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Abstract
Extensive research has demonstrated the transactional nature of parent-child psychopathology, with limited studies
examining these effects during late adolescence and none, to our knowledge, longitudinally during the COVID-19 pandemic.
The current study examined the cross-lagged effects of parent and adolescent internalizing symptoms during the COVID-19
pandemic and the moderating role of avoidant coping. A sample of 291 adolescents (Age mean= 18.27; 53% female; 61%
White) and their parents rated their own anxiety and depressive symptoms and coping during the first two months following
stay-at-home orders during the COVID-19 pandemic. Parent internalizing symptoms at the first assessment predicted
adolescent internalizing symptoms at the second assessment. Adolescent avoidant coping style moderated this effect of
parent internalizing symptoms on adolescent internalizing symptoms in the subsequent month, such that parent internalizing
symptoms predicted child internalizing symptoms only among adolescents with moderate to high rates of avoidant coping.
Follow-up analyses indicated different patterns when examining depressive and anxiety symptoms separately. The results
highlight complex family dynamics between adolescents and their parents and begin to differentiate how individual
characteristics impact the response to a significant life event such as the COVID-19 pandemic.
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Introduction

The COVID-19 pandemic placed a significant strain on
families, creating important challenges to mental health,
such as increased rates of anxiety and depression in parents
and their children (Cameron et al. 2020; Park et al. 2020).
Late adolescence may be a particularly difficult time for

individuals to experience the changes associated with the
COVID-19 pandemic. Specifically, late adolescence is a
critical developmental period during which adolescents
become increasingly independent. However, the restrictions
in place during the first few months of the COVID-19
pandemic (e.g., physical distancing, stay-at-home orders,
quarantine, school closures) limited the independence of
many late adolescents, meanwhile increasing their proxi-
mity to family. These changes may meaningfully impact
late adolescents and their parents, heightening risk for
symptoms of anxiety and depression within these families.
As such, identifying the transactional associations between
parents’ and late adolescents’ anxiety and depressive
symptoms, as well as individual risk factors that amplify
internalizing symptoms, is crucial during times of restric-
tions that significantly impact their daily lives. The goals of
the current study are to (a) examine the cross-lagged rela-
tions between parent internalizing symptoms and adolescent
internalizing symptoms over time during two early months
of the COVID pandemic, (b) examine whether adolescent
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and parent avoidant coping moderates these relations, and
(c) explore these models for anxiety and depressive symp-
toms separately.

Previous research has shown an association between
parental anxiety and depression and child anxiety and
depression, with higher rates of parental depression
(Goodman and Brand 2011) and anxiety (Pereira et al.,
2014) related to higher levels of child internalizing symp-
toms, broadly speaking. With regard to unprecedented life
events, such as the Boston Marathon bombing, child
internalizing symptoms were worse among children of
highly distressed caregivers (Kerns et al. 2014). Further, a
developmental transactional model of parent-child psycho-
pathology holds that parents and children exert dynamic,
reciprocal influences on one another (Ciciolla et al., 2014).
Parents’ anxiety and depressive symptoms may impact
children’s ability to cope with negative emotions and
stressors, and ultimately the course of children’s psycho-
pathology, as well as the inverse (Morris et al. 2007).
Research in Spain and Italy provided initial evidence that
parents reporting higher levels of stress due to the COVID-
19 quarantine also reported that their children experienced
higher levels of internalizing symptoms (Orgiles et al.
2020). However, this work was cross-sectional, included
school-age children, and only included parent report, lim-
iting the conclusions about directionality. Moreover, not all
families were affected in the same way by the pandemic and
some are inherently more prone to experiencing increased
internalizing symptoms. As such, it is important to identify
which families are at greatest risk for increased internalizing
symptoms during unprecedented situations that involve
abrupt changes in developmental contexts, such as
increased contact between parents and their children (e.g.,
stay-at-home orders). To date, there is limited knowledge on
the secondary effects of the COVID-19 pandemic on the
well-being of the family system, particularly with late
adolescents and their parents, and the individual risk factors
that moderate these relations.

