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Research has suggested adverse childhood experiences (ACEs) as a transdiagnostic risk factor for a variety of affective disorders. They are also linked with a parent's tendency toward affect dysregulation and hyperarousal, which may interfere with parenting and children's wellbeing. On the other hand, maternal mentalization can serve as a moderating factor that can help parents regulate their arousal, shielding children during adverse circumstances. We studied the mediated links between ACEs and mothers' and children's psychopathology symptoms during COVID-19 to determine whether maternal mentalization and the child's age moderate these links. Using results from 152 Israeli mothers of children aged 3–12 years recruited during the month-long lockdown in Israel, we documented that the mothers' ACEs were linked with increased risk of depressive and anxiety symptoms and with children's internalizing and externalizing behaviors. Moreover, as hypothesized, the mothers' symptoms of depression and anxiety mediated the links between their ACEs and their children's internalizing behaviors. In addition, the mothers' mentalization skills and, in the case of their depressive symptoms, their child's age, moderated these indirect links. For mothers of young children (3–6 years old) with higher mentalization levels, the link between the mothers' ACEs and the children's behavior problems was weaker compared to mothers with low mentalization levels. For mothers of older children (6–12 years old), and only in the case of maternal depressive symptoms, higher levels of maternal mentalization were linked with more internalizing behaviors. We discuss the potential clinical implications of the findings.
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INTRODUCTION

Adverse childhood experiences (ACEs) consist of emotional, physical, and sexual abuse, neglect, household dysfunction and other forms of trauma to which people are exposed before age 18. Building on the first large-scale ACE study in the US by Felitti et al. (1), research has shown that growing up in a dysfunctional household, being exposed to maltreatment or domestic violence or losing a parent through divorce, separation or death may simultaneously affect the nervous, immune and endocrine/metabolic systems, increasing one's risk of poorer physical health outcomes (1–4) and a host of mental health and socioemotional difficulties (4–8). These findings are evident in low-risk community samples worldwide [see (4, 8) for reviews] as well as high-risk samples [e.g., (2)]. The ACE framework suggests that adverse childhood experiences tend to correlate and have a dose-response relationship. Thus, cumulative levels of adversity produce graded decrements throughout development and across domains (4).

Researchers suggest viewing ACEs as a transdiagnostic risk factor for various forms of psychopathology, particularly affective disorders (7). Using the perceptual control theory, Hoppen and Chalder (7) proposed a theoretical model according to which exposure to ACEs early in life may lead to the dysregulation of the autonomic nervous system and the hyper-reactivity of the hypothalamic-pituitary-adrenal axis. These disruptions, in turn, interfere with the operation of the stress response and immune systems, increasing one's risk for physical and emotional diseases (5). Moreover, because these disruptions occur in childhood when the brain is growing rapidly, they interfere with developmental processes and may consequently compromise long term adaptation, leading to socioemotional difficulties. Less is known about psychological resilience in the context of ACEs (7).

Another limitation of ACE research is the fact that the majority of studies have been conducted in the US, Western Europe, and other English-speaking countries, with only limited data available from non-Western countries [see (8–12)]. To the best of our knowledge, research involving ACEs is relatively rare in Israel [see (12, 13), as exceptions].

Developmental research has documented links between ACEs and mothers' mental health difficulties, particularly depression and stress (6, 14, 15), and to a lesser degree, anxiety (6). The mothers' mental health difficulties were then linked with their children's outcomes. Maternal depression as well as attachment insecurity mediated the link between ACEs and the internalizing and externalizing problems of 5-year-old children. However, there were no similar links between maternal anxiety and the children's behavior problems (16). These findings are attributed to the mothers' painful memories related to their ACEs, which may foreshadow their parenting skills (15, 17–19). The ineffective parenting, as well as the mothers' affect dysregulation (20), may interfere with the children's ability to develop appropriate emotion regulation strategies for coping with stress, which may lead to them developing behavior problems (16). Given that the majority of studies on ACEs, parenting and children's outcomes have focused on young children, we do not know whether the same applies to older children.

The outbreak of the COVID-19 pandemic has led to a worldwide increase in mental health problems [e.g., (21–23)], particularly a rise in depressive and anxiety symptoms, with women with children reporting the highest level of symptoms (24). Reports worldwide have documented an increase in children's emotional and behavioral problems (25, 26) such as fears, inattention, irritability, regression and clinginess (27), as well as difficulties in concentration, restlessness, nervousness and worries (28). The threat of the disease, its negative health and economic consequences, and the lockdowns and social distancing regulations have all been implicated as responsible for the rise in psychopathology (29–31). A large national survey conducted in Israel shortly after the pandemic's outbreak and following the first lockdown (32) found that 22.5% of surveyed adults (aged 21 and above) reported an increase in mental health difficulties, particularly depressive, anxiety, and stress symptoms. Additionally, 25.8% of the responders said that their children's emotional state had worsened since the COVID-19 outbreak. Studies have shown that parents' depression and anxiety symptoms during the pandemic accounted for these increases in children's behavior problems, particularly their internalizing behaviors (33). We also found higher levels of Israeli mothers' anxiety symptoms and preschoolers' internalizing and externalizing problems when comparing pre-COVID-19 and COVID-19 samples (34).

As noted above, being exposed to childhood adversity is longitudinally linked with emotional dysregulation and an overburdened stress response system, which may interfere with one's ability to cope with life's challenges. Therefore, we would expect those who have endured more ACEs to have more emotional difficulty dealing with the pandemic than their counterparts who have not experienced such adversity. Indeed, recent studies documented more depressive symptoms (35, 36), anxiety, PTSD (37), and peritraumatic distress (38) following the pandemic's outbreak among individuals who reported more ACEs. The impact of ACEs was both direct (39) and indirect. There was a greater incidence of negative pandemic-related events such as economic hardship and disrupted family functioning among those who had endured many ACEs, which, in turn, were associated with significant increases in symptoms of stress and depression (38).

COVID-19 has been particularly taxing for mothers who experienced more ACEs, with many reporting symptoms of distress, anxiety and PTSD (40). Srivastav et al. (39) argued that, given the evidence of the intergenerational transmission of trauma and the increased risk of ACEs for children of parents who had experienced ACEs, the stressors associated with COVID-19 may create further exposure to ACEs for the children. In sum, we argue that the cumulative negative impact of COVID-19 and ACEs may jeopardize the mother's wellbeing and may also spill over onto the children, jeopardizing their wellbeing as well. However, we also seek to identify protective factors for these children and mothers.


Maternal Mentalization

We maintain that mothers' mentalization is a potential protective factor in the context of ACEs and the pandemic. Mentalization refers to the quintessential human ability to understand one's self and others in terms of intentional mental states such as feelings, desires, wishes, attitudes and goals. The ability to mentalize effectively is considered a transdiagnostic and transtheoretical capability that is implicated in a wide range of psychological problems and disorders. Specifically, poor mentalization is suggested as a core transdiagnostic element in various forms of psychiatric psychopathologies, including affective, thought, and personality disorders (41).

Parental mentalization is a domain-specific aspect of mentalization. It is defined as a parent's tendency to treat his/her child as an individual with an independent mind that is separate from that of the parent (42), to see the child as motivated by internal mental states such as desires and feelings (43), and to reflect on the parent's own internal mental states and how they are shaped and changed by interactions with the child (44). Mothers' mentalization promotes their children's healthy socioemotional development (45) and self-regulation capacities (46). It has also been linked with fewer internalizing and externalizing behaviors among preschoolers (47, 48).

Stress, arousal and trauma may interfere with the parent's ability to mentalize about the child's inner experiences (49). Mothers who experienced hyperarousal related to birth trauma were less accurate in reading their toddlers' mental states and experienced more parental stress (50). Mothers of infants and toddlers with early regulatory disorders reported more parental stress, which was followed by prementalizing, a form of limited, rigid, ineffective parental mentalization (51). However, the links between trauma, stress and parental mentalization are bidirectional. Whereas greater stress and arousal compromise one's ability to mentalize effectively, better mentalization skills can mitigate the negative impact of high levels of arousal (52) and trauma (53). Moreover, the parents' ability to mentalize reflectively about their own attachment experiences during childhood and their ability to recall painful adverse attachment experiences coherently can help break the intergenerational transmission of relational trauma (54).

