate students, Dr. Ostler, and hearebassistant, Jessee Allison. As noted,
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coders were trained in the use of the coding systeanhad practiced coding five
transcripts prior to calculating inter-rater relldp. For each child interview, the coders
were required to provide a rating ranging from ® tor each of the emotion-focused
stories (happy, sad, scary, fun). The resultstefirater analyses revealed relatively strong
agreement between the lllinois team and our teaco@dérs. Of the four family stories rated
using the coding system, the minimum rate of ageserfollowing coding was 71% (i.e.,
Happy Story, however agreement reached as high as 100% &ovanables (i.eOverall
Mentalization score; Sad storyFollowing this initial phase of establishingentrater
reliability with our training team, all remaininganscripts were coded only by the two
research assistants. Scores for which the codesswe¢ within the same level of
agreement were discussed and reviewed until a neasavas agreed upon. Inter-rater
reliability between the two research assistantscas=uilated on the basis of 20 percent of
the sample.

Since the coding scale is divided into 9 leveldwaiach level consisting of three
points, it is important to note that all codes werthin the same level of mentalization
(low, medium, high). To control for chance agreetnan inter-rater reliability analysis,
using the intra-class correlation coefficient, ypasformed. Intra-class correlation
coefficients for the stories had adequate to higérirater reliability (see Table 5). Internal
consistency reliability for the total mentalizatiscore was .81. In the present study, the

total mentalization score was used in all analyses.
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Table 4.

Inter-rater Reliability for Coding Mentalization thi the lllinois Team

Coders ICC
Overall Happy Story Sad Story Scary Fun Story
Mentalization Story
Coder 1 .95 .80 .97 .85 .92
Coder 2 .90 74 .96 91 73
Coder 3 .92 .87 .96 .90 .87
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Table 5

Inter-rater Reliability for Coding Mentalization

Variable ICC
Overall Mentalization .81
Happy story .73
Sad story .92
Scary story .85
Fun story 54
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Procedure

The present study was approved by the ResearcbsEloiard of the University of
Windsor and the Research Ethics committee of Winessex Children’s Aid Society
(CAS). Prospective participants were contactedhmyne, or electronic mail, and provided
information on the study, including a brief destiop of the study aims, thectivities and
time required to participate (for both parent ahdd}, and compensatidior participation.
Parents completed written, informed consent andragsior to completing the measures
and consented to their children’s participatiothi@ study. Written, informed consent was
also obtained from the child participants (Appendl)x Referrals to community services
were provided to participants who felt upset ora@ned following the completion of the
study. The study took place in a laboratory inRlsgchology Department at the University
of Windsor. The measures and interview took apmnaxely 1.5 hours to complete, and the
questionnaires were administered randomly to cbfdrerder effects. Individual
interviews, paper-and-pencil questionnaires, anduage testing with the children were
conducted in a separate room from mothers as th@ypleted paper-and-pencil
guestionnaires. As a token of appreciation, chiidvere allowed to choose a snyalize,
such as stickers or a toy, after completion ofsxgsion and mothers received 25 dollars for
their participation in the study, as well as ud@odollars for parking costs. Mothers who
were enrolled in a psychology course at the Unityecd Windsor = 6) received two
bonus marks toward one psychology course of tteice. Participants who were unable
to complete the study, either by choice or lackilability, were still offered

compensation for any time contributed to the stddhe measures were administered by the
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researcher and trained graduate student reseaisitaass. Four Master’s and Doctoral
level research assistants in the Clinical Psychofiggram assisted with this project.
RESULTS

Data Screening and Preparation

SPSS Statistics 20.0 (Statistical Product and &eiSolutions, Version 20) was
usedfor all statistical analyses, including data scregrand preparation, correlations,
regressions, and mediation analyses. Prior to adimdpuboth preliminary and main
analyses, the data were screened for data entgsend missing data. The statistical
assumptions of multiple regression were evaluatedséeps were taken to address any
apparent violations. Thorough consideration wagmiw the deletion of cases, replacement
of missing values, and issues pertaining to unatarand multivariate normality. Alpha
levels of .05 were used to test statistical sigarfice, however, exaptvalues are provided
for statistical tests of each hypothesis. To tesbeiations and models, correlations,
regression and mediation analyses were performedel@tions were conducted between
demographic variables and all study variables tealgossible confounds. Demographic
variables were controlled for if they correlatedhwboth the independent and dependent
variable in regression analyses, and if they cateel with at least two variables in
mediation analyses. Once the conditions for mezhatiere established, a multiple
regression procedure, devised by Preacher and H2988), was used to evaluate the
indirect effect of mediators on the relation betwéee independent and dependent
variables of interest.

Preacher and Hayes (2008) developed a macro fob 8R&is useful for analyzing

the path coefficients in mediator models. It uékza bootstrapping method, to produce
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confidence intervals for the total and specificiiadt effects of an IV on a DV via a
mediator, and also adjusts the path estimatesfppatential impact of covariates. Thus,
the present study utilized the Preacher and Hagetstrapping method to assess proposed
meditational models.

Missing data. Following the best practices guidelines for miggiiata management
(Schlomer, Bauman, & Card, 2010), missing valuesewiealt with using the multiple
imputation (MI) procedure provided by SPSS Stat$s#0.0, using the Linear Regression
method. Ml was used to impute missing data beciadews for item-level imputation,
which ensures that scale scores can be calculaliedving imputation (Schafer & Graham,
2002). In this study, all items in the model valeswere used to calculate scale scores.
With MI, missing values are predicted from the oked values using a series of multiple
regression equations. This means that missing sdtweeach participant are predicted
from his or her own observed values and that theusatnof variability is preserved in the
imputed data (Schafer & Graham, 2002).

In this study, there was a total of 0.47% item-lewessing data. Little’'s MCAR
Chi-Square statistic was found to be non-significgd¢3044) = 25.01p = 1.0, indicating
that values were missing in a random fashion, andatues were missing across all
variables. Approximately 31% of the variables hatkast one missing value, and in terms
of individual subjects, 38.67% were missing at iese data point. All variables were
missing less than 4% of cases. The following véesbad missing listwise data points:
BDI-II (three missing), CTQ-SF (four missing), ERRBree missing), PCL (three
missing), RFQ (three missing), BarOn (one missifi@CC (two missing), CBCL (ten

missing), and SSRS (15 missing). One participargt mesing half of the items on the
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CBCL (more than 50 items), and thus, this particijsaCBCL score was removed from all
analyses. In datasets such as this one, whereareetess than 10% of missing cases, the
multiple imputation method is recommended (Peyenlége, & Coste, 2011; Shrive,
Stuart, Quan, & Ghali, 2006). In conducting MI fbrs study, the Markov Chain Monte
Carlo imputation method was used and a fixed nurab#erations of 10,000 to impute the
dataset, with a pooled estimate of the missingeslu

Multivariate normality. Prior to conducting the imputation for missingajat
descriptive statistics were used to identify ouslie@stablish normality, and assess linearity,
multicollinearity, and homoscedasticity (Osborn@l2; Tabachnick & Fidell, 2007).
Normality was assumed to be violated at a level ©f.001 if the Shapiro-Wilks statistic
was significant, and if the skewness and kurtasisssic, assessed by the skewness and
kurtosis value divided by their standard error, wgsal to or greater than 3.29 (Field,
2005; Tabachnick & Fidell, 2001). Exploring thetdisutions of the main variables
revealed that eight variables displayed significk#wness and/or kurtosis, including
measures of symptomatology (i.e., BDI-1l, PCL, CB@iternalizing, CBCL-
Externalizing) and history of abuse (i.e., Emotiokluse, Physical Abuse, Physical
Neglect, Sexual Abuse). All distributions were pigly skewed. Histograms and boxplots
were assessed to determine whether identifiedepsitivere influential (i.e., differed by
more than five points from the next non-outlyingadpoint) (Tabachnick & Fidell, 2001).
One influential outlier was discovered on the CBI@lernalizing scale. This outlier was
windsorized from 41 to the next non-outlying va{@8). To address the violation of the
assumption of normality, and to test data for m@aiia the nonparametric bootstrapping

procedure (as recommended by Hayes, Preacher, &sl\V3@10) was utilized.
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The nonparametric bootstrap method is a resamplapgoach that overcomes the
problem of a nonnormal distribution, yielding maexurate parameter estimates, which
reduces possible Type | errors (Preacher & Hay@33R This analytical strategy is,
therefore, highly useful for small to moderate sksPreacher & Hayes, 2008). The
nonparametric bootstrap method makes fewer assonspéibout the data than do
traditional mediation methods (e.g., Baron & Kent986; Hayes, 2009; Zhao, Lynch, &
Chen, 2010). It tests whether an indirect effecsteor whether the indirect path between
the independent and dependent variable (via theatoelis significant (Hayes et al.,
2010). Furthermore, it tests whether this indigath explains the direct path in which the
mediators are absent. Because this procedure exsses parameter estimates, power
remains high, reducing possible Type Il errors §eher & Hayes, 2004). For indirect
effects, percentile-based bootstrap confidencevale (Cl) and bootstrap estimates of
standard errors were generated (number of bootstnaples=1,000). When zero is not
between the upper and lower bounds of the confelerterval, it can be claimed with 95%
confidence that the assumed indirect effect izeat, indicating a significant indirect
effect (Preacher & Hayes, 2008).

Preliminary analyses

Means, standard deviations, and ranges for eadly sariable are presented in
Table 6. Bivariate correlations ahtests were conducted to examine relations between
demographic variables and study outcome variablegtermine if any confounding
variables needed to be controlled for prior to pegiing to test the hypothesized

associations. A summary of the bivariate correftetiappears in Table T-tests were

79

www.manaraa.com



performed to examine difference in maternal histrpsychotherapy, and child gender

difference for the study variables (Tables 8 and 9)

Table 4.
Descriptive Statistics for Study Variables
Measures Possible  Min Max Mean SD
Range
RF 14-84 38.00 55.00 46.64 3.71
BDIM 0-63 .00 30.00 6.73 7.02
pcLM 17-85 17.00 60.00 26.01 9.76
EmNg" 5-25 5.00 23.00 11.27 5.08
EmALY 5-25 5.00 25.00 8.97 4.72
PhyNd" 5-25 5.00 17.00 7.19 2.88
PhyAB" 5-25 5.00 23.00 7.38 3.82
SeAp 5-25 5.00 25.00 7.07 4.83
PR 1-5 1.40 4.20 2.45 67
PAM 1-5 1.40 5.00 3.45 74
U™ 1-5 1.00 4.20 2.31 .75
ECV 1-5 3.25 5.00 4.58 46
Tscce 0-132 5.00 89.00 38.12 18.72
SSRS 0-110 16.00 69.00 50.23 10.57
BarOrf 30-120 42.00 96.00 62.49 10.41
MENT® 1-9 2.00 7.13 4.43 1.07
CBCL-I° 0-64 .00 41.00 7.10 7.48
CBCL-E° 0-66 .00 36.00 9.44 8.50

Note.® =child variables! =mother variables; RF = Maternal Reflective Fumitig; BDI = Beck Depression
Inventory—Il; PCL = Post-Traumatic Stress Disor@&ecklist; EmNg = Child Emotional Neglect; EmAb =
Child Emotional Abuse; PhyNg = Child Physical Nedjé>hyAb = Child Physical Abuse; SeAb = Child
Sexual Abuse; PR = Parental Rejection of Negativetion; PA = Parental Acceptance of Negative
Emotion; Ul = Uncertainty/Ineffectiveness in EmatiSocialization; EC = Emotion-Coaching Parenting;
TSCC = Trauma Symptom Checklist for Children ; SSR&ocial Skills Rating Scale; BarOn = Bar-On
Emotional Quotient Inventory, Youth Version; MENTGhild Mentalization Scale; CBCL-I = Child
Behaviour Checklist, Internalizing; CBCL-E = Chihaviour Checklist, Externalizing
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As shown in Table 7, maternal education was negigtassociated with maternal
history of physical abuse and neglect, and mateapattion of negative emotion. Family
income was significantly negatively associated wmtbther-reported child internalizing and
externalizing symptoms. That is, children from fh@s with higher income exhibited fewer
internalizing and externalizing behavior proble@kildren from families with higher
incomes exhibited more parent-reported socialskillothers from families with higher
incomes reported lower levels of parental rejectbnegative emotions, and reported
fewer depressive symptoms.

Children with higher vocabulary scores endorsediaantly fewer symptoms of
trauma. Children with higher vocabulary scores al@d mothers who reported lower levels
of rejection of negative emotions, had higher Isxelmentalization ability, and reported
lower levels of depression. In terms of family caspion, t-tests revealed there was a
significant difference in scores between two-pafantilies M = 8.03,SD = 6.96) and
single-parent familied{ = 14.64,SD = 11.52) for children with externalizing behaviour
problems(73) = 2.19p = .04. That is, single-parent families were makely than two-

parent families to have children with more extemiag behaviour problems.
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Table 5.

Correlations between demographic variables andsttatiables (N=75)

Measure Child Maternal Maternal Family Num. of  Child
Age Age  Education Structure Income Siblings Vocab.
MENT® .06 -.15 -.05 -.03 -.08 .02 .16
TscC -.10 .02 -.13 -11 -.18 17 -.28
CBCL-I° 12 -.02 -.06 -.08 -30  -.09 -.19
CBCL-E° -.07 .02 -.14 -35  -37 -.16 -.19
BarOrf 18 17 .07 15 .18 .10 -.07
SSRS 22 13 22 27 29 .09 14
RF" 13 -.02 -.01 .05 21 -.10 28
BDIM .20 -.01 -.16 -.08 -23  -10 -.26
pPCLM .02 -.13 -.22 -.09 -.15 -.20 -11
EmNg" .04 -.06 -14 19 -.01 -.07 -.02
EmALY A1 -.03 -12 .05 -13 -11 -.06
PhyNd" 22 -.08 -.27 -.14 -.19 15 -.20
PhyAB" 17 .09 -.27 .04 -.04 -.03 -.16
SeAp .19 .03 -13 -.09 -.20 -.14 .04
ECY -08  -.10 16 .07 15 -11 23
PR -.05 .20 -.35 -.22 -.25 22 -.35
PAY .00 -.02 15 26 13 -.21 .05
uiM .04 -.05 -.04 -.01 -.10 -.05 .02

Note.“ =child variables,' =mother variables; MENT = Child Mentalization S&al SCC = Trauma
Symptom Checklist for Children; CBCL-I = Child Beliaur Checklist, Internalizing; CBCL-E = Child
Behaviour Checklist, Externalizing; BarOn = Bar-Bmotional Quotient Inventory, Youth Version; SSRS =
Social Skills Rating Scale; RF = Maternal Refleetfunctioning; BDI = Beck Depression Inventory-RCL

= Post-Traumatic Stress Disorder Checklist; EmNghiid Emotional Neglect; EmAb = Child Emotional
Abuse; PhyNg = Child Physical Neglect; PhyAb = @h#hysical Abuse; SeAb = Child Sexual Abuse; EC =
Emotion-Coaching Parenting; PR = Parental Rejeatid\egative Emotion; PA = Parental Acceptance of
Negative Emotion; Ul = Uncertainty/Ineffectivenés€Emotion Socialization. Note: *p < .05, **p < .01
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In terms of gender differencdstests did not reveal any significant differences
between male and female children on any of theldrilparent-reported child variables
(see Table 8)T-tests revealed that mothers with a history of pstlterapy reported
significantly higher levels of depression and PTSihptoms, and were more likely to
have a history of emotional abuse than mothersowith history of psychotherapy.
Mothers with a history of psychotherapy also reparignificantly lower levels of
rejecting negative emotions in their children, arghificantly higher levels of accepting
negative emotions in their children compared tohart without a history of
psychotherapy. Mothers with a history of psychabgralso had children with
significantly higher levels of internalizing andtesnalizing behaviour problems (see Table

9).
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Table 6.