One potential moderator of the transactional impact of
parent and adolescent internalizing symptoms is the way in
which parents and adolescents cope with stress. Research
has shown that during stressful situations, some individuals
engage in potentially maladaptive or avoidant coping stra-
tegies such as distraction, behavioral disengagement, self-
blame, or substance use (Park et al. 2020). During the
COVID-19 pandemic, research has shown increased rates of
withdrawal and media use as a form of avoidant coping
(Pahayahay and Khalili-Mahani 2020). Avoidant coping
skills have been shown to exacerbate trauma-related stress
in adults (Ehring et al. 2011) and adolescents (Ollendick
et al., 2001) and place adolescents and parents at greater
risk of increasing levels of mental health symptoms,
including anxiety (Wilkinson et al. 2000) and depression

(Seiffge-Krenke and Klessinger 2000). As such, greater use
of avoidant coping by late adolescents and their parents may
increase their susceptibility to the other’s anxiety and
depressive symptoms.

Current Study

Using a cross-lagged, longitudinal moderation model, the
current study sought to examine the transactional effects of
parent and late adolescents’ internalizing symptoms, and the
moderating effect of avoidant coping on these relations,
across the first two months of stay-at-home orders, during
the COVID-19 pandemic in the US state of Maryland. It
was hypothesized that higher levels of parent internalizing
symptoms at Time 1 (i.e., approximately one-month after
stay-at-home orders) would predict increased adolescent
internalizing symptoms at Time 2 (i.e., approximately two-
months after stay-at-home orders), and that higher levels of
adolescent internalizing symptoms at Time 1 would predict
increased parent internalizing symptoms at Time 2. Given
the associations of avoidant coping with anxiety and
depressive symptoms, it was also expected that higher
levels of adolescent avoidant coping would moderate the
effect of parent internalizing symptoms on late adolescent
internalizing symptoms. Similarly, it was expected that
higher levels of parent avoidant coping would moderate
the effect of late adolescent internalizing symptoms on
parent internalizing symptoms. Exploratory analyses also
examined these models for anxiety and depressive symp-
toms separately.

Methods

Participants

Participants in the current study were part of a larger,
longitudinal study, conducted in a large metropolitan city in
the Mid-Atlantic region of the United States, designed to
examine links between temperament and psychopathology.
Participants were 291 children (135 male, 156 female)
selected at 4 months of age based on temperamental reac-
tivity and their parents. For additional details on the
recruitment and screening for the longitudinal sample see
(Hane et al. 2008). Based on parent report at recruitment,
maternal demographics included 69.1% White, 16.5%
Black, 7.2% Hispanic, 3.1% Asian, 3.4% other, and 0.7%
missing; paternal demographics included 68.7% White,
18.6% Black, 5.5% Hispanic, 2.7% Asian, 3.1% other, and
1.4% missing. At recruitment, most of the mothers in the
sample had a college degree or higher (77.6%), some had a
high school degree (16.2%), and a few reported other
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education (5.5%). At recruitment, most of the fathers in the
sample had a college degree or higher (71.9%), some had a
high school degree (19.6%), and a few reported other
education (6.9%). Based on clinical diagnostic interviews
conducted when adolescents were 15 and 18 years old, 21
(13%) met criteria for generalized anxiety disorder and 10
(6%) met criteria for depression.

For purposes of the current study, adolescents (M=
18.27, SD= 0.665), and their parents completed ques-
tionnaires online via REDCap (i.e., online survey
application) between April 20th and May 15th of
2020, approximately one month (M= 29.67 days, SD=
6.01 days) after a stay-at-home order was implemented in
Maryland on March 30 (Time 1). Approximately one month
later (M= 26.48 days, SD= 7.31 days), participants com-
pleted a second assessment (Time 2) after the mandatory
stay-at-home order was lifted and restrictions were slowly
reduced, in the state of Maryland. Specifically, 156 ado-
lescent participants and 173 parent participants (90%
mothers) completed the first assessment during the pan-
demic. Of the participants who completed the assessments
for the current study compared to the original sample, more
adolescent participants were female (n= 91, 58.7%);
maternal demographics included 76% White, 11% Black,
5% Hispanic, 3% Asian, 3% other, and 0.6% missing;
paternal demographics included 80% White and 20% His-
panic. The Institutional Review Board at the University of
Maryland approved all study protocols as meeting ethical
guidelines and all participants were compensated for
their time.