In support of parental mentalization being a moderator, parents' mentalization skills moderated the association between parental warmth and control and adolescent outcomes (55). Furthermore, parental mentalization helped mothers modulate their own arousal in the face of a simulated baby cry (56) and contain their over-controlling behaviors (57). In a study from our own lab, mothers' mentalization skills moderated the link between the parents' anxiety symptoms and their children's externalizing behaviors (58). Moreover, comparing mothers' reports about their preschoolers' behavior problems before and during COVID-19, we showed that mothers' mentalization moderated the association between the pandemic and the children's externalizing behaviors. Specifically, when mothers had better mentalization skills, the indirect effect of anxiety on the link between COVID-19 and the children's externalizing behaviors was weaker compared to when mothers demonstrated poorer mentalization skills (34).

Most of the research concerning parental mentalization has focused on young children. Little is known about the contribution of maternal mentalization to children's outcomes past their early years. A few exceptions exist. For example, Borelli and her colleagues (57) looked at maternal mentalization in the context of school-aged children. Benbassat and Priel (55) assessed the contribution of parental reflective functioning to adolescents' socioemotional functioning. Interestingly, the authors found both beneficial and negative links between parents' mentalization and adolescents' outcome. Specifically, paternal reflective functioning had a positive association with adolescents' internalizing behaviors and less positive self-perceptions.



The Current Study

Theory and empirical evidence support the view of ACEs as a transdiagnostic risk factor for affective disorders. On the other hand, parental mentalization is conceptually and empirically linked with the ability to regulate arousal within one's self and in the child. Building on these two approaches, we propose a conceptual mediation-moderation model to examine the links between mothers' ACEs, mental health difficulties, maternal mentalization skills, and children's behavior.

We tested our model during the outbreak of COVID-19, a challenging time for mothers and children, particularly those mothers who experienced more ACEs while growing up. Given the scarce data regarding the links between mothers' ACEs, mentalization and children's outcomes beyond early childhood, we were interested in studying whether these links differed for young children under age six and older children (ages 6–12). Finally, given that trauma tends to be transmitted intergenerationally, we also investigated the contribution of the mother's ACEs to the child's socioemotional adaptation. Therefore, we examined our research hypotheses while controlling for the child's known traumatic experiences.



Hypotheses

Based on the literature, we hypothesized that:

H1: Mothers' ACEs will be associated with higher rates of depressive and anxiety symptoms in the mothers and more internalizing and externalizing problems in their children.

H2: Maternal depressive and anxiety symptoms will each mediate the links between the mothers' ACEs and their children's internalizing (H2a) and externalizing (H2b) problems over and above the children's own traumatic experiences. Maternal mentalization and the child's age will moderate these associations. Specifically, the mediated links between ACEs, and psychopathological symptoms in the mothers and children will be weaker when maternal mentalization is higher. We will also investigate the direction of the child's age in moderating this effect.




MATERIALS AND METHODS


Participants

Two hundred and sixty-two Israeli mothers of children between the ages of 3 and 12 years old volunteered for the study. Of the 262, 152 mothers completed all of the study's questionnaires and comprised the final sample. Independent sample t-tests and chi-squared tests found no significant differences between those who completed the questionnaires entirely and those who did not in their main demographic variables such as age, education, income and household composition. The mothers' mean age was 38.97 (SDage = 5.84), with 59.1% of them having a post-secondary education. A majority of the mothers (92.8%) were cohabiting with a spouse. Many mothers (91%) indicated that they were in good or very good physical health before COVID-19, and none reported being sick with COVID-19 prior to or during the time of the study. The great majority of mothers indicated above average (57.2%) and average (40.1%) pre-COVID-19 family income according to Israeli standards. The children's age ranged from 3 to 12.66 years old (Mage = 7.08, SDage = 2.54). Girls comprised 52% of the sample. All children attended public schools and 95.4% were described by their mothers as being in good health.

Table 1 lists the number of ACEs the mothers endured in childhood. As the table indicates, more than half of the mothers reported experiencing at least one ACE. Moreover, 14.47% of the mothers noted experiencing a significant number of ACEs (four or more). In descending order of frequency, the ACEs included emotional abuse and neglect, sexual harassment, being separated from a parent due to divorce, death, or desertion, physical abuse, living with a depressed or mentally ill family member, and witnessing family violence and substance abuse.


Table 1. Prevalence of ACEs among mothers and mothers' reports of their children's traumatic experiences (N = 152).
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The majority of mothers reported that their children experienced no traumatic events. When they occurred, the traumatic events included the death of a close relative, separation from a parent for more than a month, experiencing a life-threatening event, living under the threat of frequent missile attacks, and being physically or sexually abused by an adult.



Procedure

We recruited our sample in the midst of the first outbreak of COVID-19 during the enforcement of a quarantine in Israel (from mid-March until the end of April 2020). During this time, we posted advertisements on parents' social networks and the link to the questionnaire was spread through the snowball technique. Mothers were asked to consider only one of their children in the specified age range when completing the questionnaires. Data collection ended when the quarantine ended, and the school system reopened under certain restrictions. The Academic College of Tel Aviv Yaffo's Ethics Committee approved the study (ref. 2020079). All participants signed an informed consent prior to participation. Participation was anonymous and voluntary. There was no reward or compensation for participation.



Measures
 
Mothers' Anxiety and Depression Symptomatology

We used the anxiety and depression subscales of the Brief Symptom Index (BSI) (59) to assess the mothers' reported anxiety symptoms and depressive symptoms. The BSI is a widely used, psychometrically validated, reliable self-report questionnaire (60) comprised of 53 items that measure distress. Respondents were asked to answer questions such as: “Over the last month, to what extent did you feel fearful?” on a 5-point Likert-type scale, ranging from 0 (not at all) to 4 (extremely). Higher scores reflect greater psychopathology. Internal consistency of the anxiety subscale (Cronbach's alpha = 0.78) and depression subscale (Cronbach's alpha = 0.80) in the current study were good.



Mother's Adverse Childhood Experiences

We used the Adverse Childhood Experiences Questionnaire (ACE) (61). The ACE consists of 10 yes/no questions related to the respondents' first 18 years of life. “Yes” answers receive 1 point and “No” answers receive 0 points, yielding a total score ranging from 0 to 10. Higher scores reflect more adverse experiences. The questionnaire items are categorized into three groups: abuse (including emotional, physical and sexual abuse), neglect (including emotional and physical neglect), and household dysfunction (including substance use, mental illness, parental separation or divorce, mother being treated violently, and having an incarcerated household member). Cronbach's alpha for this sample was 0.69.



Maternal Mentalization

We utilized Meins and Fernyhough (62) mind-mindedness representational measure to assess the mothers' mentalizing abilities. The mothers were asked to provide a description of their child, from which their representational mentalizing abilities could be inferred. This procedure has been used in many studies and has been shown to be reliable and valid (63). In the current study, the mothers were asked to write a description of their child without further guidance. Coding consisted of identifying comments that included internal-state terms referring to the child's mind such as references to the child's wishes, desires, mental states (e.g., thoughts, knowledge, interests), mental processes (e.g., recognition, remembering, decision making), emotions and attempts to manipulate people's beliefs (e.g., joking, teasing). A mother's mind-mindedness score was determined by the rate of mental-related statements out of the total statements she provided when describing her child. Higher rates indicate a higher mentalizing level.

Two graduate students were trained by the first author, who herself was trained by Prof. Meins, on administering, coding and interpreting the mind-mindedness procedure, on coding the transcripts. Precoding reliability was established by coding training interviews and reaching a level of at least 80% agreement with the expert coder on what constituted mental-related vs. non-mental-related statements. During the coding, we tested interrater agreement on 20 randomly selected interviews (consisting of 213 statements) and determined that the rate was very good (kappa = 0.94).