Comparison of Variable Scores for Male and FemaiddzZen

Measures Males Females t(2, 73) p

M(SD) M(SD)

n=43 n=32
MENT® 4.52(.99) 4.30(1.18) -.90 37
BarOrf 61.02(10.77) 64.58(9.66) 1.47 15
CBCL-I° 7.15(7.97) 7.03(6.85) -.07 .95
CBCL-E° 10.64(8.19) 7.75(8.78) -1.46 15
SSRS 48.91(11.17) 52.10(9.51) 1.29 .20
TscC 39.62(20.78) 35.99(15.40) -.87 .39
EC 4.58(.49) 4.59(.42) .08 .93
PR 2.50(.70) 2.39(.62) -.65 52
PAY 3.43(.78) 3.47(.69) 21 .84
uM 2.27(.79) 2.36(.71) .50 .62

Note.“ =child variables\ =mother variables; MENT = Child Mentalization SgaBarOn = Bar-On
Emotional Quotient Inventory; CBCL-I = Child Behaur Checklist, Internalizing; CBCL-E = Child
Behaviour Checklist, Externalizing; SSRS = Socidll$ Rating Scale; TSCC = Trauma Symptom Checklist
for Children; EC = Emotion-Coaching Parenting; PRarental Rejection of Negative Emotion; PA =
Parental Acceptance of Negative Emotion; Ul = Utaiaty/Ineffectiveness in Emotion Socialization.
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Table 7

Comparison of Variable Scores for Mothers with anthout a History of Psychotherapy

Measure Maternal Hx of No Maternal Hx of t(3,72) p
Psychotherapy Psychotherapy

M (SD) M (SD)

n =34 n =40
MENT® 4.35 (1.10) 4.50(1.07) -.61 55
TsccE 40.16(20.76) 36.79(16.96) 77 45
CBCL-I° 9.13(9.48) 5.44(4.86) 2.05 .04
CBCL-E® 11.91(10.23) 7.48(6.20) 221 .03
BarOrf 62.21(11.51) 62.70(9.66) -.20 84
SSRS 49.26(10.35) 50.63(10.64) -.56 .58
RF 46.32(3.60) 46.78(3.78) -.52 .60
BDIY 8.95(8.81) 4.59(4.04) 2.66 .01
pcLM 30.24(12.69) 22.33(3.84) 350 .00
EmNg" 12.35(5.18) 10.30(4.92) 1.75 .09
EmAb" 10.11(5.22) 7.92(4.08) 202 .04
PhyNgd’ 7.47(2.96) 6.88(2.83) .88 .38
PhyAB" 7.76(4.06) 7.06(3.67) .78 A4
SeAR’ 7.91(5.58) 6.31(4.07) 1.39 17
ECY 4.56(.43) 4.59(.50) -.32 75
PR" 2.27(.61) 2.64(.67) -2.47 .02
PAM 3.74(.67) 3.20(.73) 3.34 .00
u 2.40(.77) 2.24(.75) 91 .37

Note.® =child variables) =mother variables; MENT = Child Mentalization S&al SCC = Trauma

Symptom Checklist for Children; CBCL-I = Child Beliaur Checklist, Internalizing; CBCL-E = Child
Behaviour Checklist, Externalizing; BarOn = Bar-Bmotional Quotient Inventory, Youth Version; SSRS =
Social Skills Rating Scale; RF = Maternal Refleetfunctioning; BDI = Beck Depression Inventory-RCL

= Post-Traumatic Stress Disorder Checklist; EmNghiid Emotional Neglect; EmAb = Child Emotional
Abuse; PhyNg = Child Physical Neglect; PhyAb = @h#hysical Abuse; SeAb = Child Sexual Abuse; EC =
Emotion-Coaching Parenting; PR = Parental Rejeatid\egative Emotion; PA = Parental Acceptance of
Negative Emotion; Ul = Uncertainty/Ineffectivenés€Emotion Socialization; *p < .05, **p < .01.
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Main Analyses: Examination of the Direct Effects

Pearson correlational analyses were performedptbexthe associations between
maternal variables and child variables (see Tab)eHigher levels of maternal
mentalization (RF) was significantly associatedwvi@wer maternal depression symptoms
(BDI), r(75) = -.28p = .02, fewer PTSD symptoms (PCL{75) =-.32,p = .01, and lower
levels of maternal rejection of negative emoti@R),r(75) = -.33,p = .00. Higher levels
of maternal mentalization (RF) was also signifitaassociated with more mother-reported
child social skills (SSRS}(75) = .31,p = .01, and fewer mother-reported child
internalizing,r(74) = -.35,p = .00, and externalizing(74) = -.23,p = .05, problems.

Higher levels of maternal rejection of negative éoro(PR) was significantly
associated with more maternal uncertainty and éeéiffeness in emotion socialization
(UI), r(75) = .28, p = .02. Higher levels of maternal uncertainty ameffiectiveness in
emotion socialization (Ul) was significantly assaied with more maternal PTSD
symptoms (PCL);(75) = .27 p = .02, as well as more child internalizing prob$en(74) =
.24,p = .04, and more child externalizing problem(34) = .26,p = .02. Maternal
acceptance of negative emotion (PA) was found teigraficantly associated with more
emotion-coaching parenting (EC{/5) = .30,p = .01, and more instances of emotional
neglect (EmN) in the mothers’ childhoad75) = .31,p = .01.

As is shown in Table 10, mother’'s who experienaadteonal abuse during
childhood were also more likely to experience eoral neglectr(75) =.77,p =.00,
physical abuse(75) = .63p = .00, physical negleat(75) = .76,p =.00, and sexual abuse,
r(75) = .60,p =.00. Mothers with a history of emotional abudeysical abuse, physical

neglect, and sexual abuse were more likely to tdpbED symptoms, while mothers with
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a history of emotional abuse, physical neglect, sexdial abuse were more likely to report
symptoms of depression. Maternal depression synmgptod PTSD symptoms were
significantly correlated;(75) = .78,p = .00. Maternal symptoms of depression were also
significantly associated with more child-reportesbima symptoms(75) = .30,p = .01,
fewer mother-reported child social skili$75) = -.31,p = .01, and more mother-reported
child internalizingy(75) = .49,p = .00, and externalizing behaviour problen{gs) = .54,

p = .00. Higher levels of maternal PTSD symptomsengegnificantly associated with more
child-reported trauma symptoms75) = .26,p = .03, fewer mother-reported child social
skills, r(75) = -.27 p = .02, and more mother-reported child internalizn{@4) = .47 p =

.00, and externalizing behaviour problem{34) = .48,p = .00.

Mothers’ history of emotional abuse was signifid¢apositively associated with
mother-report of child internalizing(74) = .28,p = .01 and externalizing behaviour
problemsy(74) = .32,p = .01. Mothers’ history of sexual abuse was sigaiftly
associated with child-reported emotional intelige,r(75) = .26,p = .03. Higher levels of
child- reported emotional intelligence was sigrafily associated with higher levels of
child-reported trauma symptom$75) = .30,p = .01. Higher child-reported trauma
symptoms was associated with fewer mother-repatéd social skillsy(75) =-.29p =
.01, and more mother-reported child externaliziagdviour problems(74) = .28 p = .02.
Mother-report measures of child internalizing artemalizing behaviour problems were
significantly positively correlated with one anoth&€74) = .69,p = .00, and negatively

correlated with mother-reported child social skills
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Table 8.

Inter-correlations between Mother and Child Studyigbles

R PR' PA" U™ ECY EmAB" EmNd" PhyAn" PhyNd' SeAB” BDIM PCL™ MENT® BarOf TSCC® SSRS CBCL-I® CBCL-E*

RFY -33° -18 .02 .06 -.16 -.08 -.07 -15 1€ -28 -32° 21 01 -22 31 -35° -23
PR -10 .28 -.16 .08 .04 .16 .16 03 .15 .12 -01  -02 06 -.12 13 22
pAM -15 .30 22 31 .07 .09 20 .09 .12 -12  -.00 .07 .06 12 -.02
uM -12 .02 -.07 -.03 11 10 22 27 13 15 -02  -19 24 26
ECY -.10 -.06 -.06 -12 04 -21 -19 12 14 00 .12 -.10 -.10
EmAbLY a7 63" 767 .60 417 .39 =21 14 .08 .00 .28 32"
EmNg" 54" 61" 38 21 20 -07 11 -03 .14 .06 .06
PhyAb" 59" 527 20 .26 -13 11 -01 .06 .01 .06
PhyNd" 597 28 31 -.20 17 05 .02 12 19
SeAR" 317 a4 -.09 26 10 -.02 15 23
BDIM 78" -.15 11 307 -317 49" 54"
pCcM -.13 13 26 -27 AT 48"
MENTC -07 -16 .10 -.20 -.08
BarOrf 30" .10 .09 .09
TSccE -29 21 .28
SSRS$ -54" -58"
CBCL-I® 69

Note. RF = Maternal Reflective Functioning; PR xdpdal Rejection of Negative Emotion; PA = PareAtateptance of Negative Emotion; Ul =
Uncertainty/Ineffectiveness in Emotion Socializati&C = Emotion-Coaching Parenting; EmAb = ChilddEional Abuse; EmNg = Child Emotional Neglect;
PhyAb = Child Physical Abuse; PhyNg = Child PhykNaglect; SeAb = Child Sexual Abuse; BDI = Beckdbession Inventory—Il; PCL = Post-Traumatic
Stress Disorder Checklist; MENT = Child MentalipatiScale; BarOn = Bar-On Emotional Quotient Inveynty outh Version; TSCC = Trauma Symptom
Checklist for Children ; SSRS = Social Skills RgtiBcale; CBCL-I = Child Behaviour Checkilist, Intaliming; CBCL-E = Child Behaviour Checkilist,
Externalizing; *p < .05, **p < .01,
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Examination of the Study Research Question and Hypbeses

Research Question 1Does maternal mentalization mediate the links betwaaternal
trauma and children’s social and emotional fungtignand adjustment?

Hypothesis 1la. Mothers who have experienced childhood traumaregbrt lower levels
of mentalization ability and higher levels of degg®n and PTSD.

As shown in Table 10, no significant associatioesenfound between maternal
childhood trauma (emotional, physical, and sexbaka, and emotional and physical neglect)
and maternal mentalization. Correlations revedbed taternal childhood trauma (emotional
abuse, physical neglect, and sexual abuse) wasicagly positively associated with maternal
depression. To determine the extent to which mateérauma predicted maternal depression,
standard multiple regression analysis was perfor(hatle 11). The overall regression model
was significantF(3, 71) = 5.12p < .01. Child emotional abuse predicted maternptekesion
significantly in the positive directiofs, = .42,t(71) = 2.42p < .05 and accounted for 6.8% of the
variance.

Maternal childhood trauma (emotional abuse, physibase, physical neglect, and sexual
abuse) was significantly positively associated wititernal PTSD symptoms. To determine the
extent to which maternal childhood trauma predi®&&D symptoms, standard multiple
regression was performed (Table 12). The overghassion model was significaft(4, 70) =
4.98,p < .01. Child sexual abuse predicted maternal PTig§Rificantly in the positive direction,

B =.35,t(70) = 2.53p < .05 and accounted for 7% of the variance.
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Table 9.

Regression Model for Maternal Trauma predicting &tatl Depression

\Y; DV R R Ad.F F B SEB Beta T P
Maternal Trauma — Depression .42 .18 .14 5.12 .00
Emotional Abuse .63 .30 42 242 .04
Physical Neglect -26 41 -11 -61 .53
Sexual Abuse A7 .26 A1 .81 47
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Table 10.

Regression Model for Maternal Trauma predicting &taal PTSD

\Y; DV R R Ad.R F B SEB Beta T P
Maternal Trauma — PTSD A7 22 18 4.98 .00
Emotional Abuse 50 .34 24 1.36 .15
Physical Abuse -13 .43 -05 -37 .77
Physical Neglect -15 .54 -05 -27 .78
Sexual Abuse 71 40 35 253 .05

Note: indicates raw value is below .05
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Hypothesis 1b.Mothers who have experienced trauma, and who imere symptoms of
depression and PTSD, will have children with lowemtalization ability, fewer social skills, and
more behaviour problems.

No significant correlations were found between mrakhistory of childhood trauma
(emotional abuse, emotional neglect, physical alpisgsical neglect, sexual abuse) and child
mentalization, or between maternal depression &igDPsymptoms and child mentalization (see
Table 10).

Maternal-reported symptoms of depression and PTy&fipwoms were both significantly
correlated with mother-reported child social skifighe negative direction. That is, mothers with
more symptoms of depression and PTSD had childidnpsorer social skills. Household
income was found to significantly correlate withmgytoms of depression and child social skills
(Table 7). To determine the extent to which matedegression predicted child social skills, a
multiple regression was performed.

