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Abstract

Recent theories posit that empathy, typically an adaptive characteristic, may be associated with 

internalizing problems when children are chronically exposed to mother’s depression. We tested 

this postulation in a sample of children (N=82, Mage=5 years). Children witnessed their mothers 

express sadness, anger, and happiness during a simulated phone conversation, and researchers 

rated children’s negative affective empathy, positive affective empathy, and information-seeking 

(cognitive empathy) in response to their mother’s emotions. The chronicity of mother's depression 

during the child’s lifetime moderated associations between children’s empathy and internalizing 

problems. As predicted, all three empathy measures were related to greater mother-rated 

internalizing problems in children of chronically (i.e., 2–3 years) depressed mothers. Greater 

positive empathy was related to lower internalizing problems in children of nondepressed mothers. 

Positive empathy may contribute to adaptive processes when mothers are not depressed, and 

positive, negative, and cognitive empathy may contribute to maladaptive processes when mothers 

are chronically depressed.
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A child’s tendency to respond empathically to others is typically associated with adaptive 

functioning and social competence, including compassionate and prosocial behavior (1, 2), 

likeability and good quality peer relationships (1, 3), and strong academic outcomes (4). We 

propose that being highly empathic may not always be adaptive but rather might be 

associated with certain risks, specifically elevated internalizing problems, when the child is 

exposed to chronic negative emotions in their parents, including mother’s depression. Long-

term exposure to mother’s depression has negative consequences for children’s social and 

emotional functioning (5, 6); in particular, exposure to mother’s depressed emotions is one 

mechanism through which risk for internalizing problems is transmitted (7, 8). Researchers 

have recently suggested that being acutely aware of and emotionally responsive to a 
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mother’s depression may lead to children’s hypervigilance and guilt resulting from inability 

to alleviate the mother’s distress; hypervigilance and guilt may consequently lead to 

internalizing symptoms (9, 10). The purpose of this study is to begin evaluating these 

suppositions by determining whether empathic tendencies are associated with high levels of 

internalizing problems in young children whose mothers are depressed and, conversely, low 

internalizing problems in children whose mothers are not depressed.

Defining Empathy

Empathy is a multifarious construct that has varied definitions in the literature. 

Developmental psychologists have generally defined empathy as a response elicited by 

observing or imagining another’s emotional state or condition that involves the apprehension 
of their emotional state (cognitive empathy) and experience of emotions that are similar to 

what the other person is feeling or is assumed to feel (affective empathy; 9, 11). A large 

literature supports these related but distinct cognitive and affective components of empathy 

(12–14). From a developmental perspective, behavioral signs of affective empathy emerge 

earlier in development, with the first signs evident in the neonatal period (15, 16), and 

cognitive empathy does not begin to emerge until early childhood, when the cognitive 

capacity for taking another’s perspective begins to develop (17). Behavioral research 

indicates that a child’s proclivity to understand and take the perspectives of others does not 

necessarily predict the child’s tendency to share in others’ emotional experiences, and vice 

versa (9, 18). Neurobiological research also supports largely distinct neural substrates for 

“top-down” cognitive awareness and understanding of others’ emotions and “bottom-up” 

affective sharing (19–21), and the neural circuits underlying cognitive and affective 

components of empathy appear to follow different developmental trajectories (20, 22).

One manifestation of cognitive empathy is information-seeking, or attempts to understand 

another’s mental state and viewpoint (21, 23, 24). It is often operationalized as a child 

asking questions about others’ observable affect during observational paradigms (14, 25). 

Affective empathy refers to a child’s arousal and emotion sharing when observing another’s 

emotions. It is typically measured by rating a child’s facial expressions of concern or 

sympathy for persons in distress (11, 14). The existing research on children’s affective 

empathy has focused almost exclusively on their negative empathy, meaning their empathic 

responses to others’ emotional distress and physical pain (22, 26), whereas children’s 

positive empathy, meaning their experience of happiness or joy after witnessing and 

comprehending another’s positive emotional state (27), has been investigated in only a few 

studies. In one of these studies, parents’ reports of positive empathy in their 4-year-old 

children had small to moderate size associations with measures of negative empathy, 

supporting these two facets of affective empathy as related but distinct constructs. 

Furthermore, although negative and positive empathy have both been associated with 

children’s social functioning (27), negative empathy has most often been associated with 

measures of prosocial behaviors (28), including comforting distressed mothers (16), and the 

limited research on positive empathy supports its association with warmth during parent-

child interactions, an association that was not found for negative empathy (1). Together, this 

research suggests distinct correlates of cognitive and affective empathy and that affective 
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empathy can be further subdivided into related but separate positive and negative empathy 

components. The present study includes measures of all three facets of empathy.

