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Abstract 

This study examines how mothers with and without a history of childhood-onset 

depression respond to their 3-9 year-old children’s emotions. Mother-child dyads included 55 

offspring of mothers with a history of childhood-onset depressive disorders and 57 offspring of 

never-depressed mothers. Mothers with a history of childhood depression were less likely than 

were control mothers to respond in supportive ways to their children's negative emotions and 

were more likely to magnify, punish, or neglect their children's negative emotions. 

Magnification, neglect, and punishment of children's negative emotions were concurrently 

associated with children’s internalizing symptoms, and neglect and punishment were associated 

with internalizing over a one year follow-up. Maternal neglect of children's negative emotion 

was positively associated with later internalizing symptoms for children who already had higher 

internalizing symptoms at the initial assessment. Findings suggest that atypical socialization of 

emotion may be one mechanism in the development of internalizing disorders.  
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Socialization of Emotion and Offspring Internalizing Symptoms in Mothers with Childhood-

Onset Depression 

It is well-documented that maternal depression significantly heightens children’s risk for 

depression and other psychiatric problems (Downey & Coyne, 1990; Wachs, Black, & Engle, 

2009). Children of depressed parents are at a 3- to 4-fold risk for developing depression during 

childhood and adolescence (Beardslee, Versage, & Gladstone, 1998; Weissman, Warner, 

Wickramaratne, Moreau, & Olfson, 1997). As many as 45% of children with a depressed parent 

will experience an episode of major depression by late adolescence, with this number as high as 

60% by the age of 25 (Beardslee et al., 1998; Hammen, 2000). Depressive disorders are often 

markedly severe in this population, including an earlier age of onset, longer duration of episodes, 

higher social impairment, and higher rates of suicide relative to other depressed children and 

adolescents (Beardslee, Keller, Lavori, & Staley, 1993; Weissman, Fendrich, Warner, & 

Wickramaratne, 1992; Weissman et al., 1997). Children with depressed parents are also at high 

risk for developing anxiety disorders (Beidel & Turner, 1997; Weissman et al., 2005; 

Wickramaratne & Weissman, 1998). The present study focuses on offspring of mothers whose 

own depression began prior to the age of 14. This group is at particularly high risk for 

internalizing problems. Children of parents for whom depression began in childhood have a 14-

fold greater risk of having depression before age 13 compared to children of parents with older-

onset cases (Weissman, Wickramaratne et al., 1984).  

In order to improve prevention, early detection, and early intervention of depression and 

anxiety among children of depressed parents, we need a better understanding of the mechanisms 

through which risk is transmitted across generations. Despite overwhelming evidence of risk for 

internalizing symptoms and associated disorders in offspring of depressed parents, the 



Socialization of ER and Maternal Depression 3  

underlying mechanisms of this risk are still unclear (Goodman, 2007; Goodman & Gotlib, 1999). 

The intergenerational transmission of internalizing problems is likely to result from complex 

transactional processes between the parent and child. As many researchers have shown 

(Anderson, Lytton, & Romney, 1986; Patterson, DeBaryshe, & Ramsey, 1989; Sameroff, 1975), 

child outcomes are the result of reciprocal influences among parental and child behaviors. Child 

factors shown to be important in the development of internalizing symptoms and disorders 

include negative emotionality (Eisenberg et al., 2009; Gilliom & Shaw, 2004; Morris et al., 

2002; Shaw, Keenan, Vondra, Delliquadri, & Giovannelli, 1997), behavioral inhibition (Kagan, 

Snidman, Zentner, & Peterson, 1999), low levels of effortful and attentional control, and low 

levels of positivity and reward processing (Forbes, Shaw, & Dahl, 2007; Silk, Shaw, Forbes, 

Lane, & Kovacs, 2006). Several characteristics of the family environment can exacerbate these 

child characteristics in contributing to the development of internalizing problems. These include 

interparental conflict (Grych, Raynor, & Fosco, 2004; Shaw et al., 1997), parental criticism (Frye 

& Garber, 2005; Silk et al., 2009), and controlling parenting (Gilliom & Shaw, 2004; Morris et 

al., 2002). Previous research on the family context of depressed parents has focused primarily on 

the quality of mother-child interaction. This work has revealed lower levels of positivity and 

higher levels of negativity in dyads with a depressed mother (i.e. Cohn, Campbell, Matias, & 

Hopkins, 1990; Cummings, Keller, & Davies, 2005; Field, Healy, Goldstein, & Guthertz, 1990; 

Foster, Garber, & Durlak, 2008; Tarullo, DeMulder, Martinez, & Radke Yarrow, 1994).  

This body of research has pointed to general problems in the parent-child relationship in 

high-risk families; however, greater specificity is needed in pinpointing the specific parenting 

practices that promote the development of internalizing symptoms. The present study focuses on 

emotion-related parenting practices that could contribute to the development of internalizing 



Socialization of ER and Maternal Depression 4  

symptoms in offspring and could be addressed in behavioral and parenting interventions. 

Emotion-related parenting practices are parenting practices that deal with emotion and emotion 

management, such as how parents discuss and respond to children's emotions. These practices 

are important because they are believed to play a key role in the socialization of emotion and 

emotion regulation in children (Eisenberg, Cumberland, & Spinrad, 1998; Morris, Silk, 

Steinberg, Myers, & Robinson, 2007).  

Parents‘ emotion-related parenting practices appear to be influenced by what Gottman 

and colleagues refer to as a ―meta-emotion philosophy‖, defined as a parent‘s beliefs about his or 

her own and his or her children‘s emotions that guides responses to these emotions (Gottman, 

Katz, & Hooven, 1996). Emotion-coaching parents are aware of the child‘s emotion, help the 

child to verbally label emotions, empathize with or validate the child‘s emotion, see the child‘s 

emotion as an opportunity for intimacy or teaching, and/or help the child to problem solve 

(Gottman et al., 1997). Emotion-dismissing parents, on the other hand, believe that negative 

emotions are potentially harmful to children, and that parents should work to help children 

minimize negative emotions as quickly as possible (Gottman et al. 1996).  In a longitudinal study 

of 5-year-old children, Gottman et al. (1996) found that emotion-coaching parents, assessed via a 

meta-emotion interview, were more likely to have children with vagal tone levels conducive to 

better regulation of emotion. These children also had higher teacher-rated social skills three years 

after parents’ meta-emotion philosophy was assessed. More recent studies with school-aged 

youth have supported associations between parents’ meta-emotion philosophy, children’s 

emotion regulation, and  children’s  psychosocial adjustment (Cunningham, Kliewer, & Garner, 

2009; Lunkenheimer, Shields, & Cortina, 2007).   
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Research examining parents‘ specific responses to children‘s emotions suggests that 

parental reactions to child emotions play a role in conveying implicit and explicit messages to 

children about how to manage emotions (Eisenberg, Fabes, & Murphy, 1996). Positive responses 

to emotions can support emotion regulation by encouraging or providing models of potentially 

adaptive emotion regulation strategies. These supportive responses help children refine and 

rehearse strategies for managing emotion. Parents may also respond to children's negative 

emotions in non-supportive ways.  Parents who view negative emotions as aversive, or who lack 

a sense of efficacy in their own ability to manage emotions, may be particularly likely to have 

negative responses to their children‘s emotional displays (Gottman, Katz, & Hooven, 1997). 