After controlling for the effects of household imge (income was entered into the first
regression block as a control variable, and BDI eragred into the second block as the
independent variable), maternal depression pretiichtéd social skills significantly in the
negative direction} = -.30,t(72) = -2.70p < .01. The overall regression model was significant
F(2, 72) = 7.33p < .01. Initially, 9% of the variance in child solcgkills was predicted by the
control variable, income. However, when maternalrdssion was entered into the equation, the
effects of income on child social skills becamesignificant, and 17% of the variance in child

social skills was predicted by maternal depresiser Table 13).

92

www.manaraa.com



Table 11.

Regression Model for Maternal Depression predictigld Social Skills

\Y; DV R R Ad.R F B SEB Beta T P
Income  SSRS 29 .09 .07 6.77 201 .76 .29 2601
Income 1.54 .81 22 202 .06
BDI 41 17 .15 733 -45 16 -30 -2.70 01

Note: SSRS = Social Skills Rating Scale; BDI = B&apression Inventory — Second Editiomdicates raw value
is below .01
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As shown in Table 10, maternal history of emoticadtalse, maternal depression, and
maternal PTSD symptoms were all significantly clatesd with mother-reported child
internalizing and externalizing problems in theipes direction.

To examine whether maternal history of emotionaiseband maternal depression
predicted child internalizing problems, a hieracahiregression was performed. Household
income and maternal history of psychotherapy weckided as control variables because they
were correlated with the model variables of inte(es., maternal depression, maternal history of
emotional abuse, and child internalizing proble(figble 14).

The overall regression model was signific&{t}, 70) = 7.75p < .01, and, in general,
31% of the variance in child internalizing problemwass predicted by this model. Maternal
depression predicted child internalizing problemgsificantly in the positive directiorg = .40,
t(70) = 3.44p < .05, above and beyond the effects of income astgmal history of
psychotherapy, accounting for 11.6% of the variance

To test whether maternal history of emotional alarsd maternal depression predicted
child externalizing problems, a hierarchical regres was performed. Income and maternal
history of psychotherapy were included as contasiables in this model. The overall regression
model was significan&(4, 70) = 11.40p < .01. Maternal depression predicted child
externalizing problems significantly in the posgtigdirectionfi = .43,t(70) = 3.98p < .01, even
after accounting for the effect of income and makhistory of psychotherapy. Furthermore,
family income remained a significant predictor ne toverall model} = -.26,t(70) = -2.70p <
.05, even with the inclusion of the other prediatariables. That is, maternal depression and
family income significantly predicted child extelzang problems. Maternal depression

accounted for 13.7% of the variance in child exaéring problems, and household income
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accounted for 6.3% of the variance in child extérivag problems. The results are summarized

in Table 14.
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Table 12.

Regression Models for Maternal History of EmotioAluse and Depression, predicting Child

Internalizing and Externalizing, controlling fordome and Maternal History of Psychotherapy

\Y; DV R R Ad. F B SEB Beta t p Sr
R

PsyHx CBCL-l .39 .15 .13 6.46 -3.89 167 -26 37. .03 -.26
Income 151 43 -31 -280 .00 -31
Psy Hx 56 31 27 775 -169 143 -11 -1.05 .2511
Income -.98 .49 -.20 -1.92 05 -.19
Emo Ab. 12 .18 .07 67 50 .07
BDI 43 19 40 344 02 .34

PsyHx CBCL-E .46 .21 .19 953 -472 193 -28 -263 .03 -.28
Income 212 66 -38 -360 .00 -.38
Psy Hx 63 .40 .36 1140 -1.98 197 -12 -1.17 .3111
Income 146 59 -26 270 .01 -25
Emo Ab. 16 .20 .09 87 .41 .08
BDI 53 15 43 3.98 .00 .37

Note. Psy Hx=Maternal
Internalizing;

CBCL-E=Child Behaviour

history of psychotherapy; CBCL-I#@h Behaviour Checklist-
Checklist-Eexnalizing;

BDI=Beck Depression

Inventory-Second Edition; Emo Ab.=Maternal HistofyfEmotional Abuse
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To test whether maternal history of emotional atarse maternal PTSD predicted child
internalizing problems, hierarchical regression wadormed. Maternal history of psychotherapy
was included as a control variable in this modak dverall regression model was significant,
F(3, 71) = 7.33, p < .01. Maternal PTSD prediatkdd internalizing problems significantly in
the positive directiorj = .41, t(71) = 3.36, p < .05, even after contnglior the effect of
maternal history of psychotherapy, and accounted2éo of the variance (Table 15).

A hierarchical regression was conducted to detegminether maternal history of
emotional abuse and maternal PTSD predicted chtketalizing problems. Maternal history of
psychotherapy was included as a control variabtBisxmodel. The overall regression model was
significant,F(3, 71) = 8.09p < .01. Maternal PTSD predicted child externalizomgblems
significantly in the positive directiofs, = .39,t(71) = 3.30p < .05, even after controlling for the
effect of maternal history of psychotherapy, ancbaated for 11.6% of the variance. The results

are summarized in Table 15.
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Table 15.

Regression Models for Maternal History of EmotioAduse and PTSD predicting Child

Internalizing and Externalizing, controlling for N&rnal History of Psychotherapy

\Y; DV R R Ad. F B SEB Beta t p Sr
R

PsyHx CBCL-1.25 .06 .05 462 -368 180 -25 -215 .05 -25
Psy Hx 49 24 21 733 -8 135 -05 -48 .54 5-0
Emo Ab. 19 21 12 1.05 .35 .11
PTSD 31 15 41 336 .04 .35

PsyHx CBCL-E.26 .07 .06 524  -443 199 -26 -229 .04 -26
Psy Hx 51 26 .23 809 -1.10 176 -07 -57 .5306-.
Emo Ab. 29 24 .16 141 .22 .15
PTSD 34 15 .39 330 .02 .34

Note. Psy Hx=Maternal history of psychotherapy; CBCL-I4@h Behaviour Checklist-
Internalizing; CBCL-E=Child Behaviour Checklist-exhalizing; BDI=Beck Depression
Inventory-Second Edition; Emo Ab.=Maternal HistofyfEmotional Abuse
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Hypothesis 1c.Mothers with lower levels of mentalization capgaitill have children
with lower levels of mentalization ability, fewen@al skills and more behaviour problems.

No significant association was found between malementalization and child
mentalization (Table 10).

Maternal mentalization was significantly positivelgsociated with child social skills£
.31, p=.01). That is, higher levels of maternal mentdlan was significantly associated with
higher levels of mother-reported child social kill

Maternal mentalization was significantly negativalsociated with child internalizing
problems = -.35 p=.00).That is, higher levels of maternal mentaia@awas significantly
associated with lower levels of mother-reporteddcimternalizing problems.

Maternal mentalization was significantly negativasociated with child externalizing
problems = -.23 p=.047); higher levels of maternal mentalizatiors\ws&nificantly associated
with lower levels of mother-reported child extermisg problems.

Maternal Mentalization Mediation

Hypothesis 1d.More maternal trauma will be linked to poorer dhgbcial skills and
more behaviour problems through lower levels ofemal mentalization.

The bootstrapping method described by PreacheHagds (2008) was used to test the
mediating effect of the proposed variables on éhations between the independent and
dependent variable. To test this mediational madtelyesults of significant correlational
analyses and regression models were utilized &rmgte which variables to pursue. Out of all
the maternal history of trauma variables (i.e., Eamal Abuse, Emotional Neglect, Physical
Abuse, Physical Neglect, Sexual Abuse), emotiobaka significantly predicted maternal

depression and child internalizing and externadjzinoblems, and sexual abuse significantly
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predicted maternal PTSD symptoms. However, matdristdry of trauma variables were not
related to maternal mentalization, and thus, thegevnot pursued in meditational analyses.

Maternal depression and PTSD were both signifigaethted to mother-reported child
social skills (SSRS), and mother-reported chilénnalizing and externalizing behavior problems
(CBCL-I, CBCL-E). Maternal mentalization was sigoéntly associated with child internalizing
and externalizing behavior problems, and child alaskills. Maternal depression and PTSD
symptoms were also both significantly related tdereal mentalization in the negative direction
(Table 10). Based on these results, several medatmodels were conducted.

Maternal PTSD — Maternal Mentalization — Child Adjustment. Three mediation
models were tested. Maternal PTSD (PCL) was entesdte independent variable, maternal
mentalization (RF) as the mediator, and 1) chiléalizing problems, 2) child internalizing
problems, and 3) child social skills as the depahdariables. Maternal history of psychotherapy
was controlled for in the first two models (chilkkkernalizing and internalizing problems).
Results for child externalizing problems were nghgicant (see Table 16). However, the overall
mediation model for child internalizing was sigoént,F(2, 72) = 12.86p < .01, and supported
partial mediation after controlling for the effecsmaternal history of psychotherapy (see Table
17 and Figure 3 for results). That is, even afteoanting for the effects of maternal history of
psychotherapy, maternal mentalization partially raesd the link between maternal PTSD
symptoms and child internalizing problems. Resialtschild social skills was also significant,
F(2, 72) = 12.86p < .01, and supported full mediation (see Tablerdd@Fgure 4 for results).
That is, maternal mentalization fully mediated link between maternal PTSD symptoms and

child social skills.
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Table 16.

Mediator Model for Mentalization, PTSD, and Chilgt&rnalizing, controlling for Maternal

History of Psychotherapy

Paths CoeffSe T p Ad.RF F 95CIL 95CIU
PCL — RF (a paths) -14 .05 -3.03 .00 .21 742  -0211
RF — CBCL-E (b paths) -18 .26 -.68 .50

PCL — CBCL-E (c path) .39 10 396 .00

PCL-RF-CBCL-E (c'path) .37 .11 3.48 .00
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Table 17.

Mediator Model for Mentalization, PTSD, and Chitddrnalizing, controlling for Maternal

History of Psychotherapy

Paths CoeffSe T p Ad.R F 95CIL 95CIU
PCL — RF (a paths) -14 .05 -3.03 .00 .24 8.55 .00.21
RF — CBCL-I (b paths) -44 22 -198 05

PCL — CBCL-I (c path) 34 .09 391 .00

PCL-RF - CBCL-I (c'pathy .28 .09 3.09 .00

Note: " indicates a raw value below .05
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Figure 3. Mediation model with maternal PTSK,(maternal mentalizationM), and child

internalizing ), controlling for maternal history of psychotheyg@ONT)

Low Maternal
B =-.14,SE = .05*** Mentalization

=-.44,SE = .22*

Maternal PTSD

B = .28,SE = .09***

Note.*p <.05, **p <.01, **p <.001.

> child Internalizing
Problems

The unstandardized coefficients and standard shawn reflect the inclusion of the mediator in

the equation.
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Table 18.

Mediator Model for Mentalization, PTSD, and Childc&l Skills

Paths Coeff Se T p Ad.R F  95CIL 95CIU
PCL - RF (a paths) -12 .04 -291 .00 .10 512 -.27 -.01
RF — SSRS (b paths) 70 .33 212 .04

PCL — SSRS (c path) .28 .12 -2.34 .02

PCL-RF-SSRS (¢'path)  -20 .13 -159 .11
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Figure 4. Mediation model with maternal PTSK),(maternal mentalizationM), and child social

skills (Y)

B =-.12,SE = .04***

Maternal PTSD

Low Maternal
Mentalization

B=.70,SE = .33*

Note.*p <.05, **p <.01, **p <.001.

B=-.20,SE=.13 (ns)

Poor Child Social
Skills

The unstandardized coefficients and standard shawn reflect the inclusion of the mediator in

the equation.
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Maternal depression — Maternal Mentalization — Chill Adjustment. Three mediation
models were explored. Maternal depression (BDH atered as the independent variable,
maternal mentalization (RF) as the mediator, anchilyl internalizing problems, 2) child
externalizing problems, and 3) child social skdltsthe dependent variables. Maternal history of
psychotherapy and household income were contrédieith the first two models (child
internalizing and externalizing problems), and anlyome was controlled for in the third model
(child social skills). Results for all three medbats were not significant, as the mediator
(maternal mentalization) was not significantly tethto the outcome variables; 1) child
internalizing,R=.30,F(4, 69) = 8.66p = .09; 2) child externalizind?=.36,F(4, 69) = 11.10p =

.90; and, 3) child social skill&®=.16,F(3, 70) = 5.61p = .16 (See Table 19).
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Table 19.

Mediator Model for Mentalization, Maternal Depressj and Child Adjustment and Social Skills,

controlling for Maternal History of Psychotherapydincome

Paths Coeff Se T

BDI — RF (a path) -.16 .06 2.41 .02
RF — CBCL-I (b path) -.37 21 -1.72 .09
BDI — CBCL-I (c path) 46 12 3.91 .00
BDI — RF — CBCL-I (c' path) 40 12 3.33 .00
BDI — RF (a path) -.16 .06 -2.41 .02
RF — CBCL-E (b path) -.03 23 -.13 .90
BDI — CBCL-E (c path) 57 12 4.55 .00
BDI — RF — CBCL-E (c' path) .56 13 4.30 .00
BDI — RF (a path) -.16 .06 -2.41 .02
RF — SSRS (b path) 46 33 1.41 16
BDI — SSRS (c path) -.45 17 -2.70 .01
BDI — RF — SSRS (c' path) -.38 17 2.21 .03

To follow-up on this finding, three multiple regsésns were conducted to determine the

amount of variance accounted for by maternal despresand maternal mentalization in relation

to child internalizing and externalizing problerasd child social skills. As above, household

income was included as a control variable in akkétregression models, while maternal history
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of psychotherapy was included as an additionalrobrériable in the models predicting child
internalizing and externalizing problems only.

For the model predicting child internalizing pratle the overall regression model was
significant,F(4, 70) = 8.66p < .01. Maternal depression predicted child intkzimay problems
significantly in the positive directiofs, = .37,t(70) = 3.33p < .05, even after controlling for the
effect of income and maternal history of psychadbgr and accounted for 10.7% of the variance
(see Table 20).

For the model predicting child externalizing probke the overall regression model was
significant,F(4, 70) = 11.10p < .01. Maternal depression and household incortie bo
significantly predicted child externalizing problenMaternal depression predicted child
externalizing problems in the positive directifns .46,t(70) = 4.30p < .01, and accounted for
16.3% of the variance. Income also predicted atxiigernalizing problems in the negative
direction,p = -.27,t(70) = -2.70p < .05, and accounted for 6.5% of the variance {sdxe 21).