Development of Skills for Empathic Responding

Early childhood, generally defined as the developmental stage between ages 3 and 8 years of 

age, is a key period for the development of skills for recognizing and discerning others’ 

emotions, hypothesizing about the causes of their emotions, and self-regulating during 

emotional situations (29, 30). Parental socialization practices, including responsive 

caregiving, displaying well-regulated emotions, labeling and explaining others’ emotions, 

and eliciting children’s dialogue about emotions, are primary means through which children 

learn these skills during early childhood (31, 32). By the middle of early childhood, children 

have typically developed skills that allow them to take the perspectives of others and respond 

empathically to others’ positive and negative emotions (33, 34), but ineffective socialization 

of these skills during this period interferes with children’s development of these skills (35). 

Thus, early childhood is a potentially vulnerable stage for the emergence of empathy-related 

risks, perhaps particularly as they relate to parental socialization.

Depression in Mothers

Depression is one of the most common psychiatric disorders in adults, particularly women 

(36), and women’s most impairing episodes of depression tend to occur during the 

childbearing and child rearing years (37). Children of depressed mothers are at risk for 

depression and impaired functioning in varied social and emotional domains (7). The effect 

of mother’s depression on children’s negative outcomes, including their internalizing 

problems, is greatest when her depression is chronic (38–40), and a meta-analysis found the 

effect of mother’s depression on children’s internalizing problems was stronger in samples 

with younger children (41). The effect of mother’s chronic depression on young children’s 

outcomes may be explained in part by her depression interfering with children’s 

development of empathy skills during early childhood. Researchers have found that, 

compared to nondepressed mothers, depressed mothers are less aware of their emotional 

impact on their child, less able to take the perspective of their child, and less effective in 

scaffolding their young child’s emotion regulation skills (42, 43). Furthermore, depressed 

mothers’ parenting is most impaired when her depression is chronic (44).

While parenting practices of mothers and fathers have been linked to children’s emotional 

development (45), studies indicate that mothers typically take a more central role in 

scaffolding young children's emotion understanding (46, 47) and mothers’ depression is 

more strongly associated with children’s internalizing problems than is fathers’ depression 

(41). Thus, this study focuses on empathic responses to mother’s emotions.

Empathic Responding and Internalizing Problems in Children of Depressed 

Mothers

Although empathy is typically an adaptive characteristic (1, 2), children who respond to their 

depressed mother’s emotions with high levels of empathic sensitivity may be particularly 
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vulnerable to developing internalizing problems through overinvolvement in their parent’s 

emotions. Zahn-Waxler and Van Hulle (2012) proposed distinct pathways through which 

empathy can be adaptive or maladaptive. Positive parental socialization experiences, good 

self-regulation, and minimal environmental adversity are thought to facilitate an adaptive 

pathway whereby empathy arouses other-oriented concern that leads to prosocial action and 

positive psychosocial outcomes. Chronic exposure to a mother’s depression is proposed to 

contribute to a maladaptive pathway in which children’s empathic responses arouse anxiety, 

sadness, guilt, and self-blame cognitions and prompt “costly” altruistic behaviors (e.g., role 

reversal in which the child cares for the parent) that lead to internalizing problems.

Depressed mothers’ sadness, withdrawal, irritability, and anger are threatening to young 

children given their implications for impaired parenting and caregiving (7, 48, 49), and 

highly empathic children may be especially sensitive to their mother’s harsh and withdrawn 

parenting practices. Negative affective empathy and cognitive empathy are perhaps most 

obviously relevant to the maladaptive empathy pathways in children of depressed mothers. 

Tendencies to “take on” a depressed mother’s sadness and irritability may interfere with 

children’s development of effective emotion regulation skills, and children with these 

negative affective empathy tendencies may be prone to experiencing unregulated arousal, 

hypervigilance and self-distress in response to their mother’s depression. Children with 

tendencies toward cognitive empathy may habitually attempt to understand their mother’s 

emotions and the reasons for fluctuations in her emotions and may thus be prone to 

developing guilt and self-blame responses to her emotions. In this way, negative affective 

empathy and cognitive empathy may trigger maladaptive empathy pathways leading to 

internalizing problems.

Children who are keenly aware of and invested in their depressed mother’s happiness, which 

likely signals safety and that the mother is emotionally available to connect with the child, 

may also be vulnerable to developing internalizing problems. These children may be prone 

to perceiving their mother’s happiness as evidence that their comforting or caring behaviors 

toward their mother were effective. As such, positive empathy, through children’s 

overinvestment in and misplaced perceptions of responsibility for their mother’s happiness, 

may also contribute to maladaptive empathy pathways. Moreover, research on children’s 

emotional development suggests that children may be particularly attuned to positive 

emotions during early childhood. Studies have found that 3- to 5-year-old children 

discriminate happy faces almost as well as adults (29), 4- to 8-year-old children are more 

accurate in recognizing happy facial expressions than negative facial expressions (29, 50), 

and happy faces evoke stronger activation in emotion-processing areas of 3.5-to 8.5-year-old 

children’s brains than do angry and sad faces, a difference that is not observed in adults (51).