Children's Behavior Problems

We measured this factor using the parental Child Behavior Checklist questionnaire. This questionnaire has two versions, depending on the child's age. For children 3–5, mothers completed the CBCL 11/5- 5-years-old (64), and for children 6 and older, they completed the CBCL 6–18 years old (65). In both versions, items are presented on a 3-point Likert-type scale, ranging from 0 (not true), through 1 (somewhat or sometimes true), to 2 (very or often true). The CBCL for preschoolers contains 99 items. The CBCL for school age children contains 113 items. The two versions yield two clusters: internalizing behavior and externalizing behavior. In our study, both clusters demonstrated good internal consistency (for younger children: internalizing behavior: Cronbach's alpha = 0.88; externalizing behavior: Cronbach's alpha = 0.90; for older children: internalizing behavior: Cronbach's alpha = 0.83, externalizing behavior: Cronbach's alpha = 0.91). The CBCL has standardized scores with Israeli norms for each age category (66). There were no significant correlations between the children's age and the raw scores of their internalizing or externalizing behavior in any age group. Thus, we converted the raw scores to t-scores for each age group and used them across the two age groups.



Child's Exposure to Traumatic Events

We created a brief questionnaire consisting of six items derived from the Traumatic Events Screening Inventory- Parent Report Revised (TESI-C-PPR) (67) to assess the degree to which the child was exposed to traumatic events. Example items included “experiencing the death of a very close relative,” “separation from a parent for more than a month,” “experiencing a life-threatening event,” and “being physically or sexually abused by an adult.” We added an item about experiencing repeated, prolonged missile attacks. In addition to answering yes or no to each question, we asked the mothers to expand on their responses. “Yes” answers received 1 point and “No” answers received 0 points, yielding a total score ranging from 0 to 6 with higher scores reflecting more traumatic experiences.



Demographic and COVID-19-Related Information

Mothers were asked to report basic demographic data about themselves such as age, education and family income. We also measured the mothers' subjective perceptions about the threat of the pandemic using a 3-item questionnaire designed specifically for our study. The questions addressed the mothers' assessment of the long-term implications of the pandemic for their physical and mental health, and the family's economic situation on a 5-point Likert-type scale, ranging from 1 (destructive implication) to 5 (no implication). The mean score was reversed to correspond to the other variables in the study, so that a higher score indicated more perceived threats. To assess the mothers' sense of being supported, we asked two questions: “To what extent do you feel you received support from extended family members during the quarantine?” and “To what extent do you feel you received support from friends or neighbors during the quarantine?” that were rated on a 3-point scale ranging from 1 (very little support) to 3 (a lot of support). The mean score was reverse coded to reflect a lack of social support and to correspond to the other variables in the study, so that a high score reflected a sense of lack of social support.




Data Analysis

We analyzed the data using IBM SPSS Statistics version 27 and the PROCESS macro version 4.0 for SPSS (68). Prior to testing the study's hypotheses, we conducted preliminary analyses considering associations between various demographic factors and the study's variables to identify possible confounders. We conducted a power analysis to determine that the sample's size was sufficient to test our models. We also examined the descriptives of the COVID-19 and ACE related data provided by the respondents. To test H1, we computed the zero-order associations between the ACEs and the mothers' depression and anxiety symptoms and their children's internalizing and externalizing behaviors. Given the different nature of the scales, we used Spearman's rho to examine the correlations with the ACEs, and Pearson's r to examine those between the mothers' depression and anxiety symptoms and their children's internalizing and externalizing behaviors. To test H2a and H2b, we used PROCESS model 72 to investigate the mediating and moderating effects with 5,000 bias-corrected bootstrap samples (68). PROCESS allowed us to combine mediation and moderation within a single model and estimate the conditional and unconditional direct and indirect effects. We ran the analyses separately for the child's internalizing (H2a) and externalizing (H2b) behaviors and for maternal anxiety and depressive symptoms, resulting in four models. In each model we tested the direct and indirect links between ACEs and the child's behaviors (externalizing or internalizing) mediated by the mothers' psychopathology symptoms (anxiety or depression) and moderated by their mind-mindedness and the child's age group over and above the child's traumatic experiences. We considered the effects significant at p < 0.05. When the 95% confidence interval included 0, we inferred a significant indirect effect at the 0.05 level. Given the relatively small sample size, we applied the bias-corrected bootstrap samples method (69).




RESULTS

Preliminary examination showed that all of the study's variables were normally distributed. Examining the zero-order Pearson correlations and chi-squared tests between the sample's demographics and the study's variables revealed no significant associations. The only exception was a significant positive association between the child's age and internalizing behaviors (r = 0.17, p < 0.05), with mothers of older children reported more internalizing behaviors. Table 2 shows the means and SDs of the study's variables and the intercorrelations between them, as well as the associations between the study's variables and the mothers' COVID-19 related reports. As the table indicates, the mothers' reports of concerns about COVID-19's implications were significantly and positively associated with their reports of anxiety and depressive symptoms in themselves. Moreover, mothers who reported more such symptoms also reported lacking social support during the lockdown. Reports of COVID-19 concerns also had a positive association with mothers' reports of their children's externalizing behaviors. However, reports of COVID-19 concerns and lack of support were not associated with the mothers' ACEs.


Table 2. Descriptive statistics of the study's variables and their intercorrelations (N = 152).
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To test H1 we examined the zero-order correlations among the study's variables (see Table 2). We found that, as hypothesized, the mothers' ACEs scores correlated positively with their reports of depressive and anxiety symptoms. These scores also correlated significantly and positively with their reports of their children's internalizing behavior. However, contrary to our prediction, there was no significant association between the mothers' ACEs scores and their children's externalizing behavior. Nevertheless, the mothers' reports of their anxiety and depressive symptoms correlated positively with their children's internalizing and externalizing behavior. Thus, higher levels of maternal psychopathology were associated with more internalizing and externalizing behaviors in their children. Note that the mothers' mind-mindedness was not correlated with any of the study's variables. Furthermore, there was a strong positive association between depression and anxiety symptoms, indicating a high level of comorbidity. In sum, H1 was generally supported.

To test H2 regarding the mediating and moderating links between the mothers' ACEs, psychopathology symptoms, mind-mindedness, the children's age, and their internalizing (H2a) and externalizing (H2b) behaviors while controlling for their traumatic experiences, we tested four regression models. A power analysis using G*Power3.1.9.2 software showed that the sample size was sufficient for detecting a medium-sized (f2 = 0.35) mediation-moderation effect with a probability of 99.8%. As hypothesized, the model predicting the children's internalizing behavior from ACEs, mediated by their mothers' depressive symptoms and moderated by their mind-mindedness and the children's age over and above the child's traumatic experiences, was significant [F(9, 140) = 3.37, p < 0.001 R2 = 0.18]. We found a significant three-way interaction [F(1, 140) = 4.85, p < 0.05, R2 change = 0.03]. Thus, the mothers' depressive symptoms mediated the association between their ACEs and their children's internalizing behavior. This link varied depending on the mother's mind-mindedness and the child's age. The direct link between ACEs and the children's internalizing behavior was insignificant. We tested the indirect links at three levels of mind-mindedness (low = 1SD below average, medium = average, and high = 1 SD above average) and for the two age groups (young = below 6 years old, older = 6–12 years old). Table 3 lists the results.


Table 3. Indirect links between the mother's ACEs, her psychopathology symptoms, and her child's behavior moderated by the mother's mind-mindedness and the child's age.
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In the younger group, the mother's depressive symptoms mediated the link between ACEs and the children's internalizing behavior only when the mother's mind-mindedness was low or average. However, for the older children, the mother's depressive symptoms mediated this link when the mother's mind-mindedness was high. Specifically, ACEs had the strongest effect on the internalizing behavior of young children of mothers with low levels of mind-mindedness {B = 8.42, SE = 2.46, t(150) = 3.42, p < 0.001 [3.56, 13.29]}. A weaker though still significant positive effect was also evident in young children of mothers with average levels of mind-mindedness {B = 6.25, SE = 1.98, t(150) = 3.15, p < 0.001 [2.33, 10.17]}. In contrast, when the mother's level of mind-mindedness was high and the child was young, there was no association between the mother's ACEs and the child's internalizing behavior.

A reverse pattern emerged for the older children. There was a significant link between ACEs and the children's internalizing behavior when the mother's level of mind-mindedness was high (B= 6.96, SE = 6.96, p = 0.01 [1.87, 12.04]), whereas when it was average or low, the links were insignificant. Pairwise contrasts showed that the difference between the indirect effects based on the mother's mind-mindedness level and the child's age were significant. These effects were evident over and above the child's own traumatic experiences, which were unrelated to their internalizing behavior.