Measures

Avoidant coping

Avoidant coping was measured using the avoidant coping
scale of the Brief COPE Inventory at two assessments
during the COVID-19 pandemic, self-reported by parents
and adolescents. The Brief COPE is a 28-item self-report
questionnaire designed to assess use of coping strategies
during stressful life events (Carver 1997). The avoidant
coping scale (10 items) is the average of the denial, sub-
stance use, behavioral disengagement, self-distraction, and
self-blame subscales, each of which included two items.
Items ranged from a scale of 1, “I haven’t been doing this at
all,” to 4, “I’ve been doing this a lot,” (Baumstarck et al.
2017). Higher scores indicated a higher tendency to engage
in avoidant coping in response to stressful life events. The
Brief COPE has been shown to have good internal relia-
bility (Yusoff, 2011), and good convergent and dis-
criminant validity (Carver 1997). The avoidant scale
showed questionable internal reliability in the current
study for parent reports, α= 0.63, with limited variability

(SD= 0.029), and good internal reliability for adolescent
participants, α= 0.75.

Anxiety symptoms

Adolescents and parents completed the Generalized Anxiety
Disorder-7 (GAD-7; Spitzer et al. 2006) and the Patient
Health Questionnaire-8 (PHQ-8; Kroenke et al. 2009) at
two assessments during the COVID-19 pandemic. GAD-7
items consisted of various anxiety symptoms, rated on a
four-point scale (i.e., 0-not at all to 3-nearly every day), and
were summed to create an overall score. Higher scores
indicated greater anxiety and a score ≥10 is considered to be
in the clinical range. This scale has been shown to have high
test-retest reliability and good convergent validity (Spitzer
et al. 2006). The scale showed excellent internal consistency
for adolescent participants at both time points, α’s > 0.92
and good test re-test reliability, r= 0.81, as well as for
parent participants; good internal consistency, α’s > 0.85,
and test re-test reliability, r= 0.72. Higher scores indicated
greater anxiety symptoms.

Depressive symptoms

The PHQ-8 is a short form version of the Patient Health
Questionnaire created to assess symptoms of depression
(Kroenke et al. 2009). It consists of 8 items that are scored
using a 4-point Likert Scale from 0 (not at all) to 3 (nearly
every day). Both internal and test-retest reliability of the
PHQ-8 are strong (Kroenke et al. 2009). Higher scores on
the PHQ-8 indicate increased risk for a diagnosis of
various depressive disorders, with scores ≥10 considered
in the clinical range. The scale showed good internal
consistency for adolescent participants at both time
points, α’s > 0.88, and good test re-test reliability, r=
0.71, as well as parent participants: α’s > 0.82, and test re-
test reliability, r= 0.78. Anxiety (GAD-7) and depressive
(PHQ-8) symptom scores were summed to create an
internalizing problem score, as in previous studies
(Kroenke et al. 2016). Higher scores indicated greater
internalizing problems.

Data Analysis

To examine the aims of the present study, a cross-lagged
moderation path model was conducted using Mplus 8.0
(Muthén and Muthén 1998–2017). See Fig. 1 for the path
model. Given the high correlation between anxiety and
depressive symptoms at Time 1 for adolescent, r= 0.704,
p < 0.001, and parent, r= 0.700, p < 0.001, participants, as
well as support for combining the two constructs in the
literature (Kroenke et al. 2019), internalizing composites
were created for adolescent and parent participants by
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summing GAD and PHQ scores (Kroenke et al. 2016).
To test the moderating effect of adolescent avoidant coping
on the relation between parent internalizing symptoms and
adolescent internalizing symptoms, parent internalizing
symptoms and adolescent avoidant coping were mean-
centered, and a product interaction term was created.
Additionally, to test the moderating effect of parent avoi-
dant coping in the relation between adolescent internalizing
symptoms and parent internalizing symptoms, adolescent
internalizing symptoms and parent avoidant coping were
mean-centered, and a product term was created.