Despite these proposed empathy pathways, studies have yet to investigate whether young 

children’s empathic responses to their mother’s emotions are associated with internalizing 

problems in children of depressed mothers. Instead, researchers have focused on 

investigating whether young children of depressed and nondepressed mothers differ in 

empathy-related constructs, such as interpersonal sensitivity and guilt. Some studies have 

shown that, during early childhood, children of depressed and nondepressed mothers differ 

in their sensitivity toward others’ distress (52, 53). For example, Zahn-Waxler, Kochanska, 
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Krupnick, and McKnew (1990) coded 5- to 9-year-old children’s responses to questions 

about hypothetical interpersonal vignettes and found that the responses produced by children 

of depressed mothers contained more extreme and unresolved guilt themes than the 

responses of children of nondepressed mothers; furthermore, researchers have found that 

excessive shame and guilt are characteristic of some young children with high levels of 

depression and internalizing problems (54, 55).

Hypothesis

We tested the central hypothesis that responding to mother’s emotions with high levels of 

cognitive, negative affective, and positive affective empathy is associated with low levels of 

internalizing problems when mothers have not experienced an episode of depression during 

the child’s lifetime, and, conversely, with high levels of internalizing problems when 

children are chronically exposed to their mother’s depression. We tested this hypothesis 

separately for cognitive, negative affective, and positive affective empathy given research 

supporting related but distinct cognitive and affective components of empathy (13) and 

because separate analyses will provide the most information about this novel research 

question.

Method

Participants

A sample of 82 children (52.4% female) and their mothers were recruited from a pool of 

families interested in participating in research, families who responded to fliers soliciting 

individuals interested in participating in studies about mother’s and child’s emotions that 

were posted in the community (e.g., libraries and schools) and in pediatric health clinics and 

adult behavioral health clinics at a large HMO, and families who responded to letters sent to 

families who had a child in the desired age range of 4 to 5 years who were patients in the 

pediatric health clinics or adult behavioral health clinics. Families were contacted by 

telephone to describe the study and schedule a laboratory visit. Participating children were 

48 to 74 months (M=59.5, SD=6.3). One family visited the lab 3 months after the child 

turned 6 years old; all other children were between the ages of 4 and 5. Most (90.2%) of the 

mothers were married or living with a partner and most (93.2%) had at least an 

undergraduate college degree. The mean yearly income for the families was relatively high, 

with 63% of the families earning at least $100,000 per year (average of $145,000/year). 

Mothers identified that their children were primarily Caucasian (80.5%), and small 

percentages of children were African American (7.3%), Hispanic (3.7%), Asian (3.7%), 

biracial (3.7%), and other races (1.2%).

Simulated Emotional Phone Call

Children’s empathic responses to their mother’s emotions were observed while the mother 

pretended to have an emotional phone conversation with a friend using a procedure adapted 

from the Simulated Phone Argument Task (56). The mother and child sat alone in a room, 

and the child was asked to draw a picture while the mother received a telephone call from 

the researcher. An audio recording of emotional phrases was played over the phone, and the 
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mother repeated the emotional phrases in the appropriate emotional tones. The telephone 

call had eight segments: four 40-second segments during which the mother expressed 

emotions and four 30-second “on-hold” segments that followed each of the emotion 

segments to provide opportunities for the child to interact with the mother. Mothers did not 

make scripted verbal statements about their emotions during the on-hold phases but 

maintained nonverbal behavior consistent with the preceding target emotion. They were 

instructed not to initiate communication with their child to avoid providing additional 

information about the phone call. If the child asked about the phone call, mothers were 

instructed to say something like, “I’ll tell you about it later.”

The mother first greeted her “friend” using a happy tone while saying five happy phrases, 

such as “I am happy to hear that.” She then told the child she was “on hold.” Next, she used 

a sad tone while making five sad statements, such as “that makes me so sad.” She then 

pretended to be on hold again. This procedure was repeated for mother's happiness a second 

time and then her anger. She ended the phone conversation using a neutral tone. An 

additional one-minute of interaction was recorded to provide an additional opportunity for 

the child to seek information about the mother’s emotions and the phone call. Mothers were 

instructed not to initiate conversation or to provide details of the phone call, similar to the 

on-hold phase, during the extra minute.

The duration of the phone conversation was four minutes and forty seconds, with mothers 

spending equal time expressing positive and negative emotions. The statements indicated the 

valence of mother's emotions but not the causes of her emotions to avoid inclusion of details 

that may have been particularly salient to individual children and to provide need for 

information-seeking. Mothers were instructed to use a level of emotional expressiveness 

they might typically use in a similar situation.