For the model predicting child social skills, theerall regression model was significant,
F(3, 71) = 5.61p < .01. Maternal depression significantly prediotédd social skills in the
negative direction} = -.25,t(71) = -2.21p < .05, and accounted for 5.6% of the variance (see
Table 22). In all three regression models, matemaitalization did not significantly account for

any of the variance in child internalizing or ext@lizing problems, or social skills.
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Table 20.
Regression Model for Maternal Depression and Merdigibn predicting Child Internalizing

problems

\Y; DV R R Ad.RP F B SEB Beta t p

Income CBCL-l .39 .15 .13 6.46  -1.51 .43 -.31 -2.80.00
Psy Hx -389 170  -.26 -2.37 .05
Income 58 .33 .30 8.66  -.88 .50 -.18 -1.73 .09
Psy Hx -1.89 149  -13 -1.21 .24
BDI 40 15 37 333 .01
RF -.37 26 -.18 -1.73 .18

Note: CBCL-1 = Child Behaviour Checklist-Internatig; Psy Hx=Maternal History of Psychotherapy; BBeck Depression
Inventory; RF=Maternal Reflective Functioning
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Table 21.
Regression Model for Maternal Depression and Merdidibn predicting Child Externalizing

problems
\V; DV R R Adj F B SEB Beta t p
R?

Income CBCL-E .46 21 .19 9.53 -2.12 .67 -.38 -3.6Q00
Psy Hx 472 194  -28 -2.63 .02
Income 63 .39 .36 11.10  -1.48 .59 -.27 -2.70 .02
Psy Hx 217 191  -13 -1.28 .27
BDI .56 14 46 430 .00
RF -03 .20 -.01 -13 .86

Note: CBCL-E = Child Behaviour Checklist-Externatig; Psy Hx=Maternal History of Psychotherapy; BB&ck Depression
Inventory; RF=Maternal Reflective Functioning
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Table 22.
Regression Model for Maternal Depression and Merd¢ibn predicting Child Social Skills

\Y; DV R R Adi.R* F B SEB Beta t P
Income SSRS .29 .09 .07 6.77 2.01 76 .29 2.60 .01
Income 44 .19 .16 5.61 1.38 .80 .20 1.81 .09
BDI -.38 15  -25 221 .01
RF 46 33 .16 1.41 17

Note: SSRS = Social Skills Rating Scale; BDI=BedpEession Inventory; RF=Maternal Reflective Funtig

111

www.manharaa.com




Research Question 2Does emotion-coaching parenting mediate the lirdta/ben
maternal trauma and child social and emotionaltioning, and adjustment?

Hypothesis 2aHigher levels of maternal mentalization will béated to more emotion-
coaching parenting.

To assess parenting style, the significant coicelatfrom Table 10 were examined.
Maternal mentalization was not significantly coateld with emotion-coaching parenting style,
thus this hypothesis was not supported. In ternwtledr emotion-related parenting styles
however, maternal mentalization was significantyrelated with parental rejection of negative
emotion (PR) in the negative directiar<-.33,p = .01). That is, more maternal mentalization
was related to lower levels of rejecting negatinegons in children.

Hypothesis 2b.More maternal childhood trauma will be associat#tl less emotion-
coaching parenting.

As shown in Table 10, maternal history of childh@#@lima (emotional abuse, emotional
neglect, physical abuse, physical neglect, sexuse) was not significantly associated with
emotion-coaching parenting style. No significargagsations were found between maternal
depression, PTSD symptoms and emotion-coachingnpagestyle. In terms of other emotion-
related parenting styles, however, maternal histbgmotional neglect was significantly
correlated with parental acceptance of negativetiem@A) in the positive directiom € .31,p
=.01). That is, greater frequency of emotionalleetgn maternal childhood was related to more
instances of parental acceptance of negative enstieurthermore, maternal PTSD symptoms
was significantly correlated with uncertainty andffectiveness in emotion socialization (Ul) in
the positive directionr(= .27,p = .02), indicating that more symptoms of PTSD wassociated

with more instances of uncertainty and ineffecte@nin emotion socialization.
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Hypothesis 2c.Less emotion-coaching parenting will be associatédd lower levels of
child mentalization, fewer child social skills, anmbre child behaviour problems.

As shown in Table 10, no significant associatioesexfound between emotion-coaching
parenting style, children’s mentalization abilisgcial skills, or internalizing and externalizing
problems. Thus, hypothesis 2c was not supported.

In terms of other associations, however, uncegtantl ineffectiveness in emotion-
socialization (Ul) was significantly correlated Wwitnother-reported children’s internalizing
problems (CBCL-I) in the positive direction% .24,p = .04). Also, uncertainty and
ineffectiveness in emotion-socialization (Ul) wagngficantly correlated with mother-reported
children’s externalizing problems (CBCL-E) in thesgtive direction (= -.26,p = .02). That is,
more maternal uncertainty and ineffectiveness inte@n-socialization was related to more child
internalizing and externalizing problems.

Emotion-Related Parenting Style Mediations

Hypothesis 2d. More maternal trauma will be related to lower leva child
mentalization ability, fewer child social skills@more child adjustment problems through lower
levels of emotion-coaching parenting.

To test the following mediational model, the reswf correlational and regression
analyses were utilized in order to determine whvighables to further analyze. Out of all the
maternal trauma variables related to emotion-rélptgenting styles, maternal history of
emotional neglect was significantly related to péaeacceptance of negative emotion in
children, and maternal PTSD symptoms was signifigaelated to maternal uncertainty and

ineffectiveness in emotion socialization. In terofigarenting variables related to child outcome,
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only maternal uncertainty and ineffectiveness ioeom socialization (Ul) was significantly
linked with children’s internalizing and externatig behavior problems.

Based on these results, two mediational models e@rducted to follow-up on
hypothesis 2d. Maternal PTSD (PCL) was entereti@gdependent variable, maternal
uncertainty and ineffectiveness in emotion socaion (Ul) as the mediator, and 1) child
externalizing problems, and 2) child internalizprgblems as the dependent variables. Maternal
history of psychotherapy was entered as a contnohble. Results for both of these models were
not significant due to the path b (nonsignificaatipbetween uncertainty and ineffectiveness in
emotion socialization (Ul) and children’s interrzatig (CBCL-I) and externalizing (CBCL-E)
behaviour problems (see Table 23 and 24).

Multiple regression analyses were conducted tosagbe amount of variance accounted
for in child internalizing and externalizing probis, by parental uncertainty and ineffectiveness
in emotion socialization and PTSD symptoms (whdatoolling for history of psychotherapy).
For child internalizing problems, the overall regg®n model was significarf(3, 71) = 7.34p
< .01 and maternal PTSD symptoms significantly jted child internalizing problems in the
positive directionp = .42,t(71) = 3.52p < .01. Also, for the model predicting child extdrniag
problems, the overall regression model was sigamfid=(3, 71) = 7.98p < .01 and maternal
PTSD symptoms significantly predicted child extéiziag problems in the positive directiof,
=.41,1(71) = 3.51p < .01. Uncertainty and effectiveness in emotiorna@ation did not
significantly account for any of the variance inldhnternalizing and externalizing problems
(see Table 25).

A summary of all study results can be found in €%, and a summary of additional

findings can be found in Table 27.
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Table 23.
Mediator Model for Uncertainty/Ineffectiveness im&ion Socialization, PTSD, and Child

Internalizing, controlling for Maternal History d?sychotherapy

Paths Coeff se T p Ad. F 95CIL 95CIU
R

PCL - Ul (a paths) .02 01 242 .03 .21 7.33  -.02.09

Ul — CBCL-I (b paths) 1.13 1.08 1.05 .30

PCL — CBCL-I (c path) 34 .09 391 .00

PCL-Ul—-CBCL-I (c'path) .32 .09 352 .00

115

www.manharaa.com




Table 24.
Uncertainty and Ineffectiveness in Emotion Sociln mediating the relation between

Maternal PTSD and Child Externalizing, controllify Maternal History of Psychotherapy

Paths Coeff Se T p Ad. F  95CIL 95CIU
R

PCL — Ul (a paths) 02 01 222 03 .22 798 -01.13

Ul — CBCL-E (b paths) 159 121 131 .19

PCL — CBCL-E (c path) 39 .10 3.96 .00

PCL-Ul-CBCL-E (¢'pathy .36 .10 3.51 .00
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Table 25.

Regression Model for Uncertainty and IneffectivenasEmotion Socialization and Maternal

PTSD Symptoms predicting Child Internalizing anteExalizing Problems

WY DV R =3

Adj. B SE B Beta t p
R
Psy Hx CBCL-I 49 24 21 7.34 -.99 1.71 -.07 -.58 .57
Ul 1.13 1.08 .11 1.05 .30
PCL .32 .09 42 3.52 .00
Psy Hx CBCL-E .51 .26 22 7.98 -1.36 192 -.08 -.71 .48
Ul 1.59 121 .14 1.31 19
PCL .36 .10 41 3.51 .00

Note: Psy Hx = history of psychotherapy; Ul=unciatiaand ineffectiveness in emotion socializatiBiGL=PTSD checklist
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Table 26.

Summary of Study Results

Study Hypotheses

Result

P

Hypothesis 1a.

e Mothers who have experienced childhood traumaregbrt lower
levels of mentalization ability

e Mothers who have experienced childhood traumaregbrt higher
levels of depression

e Mothers who have experienced childhood traumaregbrt higher
levels of PTSD

Not Supported
Supported

Supported

.04

.05

Hypothesis 1b.

e Mothers who have experienced childhood traumalvailie children
with lower mentalization ability, fewer social dkiland more
behaviour problems

e Mothers who have more symptoms of depression ai8DR#ill have
children with fewer social skills and more behaviptoblems

Not Supported

Supported

.00-.04

Hypothesis 1c.

e Mothers with lower levels of mentalization abilityll have children
with lower levels of mentalization ability

e Mothers with lower levels of mentalization abilityll have children
with fewer social skills

e Mothers with lower levels of mentalization abilityll have children
with more behaviour problems

Not Supported
Supported

Supported

.01

.00-.04

Hypothesis 1d. More maternal trauma will be linked to fewer child
social skills and more behaviour problems througtelr levels of
maternal mentalization.

Supported

Partial
and Full

mediation

Hypothesis 2a. Higher levels of maternal mentalization will béated
to more emotion-coaching parenting

Not Supported

Hypothesis 2b. More maternal trauma will be associated with less
emotion-coaching parenting

Not Supported

Hypothesis 2c.

Less emotion-coaching parenting will be associatigl lower levels
child mentalization ability, fewer child social 8kj and more child
behaviour problems

Not Supported

Hypothesis 2d. More maternal trauma will be linked to lower level
child mentalization ability, fewer child social 8kiand more child
adjustment problems through lower levels of ematioaching
parenting.

Not Supported
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Table 27.

Additional Analyses

Additional Findings p

More maternal mentalization was related to loweelg of rejecting negative .01
emotions in children

More emotional neglect in maternal childhood wdateel to more instances of .01
parental acceptance of negative emotions

More symptoms of PTSD were associated with moreintes of uncertainty and .02
ineffectiveness in emotion socialization

More maternal uncertainty and ineffectiveness im&on-socialization was related.04
to more child internalizing problems

More maternal uncertainty and ineffectiveness iln&on-socialization was related.02
to more child externalizing problems
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DISCUSSION

The purpose of the present study was to examinmtloence of maternal mentalization
on the links between maternal trauma, parenting,saynd child psychological adjustment and
socio-emotional functioning. To this end, reseamtmentalization, response to trauma,
parenting style, and child adjustment (Fonagy, 2@0B6; Gottman, 1996; Sharp, 2006; Slade et
al., 2005) were extended and integrated to artiepaeliminary model of the intergenerational
transmission of trauma. The present study foundrtimhers with more symptoms of depression
and PTSD had lower levels of mentalization. Furtiee, maternal mentalization emerged as the
mechanism responsible for the link between matd?ii&D symptoms and children’s
adjustment, impacting both children’s internalizprgblems and social skills. That is, mothers
with PTSD symptoms tended to have children witheesocial skills and more internalizing
problems, and this relationship was explained yeldevels of mentalization ability in mothers.

Other research supports this relationship, shothiagmothers with more PTSD
symptoms tended to have an inability to reflectlmir own thoughts, feelings, and intentions,
and a distancing and avoidance of emotional infelongSchechter et al., 2008; Schechter &
Willheim, 2009). As discussed by Fonagy and collesy2002; 2006), breakdowns in
mentalization that may occur in the context of P& cause an individual to regress to less
developed forms of relating to oneself and othieéos.example, there may be a lack of separation
between internal and external reality (e.g., wixaédts in the mind must be taking place in
reality). This can be seen in the symptoms of PTi&ely, flashbacks (i.e., the reliving the
trauma over and over). During flashbacks/episodesliwing, the individual experiences a
breakdown in mentalization and thus is subjectaarhatic reenactments (Robinaugh &

McNally, 2011). This means that the pattern ofyertduma is repeated in the present moment
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using different people, places, and things, to piteeysame old roles, usually with the same
endings (Baranowsky et al., 1998).

Mothers in a parenting role who experience the gpmp of PTSD and the resulting
breakdown in mentalization, may unknowingly entirstir children to participate in the traumatic
reenactment. This means that during this breakdowmentalization, the child does not appear
to the mother as a separate individual with separahd states, but as an extension of the
mother’s internal world. Whereas, mothers withghler capacity for mentalization can continue
to think without decompensating or becoming disnigad when triggered by trauma-linked
memories and negative affects (e.g., anxiety, dspoe, disgust, anger, resentment, guilt) (de
Tychey et al., 2012). They also tended to exh#stlience through the development of an
“intrapsychic filtering system,” meaning they atdeato understand painful experiences without
taking a disproportionately large toll on theirfsgdncept or expectations of others (Allen &
Fonagy, 2006). Thus, caregivers suffering from soleed trauma may unintentionally act out
this distress with their children, increasing childnerability to problem behavior and symptoms
and risk for exposure to trauma.

Interestingly, although this study found that ma#tmentalization mediated the
relationship between maternal PTSD and childreoésas skills and internalizing problems, this
model was not significant for children’s externadg problems. That is, mothers with higher
levels of PTSD and lower levels of mentalizatiomded to report that their children were
experiencing the inner-directed negative emotieng. (sadness, fear, shame) and over-controlled
behaviours associated with internalizing problerather than the undercontrolled behaviours
and problems modulating impulses associated witirealizing problems. It may be that

mentalization is more closely connected with a pssoof focusing on the cognitions and affect
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of the self, and also using this understandingfecgvely manage social situations involving
multiple mental states (Banerjee, 2008; Sharp.ep@l1).