The model predicting the children's internalizing behavior from ACEs, mediated by the mothers' anxiety symptoms and moderated by their mind-mindedness and the child's age, while controlling for the child's traumatic experiences, was also significant [F(9, 140) = 3.67, p < 0.001, R2 = 0.19]. There was a three-way interaction between ACEs, the mother's mind-mindedness and the child's age predicting the mother's anxiety symptoms [F(1, 141) = 3.94, P = 0.05, R2 change = 0.02]. Thus, the mother's ACEs predicted her anxiety symptoms only when she had little mind-mindedness and the child was young {B = 0.14, SE = 0.05, t(150) = 2.71, p = 0.01 [0.04, 0.25]}. Moreover, as Table 3 indicates, in such situations, the mother's anxiety symptoms mediated the links between her ACEs and the child's internalizing behaviors. Pairwise contrasts showed that the difference between the indirect effects based on the mother's mind-mindedness level and the child's age was significant. The direct link between ACEs and the child's internalizing behavior was insignificant. In sum, H2a was mostly supported.

The model predicting the child's externalizing behavior from ACEs, mediated by the mother's depressive symptoms and moderated by mind-mindedness and the child's age, was only marginally significant [F(9, 140) = 1.84, p = 0.07, R2 = 0.11]. However, only the child's age had a marginally significant direct effect on the child's externalizing behavior, such that older children exhibited more externalizing behaviors than younger children {B = 13.24, SE = 7.06, t(150) = 1.87, p = 0.06 [−0.73, 27.20]}.

The model predicting the child's externalizing behavior from ACEs, mediated by the mother's anxiety symptoms, and moderated by her mind-mindedness and the child's age, was significant [F(9, 140) = 1.84, p < 0.05, R2 = 0.12]. There was a significant three-way interaction of ACEs by mind-mindedness and the child's age and the mother's anxiety symptoms [F(1, 141) = 3.94, p = 0.05, R2 change = 0.02]. Specifically, for young children, when the mother's mind-mindedness was low, the effect of ACEs on the mother's anxiety symptoms was significant and positive {B = 0.14, SE = 0.02, t(150) = 2.71, p = 0.01 [0.04, 0.25]}, indicating that more ACEs were associated with more anxiety symptoms. No similar effect emerged when the mothers had average or high levels of mind-mindedness or in the older age group. Finally, there was a significant indirect link between ACEs and the externalizing behavior of young children whose mothers demonstrated low levels of mind-mindedness. However, a pairwise contrast analysis revealed that the effect was not significantly different from the other indirect effects. No significant direct link was found either. Thus, H2b was rejected.



DISCUSSION

We conducted our study during the initial surge in COVID-19 in Israel, when the country was under lockdown, families were confined to their homes, their daily routines were disrupted and they were isolated from their usual social support networks. These circumstances created great stress and were likely accompanied by affect dysregulation for mothers and children.

Supporting H1, we found that mothers who had experienced more ACEs also reported more depressive and anxiety symptoms and their children showed more internalizing behaviors. However, we found no simple associations between ACEs and children's externalizing behaviors. Supporting H2a, the links between the mother's ACEs and her child's internalizing behaviors were mediated by her symptoms of anxiety and depression. Moreover, as predicted, these links were moderated by the mother's mentalization skills and, in the case of the mother's depressive symptoms, by the child's age as well. Specifically, having experienced more ACEs was linked with more maternal depressive and anxiety symptomatology and with more internalizing behavior in their children. This effect occurred only in young children of mothers with poor mentalization skills. In contrast, as predicted, when the mother's mentalization was stronger, no such llinks were evident. Among older children and only with regard to maternal depressive symptoms, mothers who experienced more ACEs reported more depressive symptomatology and more internalizing behaviors in their children. These links were evident only in mothers with strong mentalization skills whereas when the mother's mentalization level was lower, there were no significant effects.

We rejected H2b because the model predicting children's externalizing behavior via their mothers' depressive symptoms was only marginally significant. Furthermore, we found none of the predicted direct, mediated and moderated links. In addition, the model predicting children's externalizing behavior from ACEs and their mothers' anxiety symptoms was significant. As expected, ACEs predicted the mother's anxiety symptoms when her mentalization level was low and the child was younger. However, the hypothesized mediated-moderated link between the mother's anxiety symptoms and the child's externalizing behaviors was not supported.

Our findings regarding the positive association between ACEs and the mothers' anxiety and depressive symptoms are consistent with mounting evidence regarding the negative impact of ACEs on adults' mental health (4–8), particularly following the outbreak of COVID-19 (35–39). Importantly, ACEs were linked with both anxiety and depressive symptomatology, which were strongly correlated, indicating the comorbidity between them. This comorbidity, as well as the similar pathways between ACEs and these two forms of affect dysregulation disorders, support the view of ACEs as a transdiagnostic risk factor for affective disorders. Thus, exposure to adversity in childhood may initiate a negative developmental trajectory that may interfere with the development of a solid, flexible, adaptive system for coping with stress. In the absence of such a system, stressful events encountered later in life may lead to allostatic load, chronic emotional dysregulation and a life-long difficulty in coping with various adult challenges, including parenting and childrearing.

Our findings also join a rapidly growing body of literature indicating that a mother's ACEs can interfere with her child's socioemotional adaptation (70). They suggest that a mother's affective dysregulation, manifested in her anxiety and depressive symptoms, is one possible mediating mechanism between her ACEs and her child's behavior problems. Given what is known about ACEs, it is possible that painful, traumatic childhood memories lead to a unique mental state (18) and affect dysregulation (20), which, in return, undermines the mother's ability to parent effectively. In line with this reasoning, research shows that caregivers who have experienced many ACEs tend to feel that their relationship with their child is going the wrong way, are more critical of their child's behavior and feel they have less control over their lives (12). Similarly, a recent qualitative meta-analysis reported that mothers who experienced childhood adversity reported of constant overwhelming anxiety about their child's safety, a tendency to overprotect the child and hypervigilant parenting. These mothers were preoccupied by the desire to create a childhood for their children that was different than theirs and consequently struggled to find appropriate discipline strategies (71). These concerns and preoccupations, as well as the mothers' depressive and anxiety symptoms, may lead to unhealthy parenting practices and parenting stress in the mothers. They may jeopardize their children's ability to develop appropriate emotion regulation strategies for coping with stress, increasing their risk of developing behavior problems (16).

Therefore, we argue that for mothers who have endured childhood adversity, coping with the pandemic may have created an additional emotional burden, increasing their risk of depression and anxiety. In turn, these anxiety and depressive symptoms may lead these mothers, who are predisposed to becoming stressed and dysregulated, to be more overwhelmed by the short-term and long-term health and social consequences of the pandemic than mothers with no similar mental health problems or a history of ACEs. This speculation is supported by the co-occurrence of high rates of depressive and anxiety symptoms and mothers' concerns regarding the pandemic's implications and lack of social support in our study. Thus, the cumulative stress of ACEs and the current pandemic may exacerbate the mother's negative mood and intensify her negative state of mind with regard to parenting. These factors, separately and together, interfere with the mother's ability to parent her child effectively, accounting for the children's internalizing and externalizing behaviors.

Importantly, and in line with our prediction, maternal mentalization skills moderated the links between the mother's ACEs, her affective symptoms and her child's behavior. Specifically, strong maternal mentalization skills mitigated the links between the mothers' ACEs, their depressive and anxiety symptoms and their children's internalizing behaviors. These skills also mitigated the link between ACEs and the mothers' anxiety symptoms in the case of their children's externalizing behaviors. These findings accord with previous studies demonstrating the potentially protective effect of maternal mentalization [e.g., (54–58)]. It is possible that high levels of maternal mentalization may help mothers regulate their arousal resulting from their ACEs and the pandemic, and recognize and attend to their child's regulation needs, at least among young children. Moreover, higher levels of maternal mentalization may help mothers appreciate their young children's developmental needs, allowing them to differentiate between their children's mental experiences and their own, and recognizing the merit of trying to regulate their negative emotions so as not to overwhelm their young children. Furthermore, the mothers' ability to think about their children's mental state helps the children develop their own self-regulation skills (46). Consequently, their children show fewer internalizing behaviors. In contrast, mothers with fewer mentalization skills are less able to self-modulate their own affect dysregulation and that of their children. They may flood their children with their own worries regarding their safety, which may increase their young children's fears and worries.