Observational Ratings of Emotions

Children's empathy responses—Affective and cognitive aspects of children’s 

empathic responses to their mother’s emotions were rated from video recordings that used a 

split screen to display both the mother and the child simultaneously. Three raters, who were 

blind to all information about the children and mothers, were trained to rate children’s 

empathic responses using rating scales that other researchers have used and found to be 

related to psychophysiological changes during empathy-inducing scenarios and parent 

ratings of children’s empathic tendencies (25, 57). Children’s expressions of negative 

emotions, including concern, sadness, and anger, in response to their mother’s sadness and 

anger were scored during the sad and angry segments and their subsequent on-hold 

segments. Ratings were based on facial expressions (e.g., frowning, tightening of brow), 

verbalizations, and gestures/postures (e.g., body rigidity, quickly shifting eyes) that were 

discerned to be in response to mother’s distress. Duration and intensity of the empathic 

concern expressions were rated on a 4-point scale (1 = absent, 2 = slight, 3 = moderate, 4 = 

substantial). Scores were averaged across the four segments to create one negative affective 
empathy score. Similar 4-point ratings of children’s expressions of happiness (e.g., smiling, 

livening of actions, animated hand gestures, singing) in response to mother’s happiness were 
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made during the two happy segments and their subsequent on-hold segments, and the scores 

were averaged to create one positive affective empathy score.

Information-seeking (cognitive empathy) was measured through ratings of children’s 

observed attempts to learn more about their mother’s emotions, such verifying the mother’s 

emotional state and asking questions about the cause of mother’s emotions. Frequency and 

sophistication of children’s information-seeking behavior were rated on a 5-point scale (1 = 

none; 2 = gestures/nonverbal—e.g., looking at mother while she was talking and 

communicating through a shrug that they wanted to know what was being discussed on the 

phone; 3 = simple verbal; 4 = sophisticated verbal; 5 = repeated, varied attempts). One rating 

was made during each of the four emotion phases and four on-hold phases of the phone call 

and during the one-minute segment after the phone call. These nine information-seeking 

ratings were averaged to create one information-seeking (cognitive empathy) score. Initial 

inter-rater reliabilities were established on 13 participants for each rater, and observer drift 

reliabilities were calculated for 18 (20%) of the sample. As recommended by Hallgren (58), 

one-way, absolute, single measures intra-class correlations (ICC) were used and ranged 

from .74 to .96 (M = .83) for initial reliability and .66 to.86 (M = .78) for drift reliability, 

which are all in the good to excellent range for this index.

Mother’s observed emotional expressiveness—Mother’s emotional expressiveness 

during the phone call was rated to serve as a statistical control in analyses. Mother’s 

happiness during the two happy phases, sadness during the sad phase, and anger during the 

angry phase were rated by three additional, blind researchers using a using a 5-point rating 

scale (1 = flat affect; 2 = mild affect; 3 = moderate affect; 4 = clear/strong affect; 5 = 

extreme affect) that is similar to rating scales used by other researchers (57). Raters 

considered duration and intensity of facial affect, nonverbal behavior, and tone of voice. 

Initial reliabilities (ICCs) on 10 participants ranged from .81 to .91 (M = .86) across 

emotions and raters, and average drift reliabilities on 23 participants (25% of the sample) 

ranged from .83 to .92 (M = .88), indicating reliability in the excellent range.

Mother’s Diagnostic Interview

Sections of the Structured Clinical Interview for DSM-IV Axis I Disorders-Non-Patient 

Edition (SCID; 59) were administered to the mothers by a master’s level clinical 

psychologist who had extensive training on diagnosis of depression with the SCID. The 

Mood Episodes Module and Optional Module J were used to assess dates of onset and offset 

of each mood episode. The dates of onset and offset of each episode of major depressive 

disorder (MDD) and dysthymic disorder (DD) that met full DSM-IV criteria (i.e., depression 

episodes, DEs) and the child’s birthdate were used to calculate whether or not the mother 

met criteria for a DE during the child’s lifetime, the number of DEs the mother experienced 

during the child’s lifetime, and the duration (number of months) that children were exposed 

to their mother’s depression. A second blind rater reviewed notes from the interviews and 

calculated the three scores for 35% of the participants. Inter-rater reliabilities were 

calculated and yielded a Kappa’s coefficient of .92 for whether or not diagnostic criteria was 

met, an ICC of .85 for the number of episodes, and an ICC of .82 for the number of months 

during the child’s lifetime the mother was depressed.
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Questionnaires

Child Behavior Checklist/4-18 (CBCL)—Mothers completed the parent version of the 

CBCL (60). The CBCL is a 118-item measure for children aged four to eighteen years that 

assesses the presence of symptoms of emotional and behavioral problems during the 

previous six months. The responses are given on a three-point scale (0 = Not True, 1 = 

Somewhat True, 2 = Very True) and yield scores on several empirically-derived scales. 