Critical or other overtly negative reactions, such as mocking or threatening to punish the child 

for his or her display of emotion, may encourage the suppression of emotion or the use of 

avoidant or aggressive emotion regulation strategies (Buck, 1984; Eisenberg et al., 1996; Roberts 

& Strayer, 1987). Buck (1984) theorized that if children’s expression of negative emotions is 

consistently punished, they may begin to associate the experience of anger or sadness with 

negative consequences. When these children are faced with situations that provoke negative 

emotions, they may learn to suppress emotional expression while still experiencing heightened 

physiological arousal (Gross & Levenson, 1997).  

Eisenberg and colleagues have found that parent report of supportive responses to 

children‘s emotions is associated with better effortful control among toddlers (Spinrad et al., 

2007) and use of more constructive emotion regulation strategies in peer provocations among 

school-aged children (Eisenberg et al., 1996). In contrast, parent reports of punitive and 

minimizing responses are associated with school-age children‘s use of avoidant strategies in peer 

interactions and with parent-report of problem behavior and poor social functioning (Eisenberg, 
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1994; Eisenberg, Fabes, Carlo, & Karbon, 1992; Eisenberg et al., 1996; Eisenberg et al., 1999). 

Other research has supported Eisenberg and colleagues’ results. Roberts (1999) found that 

parents’ non-punitive responses to preschool-age children’s distress were concurrently associated 

with children’s prosocial behavior.  Ramsden and Hubbard (2002) found maternal acceptance of 

fourth-grade children’s negative emotions to have a concurrent and indirect relationship with 

lower child aggressiveness through child emotion regulation.  

In related work based on Tomkins’ Affect Theory (Tomkins, 1963), Malatesta-Magai 

(1991) proposed a model of five strategies that parents typically use to socialize children's 

emotions: Reward, Punish, Override, Neglect, and Magnify. A rewarding response is a response 

to the child’s emotion that provides comfort, empathy, and/or helps the child to solve problems.  

A rewarding response does not actually involve providing a reward to the child for displaying a 

negative emotion; therefore, to be more consistent with terminology used in existing literature on 

emotion socialization, we subsequently refer to this type of response as supportive. Override 

responses are dismissive parental behaviors that attempt to dismiss the emotion, such as telling a 

child “things aren't so bad” or distracting the child. Both supportive and override responses are 

believed to typically decrease children's negative emotions, although override responses may be 

experienced as less validating of children's emotional experience.  A punitive response involves 

discouraging the child's emotional expression by showing disapproval, mocking, or punishing 

emotional expression. Magnify occurs when a parent responds to the child's emotion by 

matching the emotion with equal or stronger intensity. A neglect response occurs when the 

parent ignores the child's emotional expression. Punitive, magnify, and neglect responses are 

generally considered negative responses likely to increase children's negative emotions (Klimes-

Dougan, Brand, & Garside, 2001). 



Socialization of ER and Maternal Depression 7  

These five responses can be assessed via parent or adolescent report using the Emotions 

as a Child Scale (EAC; Magai, 1996). Research using the retrospective reports of young adults 

on the EAC found that parental use of punish and neglect strategies during childhood were 

associated with higher levels of psychological distress in young adulthood (Garside & Klimes-

Dougan, 2002). Work by O’Neal and Magai (2005) examined the relationship between 

adolescent-reported parental responses to children's emotions on the EAC and child problem 

behavior in a group of inner-city early adolescents. They found neglect, magnify, and punish to 

be concurrently related to elevated adolescent report of internalizing symptoms and externalizing 

behavior. Another more recent study using the EAC reported that adolescents with higher levels 

of internalizing symptoms and/or externalizing symptoms (based on parent and adolescent 

report) described their parents as less likely to use supportive strategies in response to their 

emotions. These adolescents also described their parents as more likely to punish, magnify, or 

neglect their anger, and more likely to neglect sadness when compared to parents of adolescents 

with low levels of problem behavior (Klimes-Dougan et al., 2007).  

The work of Eisenberg and colleagues (Eisenberg, 1994; Eisenberg et al., 1996; 

Eisenberg et al., 1999; Spinrad et al., 2007) and Gottman and colleagues (Gottman et al., 1996; 

Gottman et al., 1997) has generally focused on the socialization of global negative emotions 

(e.g., general negative affect and distress), while most research using the EAC has focused on the 

socialization of discrete emotions, such as anger, sadness, and fear. O’Neal and Magai (2005) 

examined whether emotion-specific or global socialization strategies were more strongly 

associated with symptoms of psychopathology in a study of inner-city adolescents. They found 

that adolescent reported global responses of punish, neglect, magnify, and override were 

concurrently associated with their reports of internalizing symptoms. In general, they found that 
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adolescents’ reports of global rather than emotion specific responses were more strongly related 

to problem behavior, including internalizing symptoms (O'Neal & Magai, 2005).  

Research on parental responses to emotion has rarely been extended to clinical 

populations of parents, and with the exception of one earlier report using a subset of the current 

sample (author citation), this research has not been extended to the families of parents with a 

history of depression. Related findings, however, suggest that mechanisms for socializing 

emotion may be disrupted in families with depressed parents. As discussed above, a vast 

literature on interactions between depressed and nondepressed mothers and their children reveals 

increased negativity and disengagement and decreased positivity in the interactions of depressed 

mothers and their offspring compared to those of non-depressed mothers (see Downey & Coyne, 

1990; Goodman, 2007; Goodman & Gotlib, 1999). Second, depressed adult women experience 

their own deficits in emotional reactivity and regulation (Bradley, 2000; Gilboa & Gotlib, 1997; 

Gross & Munoz, 1995), further contributing to potential difficulties in emotion-related parenting.  