Sensitivity Analyses

Given the potential clinical and intervention implications
that may be different for anxiety and depressive symptoms,
two additional cross-lagged models were tested as
exploratory analyses: one for anxiety symptoms and one for
depressive symptoms. Mean centering was used before
creating interaction terms between parent anxiety symptoms
and adolescent avoidant coping, adolescent anxiety symp-
toms and parent avoidant coping, parent depressive symp-
toms and adolescent avoidant coping, and adolescent
depressive symptoms and parent avoidant coping. Although
avoidant coping was the expected coping moderator, for
sensitivity analyses the other coping scales (i.e., positive
thinking, social support, problem solving) were explored.

The results for all other scales demonstrated non-significant
moderation effects (p= 0.29–0.95) and therefore are not
presented.

Missing Data and Attrition

In order to test whether participants who provided data
during the COVID-19 assessments differed from the parti-
cipants in the original sample of infants, chi-square analyses
comparing these two samples in relation to child gender,
and mothers’ ethnicity and education were conducted.
Mother’s ethnicity (non-Hispanic, White vs. other) was
associated with missing data at Time 2, χ2 (1)= 5.58, p=
0.018, such that participants with available data were more
likely to have non-Hispanic, White mothers. Therefore,
maternal ethnicity was included as a covariate in the ana-
lyses, Non-Hispanic, White= 1 and Other= 0. Missing
data on all other variables was not significantly associated
with any demographic variables or variables included in the
model, p’s > 0.05. In addition, adolescent sex, adolescent
mean age across both assessments, the time between
assessments during the pandemic for both parents and
adolescents, and the days between the assessment and the
stay-at-home order for both parents and adolescents, were
included as covariates (See Table 1 for more descriptive
information).

Attrition between Time 1 and Time 2 was minimal.
Specifically, for adolescent participants, nine participants
did not complete Time 2, and for parents, only seven par-
ticipants. Additionally, seven adolescent participants and
nine parent participants completed Time 2, but not Time 1.
In order to correct for any departures from multivariate
normality, the model was estimated using maximum like-
lihood with robust standard errors (MLR). Missing data was
handled using full information maximum likelihood esti-
mation (FIML), which has been shown to reduce bias in
parameter estimates while maintaining the full sample of
participants (N= 291; Enders and Bandalos 2001). Of note,
an additional model using only participants who completed
the assessments for the current study yielded the same
pattern of results.

Results

Internalizing Symptoms during the COVID-19
Pandemic

Descriptive statistics and the correlations among all study
variables are presented in Table 1. At Time 1 (T1), 21% of
adolescent participants reported clinically significant levels
of anxiety symptoms (i.e., scores ≥10) and 30% reported
clinically significant levels of depressive symptoms

Fig. 1 Path diagram illustrating the moderated model tested. Covari-
ates included in the analyses are not displayed in the model for visual
purposes. Bolded paths represent significant paths with unstandardized
estimates. T1 and T2 represent the first and second assessments,
approximately one and two-months after stay-at-home orders during
the COVID-19 pandemic
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(i.e., scores ≥10). Of the parent participants, 8% reported
clinically significant levels of anxiety symptoms and 9%
reported clinically significant levels of depressive symp-
toms. At Time 2 (T2), 18% of adolescent participants
reported clinically significant levels of anxiety symptoms
and 25% reported clinically significant levels of depres-
sive symptoms. Of the parent participants, 6% reported
clinically significant levels of anxiety symptoms and
8% reported clinically significant levels of depressive
symptoms. The results from paired samples t-tests indi-
cated a significant decrease in adolescent internalizing
symptoms, t(145)= 3.26, p= 0.001, from T1 to T2, and
parent internalizing symptoms, t(162)= 4.36, p < 0.001,
from T1 to T2. Parent internalizing symptoms and ado-
lescent internalizing symptoms were not correlated at T1,
p= 0.094, or T2, p= 0.767.