In general, the mediated-moderated links were less apparent in older children. Moreover, in this age group, the links between ACEs and the children's internalizing problems were stronger in mothers with stronger mentalization skills. This finding echoes Benbassat and Priel's (55) report of a positive association between paternal reflective functioning and adolescents' internalizing behaviors. This finding is not surprising given the relatively higher rates of internalizing symptoms among the older children found in our study as well as in other studies conducted following the COVID-19 outbreak [e.g., (72, 73)]. Taken together, we argue that during later stages of development, and particularly during a stressful time such as the current pandemic, mothers with better mentalization skills may be more attuned to their older children's signs of distress, despite their own distress and history of traumatic experiences. They may recognize boredom, lack of motivation, daytime sleeping, and screen addiction in their adolescents as evidence of this distress. In contrast, mothers with fewer mentalization skills who have experienced many ACEs may be over-focused on their own stress and needs, and may miss the older children's signs of distress.

Of note is the fact that in our study, the links between ACEs and maternal psychopathology symptoms were mostly evident in the case of children's internalizing, as opposed to externalizing, behavior. This result may reflect the worldwide rise in children's fears, worries, anxiety and depression following the outbreak of COVID-19 (25–28). It is also possible that mothers who have experienced many ACEs, and therefore tend to be more anxious and depressed (which are considered as internalizing symptoms), may project their own fears, concerns and negative affect onto their children. They may also unconsciously reinforce their children's internalizing difficulties by overanalyzing their behavior, looking for signs of distress and by being overprotective of them (71).


Contribution, Limitations, and Future Directions

Our study adds to and strengthens existing evidence regarding the contribution of ACEs to the risk of mothers' and children's psychopathology, and the moderating role of mentalization as a regulatory mechanism in the face of arousal and affect dysregulation. Its added contribution lies in expanding the discussion of the impact of ACEs not only on adults but also on their offspring and not only during the early stages of child development but also into early adolescence. It also expands the existing research by testing ACE models during COVID-19, supporting the claim that the pandemic has affected people differently based on their preexisting fragility and resilience. Importantly, our study involved low-risk, high-functioning mothers. Nevertheless, more than half of the mothers in the sample reported at least one adverse childhood experience and almost 15% reported four or more ACEs, supporting the argument that ACEs are quite prevalent across communities and nations. Moreover, a few of the children were also reported to have experienced a traumatic event firsthand. However, we established that the links between the mothers' ACEs and their children's behavior were over and above the children's own traumatic experiences. This finding adds to the large body of research highlighting the important contribution, positive and negative, of parents' childhood histories to their children's wellbeing.

Nevertheless, several caveats need to be mentioned. The homogeneity of the sample of low-risk, high-functioning, cohabiting mothers limits the generalizability of the findings to other, more at-risk samples. The concurrent assessment and the retrospective nature of the reports about ACEs also limit our ability to form causal links between childhood adversity, current mental health and children's behavioral outcomes. It is equally possible that the mothers' mental health difficulties, exacerbated by the pandemic, influenced their retrospective accounts of their childhood, portraying it in more negative terms than actual, objective reality. Furthermore, the relatively modest sample size precluded to test additional and more complex hypotheses and may have limited our ability to detect additional significant effects. Finally, all of the measures came from the mothers, which may have created an informer bias. Future studies can benefit from using multiple informants including fathers, teachers and the children themselves. Longitudinal designs that follow children who have been exposed to ACEs into adulthood and parenthood can help us better understand the developmental trajectory associated with ACEs and the conditions under which mentalization skills emerge, fail to develop or collapse. Observational studies looking at parenting practices and the actual utilization of mentalizing skills among parents who endured ACEs can help identify the specific behavioral mechanisms by which ACEs dysregulate parents.



Clinical Implications

Unprocessed childhood adversity may affect the psychobiology of parenting and may interfere with a mother's wellbeing as well as her child's wellbeing and adaptation. Therefore, offering psychotherapy to survivors of childhood adversity is important. Moreover, our findings show that poor maternal mentalization, when coupled with ACEs, may further increase the risk that mothers will become dysregulated during stressful circumstances such as the current pandemic, which, may increase the risk of young children developing internalizing behavioral problems. The rise in mental health problems in adults and children during the pandemic points to the need to mentally support parents and children at this time. Research and clinical evidence show that highlighting benevolent childhood experiences can neutralize the effects of ACEs (74), particularly during the current pandemic (35). Similarly, Lieberman et al. (75) coined the concept of “angels in the nursery” to suggest that underscoring shared positive affective experiences between the adult as a child and his/her caregiver can promote growth in traumatized parents and is vital to effective psychotherapy with them. Indeed, recent studies have demonstrated the protective effect of positive childhood memories in caregivers against the intergenerational transmission of trauma (76). Thus, mental health professionals who work with mothers who report a history of childhood adversity should focus not only on dealing with these experiences but also encourage their recollection of positive, benevolent memories. Furthermore, several evidence-based interventions that focus on improving parental mentalization are currently available for parents of younger children (77, 78) and older children (49, 79, 80). Improving parental mentalization skills can help dysregulated mothers regulate themselves and better understand their children's needs. Doing so may be especially important when the child's needs are overshadowed by the mother's childhood ghosts (81) and traumatic past experiences (82).




DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the Academic College of Tel Aviv Yaffo's Ethics Committee approval reference #2020079. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

The manuscript was based on original data collected by the team of DD and KH-G. DD and KH-G were the primary researchers in this project and have co-authored the current submitted manuscript. Both authors equally contributed to the study conception and design and write-up, performed material preparation, data collection, and analysis, and contributed to the article and approved the submitted version.



REFERENCES

 1. Felitti VJ, Anda RF, Nordenberg D, Williamson DF. Adverse childhood experiences and health outcomes in adults: the ACE study. J Fam Consumer Sci. (1998) 90:31. doi: 10.1037/t26957-000 

 2. Bellis MA, Hughes K, Ford K, Rodriguez GR, Sethi D, Passmore J. Life course health consequences and associated annual costs of adverse childhood experiences across Europe and North America: a systematic review and meta-analysis. Lancet Public Health. (2019) 4:e517–28. doi: 10.1016/S2468-2667(19)30145-8

 3. Danese A, Moffitt TE, Harrington H, Milne BJ, Polanczyk G, Pariante CM, et al. Adverse childhood experiences and adult risk factors for age-related disease: depression, inflammation, and clustering of metabolic risk markers. Arch Pediatr Adolesc Med. (2009) 163:1135–43. doi: 10.1001/archpediatrics.2009.214

 4. Mersky JP, Topitzes J, Reynolds AJ. Impacts of adverse childhood experiences on health, mental health, and substance use in early adulthood: a cohort study of an urban, minority sample in the US. Child Abuse Neglect. (2013) 37:917–25. doi: 10.1016/j.chiabu.2013.07.011

 5. Chapman DP, Dube SR, Anda RF. Adverse childhood events as risk factors for negative mental health outcomes. Psychiatr Ann. (2007) 37:359–64. doi: 10.3928/00485713-20070501-07 

 6. Choi KW, Sikkema KJ. Childhood maltreatment and perinatal mood and anxiety disorders: a systematic review. Trauma Violence Abuse. (2016) 17:427–53. doi: 10.1177/1524838015584369

 7. Hoppen TH, Chalder T. Childhood adversity as a transdiagnostic risk factor for affective disorders in adulthood: a systematic review focusing on biopsychosocial moderating and mediating variables. Clin Psychol Rev. (2018) 65:81–151. doi: 10.1016/j.cpr.2018.08.002

 8. Hughes K, Bellis MA, Hardcastle KA, Sethi D, Butchart A, Mikton C, et al. The effect of multiple adverse childhood experiences on health: a systematic review and meta-analysis. Lancet Public Health. (2017) 2:e356–66. doi: 10.1016/S2468-2667(17)30118-4