Mothers with a history of childhood-onset depression may be particularly challenged in 

emotion-related parenting because of early disruptions in their own socialization during 

childhood (Kovacs & Goldston, 1991; Puig-Antich et al., 1985). The duration and chronicity of 

emotional impairment in women who have experienced depressive episodes since childhood may 

have a more pervasive impact on parenting compared to mothers with a less chronic course or 

more recent onset of depression. These mothers may have a particularly difficult time remaining 

calm and supportive during children's emotional displays and may have less of a repertoire of 

their own adaptive emotion regulation strategies (typically honed during childhood and 

adolescence) to model and teach in their interactions with their children. Researchers have 

indeed found that the chronicity and duration of depressive illness is related to the degree of 
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impairment in affective interactions with children (Campbell, Cohn, & Meyers, 1995; Dickstein 

et al., 1998; Seifer, Dickstein, Sameroff, Magee, & Hayden, 2001). Relatedly, there is some 

evidence that offspring of mothers with a longer or more recurrent course of depression show 

greater problems in emotion regulation (Nolen Hoeksema, Wolfson, Mumme, & Guskin, 1995; 

Silk, Shaw, Skuban, Oland, & Kovacs, 2006). Severity of illness also appears to be important in 

predicting the emotional quality of parent-child interactions in offspring of depressed parents 

(Dickstein et al., 1998; Seifer, 1995). For this reason, we examine severity as well as history of 

depression. 

According to an initial report based on a subset of the present sample (author citation), 

mothers with childhood-onset depression histories reported that they used less supportive 

strategies in response to fear and sadness and were more likely to neglect fear and sadness than 

control mothers. There were no differences in magnification of discrete emotions, and punitive 

and over-ride responses were not examined. The current study extends this initial report by 

including all five maternal responses to negative emotion. Based on O’Neal and Magai’s (2005) 

findings that responses to global emotions are more related to internalizing symptoms than 

responses to discrete emotions, we focused on responses to global negative emotion and also 

extend this initial work by examining concurrent and longitudinal associations with children's 

internalizing symptoms.  

Our first question was whether maternal depression was related to the ways that the 

mothers responded to their children‘s negative emotions. We hypothesized that mothers with a 

history of depression would respond to children's negative emotions with less supportive 

responses and more negative responses, such as punishing, neglecting, or magnifying children's 

negative emotions.  We also hypothesized that mothers higher in current depressive symptoms 
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would show lower levels of supportive responses to children's negative emotions and higher 

levels of   negative responses to children’s negative emotions.  Our second question was whether 

maternal responses to negative emotions were associated with children’s internalizing symptoms, 

both concurrently and over one year. We hypothesized that lower supportive responses and 

higher negative responses would be associated with internalizing symptoms concurrently and at 

follow-up, especially for offspring of depressed mothers.  

Method 

Participants 

One hundred and twelve children (51 male, 61 female) participated in this study with 

their mothers (N = 87). Fifty-five were offspring of mothers with a history of childhood-onset 

depression (COD) and 57 children were offspring of never-depressed mothers (NCOD). Mothers 

and children were participants in a larger Program Project on risk factors for childhood-onset 

mood disorder. For inclusion in the larger study, all COD adult probands were required to meet 

DSM criteria (American Psychiatric Association, 1980; American Psychiatric Association, 1994; 

Kaufman, Birmaher, Brent, & Rao, 1997) for major depressive disorder (N=31), dysthymic 

disorder (N=3) or both (N=21) by age 14.  All NCOD mothers reported a lifetime history free of 

major psychiatric disorders.  Mothers in the COD group reported a mean current BDI score of 

14.21 (SD = 9.57) and NCOD mothers reported a mean current BDI score of 3.55 (SD = 3.74, t = 

7.74, p < .001). All participants were free of pre-existing major systemic medical disorders and 

were without evidence of mental retardation. For inclusion in the current sample, mothers with 

children between the ages of 3 and 9 had to have a follow-up within 2 years at the Parent-Child 

Interaction component of the Study.   
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Children ranged in age from 3 to 9 (M = 4.46, SD = 1.63) and mothers ranged in age from 

21 to 41 (M = 29.09, SD = 4.46). Children were 63% Caucasian, 23% African American, and 

13% Biracial. Forty-two percent of the mothers were married and 55% were single (2 mothers 

did not report marital status). Seventeen sets of siblings from the COD group and 4 sets of 

siblings from the NCOD group participated in the study. The difference in participation of 

siblings across the two parental groups reflects a decision made by the investigators rather than 

inherent group differences. Specifically, since we were interested in children at-risk for mood 

disorder, we actively recruited all the offspring of proband parents who met the age requirements 

for the various study protocols. Shared variance due to sibling participation was modeled using 

random effects models as described in the results section.   

We did not directly match COD and NCOD mothers, however, we tried to balance the 

groups with respect to ethnic and other sociodemographic factors by advertising in similar 

communities for COD and NCOD participants. COD and NCOD groups did not differ in race, 

marital status, child age, or child gender (all p’s > .05). Despite our attempts to balance the two 

groups, some differences in sociodemographic factors emerged. COD mothers were younger on 

average (M = 28.14, SD = 3.52) than NCOD mothers (M = 30.01, SD = 5.07; t = 2.26, p <.05). 

Maternal education was used as an indicator of SES based on research showing that of the four 

factors that compose the Hollingshead index (Hollingshead, 1975), maternal education is the 

most uniquely and strongly related to maternal and child behavior (Bornstein, Hahn, Suwalsky, 

& Haynes, 2003). In our sample, NCOD mothers had obtained a higher degree of education (5% 

no high school degree, 39% high school grad/GED, 52% some college, 4% postgraduate degree) 

than COD mothers (17% no high school degree, 51% high school grad/GED, 19% some college, 

13% postgraduate degree; χ2 = 15.05, p < .01). Mother’s age and education level were included 
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as covariates in subsequent analyses. Child’s age was also included as a covariate given the wide 

age range of the sample. 