Standardized T scores for the 32-item Internalizing Problems scale, which assesses 

symptoms of depression, anxiety and inhibition, were used in this study. The CBCL has 

well-established reliability and validity in young children (60). The internal consistency 

reliability for the Internalizing Problems scale in our sample was α = .91.

Procedure

All procedures were approved by the IRB at Emory University and were performed in 

accordance with the ethical standards of Emory University and Georgia State University. All 

parents first provided informed written consent for their participation and their child’s 

participation, and all children provided their verbal assent. The mother then completed the 

CBCL and other study questionnaires while a researcher played with the child to build 

rapport. The mother then moved to a separate room to be trained on the phone call 

procedure, which included reading a script of the dialogue, listening to the audio recording 

of the phone conversation, and practicing the script. The mother then rejoined her child. The 

two sat at a table in a room that had one video camera recording the mother and another 

camera recording the child. The child was asked to draw a picture and did not have access to 

other toys. The researcher left the room, called the mother on her cell phone, and played the 

recording of the conversation over the phone. After the phone call, the mother completed the 

SCID interview in another room.

Results

Descriptive Analyses

Characteristics of the sample and variables are described in this section using means, 

standard deviations, Pearson’s zero-order correlations, t tests, and ANOVAs (See Table 1). 

Slightly more than half (56.1%) of the mothers never met criteria for a depressive disorder 

during their own lifetime; 9.8% of the mothers met criteria before but not during their 

participating child's lifetime; and 34.1% (n=28) met criteria during their child's lifetime. 

Mothers in the full sample (N=82) were depressed for an average of 7.10 months during 

their child's lifetime. Mothers who met criteria for a depression diagnosis during their child's 

lifetime (n=28) were depressed for an average of 20.79 months during their child's lifetime 

and had an average of 1.36 depression episodes (MDD and DD) during their child’s lifetime. 

The majority of mothers who met criteria for a DE during their child’s lifetime reported only 

one episode – 79% reported 1 DE, 7% reported 2 DEs, and 14% reported 3 DEs. The 

number of months depressed ranged from 1 to 67 for mothers who reported 1 DE and ranged 

from 4 to 70 for mothers who reported 2 or more DEs, suggesting that the number of 

episodes was rather arbitrary in terms of duration of children’s exposure.
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Table 2 presents means of study variables for mothers who met criteria for a depression 

diagnosis during their child’s lifetime and mothers who did not meet criteria for a depression 

diagnosis during their child’s lifetime and results of t tests for group differences between the 

means. The children of depressed mothers had significantly higher levels of internalizing 

problems than children of nondepressed mothers. The two groups did not differ significantly 

in any other study variable.

The paradigm and rating systems were effective in eliciting individual differences in 

children’s empathic responses. Ratings of children’s negative affective empathy spanned the 

full possible range of 1 to 4 in each of the relevant phases (i.e., the sad and angry phases and 

their subsequent on-hold phases) and within-person averages for negative affective empathy 

across the four phases ranged from 1.00 (absent) to 3.20 ( moderate). The sample mean for 

negative affective empathy was 1.75 ( slight; See Table 1). Ratings of children’s positive 

affective empathy also spanned the full range of 1 to 4 in each of the relevant phases (i.e., 

the two happy phases and their subsequent on-hold phases) and within-person averages for 

positive affective empathy across these four phases ranged from 1.00 (absent) to 3.40 

( moderate). The sample average for positive affective empathy was 1.63 ( slight). Ratings of 

children’s information-seeking (cognitive empathy) did not span the full range in all of the 

nine phases of the phone call; the ratings ranged from 1 (absent) to 3, 4, or 5 (M=4.44; 

sophisticated verbal) on the 5-point scale in the phases. Within-person averages across these 

nine phases ranged from 1 (none) to 3.33 (simple verbal), with a sample average of 1.98 

( gestures/nonverbal). The correlation between ratings of children’s information-seeking 

(cognitive empathy) and ratings of their negative affective empathy was significant, positive, 

and large in magnitude. Ratings of children’s positive affective empathy were not 

significantly correlated with negative affective empathy or information-seeking.

Ratings of mother’s observed sadness, anger, and happiness during the phone call ranged 

from 2 (mild affect) to 5 (extreme affect) with sample averages in the moderate affect to 

clear/strong affect range (See Table 1). Thus, all mothers expressed the targeted emotions, 

and, as expected given the instructions for the mothers to use a level of expressiveness that is 

typical for them, there was variability in the scores across the sample. Inter-correlations 

among ratings of mothers’ different emotions were moderate to strong, indicating that 

mothers who expressed one emotion strongly tended to express the other emotions strongly.

There were no significant gender differences in any study variables. Children's older age was 

significantly correlated with lower ratings of children’s negative empathy, r(82) = −.25, p=.

03, and children’s positive empathy, r(82) = −.23, p=.04, but was not significantly related to 

any other study variable.