To be clear, the purpose of this study is not &rtd mothers for their children’s
difficulties by pointing to lower levels of matetmaentalization. Rather, the hope is that the
results of this study will be used to, 1) underdtdre vulnerable populations of women that have
been historically under-supported in a parentirlg,rand 2) to design specific interventions to
assist these women in their role as mothers. latg¢ions aimed at improving outcomes for
children and families will be discussed later.

It is important to note that not all mothers withistory of trauma necessarily experience
depression and PTSD, deficits in mentalizatioryrarertainty and ineffectiveness in parenting.
Many individuals who experience trauma developliessy, which is the ability to adapt and
‘bounce back’ from an experience of adversity aadma (Husain, 2012). Factors contributing
to resiliency in children include, positive tempaent, secure attachment during childhood, a
supportive family, and a special and positive reteghip with an adult. Furthermore, the entire
range of cultural experiences (within the familghsol setting, friendship network, and larger
society as a whole) work to shape unique childném uinique adults (Husain, 2012). There are
multiple causal pathways in which genetics, biolagyd environmental factors interact and
evolve to create the varied outcomes of adulthdedhery-Chalfant, Kao, Swann, & Goldsmith,
2013). On the opposite end of the continuum frosiliezcy is vulnerability. Vulnerability
involves a wide range of factors that increaseisieof a child developing behavioural or
emotional problems. The failure to achieve the traental task of mentalizing early in life
increases vulnerability for mental health problesugh as depression and PTSD, in adulthood

(Southam-Gerow & Kendall, 2002; Gottman, Katz, &dden, 1996; Sharp et al., 2006).
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Results from this study revealed that a historgrabtional abuse was uniquely predictive
of maternal depression in adulthood, and a histbsexual abuse was uniquely predictive of
maternal PTSD symptoms in adulthood. Consisterit this finding, studies have generally
supported the relationship between a history dfibleiod sexual abuse and diagnoses of anxiety
disorders, particularly posttraumatic stress diso(@TSD), in adulthood (Paolucci et al., 2001;
Putnam, 2003). In contrast, neither childhood ptglgnor sexual abuse was significantly related
to depressive disorders (Gibb, Chelminski, & Zimman, 2007). Other studies have supported
the link between a history of childhood emotioralise and diagnoses of depression in
adulthood (Bifulco et al., 2002; Gibb et al., 20Q003). Childhood emotional abuse has been
found to be more likely to contribute to the deyslent of a cognitive vulnerability to
depression than either childhood physical or seabate, due to evidence suggesting that with
emotional abuse the depressive cognitions arethireapplied to the child and contribute
specific vulnerability to depression as opposedther disorders (Bifulco et al., 2002).

This study also found direct links between mateRESD and depression, and child
adjustment. That is, more maternal depression di8DRvas associated with lower levels of
children’s social skills, and more internalizingdagxternalizing problems, even after controlling
for the effects of income and maternal history ®fghotherapy. This finding was supported by
the meta-analysis by Goodman and colleagues (2a403h found that maternal depression was
significantly related to higher levels of childrenhternalizing and externalizing problems, more
general psychopathology and negative affect/behavichildren, and significantly related to
lower levels of positive affect/behavior in childrelhese findings are also consistent with theory
and research highlighting the importance of ematiamd emotion regulation in the

developmental trajectory of depression (Cicchetéile1995; Garber et al. 1991). Maternal
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expressions of negative affect or lack of contirgydmetween maternal and child affect could
impair emotional development by failing to suppbe regulation of emotional arousal, and
negatively impacting the child’s ability to perceiand label his/her own emotional state (Burns
et al., 2010).

The present study found that emotion-coaching pieagmwas not associated with any of
the study variables, and the hypotheses examihm@dsociations between emotion-coaching
parenting and maternal mentalization, maternahtgguand child adjustment and social skills
were not supported. This finding was surprisingt ass hypothesized that emotion-coaching
parenting style and mentalization would be concaptlinked due to their focus on emotional
awareness and reflection. The link revealed inghugly between higher levels of mentalization
and lower levels of rejection of negative emotisnggests that mentalizing mothers may be
more likely to accept their children’s expressiohsegative emotions, but may not take active
steps to use the opportunity as a time for emdganhing and problem-focused coping.

In this study, maternal PTSD symptoms were unigasbkociated with parenting style:
Uncertainty and Ineffectiveness in Emotion Socatlan. That is, mothers in a parenting role
with more symptoms of PTSD were more likely to éithparental doubt and feelings of
ineffectiveness when dealing with children’s negatmotional expression, and a desire for the
emotions to stop without parental intervention.slparenting style was also positively associated
with children’s internalizing and externalizing ptems. Although uncertainty and
ineffectiveness in emotion socialization was fotmdgignificantly correlate in the positive
direction with both maternal PTSD symptoms, anddahiternalizing and externalizing
problems, this relationship did not hold up dunmgdiational modeling. Similarly, regression

analyses revealed that maternal PTSD symptomdisgmiy predicted both child internalizing
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and externalizing problems in the positive directiowhile uncertainty and ineffectiveness in
emotion socialization did not. This may be due &asurement error, as the Uncertainty and
Ineffectiveness subscale only consists of 5 iteand, it may lack content or construct validity, or
test-retest reliability. Nevertheless, the relati@tween maternal PTSD, uncertainty and
ineffectiveness in emotion socialization, and claijlustment is an interesting one. Parents
suffering from PTSD may avoid their child’s emotoso as not to re-evoke their own traumatic
responses or negative emotions (Lieberman, 2004js,Tthe child’s negative emotion display
may bring about physiological arousal and traumatnories for the PTSD-suffering parent,
which stimulates the need for avoidance and leadiselings of ineffectiveness and
frustration/confusion in parenting.

If parents are amenable to intervention, it mag$sential to address the parents’ own
trauma history, as well as the bidirectional natfrself-regulatory development. That is, parents
need to work on becoming aware of their triggeidtet by their child. Continued passive
rejection of children’s negative emotions due tesfration and feelings of ineffectiveness,
perpetuates a vicious cycle whereby more avoidiads to greater feelings of ineffectiveness,
which leads to greater avoidance (George & Solord688). Working through the traumatic
triggers occurring in the context of a parentinig will reduce avoidance, allowing the mother
the freedom to reflect on her emotion state andddemluntarily how to respond to it. Thus,
there is a need for intervention and support fdivilduals with PTSD in a parenting role, in
order to improve their feelings of confidence affdaiveness in this role. Parent education
programs that promote developmentally appropriapeetations of children, to reduce the
tendency to be harsh with children and to interpndd misbehaviour as intentional, may be

particularly helpful in introducing mothers to neways of responding to child affect (Jones,
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2010). This may include intervening and scaffoldohgd affective states through appropriate
verbal coaching, or ceding control of regulationrewlilevelopmentally appropriate (Gottman, et
al., 1997).

Limitations of the Present Study and Future Directons

Several limitations of this research need to banaahedged. First, the use of correlations
and cross-sectional methodological design preatedelusions about the causal relationship
between variables. While the present study assuhatanaternal childhood trauma was a
preceding factor to childhood outcome variablestagon results from previous research, it is
not possible to draw causal connections betweerrmmeltchildhood trauma and children’s
adjustment outcomes. Specifically, the associdietween maternal PTSD and children’s social
skills likely works in a bi-directional feedbackdp, in which children’s social deficits and lower
self-control re-trigger their mothers’ PTSD sympainlogy, increasing maternal stress levels
and further preventing the appropriate materndfaicing and modeling needed to facilitate
social skills in children. Longitudinal designs &etter able to delineate these developmental and
bi-directional pathways. More research will, theref be needed to establish whether maternal
mentalization plays a buffering role for childrefnaothers who have experienced trauma.

This study utilized self-report and retrospectigesessment of mothers’ history of
childhood abuse (CTQ). Previous research has demted the lack of validity in self-report due
to the effects of social desirability bias potelhfigesulting in underreporting (Widom &
Shepard, 1996). If critical information in this dyuwas underreported, the predictions can still be
conservatively estimated as the bias is in the sippdirection to the findings. Furthermore, a
strength of this study was the use of a multi-meéttiesign, involving not only quantitative self-

report measures, but also qualitative child ineawdata on mentalization.
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In the present study, maternal history of psycheipye was rated on a binary scale (i.e.,
yes/no) and controlling for this variable did nmrsficantly change any of the results. Thus,
future research should aim to extend study findiogaclude variables associated with
psychotherapy outcome, such as, length of psychagilgetherapeutic model or technique, and
strength of the therapeutic alliance. It may alearberesting to test interactional effects between
participants’ self-report of mentalization abilapd ratings of mentalization by therapists, as
related to outcome.

Although the sample size was adequate for basicatea analyses, it was too small for
larger scale path or structural equation modeligen a larger sample size, these statistical
methods would have allowed for the investigatiofaoder scale models that might better control
for Type | error, while assessing the relationsMeen the sets of variables (i.e., trauma,
mentalization, parenting, children’s adjustmentyjuestion. Future studies that combine path
modeling with longitudinal designs may be particiylaiseful in clarifying the interactions
between maternal trauma, mentalization, and clodibsemotional functioning.

The use of parent-report questionnaires as meastiobdldren’s social and emotional
functioning (SSRS, CBCL) raises possible statistoafounds. Specifically, mothers’ ratings of
children’s behaviour problems may be related ta tnven mentalization capacity; parents with
less well-developed mentalization capacities mégy ttzeir children more negatively. Using a
parent-rated measure of child social-emotional tionang may be confounded by the mother’s
mentalization capacity. Statistically speaking, tise of one measurement method for two sets of
study variables introduces the possibility of commeethod variance, which might artificially
inflate correlations. Specifically, in the mediatad model including maternal PTSD, maternal

mentalization, and mother-report child social skilll variables were mother-reported.
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Therefore, maternal awareness of her mentalizafodities may impact her self-ratings on
mentalization and her perception of her child’'siglogkills. Mothers’ interpretations of their
children’s behaviour may be more affected by tbein internal experiences, rather than their
children’s actual behaviour. As a result, childeesdcial skills may be more impacted by
maternal perceptions rather than objective datath®mther hand, deficits in children’s social
skills is often identified by the school systemydhcreating more opportunity for objective data
on children’s behaviours to be brought to the aitb@nof mothers. Future research should
consider administering other-reports for sociallskteacher-version) for corroborating evidence.
It would also be interesting to see how teacheontspof children’s social skills correlate with
mother-reports of children’s social skills, and Wiex any differences exist that may be mediated
by maternal mentalization.

The sample collected for the present study doesmiakly reflect the diversity seen in
communities. There was a dearth of participantsifethnic minorities in the sample, with most
mother-child pairs identifying themselves as CaiazasT his has important implications for the
generalization of the findings to culturally diversamples (Rodriguez, Donovick, & Crowley,
2009). Future studies that incorporate the invastg of trauma, parenting, mentalization, and
children’s psychological adjustment will need t@kexe the influence of cultural factors and how
they influence the specific practices parents egnfigromote their children’s mentalization and
adjustment.

Although efforts were made to collect participainten a vulnerable sample, there were a
limited number of mothers and children who mightbasidered as having more severe trauma
histories and experiences. For example, none ahthtbers in the present sample scored in the

severe or extreme range for clinical depressiors ftay partially explain why the mediation
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model including maternal depression did not yiedphicant results. In particular, the model
testing maternal mentalization as a mediator irréfetionship between maternal depression and
child internalizing problems was approaching sigatfice p = .09). Perhaps if there was a
greater range of maternal depression in the sartijéerelationship may have shown
significance. Other measures in this study alsorbkdively low base rates. For example, rates
for all types of maternal childhood trauma as messby the CTQ were under 10%. These low
base rates of maternal childhood trauma (physeragtional, sexual abuse, and physical and
emotional neglect) may partially explain why thebthesis testing the relationship between
maternal childhood trauma and maternal mentalinatias not supported. Only 8 mothers
(10.7%) met diagnostic criteria for PTSD.

Also of importance, the present study did not assasIPV. Although this study did
assess adult trauma by measuring maternal PTSDtsympthe etiology of these symptoms was
not assessed (e.g., PTSD symptoms stemming froomichchildhood trauma, IPV, or both). As
such, it was not possible to analyze in the cursandy differences among women based on
whether they experienced trauma only in childhawdy in adulthood, or both child and
adulthood, and the subsequent effect on parentidgreentalization. Other research has found
that recent intimate partner violence independdntlyacted four different parenting variables
(parental stress, nonviolent discipline, psychatabaggression, and corporal punishment) and
mediated the relationship between childhood seaiate and psychological aggression (Barrett,
2010). Moving forward from this study, future resgawould benefit from the assessment of
IPV, as the assessment of exposure to other fofmskan childhood and adulthood would
highlight the complexities of women’s experiencéfr@auma and its impact on mentalization and

parenting.
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The present study focused solely on the mentatimaif mothers, without consideration
or the role played by fathers in their childrerdgis-emotional development. The influence of
paternal mentalization on children’s socio-emotidaactioning represents an intriguing avenue
for future research, as are any studies into tissipte differences between mothers and fathers
when it comes to mentalization. The few studies tlaze examined RF in both men and women
have yielded mixed findings with one study indingtthat men and women score similarly on
RF (Steele & Steele, 2008) and another indicatwadg Wwomen score higher than men (Bouchard
et al., 2008). In future research, it will be imamt to consider how other caregivers and family
members (e.g., fathers, siblings) socialize emadioth engage in mentalization, and their
influence on children’s social and emotional depetent. Although mothers have traditionally
been children’s primary caregivers (Nelson et20(9), fathers are playing a more active role in
their children’s lives, and thus, future researtcbudd consider their role in shaping children’s
development.

Many difficulties were encountered in the use @ Reflective Functioning Questionnaire
as a self-report measure of maternal mentalizalibis measure did not have published
reliability and validity data at the time of theegent study. As a result, it was discovered in the
present study that the 46-item version had poaliity not suitable for empirical study.

Perkins (2009) conducted a factor analysis of twein measure, and thus, an item-analysis
was also conducted in the present study to impreNability of this measure to acceptable
levels. Although this study served to highlight timitations of the 46-item version of the RFQ,
the large reduction in items necessary to bringrkasure to appropriate reliability levels

resulted in a 14-item questionnaire of mentalizatltat was similar to Perkins (2009).
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In terms of future research with the ERPS, it wduddoeneficial to pursue further
validation of the measure on a clinical samples®tudy uncovered a link between higher levels
of maternal PTSD symptoms and higher levels of dacey and ineffectiveness in emotion
socialization. Other research has also highligktedmportance of parental stress in mediating
the relationship between maternal personality facdmd supportive reactions to children’s
negative emotions (Scammel, 2011). Thus, futureare$ on the development of the ERPS
parenting subscales with a more vulnerable samllékely yield valuable results.