Recruitment and diagnostic determination. COD mothers were recruited into a larger 

program project through prior research studies or community advertisements. For adults with a 

history of COD, the presence of a verifiable early-onset depressive disorder was required. Eight 

participants (15%) had been enrolled in a longitudinal naturalistic follow-up of COD (Kovacs, 

Obrosky, Gatsonis, & Richards, 1997). These participants had multiple psychiatric assessments 

over the course of up to 20 years, using the semistructured Interview Schedule for Children and 

Adolescents or its version for young adults (Sherrill & Kovacs, 2000). The remaining 

participants were referred from other studies of pediatric depression or recruited through 

advertising in the general community. NCOD participants were recruited by using the Cole 

Directory, which provides phone numbers for families meeting specific sociodemographic 

criteria; advertising for volunteers in the general community or a local Women, Infants, and 

Children center (which provides nutritional services for income-eligible families); and by 

accessing individuals who participated as controls in research when they were children. All 

NCOD and COD participants for this study were recruited during the same 5 year interval from 

1997 to 2002.  

Diagnostic status of each mother was confirmed at Time 1 (T1) of the present study 

based on the results of standardized, semistructured psychiatric interviews, administered by 

professional-level clinical evaluators. For participants from the Kovacs et al. (1997) study of 

childhood-onset depression, original diagnoses were made during childhood using DSM-III, and 

were confirmed at T1 via follow-up interviews using DSM-IV via the Structured Clinical 

Interview for DSM-IV (SCID). For participants recruited as adults from the community, 
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diagnoses were made based on detailed information about childhood functioning. SCID 

interviews were conducted with the mother and, separately, with a second informant 

knowledgeable about the mother’s childhood (e.g. the mother’s parent or sibling). In addition, 

childhood records were required to establish documented evidence of the mood disorder during 

childhood (e.g. notes in medical records or childhood psychiatric evaluations). Records were 

available for approximately 95% of cases.  Interviewing clinicians derived initial lifetime 

diagnoses which were then verified by having 2 experienced psychiatrists, trained in research 

diagnostic procedures, independently derive the diagnoses. Disagreements were resolved via 

consensus to arrive at a final DSM-based consensus diagnoses (Leckman, Sholomskas, 

Thompson, Belanger, & Weissman, 1982; Maziade et al., 1992). There was no difference in age 

of first depression onset for participants recruited as adults (M = 10.00, SD = 2.03) compared to 

participants recruited from the original Kovacs et al. 1997 sample (M = 10.00, SD = 2.03; t = .39, 

p = .70).  

Structured Clinical Interview for DSM-IV Patient Version (SCID). The Structured 

Clinical Interview for DSM-IV Axis I Disorders, Patient Edition (First, Spitzer, Gibbon, & 

Williams) was used to assess lifetime psychiatric disorders among prospectively recruited COD 

probands and NCOD probands, and to confirm original diagnoses among COD probands from 

the Kovacs et al. (1997) study. The SCID is a semi-structured, clinician-administered diagnostic 

interview that includes modules corresponding to major DSM psychiatric classes. The SCID was 

expanded to include criteria for selected childhood diagnoses and DSM-III (APA, 1980) current 

and lifetime criteria for affective disorders. Based on a subset of 50 randomly selected cases, 

internal consistencies (i.e., kappas) for DSM–IV diagnosis of major depression and dysthymia 

were .92 and .63, respectively.  
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Procedures and Measures 

Participants were part of a larger study that included a 2 to 2.5 hour laboratory visit during 

which behavioral data and questionnaires were collected.  The present investigation focuses on 

self-report data from questionnaires only. All visits began with the child playing with toys on 

his/her own while the mother completed questionnaires regarding the child and family. 

Questionnaires were re-administered to all participants at a follow-up assessment (T2). The 

average time between assessments was 12.03 months (range 6 months to 24 months). 

 Beck Depression Inventory (BDI). Data were also collected on current depressive 

symptoms using the Beck Depression Inventory (Beck, Steer, & Garbin, 1988). The BDI is a 

well-established 21-item measure designed to assess current depressive symptoms among 

clinically referred or community samples of adults. The BDI possesses stable internal 

consistency, adequate test–retest reliability, and good construct validity (Carlson, 1998). 

Cronbach‘s alpha in the present sample was .92. T1 data were used for the BDI.  

 Emotions as a Child Scales (EAC; Klimes-Dougan et al., 2001; Magai & O'Neal, 1997). 

This parent-report instrument was adapted from Magai‘s (1996) original child-report version of 

the Emotion Socialization Scales of the EAC Inventory. These scales were developed to assess 

maternal responses to children‘s expression of sadness, anger, and fear. Evidence of reliability 

and validity has been documented (Klimes-Dougan et al., 2007). Respondents are asked to rate 

how typical their responses to children‘s expression of emotion are on a 5-point Likert scale. The 

scales includes 3 items specific to each emotion grouped according to 5 strategies (total of 9 

items per response type for 45 items total): Support (e.g., “Helped my child deal with the issue,” 

“Comforted my child”); Override (e.g.. “Told him/her not to worry,” “Distract him/her”); 

Magnify (e.g., “Got tearful and cried,” “Got angry with my child”); Neglect (e.g., “Usually 
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didn’t notice,” “Ignored him/her”); and Punish (e.g., “Punished him/her,” “Gave him/her a 

disgusted look”). Support refers to responses that comfort or assist the child in managing 

emotion and Override refers to attempts to minimize the emotion or distract the child from the 

emotion. Magnify refers to responses that amplify the child‘s initial expression of emotion, 

Punitive refers to punishing or critical responses, and Neglect involves parental unresponsiveness 

to these expressions of emotion. To create indices of global socialization of emotion, items for 

each type of response were averaged across anger, sadness, and fear. Cronbach‘s alphas revealed 

that these global scales were generally internally consistent, although reliability was initially 

lower for the Punitive scale (Support = .88, Magnify = .80, Override = .77, Punitive = .59, and 

Neglect = .68). Reliability for the punitive scale was improved to alpha = .65 by removing three 

items (―Showed him/her you did not like them being sad,‖ ―Told him/her not to be a ‗fraidy-cat,‘ 

and ―Told him/her that they should be ashamed (for anger)‖. The revised 6 item punitive scale 

was used for subsequent analyses. T1 data were used for the EAC scales.  