Cross-Lagged Moderation Model of Adolescent and
Parent Internalizing Symptoms and Avoidant
Coping

The cross-lagged moderation model fit the data well,
RMSEA= 0.00 [90% CI= 0.00–0.23]; CFI= 1.00;
SRMR= 0.024. All unstandardized and standardized path
coefficients, including the covariates, are reported in
Table 2. As expected, there was significant stability in T1
and T2 parent and adolescent internalizing symptoms.
There was also a direct effect of T1 parent avoidant coping
on T2 parent internalizing, and T1 adolescent avoidant
coping on T2 adolescent internalizing. However, cross-
lagged effects between parent and adolescent participants
were only significant for T1 parent internalizing on T2
adolescent internalizing, and not the inverse.

Additionally, when examining the moderating effect of
coping, the results showed that the relation between T1
parent internalizing symptoms and T2 adolescent inter-
nalizing was moderated by T1 adolescent avoidant cop-
ing, b= 0.33, SE= 0.11, p= 0.004. As shown in Fig. 2,
higher parent internalizing at T1 predicted higher ado-
lescent internalizing symptoms at T2 when adolescent
avoidant coping was moderate (i.e., mean level), b= 0.17,
SE= 0.06, p= 0.006, and high (i.e., + 1 SD), b= 0.34,
SE= 0.09, p < 0.001, but not when adolescent avoidant
coping was low (i.e., −1 SD), b= 0.01, SE= 0.07, p=
0.914. Further analyses, using confidence intervals sug-
gests that avoidant coping moderates the relation between
parent internalizing symptoms and adolescent internaliz-
ing symptoms, such that the association is significant at
0.50 standard deviations below the mean and higher.
There was no significant interaction between T1 adoles-
cent internalizing symptoms and T1 parent avoidant
coping on T2 parent internalizing symptoms, b= 0.13
SE= 0.12, p= 0.274.Ta
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Cross-Lagged Moderation Model of Adolescent and
Parent Anxiety Symptoms and Avoidant Coping

The cross-lagged moderation model fit the data well,
RMSEA= 0.01 [90% CI= 0.00–0.04]; CFI= 0.99;
SRMR= 0.04. Parent and adolescent anxiety symptoms
showed moderate to high stability from T1 to T2. However,
there were no cross-lagged effects, direct effects of avoidant
coping, or moderation effects.

Cross-Lagged Moderation Model of Adolescent and
Parent Depressive Symptoms and Avoidant Coping

The cross-lagged moderation model results for depressive
symptoms were similar to the internalizing symptoms
model. Therefore, to account for the high correlation
between anxiety and depressive symptoms, T2 parent and
adolescent anxiety symptoms were also controlled for in the
model. The model fit the data well, RMSEA= 0.02 [90%
CI= 0.00–0.05]; CFI= 0.99; SRMR= 0.04. All unstan-
dardized and standardized path coefficients, including the
covariates, are reported in Table 3. Parent and adolescent
depressive symptoms showed moderate to high stability
from T1 to T2. There was also a direct effect of T1 ado-
lescent avoidant coping on T2 adolescent depressive
symptoms. There were no direct cross-lagged effects
between adolescent and parent depressive symptoms
between T1 and T2.

However, when examining the moderating effect of
coping, the results showed that the relation between T1
parent depressive symptoms and T2 adolescent depressive
symptoms was moderated by T1 adolescent avoidant cop-
ing, b= 0.29, SE= 0.13, p= 0.023. As shown in Fig. 3,
higher T1 parent depressive symptoms predicted higher T2
adolescent depressive symptoms when adolescent avoidant
coping was high (i.e., +1 SD), b= 0.29 SE= 0.10,

Table 2 Standardized and unstandardized estimates for dual moderation model

Outcome Predictors β B SE p CI Lower CI Upper

Adolescent Internalizing (T2) Adolescent Internalizing (T1) 0.57 0.61 0.07 0.000 0.432 0.710