Finally, the Child Mentalization Scale (CMS) wag smnificantly associated with any of
the study variables. This is a surprising findiag the present study hypothesized that maternal
trauma and maternal mentalization ability wouldasociated with child mentalization ability,
representing one aspect of child well-being andieesy. Ostler and colleagues found that
children higher in mentalization ability on the CM&d lower scores for both internalizing and
externalizing on the CBCL. This result was not iegikd in the present study perhaps due to the
differing populations; in Ostler’s study, fostergats reported on children’s behaviour problems
(children’s mean time in foster care was 18.5 mentiwhile the present study included
biological parents’ assessment of their childrérs possible that unknown third variables unique
to foster parenting may have contributed to thati@hship between child mentalization ability
and mother-reported child behaviour problems, whliegimot extend to the present study.
Furthermore, the lack of significant results maydbe to the fact that the measure is new and the
first of its kind; prior to the CMS, there were m@asures of mentalization for school-aged
children (Ostler et al., 2010). In order to imprasadidity and reliability, this measure may

require further development and validation testnga healthy sample of school-aged children.
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Implications for Future Theory and Research

It was surprising that the present study did nad fassociations between the Child
Mentalization Scale (CMS) and other study measdureis. may partly be due to the low inter-
rater reliability of the “Fun” story. The capacitr mentalization largely depends on present-
moment emotional state and is context-specifipesgle can generally maintain good
mentalizing ability if they are in a non-stressfuerpersonal context. Therefore, testing the
resilience and depth of mentalization capacity meguthe child to be put under stress. Asking a
child to talk about a time in their family that wdan” may be less stressful than being asked to
describe experiences that elicit emotional aroddals, in future use and validation of this scale,
one should consider weighting more heavily thengtiof the Sad and Scary stories as measures
of children’s depth and resilience in mentalizatiapacity.

Another potential issue with the CMS is that it nfieeytoo abstract with not enough
objective markers of mentalization (e.g., spe@ficotion words). The CMS depended highly on
ratings of ‘metaawareness’ (e.g., high mentalizesibould include " order reflections,
empathy). Perhaps in future development and vadidatf the CMS, the inclusion of more
concrete markers of emotional awareness and uaaeiag (e.g., internal state language) would
aid in the ease and accuracy of rating.

Applied Implications

In a framework for the prevention of the intergettienal transmission of trauma aimed
at improving outcomes for children and familiesattgies should be applied at the primary,
secondary, and tertiary levels of prevention. imary prevention, activities are directed at the
general population and attempt to stop the intexgdional transmission of trauma before it

occurs (Braquehais, Picouto, & Matali, 201This may include education on the effect of trauma
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on intimate relationships, including the parentathelationship; educational programs that assist
school-aged children (age 6-12 years) in the deweémt of mentalization capacity; programs
aimed at reducing childhood trauma experiencedittyy ghd women; programs aimed at
empowering women and providing support for womea parenting role; and family-
strengthening programs that encourage the rolatbéfs, to reduce the burden on women as sole
primary caregivers, and to promote gender equiliparenting. This study further revealed the
importance of household income in the relations@pveen maternal trauma and child
adjustment, thus, programs aimed at assisting h@ame families are important in the
prevention of the cycle of intergenerational trauma

In secondary prevention programs, there is a foousicreasing support for high-risk
populations (Braquehais et al., 2011). Accordinth®results of this study, this includes women
in a parenting role with a history of child traufparticularly emotional and sexual abuse),
current PTSD symptomatology or depression, andn@mtalization ability. Furthermore, since
maternal mentalization was revealed as a mechanigine relation between maternal trauma and
some aspects of child adjustment, interventionslwhpecifically target mentalization ability in
mothers will be helpful in producing positive outees for families and reducing the
intergenerational transmission of trauma. Thisgfednd that higher levels of maternal
mentalization was significantly associated withh@glevels of mother-reported child social
skills, lower levels of mother reported child imtalizing and externalizing problems, and fewer
instances of rejecting negative emotion in child@hildren are often referred for treatment
based on their most obvious problems, with litbesideration for underlying causal or
contributory factors (Cohen et al., 1993; Menna &h€n, 1997). Interventions aimed at

improving mother’s mentalization (i.e., their atyilto identify and contain their own emotions,
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separate their internal experience from that af tttald, and mindfully respond to their child’s
behaviour) may have important implications for imyng child social skills and family
functioning in general (e.g., Mentalization-Basdweiiapy (MBT), Intergenerational Trauma
Treatment Model (ITTM). A meta-analysis of the impaf parent participation on intervention
outcome found that combined parent-child/familyr#pgy treatment, or a parent-only treatment
groups showed greater impact on children than ¢relstment alone (Dowell, 2005).
Mentalization based therapy (MBT; Fonagy & Baten004) is a time-limited treatment which
structures interventions that promote the furtreretbpment of mentalizing (Bateman &
Fonagy, 2010). The overall aim of treating traumediclients is to help them to establish a more
consistent mentalizing self so that they become @binentalize trauma and conflict, and thus
develop more secure attachments. Therapeutic wibhktkaumatized patients includes fostering
interpersonal security and containment, and supyptiie development of a mentalizing stance
in relation to the meaning and effect of the traumfas includes gradually unpacking the
conscious and unconscious meanings and affectaithattached to the traumatic experience,
and reconstructing and integrating a new narrath@ut the trauma (Bateman & Fonagy, 2012).
The Intergenerational Trauma Treatment Model (ITBdott & Copping, 2008) focuses
on the importance of involving parents in the tneant for their children. As part of treatment for
their child, parents must receive interventiongduce their own trauma-related symptoms of
depression, anxiety, hyper-arousal, and traumatexperiencing. Therapies that involve
promoting improvements in the emotional functionaighe parent in order to lead to greater
emotional attunement to the child and higher leeélsmpathy, are likely to lead to further
improvements in children’s functioning. The Amendasychiatric Association has also

supported that family-based therapy be includegkasof children’s treatment (American
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Psychiatric Association, 1998). While the implicats from the present study suggest the
importance of promoting mentalization in motheessandary interventions for children who are
emotionally insecure and who are raised by a mathtering from PTSD can include individual
play therapy or cognitive-behavioural therapy @bildren in the upper age range).

In conclusion, this study found that mothers witfS® symptoms tended to have
children with fewer social skills and more intetimadg problems, and this relationship was
explained by lower levels of mentalization abilitymothers. Furthermore, maternal PTSD
symptoms impacted parenting, as it was associaithdyweater feelings of uncertainty and
ineffectiveness in emotion socialization of chilardhis study has introduced a preliminary
model for the role of mentalization for mothersaiparenting role dealing with trauma
symptoms, and the impact this has for their chiitrelevelopment. This model may contribute
to shaping interventions that uniquely addressehstin the mother-child relationship; as
mothers improve their capacity for mentalizatioaytimot only heal from their own trauma, but
they also learn to mentalize their children diffehg. As a result, both mother and child
experience more positive and fulfilling relationglweach other, and develop healthier

foundations upon which to build/re-build their sems self and mode of relating to others.
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University 0

of Windsor Appendix A

CONSENT TO PARTICIPATE IN RESEARCH FOR PARENTS AND GAURDIANS

Title of Study:Children’s socio-emotional development: Role of enaal childhood experiences,
parenting style, and self-reflection

You and your child are asked to participate in seaech study conducted by Andrea Kapeleris
(Doctoral student) and Dr. Rosanne Menna (Faculipe8visor), from the Department of

Psychology at the University of Windsofhe results of this study will contribute to the

completion of Andrea Kapeleris’ Dissertation.

If you have any questions or concerns about theareh, please feel to contact Andrea Kapeleris
(519) 253-3000 ext. 2219 or Dr. Rosanne MennaX)(853-3000 ext. 2230

PURPOSE OF THE STUDY

The purpose of this study is to gain a greater stdeding of how parents interpret feelings and
thoughts in themselves and their children who a&veen the ages of six to 12 years old.
Results of this study will help researchers gaimetter understanding of the factors that affect
children’s social and emotional development.

PROCEDURES

If you volunteer to participate in this study, wewld ask you to do the following things:

- You would be asked to complete questionnaires whask for the following: basic
demographic information, information regarding dhibod experiences, capacity for self-
reflection, parenting style, and information regagdthe presence or absence of any
symptoms of post-traumatic stress disorder or dpya. We will also ask you to fill out
guestionnaires which ask for information on youidh behaviour and social skills.

- While you are completing the questionnaires, weld/ask that you give permission for your
child to work one-on-one with a researcher for agpnately 20 minutes to 30 minutes.
During this time your child will be accompaniedamearby room where they will be asked
to remember and discuss three past events occumritimgir family. This discussion will be
audiotaped. As well, two short measures will Bestea one of your child’s language ability
and one that asks your child information about Hwvor she understands emotions. The
study will take place in a laboratory (Room #26R2jre University of Windsor. This entire
appointment should take between one and one-ardfFdrburs to complete. One or two
researchers will be working with you and your chdlding this appointment.

POTENTIAL RISKS AND DISCOMFORTS
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While at the university, your child will be asked ¢ngage in an interview and complete two
short measures, which he/she may find mildly fatstg. If at any time, you believe that your
child is too frustrated, we will end the task imnaeelly.

When filling out questionnaires about your childd&haviour, you may find that you are
reminded of some negative behaviours your child reglyibit. This may cause you to feel
somewhat uncomfortable. You may also experienceesonegative feelings when filling out a
questionnaire on some of your own symptoms thatrgay be having. If this is the case, please
feel free to discontinue the questionnaire andrnetol it later, or not at all. Also, please fesd

to talk to us about your discomfort. We have ideld the telephone numbers of local resources
should you feel the need to discuss with someong goncerns in regards to your child's
behaviour:

Parent Help Line 519-257-5437 Childreneatlthcare Network 519-257-5288
Children First 519-250-1850 Help-Link:i@nen, Youth & Families 519-257-5288
Windsor Regional CC 519-257-5215 Familywv&er Windsor-Essex County 519-256-1831

POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY

Your child is expected to enjoy the tasks as theydesigned to be developmentally appropriate
and feature story-telling and pictures. In additiby participating in this study you will be
contributing to science by increasing our undexditam of the links between children’s thoughts
and behaviour. The information obtained from tstigdy may help with the development of
special programs intended to help children and faeiilies.

PAYMENT FOR PARTICIPATION

As a token of our appreciation for your help wikttiststudy, you will be given $25 when you
complete the study tasks. In addition, childrentip@ating in the study will be given an age-
appropriate gift such as, stickers, pencils, aadexns as rewards.

CONFIDENTIALITY

The paperwork and audiotaped responses for thiegirwill be kept confidential and will be
identified by an assigned numeric code. All matlsrill be stored in locked cabinets when not
in use. Your names will never appear in any repoirthis study. Audiotape material will not be
used for any purposes other than research, and tbelyprimary researcher (A. Kapeleris),
research supervisor (R.Menna), and two trainedarebeassistants will have access to the
audiotapes. Audiotape data will be destroyed difteryears. Group results may be published in a
professional journal and/or at professional confees, but no identifiable information will be
included. By law, an exception to such confideityfais that researchers must report to
authorities any suspected cases of child abusenagkkct. You may ask questions about the
procedure of the study at any time and your questiall be answered.

PARTICIPATION AND WITHDRAWAL
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You can choose whether to be in this study or ribyou volunteer to be in this study, you may
withdraw at any time without consequences of amgdki You may also refuse to answer any
questions you don’t want to answer and still remaithe study. The investigator may withdraw
you from this research if circumstances arise winahrant doing so.

FEEDBACK OF THE RESULTS OF THIS STUDY TO THE SUBJEE

A research summary of the initial findings of thedy will be hosted on the REB study Results
webpage and be available to participants here:

http://web4.uwindsor.ca/units/researchEthicsBoandigesultforms.nsf/VisitorView?OpenForm

If you wish to obtain more information about thedst, please contact the principal researcher,
A. Kapeleris at (519) 253-3000 ext. 2219, or hgresuisor, Dr. R. Menna at (519) 253-3000 ext.
2230

Results will be available by September 2013.

SUBSEQUENT USE OF DATA

Do you give consent for the subsequent use of dte fdom this study? [ | Yes [ ] No
RIGHTS OF RESEARCH SUBJECTS

You may withdraw your consent at any time and diiooie participation without penalty. If you
have questions regarding your rights as a reseagject, contact: Research Ethics Coordinator,

University of Windsor, Windsor, Ontario N9B 3P4;ld@ghone: 519-253-3000, ext. 3948; e-mail:
ethics@uwindsor.ca

SIGNATURE OF RESEARCH SUBJECT/LEGAL REPRESENTATIVE

| understand the information provided for the std@¥ildren’s socio-emotional development:
Role of maternal childhood experiences, parentigig sand self-reflection” as described herein.
My questions have been answered to my satisfactiot,| agree to participate in this study. |
also agree for my child to participate in this stuichave been given a copy of this form.

Name of Child

Name of Parent or Guardian

Signature of Parent or Guardian Date
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SIGNATURE OF INVESTIGATOR

These are the terms under which | will conduct aede

Signature of Investigator Date
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University 0

of Windsor

CONSENT TO PARTICIPATE IN RESEARCH FOR PARTICIPANT POOL

Title of Study:Children’s socio-emotional development: Role of enaal childhood experiences,
parenting style, and self-reflection

You and your child are asked to participate in seaech study conducted by Andrea Kapeleris
(Doctoral student) and Dr. Rosanne Menna (Faculipe8visor), from the Department of
Psychology at the University of Windsofhe results of this study will contribute to the
completion of Andrea Kapeleris’ Dissertation.

If you have any questions or concerns about theareh, please feel to contact Andrea Kapeleris
(519) 253-3000 ext. 2219 or Dr. Rosanne Menna¥)(853-3000 ext. 2230

PURPOSE OF THE STUDY

The purpose of this study is to gain a greater tstdieding of how parents interpret feelings and
thoughts in themselves and their children who atveen the ages of six to 12 years old.
Results of this study will help researchers gaimetter understanding of the factors that affect
children’s social and emotional development.