 Child Behavior Checklist (CBCL). Children‘s internalizing symptoms were assessed using 

mothers‘ reports on two versions of the Child Behavior Checklist, for ages 2-3 and 4-16, 

respectively (CBCL; Achenbach, 1991, 1992). The CBCL is a well-validated measure that 

assesses behavioral and emotional problems among children. Parents rate each item on a three 

point scale ranging from "Not True" to "Very True" of the child. Both versions include a broad-

band factor assessing internalizing symptoms items which was used in the current study. Because the 

content and quantity of items differed on the two versions, we transformed raw internalizing scores 

to standardized z scores to facilitate comparability across the two versions. We chose to conduct 

statistical analyses using raw scores rather than T scores because of evidence of lower sensitivity 

of T scores in reflecting variation in functioning within the normal range due to compression of 



Socialization of ER and Maternal Depression 16  

scores in the lower range (Drotar, Stein, & Perrin, 1995).  As a result of this limitation, 

Achenbach (1991) recommended that investigators interested in making distinctions among 

subclinical samples of children for research purposes use raw scores for statistical analyses. 

Cronbach‘s alpha for the Internalizing factor for this study was .82 for the age 2-3 version and .86 for 

the age 4-16 version. T1 and T2 data were used for the CBCL.  

Results 

 Preliminary Analyses 

As shown in Table 1, offspring of COD and NCOD mothers differed significantly in 

internalizing symptoms at T1 and T2, with COD offspring higher in internalizing symptoms at 

both time points. In order to interpret the clinical significance of this difference, we examined the 

percentage of subjects meeting clinical criteria for both groups. At Time 1, 24% of COD 

offspring scored in the clinical range on internalizing, 7% scored in the borderline range, and 

69% scored in the normative range. In contrast, 2% of NCOD offspring scored in the clinical 

range, 2% scored in the borderline range, and 96% scored in the normative range. Ranges were 

identical at T2 for the NCOD group (2% clinical, 2% borderline, 96% normative), but lower for 

the COD group (13% clinical, 5% borderline, 82% normative). Thus, COD youth were 6-12 

times more likely to demonstrate clinical levels of internalizing symptoms than NCOD youth.  

Table 2 shows bivariate inter-correlations among key variables. The inter-correlations 

reveal that mothers who were more likely to punish negative emotions were also more likely to 

magnify and neglect negative emotions. There was no relationship between support and any of 

the negative responses. However, mothers who reported engaging in more override responses 

also reported engaging more in all other responses, including both positive and negative 

responses.  
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How does Maternal Depression Relate to Maternal Responses to Negative Emotion? 

We hypothesized that mothers with a history of depression would respond to children's 

negative emotion with less supportive responses and more negative responses, such as punishing, 

neglecting, or magnifying children's negative emotions. As shown in Table 1, COD and NCOD 

mothers‘ reports of responses to children's negative emotion were compared using independent 

samples t-tests. COD and NCOD mothers differed significantly on four out of the five categories 

of responses. As hypothesized, COD mothers were less likely than NCOD mothers to respond to 

global negative emotion with a supportive response and were more likely to respond with a 

magnifying, neglectful, or punitive response. There were no group differences in the tendency to 

respond by overriding the child's negative emotion.  

We also hypothesized that mothers with higher levels of current depressive symptoms 

would show less supportive responses and more negative responses to children's negative 

emotions. As shown in Table 2, this hypothesis was largely supported. Bivariate correlations 

revealed an inverse relation between maternal depressive symptoms and supportive responses, 

and positive associations between maternal depressive symptoms and magnifying and punitive 

responses.  

Maternal Responses to Child Emotion and Child Internalizing Symptoms 

Our second question was whether maternal responses to negative emotions were 

associated with children’s internalizing symptoms. We hypothesized that lower supportive 

responses and higher negative responses would be associated with internalizing symptoms 

concurrently and at follow-up, especially for offspring of depressed mothers. Bivariate 

correlations shown in Table 2  indicated that mothers’ tendencies to engage in supportive or 

override responses were not related to child internalizing symptoms concurrently or one year 
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later. However, as hypothesized, all three negative maternal responses were related to child 

internalizing symptoms concurrently and longitudinally. Mothers who reported engaging more in 

magnifying, neglecting, and punitive responses to children's negative emotion had children who 

scored higher on internalizing symptoms at both T1 and T2.  

To examine whether maternal responses to children's emotions predicted Time 2 

internalizing symptoms above and beyond initial internalizing symptoms or interacted with 

diagnostic group status, and to control for shared variance among siblings, we computed a series 

of Mixed Effects Linear Models using Restricted Maximum Likelihood Estimation. Mixed 

effects models can be used to jointly model the effects of fixed factors with the effects of random 

factors, such as family membership, in which data exhibit correlated or non-constant variability. 

Thus, in cases where siblings participated, potential biases created by treating all the subjects as 

independent are addressed. Mixed effects models were computed with T2 internalizing 

symptoms as the dependent variable and fixed effects for maternal response (support, punish, 

magnify, neglect, or override) and maternal diagnostic group. We included covariates for T1 

internalizing symptoms, maternal BDI score, child age and gender, mother age, and mother‘s 

education level. We also controlled for child externalizing symptoms at Time 1 given evidence 

of relations between parental response to children’s emotion and children’s externalizing 

behavior (Eisenberg et al., 1999; Eisenberg, Losoya et al., 2001) as well as high rates of 

externalizing behavior in children of depressed mothers (Weissman, Gammon, John, & 

Merikangas, 1987). We included the interaction between maternal response and diagnostic group 

to examine whether negative responses were particularly detrimental for COD offspring, and the 

interaction between maternal response and internalizing symptoms scores at T1 to examine 
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whether negative responses exacerbated initial internalizing symptoms. Family membership was 

treated as a random effect. 

Results of the linear mixed models are summarized in Table 3. There were significant 

main effects for punish and neglect indicating that both of these negative maternal responses 

were predictive of T2 internalizing symptoms even after controlling for Time 1 internalizing 

symptoms, externalizing symptoms, maternal depressive symptoms, and other covariates 

(maternal education, maternal age, and child age and gender). In addition, there were significant 

two-way interactions between neglect and T1 internalizing symptoms and between override and 

T1 internalizing symptoms in predicting T2 internalizing symptoms.  There were no interactions 

between maternal responses to emotion and diagnostic group.  

Two-way interactions were probed by computing post-hoc mixed effects models 

examining the relationship between neglect and override responses and T2 internalizing 

symptoms within children above and below the median on T1 internalizing symptoms. 

Consistent with the correlations, post-hoc mixed models predicting T2 internalizing symptoms 

from override responses were not significant for children with high (F[1,50] = .13; ns) or low 

(F[1,54] = 1.82; ns) T1 internalizing symptoms. Post-hoc mixed models predicting T2 

internalizing symptoms from neglect responses indicated that responding to a child’s negative 

emotion was not associated with T2 internalizing symptoms for children who were initially low 

in internalizing symptoms (F[1,54] = 1.21; ns); however, for children who were initially high in 

internalizing symptoms, maternal neglect of negative emotion was associated with higher 

internalizing symptoms at T2 (F[1,50] = 10.31, p <.01; see Figure 1).  