Tests of Hypotheses

Hierarchical multiple linear regression analyses were used to test the hypotheses using 

IBM® SPSS® Statistics, Version 21 software. Data were inspected for errors, outliers, and 

distributional assumptions; the assumptions of regression were met (61). The study 

hypothesis was tested with three separate regression equations – one each for cognitive 

empathy, negative affective empathy, and positive affective empathy. Internalizing problems 

was the outcome variable, and sample mean centered children’s empathy variables, mother’s 
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depression duration, and the interaction between children’s empathy and mother’s 

depression duration were the predictor variables. Since skills for empathic responding 

develop and change across early childhood (29) and age was signifcantly associated with 

positive and negative empathy in our sample, children’s age was included as a covariate in 

the regression equations. Given the observed variability in ratings of mother’s 

expressiveness during the phone call, ratings of mother’s expressiveness during the phone 

call were also included as covariates. Specifically, ratings of mother’s happy expressiveness 

was used a covariate in the equation with children’s positive empathy as a predictor; ratings 

of mother’s sadness and anger were used in the equation with children’s negative empathy 

as a predictor; and ratings of mother’s sadness, anger, and happiness were used in the 

equation with children’s information-seeking (cognitive empathy) as a predictor.

Results for the regression models are presented in Table 3. As hypothesized, children’s 

internalizing problems were significantly predicted by interactions between the duration of 

mother's depression and (a) information-seeking cognitive empathy, (b) negative affective 

empathy, and (c) positive affective empathy, demonstrating that the strength and/or direction 

of the association between children's empathic responses to their mother’s emotions and 

their internalizing problems depends on their mother's depression duration. Tests of simple 

slopes were used to test associations between children’s empathic responding and 

internalizing problems when mothers were depressed for 0 months of her child’s lifetime 

(i.e., nondepressed mothers), 1 year (12 months) of the child’s lifetime, 2 years (24 months) 

of the child’s lifetime, and 3 years (36 months) of the child’s lifetime.

Information-seeking (cognitive empathy) was (1) positively but not significantly associated 

with internalizing problems in children whose mothers were depressed for 12 months during 

the child’s lifetime, β = .11, p = .36, (2) positively but not significantly associated with 

higher levels of internalizing problems in children whose mothers were depressed for 24 

months during the child’s lifetime, β = .30, p = .09, (3) significantly associated with higher 

levels of internalizing problems in children whose mothers were depressed for 36 months 

during the child’s lifetime, β = .55, p = .047, and (4) negatively but not significantly 

associated with internalizing problems in children of nondepressed mothers, β = −.08, p = .

47. See Figure 1, Panel A. Thus, as hypothesized, when mothers were chronically depressed, 

high levels of cognitive empathy in response to mother’s emotions were associated with 

higher levels of internalizing problems. Among children of mothers who were not clinically 

depressed during their mother’s lifetime, the association between children’s cognitive 

empathy and their internalizing problems was not significant but was in the expected 

direction in that higher cognitive empathy was associated with lower levels of internalizing 

problems.

Children’s negative affective empathy was (1) again positively but not significantly 

associated with internalizing problems in children whose mothers were depressed for 12 

months, β = .15, p = .25, (2) positively but not significantly associated with greater 

internalizing problems in children whose mothers were depressed for 24 months, β = .39, p 
= .06, (3) significantly associated with greater internalizing problems in children whose 

mothers were depressed for 36 months during their lifetime, β = .70, p = .04, and (4) 

negatively but not significantly associated with internalizing problems in children of 
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nondepressed mothers, β = −.09, p = .42. See Figure 1, Panel B. Thus, similar to the findings 

for cognitive empathy, in children of chronically depressed mothers, higher levels of 

affective empathy in response to their mother’s negative emotions were associated with 

higher levels of internalizing problems. In children of mothers who were not clinically 

depressed during their mother’s lifetime, children’s negative affective empathy and their 

internalizing problems were not significantly associated but the association was again in the 

expected direction in that higher empathy was associated with lower internalizing problems.

Children’s positive affective empathy was (1) positively but not significantly associated with 

internalizing problems in children whose mothers were depressed for 12 months, β = .14, p 
= .36, (2) significantly associated with higher levels of internalizing problems in children 

whose mothers were depressed for 24 months, β = .51, p = .048, (3) significantly associated 

with higher levels of internalizing problems in children whose mothers were depressed for 

36 months during their lifetime, β = .99, p = .02, and (4) significantly associated with lower 

levels of internalizing problems in children of nondepressed mothers, β = −.23, p = .04. See 

Figure 1, Panel C. Children’s affective empathy in response to mother’s happiness was thus 

significantly associated with internalizing problems in expected directions for both children 

of chronically depressed mothers and children of nondepressed mothers. That is, children 

who responded to mother’s displays of happiness with happy affect tended to have higher 

levels of internalizing problems if their mothers were chronically depressed and lower levels 

of internalizing problems if their mothers were not depressed.