PROCEDURES

If you volunteer to participate in this study, wewld ask you to do the following things:

- You would be asked to complete questionnaires whask for the following: basic
demographic information, information regarding dhibod experiences, capacity for self-
reflection, parenting style, and information regagdthe presence or absence of any
symptoms of post-traumatic stress disorder or dsppa. We will also ask you to fill out
guestionnaires which ask for information on youtdth behaviour and social skills.

- While you are completing the questionnaires, weld/ask that you give permission for your
child to work one-on-one with a researcher for agpnately 20 minutes to 30 minutes.
During this time your child your child will be aampanied to a nearby room where they will
be asked to remember and discuss three past ewentsring in their family. This
discussion will be audiotaped. As well, two shogasures will be taken: one of your child’s
language ability and one that asks your child imiation about how he or she understands
emotions. The study will take place in a laboratéRoom #262) at the University of
Windsor. This entire appointment should not takegkr than two hours to complete. One or
two researchers will be working with you and yohild during this appointment.

POTENTIAL RISKS AND DISCOMFORTS
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While at the university, your child will be asked ¢ngage in an interview and complete two
short measures, which he/she may find mildly fatstg. If at any time, you believe that your
child is too frustrated, we will end the task imnaeelly.

When filling out questionnaires about your childd&haviour, you may find that you are
reminded of some negative behaviours your child reglyibit. This may cause you to feel
somewhat uncomfortable. You may also experienceesonegative feelings when filling out a
guestionnaire on come of your own symptoms thatipay be having. If this is the case, please
feel free to discontinue the questionnaire andrnetol it later, or not at all. Also, please fesd

to talk to us about your discomfort. We have ideld the telephone numbers of local resources
should you feel the need to discuss with someong goncerns in regards to your child's
behaviour:

Parent Help Line 519-257-5437 Children’s Healtbddetwork 519-257-5288
Children First 519-250-1850 Help-Link: Childrenpith & Families 519-257-5288
Windsor Regional CC 519-257-5215 Family Service #8or-Essex County 519-256-1831

POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY

Your child is expected to enjoy the tasks as theydesigned to be developmentally appropriate
and feature story-telling and pictures. In additiby participating in this study you will be
contributing to science by increasing our undexditam of the links between children’s thoughts
and behaviour. The information obtained from tstigdy may help with the development of
special programs intended to help children and faeiilies.

PAYMENT FOR PARTICIPATION

As a token of our appreciation for your help witiststudy, you will receive two bonus points if
you are registered in the pool and you are regidter one or more eligible psychology courses.
In addition, children participating in the studylMae given an age-appropriate gift such as,
stickers, pencils, and erasers as rewards.

CONFIDENTIALITY

The paperwork and audiotaped responses for thiggtrwill be kept confidential and will be
identified by an assigned numeric code. All matisrwill be stored in locked cabinets when not
in use. Your names will never appear in any repofrthis study. Audiotape material will not be
used for any purposes other than research, and tbelyrimary researcher (A. Kapeleris),
research supervisor (R.Menna), and two trainedarebeassistants will have access to the
audiotapes. Audiotape data will be destroyed difteryears. Group results may be published in a
professional journal and/or at professional confees, but no identifiable information will be
included. By law, an exception to such confideitjfais that researchers must report to
authorities any suspected cases of child abusenaghkéct. You may ask questions about the
procedure of the study at any time and your questvall be answered.
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PARTICIPATION AND WITHDRAWAL

You can choose whether to be in this study or ribyou volunteer to be in this study, you may
withdraw at any time without consequences of amgdki You may also refuse to answer any
questions you don’t want to answer and still remaithe study. The investigator may withdraw
you from this research if circumstances arise winalrant doing so.

FEEDBACK OF THE RESULTS OF THIS STUDY TO THE SUBJEE

A research summary of the initial findings of thedy will be hosted on the REB study Results
webpage and be available to participants here:

http://web4.uwindsor.ca/units/researchEthicsBoandigesultforms.nsf/VisitorView?OpenForm

If you wish to obtain more information about thedst, please contact the principal researcher,
A. Kapeleris at (519) 253-3000 ext. 2219, or hgresuisor, Dr. R. Menna at (519) 253-3000 ext.
2230

Results will be available by September 2013.

SUBSEQUENT USE OF DATA

Do you give consent for the subsequent use of dte fdom this study? [ | Yes [ ] No
RIGHTS OF RESEARCH SUBJECTS

You may withdraw your consent at any time and diiooie participation without penalty. If you
have questions regarding your rights as a researgject, contact: Research Ethics Coordinator,

University of Windsor, Windsor, Ontario N9B 3P4;ld@ghone: 519-253-3000, ext. 3948; e-mail:
ethics@uwindsor.ca

SIGNATURE OF RESEARCH SUBJECT/LEGAL REPRESENTATIVE

| understand the information provided for the std@¥ildren’s socio-emotional development:
Role of maternal childhood experiences, parentigig sand self-reflection” as described herein.
My questions have been answered to my satisfactiot,| agree to participate in this study. |
also agree for my child to participate in this stuchave been given a copy of this form.

Name of Child

Name of Parent or Guardian
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Signature of Parent or Guardian Date
SIGNATURE OF INVESTIGATOR

These are the terms under which | will conduct aede

Signature of Investigator Date
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University 0

of Windsor

LETTER OF INFORMATION FOR PARENTS AND GAURDIANS

Title of Study:Children’s socio-emotional development: Role of enaal childhood experiences,
parenting style, and self-reflection

You are asked to participate in a research studydwced by Andrea Kapeleris (Doctoral
student) and Dr. Rosanne Menna (Faculty SuperyiBory the Department of Psychology at the
University of Windsor The results of this study will contribute to thengaetion of Andrea
Kapeleris’ Dissertation.

If you have any questions or concerns about theareh, please feel to contact Andrea Kapeleris
at (519) 253-3000 ext. 2219 or Dr. Rosanne Menrfal#t) 253-3000 ext. 2230

PURPOSE OF THE STUDY

The purpose of this study is to gain a greater tstdieding of how parents interpret feelings and
thoughts in themselves and their children who atveen the ages of six to 12 years old.
Results of this study will help researchers gaimetter understanding of the factors that affect
children’s social and emotional development.

PROCEDURES

If you volunteer to participate in this study, wewld ask you to do the following things:

- You would be asked to complete questionnaires whask for the following: basic
demographic information, information regarding dhibod experiences, capacity for self-
reflection, parenting style, and information regagd the presence or absence of any
symptoms of post-traumatic stress disorder or dsppa. We will also ask you to fill out
guestionnaires which ask for information on youtdth behaviour and social skills.

- While you are completing the questionnaires, weld/ask that you give permission for your
child to work one-on-one with a researcher for agpnately 20 minutes to 30 minutes.
During this time your child your child will be aarpanied to a nearby room where they will
be asked to remember and discuss three past eweantsring in their family. This
discussion will be audiotaped. As well, two shogasures will be taken: one of your child’s
language ability and one that asks your child imiation about how he or she understands
emotions. The study will take place at a laboratRpom #262) in the Department of
Psychology at the University of Windsor. This emtappointment should take between one
and one-and-a-half hours to complete. One or egearchers will be working with you and
your child during this appointment.
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POTENTIAL RISKS AND DISCOMFORTS

While at the university, your child will be asked ¢ngage in an interview and complete two
short measures, which he/she may find mildly fatstg. If at any time, you believe that your
child is too frustrated, we will end the task imnaeely.

When filling out questionnaires about your childd&haviour, you may find that you are
reminded of some negative behaviours your child reglyibit. This may cause you to feel
somewhat uncomfortable. You may also experienceesonegative feelings when filling out a
questionnaire on come of your own symptoms thatipay be having. If this is the case, please
feel free to discontinue the questionnaire andrnetol it later, or not at all. Also, please fesd

to talk to us about your discomfort. We have ideld the telephone numbers of local resources
should you feel the need to discuss with someong goncerns in regards to your child's
behaviour:

Parent Help Line 519-257-5437 Children’s Healteddetwork 519-257-5288
Children First 519-250-1850 Help-Link: Childrerputh & Families 519-257-5288
Windsor Regional CC 519-257-5215 Family Service #8or-Essex County 519-256-1831

POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY

Your child is expected to enjoy the tasks as theydesigned to be developmentally appropriate
and feature story-telling and pictures. In additiby participating in this study you will be
contributing to science by increasing our undexditamn of the links between children’s thoughts
and behaviour. The information obtained from thtigdy may help with the development of
special programs intended to help children and faeiilies.

PAYMENT FOR PARTICIPATION

As a token of our appreciation for your help wikttiststudy, you will be given $25 when you
complete the study tasks. In addition, childrentip@ating in the study will be given an age-
appropriate gift such as, stickers, pencils, aadexns as rewards.

CONFIDENTIALITY

The paperwork and audiotaped responses for this project will be kept confidengiad will be
identified by an assigned numeric code. All matlsrill be stored in locked cabinets when not
in use. Your names will never appear in any repofrthis study. Audiotape material will not be
used for any purposes other than research, and tbelyprimary researcher (A. Kapeleris),
research supervisor (R.Menna), and two trainedarebeassistants will have access to the
audiotapes.Audiotape data will be destroyed after five years. Graegults may be published in
a professional journal and/or at professional camfees, but no identifiable information will be
included. By law, an exception to such confideityfais that researchers must report to
authorities any suspected cases of child abusenagkkct. You may ask questions about the
procedure of the study at any time and your questiall be answered.
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PARTICIPATION AND WITHDRAWAL

You can choose whether to be in this study or ribyou volunteer to be in this study, you may
withdraw at any time without consequences of amgdki You may also refuse to answer any
questions you don’t want to answer and still remaithe study. The investigator may withdraw
you from this research if circumstances arise winahrant doing so.

FEEDBACK OF THE RESULTS OF THIS STUDY TO THE SUBJE®

A research summary of the initial findings of thedy will be hosted on the REB study Results
webpage and be available to participants here:

http://web4.uwindsor.ca/units/researchEthicsBoandigesultforms.nsf/VisitorView?OpenForm

If you wish to obtain more information about thedst, please contact the principal researcher,
A. Kapeleris at (519) 253-3000 ext. 2219, or hgresuisor, Dr. R. Menna at (519) 253-3000 ext.
2230

Results will be available by September 2013.

RIGHTS OF RESEARCH SUBJECTS

You may withdraw your consent at any time and diiooie participation without penalty. If you
have questions regarding your rights as a reseangject, contact: Research Ethics Coordinator,

University of Windsor, Windsor, Ontario N9B 3P4;ld@ghone: 519-253-3000, ext. 3948; e-mail:
ethics@uwindsor.ca

SIGNATURE OF INVESTIGATOR

These are the terms under which | will conduct aede

A. Kapeleris February 1, 2012
Signature of Investigator Date
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University 0

of Windsor

LETTER OF INFORMATION FOR PARTICIPANT POOL

Title of Study:Children’s socio-emotional development: Role of enaal childhood experiences,
parenting style, and self-reflection

You are asked to participate in a research studyducted by Andrea Kapeleris (Doctoral
student) and Dr. Rosanne Menna (Faculty SuperyiBory the Department of Psychology at the
University of Windsor The results of this study will contribute to thengaetion of Andrea
Kapeleris’ Dissertation.

If you have any questions or concerns about theareh, please feel to contact Andrea Kapeleris
at (519) 253-3000 ext. 2219 or Dr. Rosanne Menrfal#t) 253-3000 ext. 2230

PURPOSE OF THE STUDY

The purpose of this study is to gain a greater stdeding of how parents interpret feelings and
thoughts in themselves and their children who a&veen the ages of six to 12 years old.
Results of this study will help researchers gaimetter understanding of the factors that affect
children’s social and emotional development.

PROCEDURES

If you volunteer to participate in this study, wewld ask you to do the following things:

- You would be asked to complete questionnaires whask for the following: basic
demographic information, information regarding dhibod experiences, capacity for self-
reflection, parenting style, and information regagdthe presence or absence of any
symptoms of post-traumatic stress disorder or dspya. We will also ask you to fill out
guestionnaires which ask for information on youidh behaviour and social skills.

- While you are completing the questionnaires, weld/ask that you give permission for your
child to work one-on-one with a researcher for agpnately 20 minutes to 30 minutes.
During this time your child your child will be acmpanied to a nearby room where they will
be asked to remember and discuss three past ewventsring in their family. This
discussion will be audiotaped. As well, two shosgasures will be taken: one of your child’s
language ability and one that asks your child imi@tion about how he or she understands
emotions. The study will take place at a laborat(Rpom #262) in the Department of
Psychology at the University of Windsor. This eatappointment should take between one
and one-and-a-half hours to complete. One or &searchers will be working with you and
your child during this appointment.

POTENTIAL RISKS AND DISCOMFORTS
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While at the university, your child will be asked ¢ngage in an interview and complete two
short measures, which he/she may find mildly fatstg. If at any time, you believe that your
child is too frustrated, we will end the task imnaely.

When filling out questionnaires about your childd&haviour, you may find that you are
reminded of some negative behaviours your child reglyibit. This may cause you to feel
somewhat uncomfortable. You may also experienceesonegative feelings when filling out a
guestionnaire on come of your own symptoms thatmpay be having. If this is the case, please
feel free to discontinue the questionnaire andrnetol it later, or not at all. Also, please fead

to talk to us about your discomfort. We have ideld the telephone numbers of local resources
should you feel the need to discuss with someone goncerns in regards to your child's
behaviour:

Parent Help Line 519-257-5437 Children’s Healtkddetwork 519-257-5288
Children First 519-250-1850 Help-Link: Childrefputh & Families 519-257-5288
Windsor Regional CC 519-257-5215 Family Service figor-Essex County 519-256-1831

POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY

Your child is expected to enjoy the tasks as theydesigned to be developmentally appropriate
and feature story-telling and pictures. In additiby participating in this study you will be
contributing to science by increasing our undexditam of the links between children’s thoughts
and behaviour. The information obtained from thtigdy may help with the development of
special programs intended to help children and faeiilies.

PAYMENT FOR PARTICIPATION

As a token of our appreciation for your help witiststudy, you will receive two bonus points if
you are registered in the pool and you are regidter one or more eligible psychology courses.
In addition, children participating in the studylMae given an age-appropriate gift such as,
stickers, pencils, and erasers as rewards.