There was no main effect of diagnostic group, however, there was a main effect of current 

maternal depressive symptoms that remained significant in predicting Time 2 internalizing symptoms 

above and beyond the effects of maternal response to negative emotions in all models. Specifically, 
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higher levels of maternal depressive symptoms were associated with higher levels of T2 child 

internalizing symptoms. Children's externalizing symptoms at T1 were also strongly associated with 

their internalizing at T2. 

Discussion 

We found that mothers with a history of childhood depression differed from more typical 

mothers in one critical component of the socialization of emotion—their responses to their young 

children‘s negative emotions. They were less likely than mothers who did not have a history of 

depression to respond to their children's negative emotions in a supportive fashion and were also 

more likely to respond in a negative manner. This included matching or amplifying the child's 

negative emotion, punishing or threatening to punish the child for displaying the emotion, or 

failing to attend to the child's emotional displays. These findings are consistent with other 

research on maternal depression which has revealed a pattern of greater negativity in mother-

child interactions among dyads of depressed mothers and their offspring (e.g. Cohn et al., 1990; 

Field et al., 1990; Gordon et al., 1989; Hamilton, Jones, & Hammen, 1993). However, they 

extend this literature by documenting specific alterations in the socialization of negative emotion 

in families with depressed mothers. This is particularly important because children learn implicit 

and explicit messages about how to manage their emotions from the way that their parents 

respond to their own emotions (Morris et al., 2007). Thus, negative maternal responses to 

children's emotions may set the stage for the development of future internalizing symptoms in 

children.  

The present study provides evidence of an association between the socialization of 

negative emotion and children‘s internalizing symptoms. We found that maternal negative 

responses to children's emotions were associated with children's internalizing symptoms 

concurrently and over a one-year follow-up. Specifically, mothers who were more likely to 
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magnify, neglect, or punish children's displays of negative emotion had children who exhibited 

more internalizing symptoms. This is consistent with findings from normative samples showing 

a link between non-supportive responses to children's emotions and psychological adjustment 

(Eisenberg et al., 1996; Eisenberg et al., 1999; Garside & Klimes-Dougan, 2002; Gottman et al., 

1996; O'Neal & Magai, 2005), although few previous studies have focused on internalizing 

symptoms. Importantly, the effects of punishing and neglecting emotions remained significant 

after controlling for Time 1 internalizing symptoms, indicating that these negative maternal 

responses were predictive of internalizing symptoms over time above and beyond initial levels.  

Negative maternal responses to children's negative emotions were related to child 

internalizing symptoms regardless of maternal diagnostic group. This suggests that although 

mothers with a history of depression were more likely to respond negatively to children's 

emotions, these negative responses affected children of depressed and nondepressed mothers in 

similar ways. This finding suggests that negative responses to children's emotions may represent 

a general risk factor for internalizing symptoms. However, given our finding of heightened rates 

of this risk factor in families of depressed mothers, maternal depression may represent a 

particularly important context in which to target this risk.  

Negative responses to children's emotions are likely to influence the development of 

internalizing symptoms by interfering with the development of optimal skills for regulating 

emotion. When mothers amplify or punish children's emotional responses, they may increase 

children's negative emotions in the short term by increasing arousal. In the long-term, maternal 

magnification and punishment of children negative emotions could interfere with the 

development of adaptive emotion regulation strategies. Mothers who respond to children's 

emotions with equal or more intense displays of negative emotions may model dysregulated 
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emotional displays for their children. Alternatively, when mothers punish or neglect children's 

emotions, they send messages that the expression of negative emotion is not acceptable, thus 

encouraging children to hide or suppress their emotions. As Buck (1984) argued, emotional 

experience may become coupled with anxiety about receiving negative consequences for 

displaying negative emotions. Furthermore, the suppression of emotional displays is often 

accompanied by increased physiological arousal (Gross & Levenson, 1997). These negative 

responses also limit opportunities for discussion of emotion and problem solving (Garside & 

Klimes-Dougan, 2002), approaches that could improve emotion regulation. In turn, a number of 

studies suggest that failure to regulate negative emotions adaptively is associated with 

internalizing symptoms among young children and with depressive and anxious symptomatology 

and disorders among older children and adolescents (Eisenberg, Cumberland et al., 2001; Feng, 

Shaw, & Silk, 2008; Garber, Braafladt, & Weiss, 1995; Rubin, Coplan, Fox, & Calkins, 1995; 

Rydell, Berlin, & Bohlin, 2003; Sheeber, Allen, Davis, & Sorensen, 2000; Silk, Steinberg, & 

Morris, 2003; Suveg, Hoffman, Zeman, & Thomassin, 2008). 

Consistent with this model, we have found previous evidence of problems in emotion 

regulation in this sample of offspring of mothers with childhood onset depression (COD). First, 

children of mothers with COD, especially behaviorally-inhibited children and girls, were found 

to be more likely to use passive emotion regulation strategies during emotion-eliciting scenarios 

than offspring of nondepressed control mothers (Feng, Shaw, Kovacs et al., 2008; Silk, Shaw, 

Skuban et al., 2006). Second, adaptive emotion regulation strategies, such as focusing on a future 

reward, were associated with lower levels of internalizing symptoms in children of mothers with 

childhood-onset depression (Feng, Shaw, Kovacs et al., 2008; Silk, Shaw, Skuban et al., 2006). 
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 Interestingly, the association between neglect of children's negative emotions and 

internalizing symptoms at follow-up was qualified by prior level of internalizing symptoms. 