Additional Analyses

Although we made no a priori predictions, we tested three-way interactions between the 

behavioral ratings of empathy (three z−score transformed ratings per participant), the 

number of months the mother was depressed, and the type of empathy (cognitive empathy, 

negative empathy, or positive empathy; positive empathy served as the reference group) to 

determine whether the interaction between children’s empathy and duration of exposure was 

significantly stronger for a particular type of empathy. The three-way interactions were not 

significant for cognitive empathy compared to positive affective empathy, β= −.15, p=.19, or 

negative affective empathy compared to positive affective empathy, β= −.10, p=.36, 

suggesting the hypothesized interaction effect did not differ significantly by type of 

empathy.

We also tested two additional indicators of children’s exposure to mother’s depression – 

whether or not mothers met criteria for a DE during the child’s lifetime and the number of 

mother’s DEs during the child’s lifetime – as moderators of the association between 

children’s empathy and their internalizing problems. Whether or not mothers met criteria for 

a DE did not interact significantly with any of the three types of empathy. The interaction 

between the number of mother’s DEs and children’s empathy was only significant for 

positive affective empathy, βInteraction=.34, p=.004. Children’s positive affective empathy 

was (a) significantly and positively associated with internalizing problems in children whose 

mothers experienced 2 or more DEs, β=.86, p=.02, (b) significantly and negatively 

associated with internalizing problems in children of mothers who experienced no DEs, β= 

−.29, p=.01, and (c) not significantly associated with internalizing problems in children 
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whose mothers experienced 1 DE, β=.35, p=.09. Thus, the association between children’s 

empathic responses and their internalizing problems does not depend simply on whether or 

not the mothers were clinically depressed during the child’s lifetime and the number of DEs 

was only a significant moderator of mother’s positive affective empathy on children’s 

internalizing problems, suggesting that the duration of children’s exposure to mother’s 

depression is particularly important for understanding the conditions under which children’s 

empathy is a risk for internalizing problems.

Discussion

This study provided support for the novel hypothesis that empathic sensitivity is 

differentially associated with internalizing problems in children of chronically depressed 

mothers and children of nondepressed mothers. Displaying high levels of negative emotions 

in response to mother’s sadness and anger and seeking information about mother’s emotions 

were associated with higher levels of internalizing problems in children whose mothers were 

depressed for 3 years of the child’s lifetime, and responding to mother’s happiness with 

happiness was associated with higher levels of internalizing problems in children whose 

mothers were depressed for 2 or 3 years of the child’s lifetime. Conversely, high positive 

affective empathy in response to mother’s happiness was associated with lower levels of 

internalizing problems when mothers had not experienced an episode of depression during 

their child’s lifetime.

These findings support theoretical claims that empathic tendencies combined with family 

environments involving chronic parental suffering, such as mother’s depression, confer risk 

for internalizing problems in children, whereas children’s empathic tendencies facilitate 

adaptive processes that bring about social and emotional well-being in the context of 

positive, healthy family environments (9, 10). According to these theoretical models, high 

empathic sensitivity to mother’s negative emotions that interferes with children’s 

development of effective emotion regulation skills and activates maladaptive social 

cognitions, for example beliefs that the child is responsible for alleviating their mother’s 

distress, leads to a sense of personal failure, anxiety, and depression. These models also posit 

that children’s occasionally successful attempts to alleviate their mother’s negative emotions 

may reinforce children’s faulty and maladaptive beliefs that they have caused and are 

responsible for changing the parent’s depressed mood. Empathically sensitive children of 

depressed mothers may thus also be attuned and emotionally responsive to their mother’s 

happiness, particularly after their successful prosocial efforts, rendering them more 

vulnerable to such inaccurate beliefs of responsibility. Research on whether excessive 

prosocial efforts to alleviate mother’s depression, inappropriate guilt over failure to improve 

mother’s depressed mood, and disruptions in the development of emotion regulation 

strategies mediate associations between empathic sensitivity and internalizing problems in 

children of depressed mothers will be important aims for future research.

Another way to interpret our findings of associations in children of depressed mothers is that 

low empathic responding to mother’s emotions was associated with lower levels of 

internalizing problems in children of chronically depressed mothers, suggesting a potential 

benefit of disengaging from mother’s emotions when the mother is chronically depressed. 
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Future research should examine whether, over time, low empathic responding to a depressed 

mother’s positive and negative emotions continues to be associated with low internalizing 

symptoms or progresses to detached mother-child relationships and subsequent deficits in 

interpersonal and emotional functioning.