CONFIDENTIALITY

The paperwork and audiotaped responses for thiegirwill be kept confidential and will be
identified by an assigned numeric code. All matsrill be stored in locked cabinets when not
in use. Your names will never appear in any repoirthis study. Audiotape material will not be
used for any purposes other than research, and tbelyprimary researcher (A. Kapeleris),
research supervisor (R.Menna), and two trainedarebeassistants will have access to the
audiotapes. Audiotape data will be destroyed difteryears. Group results may be published in a
professional journal and/or at professional confees, but no identifiable information will be
included. By law, an exception to such confideityfais that researchers must report to
authorities any suspected cases of child abusenaghkkct. You may ask questions about the
procedure of the study at any time and your questiall be answered.
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PARTICIPATION AND WITHDRAWAL

You can choose whether to be in this study or ribyou volunteer to be in this study, you may
withdraw at any time without consequences of amgdki You may also refuse to answer any
questions you don’t want to answer and still remaithe study. The investigator may withdraw
you from this research if circumstances arise winahrant doing so.

FEEDBACK OF THE RESULTS OF THIS STUDY TO THE SUBJE®

A research summary of the initial findings of thedy will be hosted on the REB study Results
webpage and be available to participants here:

http://web4.uwindsor.ca/units/researchEthicsBoandigesultforms.nsf/VisitorView?OpenForm

If you wish to obtain more information about thedst, please contact the principal researcher,
A. Kapeleris at (519) 253-3000 ext. 2219, or hgresuisor, Dr. R. Menna at (519) 253-3000 ext.
2230

Results will be available by September 2013.

RIGHTS OF RESEARCH SUBJECTS

You may withdraw your consent at any time and diiooie participation without penalty. If you
have questions regarding your rights as a reseangject, contact: Research Ethics Coordinator,

University of Windsor, Windsor, Ontario N9B 3P4;ld@ghone: 519-253-3000, ext. 3948; e-mail:
ethics@uwindsor.ca

SIGNATURE OF INVESTIGATOR

These are the terms under which | will conduct aede

A. Kapeleris February 1, 2012
Signature of Investigator Date
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University 0

of Windsor

ASSENT FOR CHILD PARTICIPATION IN RESEARCH

| am a student researcher, and | am doing a stadyow people think about their feelings. |
would like to ask you to tell me some stories abgut and your family. Then, | would like you
to answer some questions about feelings.

When | am finished talking with all the kids whorag to be in my study, | will write a report on
what | have learned. My teachers will read it, &mdight be put in a book, but no one will know
who the kids are that answered my questions.

| want you to know that I will not be telling yoparents or any other kids what you answer. The
only exception is if you tell me that someone hasrbhurting you, or if you tell me that you are
hurting yourself. If you tell me that someone harb hurting you or that you are hurting
yourself | will need to tell your parents or someaise who can help you, because it is my job to
keep you safe. Otherwise, | promise to keep evergttihat you tell me private.

Your mom has said it is okay for you to answer ragsjions on feelings. Do you think that you
would like to answer them? You won't get into amguble if you say no. If you decide to
answer the questions you can stop answering themyatime, and you don’t have to answer any
question you do not want to answer. It's entirgbyta you. Whether you decide to answer any
questions or not, | will give your family a smallize when you leave. Would you like to try
answering the questions?

| understand what | am being asked to do to bhisstudy, and | agree to be in this study.

Signature Date

Witness
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University 0

of Windsor

CONSENT FOR AUDIO TAPING

Child’s Name:

Title of the Project: Children’s socio-emotionavé®pment: Role of maternal
childhood experiences, parenting style, and séléeton

| consent to the audio taping of interviews, praced, or treatment (of my
child).

| understand these are voluntary procedures and #m free to withdraw
at any time by requesting that the taping be stdpplealso understand that my
name or (my child’s name) will not be revealed nyane and that taping will be
kept confidential. Tapes are filed by number omig atored in a locked cabinet.

| understand that confidentiality will be respectatt that the audiotape will be
for professional use only.

(Signature of Parent or Guardian) (Date)
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Appendix B

Demographic Information

Where did you hear about us (referral source)?

Your age:
Your sex:

What is your marital status? a) Dating hotliving with a partner
b) Married or living with a partner
c) Separated/Divorced
d) Widowed
e) Never Married

What is your race or ethnic background?
a) Caucasian
b) Black
c) Hispanic
d) Aboriginal
e) Asian/Pacific
f) South Asian
g) Other (please specify)

What is the highest grade (or level of educatiba} you completed?
a) Less than Grade 8
b) Grade 8 to Grade 11
c¢) High school/GED
d) Post high school
(trade/technical school)
e) One to three years of college
or university
f) College diploma/University degree
g) Graduate/professional school
h) Other (please specify)

Are you currently employed?
a) yes b) no

What is/was your occupation and job title?
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Have you ever received personal counseling or pgienapy from a professional for personal
problems or distress?
a) yes b) no

Do you currently have any serious medical condgionillnesses (e.g. diabetes, heart disease,

kidney disease, cancer, etc.)?
a) yes b) no

Which category best describes your total combirmgbhold income last year (from all adult
sources living in your household)?

a) Less than $20,000

b) $20,000 to 39,999

c¢) $40,000 to 59,999

d) $60,000 to 99,999

e) $100,000 or more

f) prefer not to answer

How many children do you have?

For each child, please list their age and sex. Alkmase list your own age at the child’s birth,
and whether the child has any medical or psychidisorder(s) or delay(s) in development (e.g.,
speech or language, physical, intellectual, bemmaljietc.):

Child Age of Sex Your age at | Disorders/Delays

child child’s birth

Have you attended any parenting classes?

yes no
Have you read any parenting books?

yes no
Have you visited any parenting websites?

yes no
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My Family Stories Interview

(a) “I wonder if you could start by telling me &li bit about your family and yourself.”

Follow up questions/probes:

“Who is in the family?”
“What are they like?”
“Where do you live?”
“What do you do together?”

(b) “Could you tell me about a time when you weneag from your parents for a longer period of

time (over night, a few days).”

Follow up questions/probes:

“How did you feel when you were away?”

“What did you think about in that time?”

“What did you do?”

“What did you feel when you came home?”

“How did your parents feel?”

(c) “Can you tell me about a time that was happy?”
“Can you tell me about a time that was sad?”

“Can you tell me about a time that was scary?”

“Can you tell me about a time that was fun?”

Follow up questions/probes after each story:

“How did you feel about (the time that was happy)?”

“What did you think?”
“What did others feel?”
“What did they think?”

*As a rule, it may be helpful to repeat a chilg®istaneous statement if the child is struggling

and then to repeat the feeling question once.
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Appendix C

The Child Mentalization Scale with examples fromghesent study
Level and Description

9: Child shows a strong and sophisticated abilityd tolerate and make sense of the powerful
internal feeling states evoked by the questions andaintains a reflective stance with a
strong sense of self, individuality, curiosity, antbr spontaneity

“In grade three my aunt passed away and | wasyrelalse with her ... she always made dinner
for Christmas...made sure everybody was alright &iedadways let me help out with her. When
she died it was really hard for me...it wasn’t thmeebecause we didn’'t have her food, and she
wasn't there giving everybody warm hugs and kissekhelping everybody out...it was the
hardest the next Christmas...and...or even like...thmgyto getting to where she was dead.
She got a blood transplant and it was the wrongdtgpe so she had liver cancer...and it stunk
because they couldn’t cure it. It was kinda hard lay cousins, it was their grandma...they had
to like go to London with her and miss a lot of@shand it was really hard for them, they were
so sad because they were really close with havas kinda frustrated at school and | was really
sad most of the time...my friends tried to cheer mdut | would still think about her and feel
sad again. One of my friend’s she gave me a cantbke me feel better. It was so nice of her
and that really brightened my day up and that nmadehink that people actually do care if, like,
my aunt died and I'm really sad. But, | didn’t wargople to be sad for me so | would just kinda
save it for home...[if it were now] | would not be passive with my feelings... like, when | was
younger | kinda let my feelings show more and I'thaant people to think I'm like ...weak and

| always cry even though | get really sad...It’s larfthrd to control your emotions when you're
eight cuz you don’'t know what everybody’s gonnalkhof you in 20 years or in like two years.”
(age 11)

8: Some of the elements noted above are present.cAant is not as full or it lacks the scope
that is found in children scoring higher. Child is,however, receptive to new understandings
or explorations of feelings, thoughts and memories.

“I don’t really wanna answer the question but Illwithis was a couple of years ago when my
mom had cancer. My mom and aunt started fightind,am it got to the point where we were
upstairs with my brother...he decided to get a hanandrwent downstairs and yelled ‘who
should I start whacking?’ so my mom ended up hatancgll the cops because she had cancer
and she was going into surgery in a couple momndssae couldn’t take it <deep breath> it was
kind of relieving, cause to be honest, | don’t kehke my aunt that much... | think he was

trying to protect my mom from...serious harm. <I: Wheere you thinking during that time?>
um ‘oh my god | think gunfire some guns shots aner@g be fired’ <I: What did you do?> | was
just balling my eyes out. | got out of the housd ament to the park, and the cops came when we
were at school the next day. She didn’'t want theu lmmow she didn’t want us to see her getting
taken away <I: How are you feeling telling thisrgtaght now?> right now I'm kind of feeling a
little bit happy that I'm kind of letting all thisut and telling someone. (age 12)

7: Child shows moderate ability to contain and actiely make sense of feelings and
associated memories and thoughts. Child may elabaraor explore feelings and memories
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in some depth by connecting, modifying, or renderig feeling states meaningful but her
ability to make sense and to connect experiencestiwieelings is less sophisticated

“Umm, well my dogs lived with my grandma and graadjver at the farm, and one day when |
was playing games on the computer | got a phorie@wdlmy mom started crying. And | am like,
‘why are you crying?’ and she told me our dog diedld Oh, what was that like for you?> Very,
very sad, also my brother as well. All | could thimbout was my dog. <I: Yeah, what about
him?> Umm, how he was always excited because wieeves came from he would jump up
and down, and then we would open the door... <I: Yaald how did you know that your brother
was also sad?> Because he was crying too...| hudgiied a corner, | have a secret corner and
then | started crying. <I: Oh, why do you think ywent in your secret corner?> because | felt
very sad and | didn’t want <pause> | felt reallg sand | didn’t want nobody else to see me. <lI:
Ok, and how are you feeling now about it?> Whenégee a Husky or a picture of a Husky, it
made me feel really sad...because it always-alwalgs mee remember...and then | get really
sad.” (age 9)

6: Some ability to contain and make sense, but cahs a little more complexity or subtlety
than children scoring lower. Children at this levé show some toleration, exploration and
somewhat differentiated consideration of feeling stes. The child processes a bit—some
ground is gained.

“One day | had a math test that | was kind of mwées.| wasn't that good in that type of math. |
went to my teacher’s desk and | felt that sensatiany stomach like ‘ohhohh’ and just | don’t
know what you call it, like, | don’t know what’s gna happen, I'm so anxious... Some kids in
my class that get bad marks are proud of theimbarks. If | got a bad mark | would feel like it's
a pathetic mark, like, ‘aw this is terrible, my pats are just gonna be so mad at me.’ | think the
good students would be like ‘oh I'm used to gettinig mark cuz | usually always get like
around A+’ so it really isn’t anything new for theithe bad students, they were they probably
don't really care because they just don't reallsecabout school.” (age 8)

5: Child shows a limited ability to contain and male sense and can make sense of some
feelings, thoughts, and memories but these are lacky in terms of their complexity and
subtlety.

<*using puppets> “I sleep in the living room, antem | go to bed in the living room...well | get
scared because there is like sirens everywheraueove live on --------- , SO itis loud and | got
scared when it is dark and when there is a lotrefis. <I: Mm and what sorts of things do you
think about when you get scared?> Mm that | amgtanget eaten by the TV. <I: And what
sorts of things do you do to calm down?> Umm redak... | haven't told anyone else. <How
come?> Because then | will get embarrassed...becmls®ly knows that | am afraid of the
dark. (age 10)

4: Child shows elements of mentalization/containmenbut they are rudimentary at best
and may be combined with defensive states or non-darstanding. Child begins to express,

acknowledge or make sense of, but is also defensordess articulate than a child who
scores higher. Child acknowledges a feeling honestthen backs down or brushes it off. If
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child makes a connection, it is concrete (e.g. rétd to body), superficial, or not that

relevant. A child may respond within the confines btask, but receives a 4 if he/she endorses
the statement or expands it. Child may include stoes with real and fantasized components
or undigested comments about them.

“um | felt sad when like somebody’s hurt like... sdmdy’s hurt once and | start crying and |
start feeling bad for myself and then | go up ® plerson and say “what’s wrong?” and they
don't like, don’t talk to me, they don’t want tdkaight now so | feel sad for them.” (age 6)

3: Childs responds only within the confines of théask or makes a connection that is
concrete, superficial, simplistic, or not that releant. For answers that qualify for a score of
three, it is often unclear whether the child is metalizing or not. The child may struggle to
contain or choose not to elaborate.

<I: “Tell me a story in your family that was sad\ething. <I: Can you try and think of one time
when you felt sad?> Almost every...all the time. Almost all the time. Why do you feel sad
almost all the time?> Sometimes...because | juskd®h, what makes you sad?> | don’t
know, | don’t know. <I: What do you do when you aeel?> Try to get better. <I: How do you
try to feel better?> Just try...I don’t know | jusy to feel better...sometimes | just wait for a
long time and not say anything about it, like cgyiand then | forget it, then | feel better.” (age
7)

2: Child responds, but has marked difficulty in containing/sharing/expressing or
understanding. The child is defensive, but less sban a child scoring 1.

<l|: Can you tell me a sad story?> No no | got d@dvetlea... how about if you, uh, tell me how
many hands you’re holding up | got to say them?we:can do that after, but first how about you
tell me about a time that was sad?> | never getlsah't sad <I. you never get sad?> | never get
sad so...let’s, let's do another question <I: okafghhh <I: So you never feel sad at all?> Ya,
can | have another candy please? (age 6)

1: Child cannot contain or tolerate the intense fdangs triggered by the questions. Child
rejects, turns away, denies, withdraws, flees, orisguises when asked about them. She may
be impenetrable or appear to be invulnerable or paginoid. No evidence of mentalizing
activity and therefore no containment; in fact chid’s responses may be highly defensive.

<l|: Can you tell me a sad story?> um (long pausedry idea come.= never. <I: never felt
sad?> ya <Never in your whole life?> ya <I: are gave?> mm hm <I: okay. Do you want,

maybe Mr. Panda can help you tell a sad story. 8orae puppets help. Do you want to try?>
No (age 9).
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