When children were initially low on internalizing symptoms, there was no association between 

maternal neglect of negative emotions and later internalizing symptoms. However, maternal 

neglect of negative emotion was positively associated with later internalizing symptoms for 

children who already had higher levels of internalizing symptoms at the initial assessment. This 

suggests that neglecting negative emotion may only be harmful for children who tend to struggle 

in dealing with their emotions. It is likely that there are times when ignoring a child's negative 

emotional display is an adaptive parenting approach and other times when it may be detrimental 

to the child. This difference may be child-specific as well as situational. Children who are 

emotionally healthy and have already developed a solid set of skills for regulating emotion may 

do better when parents ignore negative emotions because they possess greater skills to manage 

emotion without assistance. In contrast, children who have symptoms of internalizing disorders 

and related difficulties in managing their emotions may struggle without maternal assistance in 

managing emotion and may feel hurt or invalidated by the neglecting response, perhaps even 

resulting in an escalation of the negative emotion. This situation represents a poor match 

between a child who needs extra help in managing his or her negative emotion and a mother who 

cannot or would rather not deal with it. Findings may also be driven by child effects (i.e. Burke, 

Pardini, & Loeber, 2008) such that children with particularly high internalizing symptoms are 

more likely to elicit maternal neglect of emotions. Mothers may be so used to negative emotional 

displays in these children that they simply “tune out” or they may by overwhelmed by their 

children’s emotions and choose to withdraw. Our findings suggest that this combination may 

predispose youth toward internalizing symptoms. These findings are consistent with evidence 
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that parents may respond more negatively to children's emotion for children with more difficult 

temperaments (Yap, Allen, Leve, & Katz, 2008). 

We did not find differences between mothers with and without a history of depression in 

the tendency to override children's negative emotions. This is not surprising given that the 

override response includes strategies that likely help children to decrease negative emotion, such 

as distraction, but is also meant to capture a dismissive style towards the child's emotions. 

Consistent with this observation, previous findings for the override scale have been mixed, with 

some studies finding override to be associated with greater adjustment problems  (O'Neal & 

Magai, 2005), some finding it to be associated with lower adjustment problems (Klimes-Dougan 

et al., 2007), and some finding no association at all (Garside & Klimes-Dougan, 2002).   

It is also notable that mothers’ supportive responses to children's emotions were not 

associated with children's internalizing symptoms concurrently or at follow-up. In this study, 

maternal negative socialization responses were more highly associated with outcomes than 

supportive responses. This is consistent with Garside and Klimes-Dougan’s (2002) study based 

on adults’ retrospective reports of parental socialization of emotion and current psychological 

distress as well as O’Neal and Magai’s (2005) study of inner-city adolescents. It is possible that 

negative responses to emotion are more salient to youth and thus exert a stronger influence on 

the development of psychopathology.  

 In this report, we chose to focus on children‘s global negative affect rather than discrete 

negative emotions. This focus was based on O’Neal and Magai’s (2005) findings that responses 

to global emotions were more related to internalizing symptoms than responses to discrete 

emotions. It is also consistent with evidence that depressive symptoms in youth are associated 

with general dysregulation of negative emotions (Silk et al., 2003), and with predominant 
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theoretical models of depression which emphasize heightened global negative affect (Watson, 

Clark, & Carey, 1988). For these reasons, we were interested in the socialization of negative 

emotions more broadly speaking as a mechanism involved in the intergenerational transmission 

of internalizing problems. We also believed that this approach was more conservative 

statistically, as it allowed us to limit the number of statistical tests performed (e.g. from 15 

regressions to five regressions), thus significantly reducing type 1 error.  We do; however, 

recognize the utility of the discrete emotion approach in addressing key questions involved in the 

socialization of emotion (e.g., Shaw et al. 2006).  

 We also focused exclusively on maternal depression. Two recent meta-analyses indicate 

that paternal depressive symptoms are associated with children‘s internalizing problems (Connell 

& Goodman, 2002; Kane & Garber, 2004). Goodman and Gotlib (1999) have suggested that 

paternal depressive symptoms might exacerbate the effects of maternal depression on child 

internalizing, and a few studies have found that children with two depressed parents are at 

increased risk for anxiety and depressive disorders compared to children with one depressed 

parent (Dierker, Merikangas, & Szatmari, 1999; Mezulis, Hyde, & Clark, 2004; Weissman, 

Prusoff et al., 1984). Evidence also suggests that high father involvement might protect children 

from the effects of maternal depression (Mezulis et al., 2004). It is likely that socialization 

mechanisms, such as responses to children‘s emotions, play a role in both direct effects of 

paternal depression on children‘s internalizing as well as potential moderating roles that paternal 

depression may play in attenuating or exacerbating the effects of maternal depression on 

children‘s internalizing outcomes. This is especially important given evidence that mothers and 

fathers may respond differently to children‘s negative emotions  (i.e. Cassano, Perry-Parrish, & 

Zeman, 2007; Cassano & Zeman, 2010; Wong, Diener, & Isabella, 2008). For these reasons, 
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future research on the socialization of emotion in families with depressed fathers would be 

extremely valuable.  

 We should also note several limitations to the present investigation. First, findings are 

based exclusively on maternal self-report and using the same methods for both independent and 

dependent variable, raising the issue of reporter and method bias. This methodological limitation 

may have inflated the degree of associations between parent reports of responding to children‘s 

emotions and estimates of child internalizing symptoms, even though these relations persisted 

when using maternal reports of initial child internalizing and externalizing symptoms. It is also 

possible that maternal depression could be associated with a negative reporting bias that might 

inflate perceptions of both one's own parenting behavior and child internalizing symptoms. 

However, evidence of a depression-related bias in ratings of child symptomatology has generally 

been weak or inconclusive (Boyle & Pickles, 1997; Richters, 1992).  Although some have argued 

that it is difficult to capture parental responses to children's emotions using observational 

methods given generally low base-rates for emotional displays (e.g. Eisenberg et al., 1999; 

Garside & Klimes-Dougan, 2002), researchers have recently developed observational paradigms 

and coding systems to attempt to capture this phenomenon (Chaplin, Cole, & Zahn-Waxler, 

2005; Hersh & Hussong, 2009; Hudson, Comer, & Kendall, 2008; Spinrad, Stifter, Donelan-

McCall, & Turner, 2004). This is an important area for future methodological development and 

investigation.  

Second, the sample consisted of women whose depression began in childhood, thus 

findings may not be generalizable to less severe forms of depression. Third, the Time 1 and Time 

2 assessments were only separated by approximately 1 year, thus generalizations about change 

over time are limited to this relatively small interval. Future longitudinal research over longer 
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periods of time would be valuable. Finally, expectations for emotion regulation and the 

socialization of emotion likely change considerably across the preschool and middle childhood 

periods covered in the present study (Wong et al., 2008). Evidence also suggests that emotion 

socialization processes vary by gender (Brody, 1996; Cunningham et al., 2009; Fivush, 1998). 