 9. Brown RH, Eisner M, Walker S, Tomlinson M, Fearon P, Dunne MP, et al. The impact of maternal adverse childhood experiences and prenatal depressive symptoms on foetal attachment: preliminary evidence from expectant mothers across eight middle-income countries. J Affect Disord. (2021) 295:612–9. doi: 10.1016/j.jad.2021.08.066

 10. Schroeder K, Schuler BR, Kobulsky JM, Sarwer DB. The association between adverse childhood experiences and childhood obesity: a systematic review. Obesity Rev. (2021) 22:e13204. doi: 10.1111/obr.13204

 11. Wiss DA, Brewerton TD. Adverse childhood experiences and adult obesity: a systematic review of plausible mechanisms and meta-analysis of cross-sectional studies. Physiol Behav. (2020) 223:112964. doi: 10.1016/j.physbeh.2020.112964

 12. Ziv Y, Umphlet KLC, Olarte S, Venza J. Early childhood trauma in high- risk families: associations with caregiver emotional availability and insightfulness, and children's social information processing and social behavior. Attach Hum Dev. (2018) 20:309–32. doi: 10.1080/14616734.2018.1446738

 13. Mirman A, Bick AS, Kalla C, Canetti L, Segman R, Dan R, et al. The imprint of childhood adversity on emotional processing in high functioning young adults. Human Brain Mapp. (2021) 42:615–25. doi: 10.1002/hbm.25246

 14. McDonnell CG, Valentino K. Intergenerational effects of childhood trauma: evaluating pathways among maternal ACEs, perinatal depressive symptoms, and infant outcomes. Child Maltreat. (2016) 21:317–26. doi: 10.1177/1077559516659556

 15. Racine N, Byles H, Killam T, Ereyi-Osas W, Madigan S. Asking about childhood adversity in the prenatal care setting: cross-sectional associations with maternal health and mental health outcomes. Maternal Child Health J. (2021) 1–11. doi: 10.1007/s10995-021-03301-5

 16. Cooke JE, Racine N, Plamondon A, Tough S, Madigan S. Maternal adverse childhood experiences, attachment style, and mental health: pathways of transmission to child behavior problems. Child Abuse Neglect. (2019) 93:27–37. doi: 10.1016/j.chiabu.2019.04.011

 17. Moe V, Von Soest T, Fredriksen E, Olafsen KS, Smith L. The multiple determinants of maternal parenting stress 12 months after birth: The contribution of antenatal attachment style, adverse childhood experiences, infant temperament. Front Psychol. (2018) 9:1987. doi: 10.3389/fpsyg.2018.01987

 18. Murphy A, Steele M, Dube SR, Bate J, Bonuck K, Meissner P, et al. Adverse childhood experiences (ACEs) questionnaire and adult attachment interview (AAI): implications for parent child relationships. Child Abuse Negl. (2014) 38:224–33. doi: 10.1016/j.chiabu.2013.09.004

 19. Steele H, Bate J, Steele M, Dube SR, Danskin K, Knafo H, et al. Adverse childhood experiences, poverty, and parenting stress. Can J Behav Sci. (2016) 48:32–8. doi: 10.1037/cbs0000034

 20. Lange BC, Callinan LS, Smith MV. Adverse childhood experiences and their relation to parenting stress and parenting practices. Commun Mental Health J. (2019) 55:651–62. doi: 10.1007/s10597-018-0331-z

 21. Gavin B, Lyne J, McNicholas F. Mental health and the COVID-19 pandemic. Irish J Psychol Med. (2020) 37:156–8. doi: 10.1017/ipm.2020.72

 22. Holmes EA, O'Connor RC, Perry VH, Tracey I, Wessely S, Arseneault L, et al. Multidisciplinary research priorities for the COVID-19 pandemic: a call for action for mental health science. Lancet Psychiatry. (2020) 7:547–60. doi: 10.1016/S2215-0366(20)30168-1

 23. Torales J, O'Higgins M, Castaldelli-Maia JM, Ventriglio A. The outbreak of COVID-19 coronavirus and its impact on global mental health. Int J Soc Psychiatry. (2020) 66:317–20. doi: 10.1177/0020764020915212

 24. Panchal U, Salazar de Pablo G, Franco M, Moreno C, Parellada M, Arango C, et al. The impact of COVID-19 lockdown on child and adolescent mental health: systematic review. Eur Child Adolesc Psychiatry. (2021). doi: 10.1007/s00787-021-01856-w [Epub ahead of print].

 25. Domínguez-Álvarez B, López-Romero L, Isdahl-Troye A, Gómez-Fraguela JA, Romero E. Children coping, contextual risk and their interplay during the COVID-19 pandemic: a Spanish case. Front Psychol. (2020) 11:3427. doi: 10.3389/fpsyg.2020.577763

 26. Ghosh A, Arora B, Gupta R, Anoop S, Misra A. Effects of nationwide lockdown during COVID-19 epidemic on lifestyle and other medical issues of patients with type 2 diabetes in north India. Diabetes Metabolic Syndr Clin Res Rev. (2020) 14:917–20. doi: 10.1016/j.dsx.2020.05.044

 27. Jiao WY, Wang LN, Liu J, Fang SF, Jiao FY, Pettoello-Mantovani M, et al. Behavioral and emotional disorders in children during the COVID-19 epidemic. J Pediatrics. (2020) 221:264–6.e1. doi: 10.1016/j.jpeds.2020.03.013

 28. Orgilés M, Morales A, Delvecchio E, Mazzeschi C, Espada JP. Immediate psychological effects of the COVID-19 quarantine in youth from Italy and Spain. Front Psychol. (2020) 11:2986. doi: 10.3389/fpsyg.2020.579038

 29. Brooks SK, Webster RK, Smith LE, Woodland L, Wessely S, Greenberg N, et al. The psychological impact of quarantine and how to reduce it: rapid review of the evidence. Lancet. (2020) 395:912–20. doi: 10.1016/S0140-6736(20)30460-8

 30. Imran N, Zeshan M, Pervaiz Z. Mental health considerations for children & adolescents in COVID-19 pandemic. Pakistan J Med Sci. (2020) 36:S67. doi: 10.12669/pjms.36.COVID19-S4.2759

 31. Lei S, Jiang F, Su W, Chen C, Chen J, Mei W, et al. Clinical characteristics and outcomes of patients undergoing surgeries during the incubation period of COVID-19 infection. EClinicalMedicine. (2020) 21:100331. doi: 10.1016/j.eclinm.2020.100331

 32. CBS. Israeli Central Bureau of Statistics Publication. Public Use File (PUF) (2020). Available online at: https://www.cbs.gov.il/he/Statistical/statistical-182-corona.pdf 

 33. Saddik B, Hussein A, Albanna A, Elbarazi I, Al-Shujairi A, Sharif-Askari FS, et al. Assessing the influence of parental anxiety on childhood anxiety during the COVID-19 pandemic in the United Arab Emirates. medRxiv [Preprint]. (2020). doi: 10.1101/2020.06.11.20128371 

 34. Dollberg DG, Hanetz-Gamliel K, Levy S. COVID-19, child's behavior problems, and mother's anxiety and mentalization: a mediated moderation model. Curr Psychol. (2021). doi: 10.1007/s12144-021-02476-y [Epub ahead of print].