Adolescent Internalizing (T2) Parent Internalizing (T1) 0.17 0.11 0.04 0.006 0.048 0.290

Adolescent Internalizing (T2) Adolescent Avoidant Coping (T1) 3.69 0.18 0.07 0.007 0.986 6.391

Adolescent Internalizing (T2) Interaction (Parent Internalizing and Adolescent
Coping)

0.33 0.13 0.05 0.004 0.104 0.559

Adolescent Internalizing (T2) Adolescent Sex −0.78 −0.04 0.05 0.387 −2.554 0.990

Adolescent Internalizing (T2) Adolescent Mean Age 0.07 −0.01 0.05 0.919 −1.248 1.384

Adolescent Internalizing (T2) Maternal Ethnicity 1.43 0.07 0.05 0.133 −0.435 3.292

Adolescent Internalizing (T2) Time Between Stay-at-Home Order (Adolescent) −0.32 −0.18 0.06 0.002 −0.531 −0.117

Adolescent Internalizing (T2) Time Between Assessments (Adolescent) 0.20 0.15 0.06 0.008 0.052 0.356

Parent Internalizing (T2) Parent Internalizing (T1) 0.70 0.76 0.05 0.000 0.584 0.820

Parent Internalizing (T2) Adolescent Internalizing (T1) −0.06 −0.10 0.05 0.052 −0.116 0.001

Parent Internalizing (T2) Parent Avoidant Coping (T1) 3.04 0.15 0.07 0.026 0.361 5.719

Parent Internalizing (T2) Interaction (Adolescent Internalizing and Parent Coping) 0.13 0.09 0.09 0.274 −0.106 0.373

Parent Internalizing (T2) Adolescent Sex −0.42 −0.04 0.05 0.459 −1.555 0.702

Parent Internalizing (T2) Adolescent Mean Age 0.59 0.07 0.04 0.143 −0.201 1.389

Parent Internalizing (T2) Maternal Ethnicity −0.53 −0.04 0.05 0.382 −1.730 0.663

Parent Internalizing (T2) Time Between Stay-at-Home Order (Parent) 0.07 0.04 0.05 0.470 −0.086 0.251

Parent Internalizing (T2) Time Between Assessments (Parent) −0.01 −0.01 0.06 0.804 −0.110 0.100

Adolescent sex is coded as 1=Male and 0= Female; Maternal Ethnicity is coded as Non-Hispanic, White= 1 and Other= 0; T1 and T2 represent
the first and second assessments for adolescent and parent participants during the COVID-19 pandemic, respectively

Bold indicates p < 0.05

b =0.34, p < .001

b =0.17, p =.006

b =0.01, p = .914

Fig. 2 Simple slopes for the interaction between T1 parent inter-
nalizing predicting T2 adolescent internalizing at different levels of T1
adolescent avoidant coping. Low adolescent avoidant coping was
defined as −1SD and high adolescent avoidant coping as +1 SD from
the mean
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p= 0.003, but not when adolescent avoidant coping was
moderate (i.e., mean level) b= 0.06, SE= 0.07, p= 0.402,
or low (i.e., −1 SD), b=−0.18, SE= 0.07, p= 0.063.
There was no significant interaction between T1 adolescent
depressive symptoms and T1 parent avoidant coping on T2
parent depressive symptoms, b= 0.19, SE= 0.10, p=
0.068. These results revealed a similar pattern even when
not accounting for anxiety in the model.

Discussion

The COVID-19 pandemic was an unprecedented life event
that has the potential to negatively impact parent and
adolescent internalizing symptoms in both the short- and
long-term. The COVID-19 pandemic resulted in many US
states and countries around the world enacting quarantines
and stay-at-home orders. Although adolescence is a
developmental period associated with increased indepen-
dence, these changes resulted in many adolescents
attending school virtually, missing out on significant
social interactions, and spending considerably more time
at home with their families (Lee, 2020). These changes
have been found in cross-sectional studies to increase both
parent and adolescent anxiety and depressive symptoms
(Racine et al., 2020). Given research demonstrating that
parents and children impact each other’s internalizing
symptoms in a transactional manner (Morris et al. 2007),
it is important to examine the bidirectional relations
between parent and adolescent depressive and anxiety
symptoms, during the first few months of the COVID-19
pandemic in order to better understand the impact of each
on the other during an unprecedented life event. The
current longitudinal study aimed to address this by
examining the cross-lagged effects between parent and
adolescent internalizing symptoms (i.e., anxiety and