For example, several studies suggest that parents preferentially reinforce the display of 

submissive emotion in girls and disharmonious emotion in boys (Block, 1983; Chaplin et al., 

2005; Fuchs & Thelen, 1988).  An important next step will be to examine the relationships 

between parental depressive symptoms, the socialization of emotion, and internalizing symptoms 

by gender and within narrower age ranges.  

Despite these limitations, the study has several notable strengths. It is one of the first 

studies to extend the growing literature on maternal responses to children's emotions to a 

clinically relevant population. The study includes a high-risk sample of offspring of mothers with 

a history of childhood onset depression identified using rigorous clinical interviews and 

childhood records. Additionally, the longitudinal design facilitates an examination of 

internalizing symptoms over time. 

 Findings from the present study suggest that depressed parents differ from non-depressed 

parents in their responses to their children's emotions and that these responses play a role in the 

development of children's internalizing symptoms. If replicated, these findings could have 

implications for the prevention of anxiety and depression. In particular, these findings highlight 

the potential utility of preventative and intervention approaches that teach depressed parents 

skills for responding to their children's emotions in adaptive ways. Providing opportunities for 

parent education, training, and intervention on emotion socialization techniques may be an 

effective way to intervene in the cycle of intergenerational transmission of depression for many 
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families. Prevention programs might focus on helping depressed mothers identify and practice 

less negative responses to children's emotions as a way to encourage improved emotion 

regulation in their offspring. The importance of this work is further underscored by the high rates 

of internalizing problems in the high risk sample. Twenty-four percent of the offspring of 

depressed mothers scored in the clinical range on the internalizing scale at the initial assessment, 

suggesting that interventions with the potential to alter trajectories toward mood and anxiety 

disorders later in childhood and adolescence in this population are critically needed.  
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Table 1 

 

Mean Scores and Standard Deviations for Maternal Responses to Child Emotions and Internalizing Symptoms by Maternal Diagnostic Group 

_____________________________________________________________________________________________________________________ 

        

           NCOD (n = 57)  COD (n = 55) 

           _______________________________________ 

 

Variable       Min              Max  M              SD       M               SD  t  Cohen’s d 

_____________________________________________________________________________________________________________________ 

Maternal Response to Emotion 

   Support 6.00 15.00 13.61 1.95 12.49 2.16 2.88** 0.54 

 Magnify 3.00 11.00 4.54 1.66 5.72 1.81 -3.61*** -0.68 

 Neglect 3.00 10.00 4.88 1.03 5.41 1.38 -2.32* -0.44 

 Punitive 3.00 9.50 4.12 1.46 5.13 1.53 -3.50*** -0.68 

 Override 4.33 14.00 10.05 2.41 10.12 2.13 -.17 -0.03 

Internalizing Symptoms 

 T1 Internalizing  -1.14 2.77 -.52 .66 .38 1.00 -5.54*** -1.06 

 T2 Internalizing -.90 4.56 -.35 .61 .37 1.18 -4.02*** -0.77 

   T1 Internalizing (T score)     29.00 74.00 44.20 8.64 54.94 9.90 -6.01*** -1.16 

   T2 Internalizing (T score)     33.00 77.00 43.58 7.75 51.25 9.72 -4.63*** -.87 

_____________________________________________________________________________________________________________________ 

 

*p < .05; **p < .01; ***p < .001; Note: Statistical analyses were conducted using standardized raw scores, but T scores are presented above for 

descriptive purposes. 



 

Table 2  

 

Bivariate Correlations between Maternal Responses to Child Emotions and Child Internalizing Symptoms 

_____________________________________________________________________________________________________________________ 

         
    Support         Magnify               Neglect                Punitive           Override         T1 Internalizing       T2 Internalizing     Maternal BDI            

    

________________________________________________________________________________________________________________________________________________ 

 

1. Support 1.0   

2. Magnify .02 1.0  

3. Neglect .05 .18 1.0  

4. Punitive -.12 .65*** .32** 1.0   

5. Override .54*** .34*** .24* .29** 1.0 

6. T1 Internalizing    -.14 .25** .31** .27** .00 1.0 

7. T2 Internalizing      -.14 .22* .36*** .31** .04 .57***      1.0 

8. Maternal BDI           -.24* .24* .17 .26** -.04 .46*** .53*** 1.0 

________________________________________________________________________________________________________________________________________________ 

 

*p < .05; **p < .01; ***p < .001; N =112.



 

Table 3 

 

Summary of Mixed Effects Models for T2 Internalizing Symptoms with Maternal Response to Negative Emotion, Diagnostic Group, Covariates and Interactions, as Fixed Effects  and 

Family as a Random Effect 

________________________________________________________________________________________________________________________________________________ 

      

                                                                  Support                                  Magnify                                   Punish                                     Neglect                                   Override 

                                                       _________________               _________________                 _________________        _________________      _________________ 

                                                               F            d                                F            d                                F            d                            F            d                                  F            d                                                                     

________________________________________________________________________________________________________________________________________________ 

 

Maternal Response .00 .00 2.27 .32 6.64* .54 7.23** .57 3.65 .40  

Diagnostic Group .47 .14 .39 .13  .26 .10 2.20 .31 .13 .08 

T1 Internalizing .42 .14 .03 .04 .08 .06 6.42* .53 2.41 .33 

Maternal Response   

 X Diagnostic Group  .50 .15 .38 .13 .38 .13 2.00 .30 .15 .08  

Maternal Response  

 X T1 Internalizing .05 .05 .84 .19 1.31 .24 10.70** .69 4.57* .45  

Maternal BDI 8.31** .61 9.58** .65 6.06* .52 7.93** .59 8.10** .60  

T1 Externalizing 9.17** .64 9.65** .65 11.02** .70 4.90* .47 8.87** .63  

Child Age .01 .02 .12 .07 .03 .04 .08 .06 .16 .08  

Child Gender .02 .03 .03 .04 .06 .05 .04 .04 .00 .00  

Mom Age 2.25 .32 2.53 .34 2.31 .32 .51 .15 1.99 .30 

Mom Education 1.70 .27 2.49 .33 2.56 .34 1.81 .28 2.32 .32  

________________________________________________________________________________________________________________________________________________ 

*p < .05; **p < .01. T1 = Time 1; T2 = Time 2. Note: Maternal response refers to maternal response to child's negative emotions (specific response noted in column header). Degrees of 

freedom were 3,90 for maternal education and 1,90 for all other variables. 



 

 

 

Figure 1. The relation between mother’s neglect of child negative emotion and child’s Time 2 internalizing symptoms for children high and low on T1 

internalizing symptoms. 
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