 35. Doom JR, Seok D, Narayan AJ, Fox KR. Adverse and benevolent childhood experiences predict mental health during the COVID-19 pandemic. Adv Res Sci. (2021) 2:193–204. doi: 10.1007/s42844-021-00038-6

 36. Gotlib IH, Borchers LR, Chahal R, Gifuni AJ, Teresi GI, Ho TC. Early life stress predicts depressive symptoms in adolescents during the COVID-19 pandemic: the mediating role of perceived stress. Front Psychol. (2021) 11:3864. doi: 10.3389/fpsyg.2020.603748

 37. Chi X, Becker B, Yu Q, Willeit P, Jiao C, Huang L, et al. Prevalence and psychosocial correlates of mental health outcomes among Chinese college students during the coronavirus disease (COVID-19) pandemic. Front Psychiatry. (2020) 11:803. doi: 10.3389/fpsyt.2020.00803

 38. Haydon KC, Salvatore JE. A prospective study of mental health, well-being, and substance use during the initial COVID-19 pandemic surge. Clin Psychol Sci. (2022) 10:58–75. doi: 10.1177/21677026211013499

 39. Srivastav A, Richard CL, McRell AS, Strompolis M. The unintended consequence of novel coronavirus (COVID-19) pandemic on racial inequities associated with adverse childhood experiences (ACEs): findings from a population-based study. Front Public Health. (2021) 9:701887. doi: 10.3389/fpubh.2021.701887

 40. Wade M, Prime H, Johnson D, May SS, Jenkins JM, Browne DT. The disparate impact of COVID-19 on the mental health of female and male caregivers. Soc Sci Med. (2021) 275:113801. doi: 10.1016/j.socscimed.2021.113801

 41. Luyten P, Campbell C, Allison E, Fonagy P. The mentalizing approach to psychopathology: state of the art and future directions. Annu Rev Clin Psychol. (2020) 16:297–325. doi: 10.1146/annurev-clinpsy-071919-015355

 42. Meins E, Fernyhough C, Fradley E, Tuckey M. Rethinking maternal sensitivity: mothers' comments on infants' mental processes predict security of attachment at 12 months. J Child Psychol Psychiatry Allied Discipl. (2001) 42:637–48. doi: 10.1111/1469-7610.00759

 43. Slade A. Parental reflective functioning: an introduction. Attachment Human Dev. (2005) 7:269–81. doi: 10.1080/14616730500245906

 44. Luyten P, Nijssens L, Fonagy P, Mayes LC. Parental reflective functioning: theory, research, and clinical applications. Psychoanalytic Study Child. (2017) 70:174–99. doi: 10.1080/00797308.2016.1277901 

 45. Zeegers MAJ, Colonnesi C, Stams G-JJM, Meins E. Mind matters: a meta-analysis on parental mentalization and sensitivity as predictors of infant–parent attachment. Psychol Bull. (2017) 143:1245–72. doi: 10.1037/bul0000114

 46. Bernier A, Carlson SM, Whipple N. From external regulation to self-regulation: early parenting precursors of young children's executive functioning. Child Dev. (2010) 81:326–39. doi: 10.1111/j.1467-8624.2009.01397.x

 47. Meins E, Centifanti LCM, Fernyhough C, Fishburn S. Maternal mind- mindedness and children's behavioral difficulties: mitigating the impact of low socioeconomic status. J Abnormal Child Psychol. (2013) 41:543–53. doi: 10.1007/s10802-012-9699-3

 48. Smaling HJ, Huijbregts SC, Suurland J, van der Heijden KB, Mesman J, van Goozen SH, et al. Prenatal reflective functioning and accumulated risk as predictors of maternal interactive behavior during free play, the still-face paradigm, and two teaching tasks. Infancy. (2016) 21:766–84. doi: 10.1111/infa.12137 

 49. Stob V, Slade A, Brotnow L, Adnopoz J, Woolston J. The family cycle: an activity to enhance parents' mentalization in children's mental health treatment. J Infant Child Adolescent Psychother. (2019) 18:103–19. doi: 10.1080/15289168.2019.1591887 

 50. Camisasca E, Procaccia R, Miragoli S, Valtolina GG, Di Blasio P.. Maternal mind-mindedness as a linking mechanism between childbirth-related posttraumatic stress symptoms and parenting stress. Health Care Women Int. (2017) 38:593–612. doi: 10.1080/07399332.2017.1296840

 51. Georg A, Schroder P, Cierpka M, Taubner S. Parental reflective functioning and its relation to parenting stress in a sample with early regulatory disorders/Elterliche Mentalisierungsfahigkeit und der Zusammenhang mit elterlicher Belastung bei fruhkindlichen Regulationsstorungen. Praxis Kinderpsychologie Kinderpsychiatrie. (2018) 67:421–42. doi: 10.13109/prkk.2018.67.5.421

 52. Taubner S. Parental mentalizing as a key resource for difficult transitions. Attach Hum Dev. (2020) 22:46–50. doi: 10.1080/14616734.2019.1589060

 53. Berthelot N, Lemieux R, Garon-Bissonnette J, Lacharité C, Muzik M. The protective role of mentalizing: reflective functioning as a mediator between child maltreatment, psychopathology and parental attitude in expecting parents. Child Abuse Negl. (2019) 95:104065. doi: 10.1016/j.chiabu.2019.104065

 54. Fonagy P, Steele M, Steele H, Moran GS, Higgitt AC. The capacity for understanding mental states: the reflective self in parent and child and its significance for security of attachment. Infant Mental Health J. (1991) 12:201–218. doi: 10.1002/1097-0355(199123)12:3<201::AID-IMHJ2280120307>3.0.CO;2-7 

 55. Benbassat N, Priel B. Parenting and adolescent adjustment: the role of parental reflective function. J Adolesc. (2012) 35:163–74. doi: 10.1016/j.adolescence.2011.03.004

 56. Rutherford HJ, Booth CR, Luyten P, Bridgett DJ, Mayes LC. Investigating the association between parental reflective functioning and distress tolerance in motherhood. Infant Behav Dev. (2015) 40:54–63. doi: 10.1016/j.infbeh.2015.04.005

 57. Borelli JL, Hong K, Rasmussen HF, Smiley PA. Reflective functioning, physiological reactivity, and overcontrol in mothers: links with school-aged children's reflective functioning. Dev Psychol. (2017) 53:1680–93. doi: 10.1037/dev0000371

 58. Dollberg DG, Hanetz Gamliel K, Levy S. Mediating and moderating links between coparenting, parental mentalization, parents' anxiety, and children's behavior problems. J Fam Psychol. (2021) 35:324. doi: 10.1037/fam0000728

 59. Derogatis LR. BSI Brief Symptom Inventory: Administration, Scoring, and Procedure Manual. 4th ed. Minneapolis, MN: National Computer Systems (1993).

 60. Derogatis LR, Melisaratos N. The brief symptom inventory: an introductory report. Psychol Med. (1983) 13:595–605. doi: 10.1017/S0033291700048017

 61. Centers for Disease Control Prevention. Adverse Childhood Experience Resources (ACEs). (2016). Available online at: https://www.cdc.gov/violenceprevention/acestudy/resources.html (accessed October 10, 2017). 

 62. Meins E, Fernyhough C. Mind-Mindedness Coding Manual, Version 2.2. York: University of York (2015). 

 63. McMahon CA, Bernier A. Twenty years of research on parental mind-mindedness: empirical findings, theoretical and methodological challenges, and new directions. Dev Rev. (2017) 46:54–80. doi: 10.1016/j.dr.2017.07.001 

 64. Achenbach T, Rescorla L. ASEBA Preschool Forms & Profiles. Burlington, VT: University of Vermont, Research Center for Children, Youth and Families (2000). 

 65. Achenbach TM, Dumenci L, Rescorla LA. Ratings of Relations Between DSM-IV Diagnostic Categories and Items of the CBCL/6-18, TRF, and YSR. Burlington, VT: University of Vermont (2001). p. 1–9. 

 66. Zilber N, Auerbach J, Lerner Y. Israeli norms for the Achenbach Child Behavior Checklist: comparison of clinically-referred and non-referred children. Isr J Psychiatry Relat Sci. (1994) 31:5–12.

 67. Ford JD, Racusin R, Rogers K, Ellis C, Schiffman J, Ribbe D, et al. Traumatic Events Screening Inventory for Children (TESI-C) Version 8.4. National Center for PTSD and Dartmouth Child Psychiatry Research Group, Dartmouth VT (2002). 

 68. Hayes AF. Introduction to Mediation, Moderation, and Conditional Process Analysis Second Edition: A Regression-Based Approach. New York, NY: Ebook The Guilford Press (2018). 

 69. Hayes AF, Preacher KJ. Conditional process modeling: using structural equation modeling to examine contingent causal processes.?In: Hancock GR, Mueller RO, editors. Quantitative Methods in Education and the Behavioral Sciences: Issues, Research, and Teaching. Structural Equation Modeling: A Second Course. Charlotte, NC: IAP Information Age Publishing (2013). p. 219–66. 