Turning to children of nondepressed mothers, our finding that positive affective empathy in 

response to mother’s happiness was associated with low levels of internalizing problems 

supports an adaptive empathy pathway in these children and is consistent with research 

showing that empathic tendencies are related to a host of healthy psychosocial outcomes (1, 

3, 4). These findings suggest that matching mother’s happy affect is a marker of emotional 

well-being in children of nondepressed mothers and may be a particularly adaptive way for 

these children to connect with their mothers. Indeed, children’s empathic engagement with 

others’ emotions facilitates their understanding of these emotions (62) and promotes 

prosocial behavior and strong interpersonal relationships (1, 63). Furthermore, positivity and 

warmth in the mother-child relationship has been found to buffer against the escalation of 

internalizing problems from early to late childhood (64). It is interesting to note that positive 

empathy is the one type of empathy that was related to internalizing problems in both 

children of depressed and nondepressed mothers, supporting the salience of mothers’ 

positive emotions to young children (50). Our findings about positive affective empathy 

make a novel contribution to a literature that has largely focused on relations between 

deficits in negative empathic responding and behavioral problems (65).

Findings from this study also provide a framework for novel investigations of empathy-

related risk mechanisms more broadly. Future research on moderators of the association 

between high empathic sensitivity and internalizing problems in children will be important 

for clarifying the contexts in which empathic sensitivity functions as a risk factor. For 

example, studies might investigate the moderating role of other parenting practices, such as 

love withdrawal, guilt induction, and criticism (66), and children’s temperament, including 

poor effortful control (67), that may render children susceptible to develop empathy-related 

guilt and subsequent internalizing problems. Studies may also examine the moderating role 

of good self-regulation or the presence of an emotionally stable second parent, both of which 

may buffer risk for internalizing problems.

It is important to note that the children of depressed mothers and children of nondepressed 

mothers in our sample had, on average, similar levels of empathy across all empathy 

measures. Research on mean level differences in empathy between children of depressed 

mothers and children of never depressed mothers is mixed, with studies finding that children 

of depressed mothers demonstrate both lower (53) and higher levels of empathy (68) than 

children of nondepressed mothers. Even in the absence of mean level differences in empathy 

in our study, children’s empathy was differentially associated with internalizing problems 

depending on mother’s depression history, which lends support to models positing that high 

levels of empathy may function differently depending on aspects of the child’s emotional 

environment, such as chronic negative emotionality that characterizes depression (9). 

Mothers with and without depression also expressed equivalent levels of happy, sad and 

angry emotions during the paradigm, suggesting the findings were not driven by differences 
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between the two groups in the salience of mother’s emotions and thus opportunities for 

empathic responding.

Limitations

Several limitations of the study should be discussed. First, levels of children’s internalizing 

problems were relatively low. However, lifetime rates of mother’s depression in this sample 

are relatively high compared to lifetime prevalence estimates in epidemiological samples 

(69), which may reflect that depression is particularly common in mothers of young children 

(70, 71) and our recruitment strategy (e.g., fliers in women’s behavioral health clinics and 

study description) likely appealed to families interested in the effect of mother’s emotions on 

children. Second, fathers were not included in the analyses and the sample was 

predominantly Caucasian and well educated. Future studies should include samples of 

children, mothers and fathers of diverse racial and socioeconomic backgrounds and with 

clinically significant symptoms to examine the generalizability of our findings in samples of 

differing characteristics. Third, some studies indicate that depressed parents provide 

negatively biased ratings of their children's behavioral and emotional problems (72, 73), 

though other studies do not support this (74, 75); studies using multi-informant measures of 

children’s internalizing problems may be an important extension of our findings. Fourth, 

recall bias may have affected mother’s report of her depression symptoms during her child’s 

lifetime. However, as expected, the number of months the mother was depressed had a 

significant, positive correlation with children’s internalizing problems, and it was a 

significant moderator of the association between empathy and internalizing problems. 

Lastly, the study used a cross-sectional design; future studies employing longitudinal 

designs with multiple time points might be used to answer questions about how relations 

among mother’s depression, children’s empathy, and children’s internalizing problems 

change over time, such as determining whether children’s high empathic sensitivity 

predisposes children to internalizing problems.

Summary

Empathic sensitivity, a characteristic typically associated with social and academic 

competence, was paradoxically associated with internalizing problems in children of 

chronically depressed mothers. Children’s attempts to seek information about their mother’s 

emotions (cognitive empathy), negative emotions in response to her sadness and anger 

(negative affective empathy), and positive emotions in response to her happiness (positive 

affective empathy) were associated with higher levels of internalizing problems in children 

whose mothers were depressed for at least several years during the child’s lifetime. 

Conversely, children’s positive empathy was associated with lower levels of internalizing 

problems in children whose mothers were not depressed.
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Figure 1. 
The effect of children's rated empathic behaviors during the simulated phone call – (A) 

information-seeking (cognitive empathy), (B) negative affective empathy, and (C) positive 

affective empathy – on children's CBCL internalizing problems score moderated by the 

duration of mother’s depression during children’s lifetime.
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