 70. Letourneau N, Dewey D, Kaplan BJ, Ntanda H, Novick J, Thomas JC, et al. Intergenerational transmission of adverse childhood experiences via maternal depression and anxiety and moderation by child sex. J Dev Origins Health Dis. (2019) 10:88–99. doi: 10.1017/S2040174418000648

 71. Herbell K, Bloom T. A qualitative metasynthesis of mothers' adverse childhood experiences and parenting practices. J Pediatric Health Care. (2020) 34:409–17. doi: 10.1016/j.pedhc.2020.03.003

 72. O'Sullivan K, Clark S, McGrane A, Rock N, Burke L, Boyle N, et al. A qualitative study of child and adolescent mental health during the COVID-19 pandemic in Ireland. Int J Environ Res Public Health. (2021) 18:1062. doi: 10.3390/ijerph18031062

 73. Racine N, McArthur BA, Cooke JE, Eirich R, Zhu J, Madigan S. Global prevalence of depressive and anxiety symptoms in children and adolescents during COVID-19: a meta-analysis. JAMA Pediatr. (2021) 175:1142–50. doi: 10.1001/jamapediatrics.2021.2482

 74. Crandall A, Miller JR, Cheung A, Novilla LK, Glade R, Novilla MLB, et al. ACEs and counter-ACEs: how positive and negative childhood experiences influence adult health. Child Abuse Neglect. (2019) 96:104089. doi: 10.1016/j.chiabu.2019.104089

 75. Lieberman AF, Padrón E, Van Horn P, Harris WW. Angels in the nursery: the intergenerational transmission of benevolent parental influences. Infant Mental Health J. (2005) 26:504–20. doi: 10.1002/imhj.20071

 76. Narayan AJ, Atzl VM, Merrick JS, Harris WW, Lieberman AF. Developmental origins of ghosts and angels in the nursery: adverse and benevolent childhood experiences. Adversity Resilience Sci. (2020) 1:121–34. doi: 10.1007/s42844-020-00008-4 

 77. Sadler LS, Slade A, Close N, Webb DL, Simpson T, Fennie K, et al. Minding the baby: enhancing reflectiveness to improve early health relationship outcomes in an interdisciplinary home-visiting program. Infant Ment Health J. (2013) 34:391–405. doi: 10.1002/imhj.21406

 78. Schechter DS, Myers MM, Brunelli SA, Coates SW, Zeanah CH Jr, Davies M, et al. Traumatized mothers can change their minds about their toddlers: understanding how a novel use of videofeedback supports positive change of maternal attributions. Infant Mental Health J. (2006) 27:429–47. doi: 10.1002/imhj.20101

 79. Suchman NE, Ordway MR, de Las Heras L, McMahon TJ. Mothering from the Inside out: results of a pilot study testing a mentalization-based therapy for mothers enrolled in mental health services. Attach Hum Dev. (2016) 18:596–617. doi: 10.1080/14616734.2016.1226371

 80. Midgley N, Vrouva I. (eds.). Minding the Child: Mentalization-Based Interventions With Children, Young People and Their Families. New York, NY: Routledge (2013).

 81. Freiberg S, Adelson E, Shapiro V. Ghosts in the nursery. Am J Child Psychiatry. (1975) 14:387–421. doi: 10.1016/S0002-7138(09)61442-4

 82. Suardi F, Rothenberg M, Serpa SR, Schechter D. Trauma and parenting: informing clinical practice with recent research findings. Curr Treat Options Pediatr. (2017) 3:1–14. doi: 10.1007/s40746-017-0075-y 

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Dollberg and Hanetz-Gamliel. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpsyt-13-837423-t003.jpg
Mother’s ACEs — child’s internalizing behavior
Young children Low level of mother's MM
Medium level of mother's MM
High level of mother’s MM
Older children Low level of mother's MM
Medium level of mother's MM
High level of mother's MM
Mother’s ACEs — child’s externalizing behavior
Young children Low level of mother's MM
Medium level of mother's MM
High level of mother’s MM
Older children Low level of mother's MM
Medium level of mother's MM
High level of mother’s MM

‘p < 0.05.
MM, Mind-mindedness; Young childrer

133"
0.96*
0.60
-0.04
0.13
0.66"

0.97*
0.76*
0.67
0.02
0.17
0.46

Mother’s depression

SE

0.69
0.47
0.85
o1
0.13
035

0.67
0.44
0.61
0.13
0.16
0.32

3-6 years old. Older children = 6-12 years old.

LLCl, uLCH

0.06, 2.85
0.03, 1.90
-1.70,1.85
-0.24,023
—0.06, 0.47
0.1, 1.50

0.14,2.76
0.06, 1.75
—-0.60, 1.89
-0.29,0.28
—-0.16,0.50
-0.11,1.15

1.31%
0.42
-0.256
0.02
0.16
043

1.00°
029
-0.16
0.07
0.19
0.35

Mother’s anxiety

SE

0.68
0.46
0.70
0.10
0.14
037

0.63
033
0.43
0.14
0.15
031

LLCl, uLCl

0.10,2.74
—0.43, 1.42
—1.98,0.87
—-0.11,0.30
—-0.02,0.51
-0.13,1.30

0.18,2.22
—-0.28, 1.05
-1.01,0.76
—0.11,0.46
—0.05,0.55
-0.15,1.07





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Mediation-Moderation Links Between Mothers' ACEs, Mothers' and Children's Psychopathology Symptoms, and Maternal Mentalization During COVID-19



		Introduction



		Maternal Mentalization



		The Current Study



		Hypotheses







		Materials and Methods



		Participants



		Procedure



		Measures



		Mothers' Anxiety and Depression Symptomatology



		Mother's Adverse Childhood Experiences



		Maternal Mentalization



		Children's Behavior Problems



		Child's Exposure to Traumatic Events



		Demographic and COVID-19-Related Information









		Data Analysis







		Results



		Discussion



		Contribution, Limitations, and Future Directions



		Clinical Implications







		Data Availability Statement



		Ethics Statement



		Author Contributions



		References

















OPS/images/cover.jpg
’ frontiers
in Psychiatry

Mediation-Moderation Links
Between Mothers’ ACEs, Mothers’
and Children’s Psychopathology
Symptoms, and Maternal
Mentalization During COVID-19





OPS/images/fpsyt-13-837423-t001.jpg
Mothers’ ACEs

Emotional abuse

Physical abuse

Sexual harassment

Emotional neglect

Physical neglect

Parental separation, divorce or death
Mother treated violently

Household substance abuse

P NEOE PP

9. Household mental ilness
10. Incarcerated household member

ACE score

0

1

2

3

4 or more

Children’s traumatic experiences

1. Death of a close relative

2. Separation from a parent for more than a month
3. Experiencing a life-threatening event

4. Living under the threat of frequent missile attacks
5. Being physically or sexually abused by an adult
Number of traumatic experiences

0

1
2
3

42
26

Pl

32
10

20

29
24
12
2

~ e s~

11
36

%

428
19.1
158

145





OPS/images/fpsyt-13-837423-t002.jpg
w

sum
Threat of COVID-19 376
Lack of social support 201
Childs traumatic experiences 0,29
Mother's ACEs 1.44
Mothers’ anxiety 090
Mothers’ depression 0.70
Mother's MM 061

Child's externalizing behavior  49.87
Child's internalizing behavior ~ 50.87

*p < 0.05,

sD

7.24
0.68
055
1.73
051
0.54
0.25
9.27
975

< 0.01. MM, Mind-mindedness.

Threat of
COVID-19

0.07
0.00
-0.03
031"
0.28™
0.06
-0.12
-0.18"

Lack of social
support

0.14
-0.08
0.18"
0.19*
0.06
-0.15
-0.03

Child’s traumatic Mother’s

experiences

0.017
-0.03
-0.05

0.09
0.07
0.1

ACEs

0.19™

0.28"
0.10
0.09

0.19

Mothers’
anxiety

0.71*
0.04
0.26
0.34*

Mothers’ Mother’s
depression MM

0.04
{15 o 0.007
031" 0.01

Child’s
externalizing
behavior

0.58™









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Psychiatry