depressive symptoms) during the first two months fol-
lowing stay-at-home orders in the state of Maryland dur-
ing the COVID-19 pandemic. Furthermore, individuals
who engage in high levels of avoidant coping may be
affected by others’ internalizing symptoms to a greater
extent due to not effectively coping with the negative
emotions they elicit, particularly during an unprecedented
life event. As such, the extent to which avoidant coping
moderated relations between parent and adolescent inter-
nalizing symptoms was examined.

Using cross-lagged analysis of parent and adolescent
internalizing symptoms and coping, the current study
found higher levels of parent internalizing symptoms,
during the first month after the stay-at-home orders of the
COVID 19 pandemic, predicted higher levels of adoles-
cent internalizing symptoms one month later, especially
for adolescent participants who engaged in avoidant
coping behaviors. The findings extend previous results
showing that parent internalizing symptoms can impact
child internalizing symptoms over time, even through late
adolescence (Ohannessian et al. 2005), by demonstrating
this relation during the unprecedented global COVID-19
pandemic. This may be the case particularly given the
circumstances of the COVID-19 pandemic, which resulted
in many adolescents spending increased time with parents
and decreased time with peers.

As hypothesized, the current study found that parent
internalizing problems predicted the internalizing problems
of late adolescents who engaged in moderate and high rates
of avoidant coping. This is likely due to difficulty coping
with an additional stressor (i.e., parent internalizing symp-
toms), especially during a particularly difficult time (i.e.,
COVID-19 pandemic). Late adolescents who engage in
avoidant coping behaviors may not be effectively coping
with the negative feelings emerging as a result of witnessing
their parents’ internalizing problems, and therefore they are
more likely to internalize their negative feelings.

Contrary to what was expected, parent avoidant coping
did not moderate the relation between adolescent inter-
nalizing symptoms during the first month post stay-at-home
orders and parent internalizing symptoms one month later.
Lower endorsement and variability of parent avoidant
coping behaviors may have contributed to these null find-
ings. Additionally, it is important to note the stability of
internalizing symptoms for adolescent participants, and
in particular for parent participants, which may have
accounted for the non-significant moderation effects.

Sensitivity analyses examining depressive and anxiety
symptoms in separate models suggest the effect of parents
on adolescents may be particularly true with regard to
depressive symptoms. Given that the same patterns were not
demonstrated when only examining anxiety symptoms, it
may be that parent depressive symptoms combined with

b =0.29, 

p = .003

b =0.67, 

p = .402

b =-0.17, 

p = .063

Fig. 3 Simple slopes for the interaction between T1 parent depressive
symptoms predicting T2 adolescent depressive symptoms at different
levels of T1 adolescent avoidant coping. Low adolescent avoidant
coping was defined as −1SD and high adolescent avoidant coping as
+1 SD from the mean
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adolescent avoidant coping is particularly harmful for
adolescents’ depressive symptoms. However, it is important
to note that direct effects of parent depressive symptoms on
adolescent depressive symptoms were not significant unlike
the significant effect of T1 parent internalizing symptoms
on T2 adolescent internalizing symptoms. One possible
explanation for this null finding is that the combination of
anxiety and depressive symptoms, or the increased varia-
bility in symptoms when combined, impact adolescent
symptoms. Given the sample size, the current study was not
powered to analyze both anxiety and depressive within one
model as separate constructs. Future research should
examine these constructs simultaneously with a larger
sample to further tease apart these effects.

These findings suggest that parent internalizing symp-
toms do not impact all adolescents’ internalizing symptoms.
Additionally, these findings highlight the importance of
targeting parent internalizing symptoms which may ulti-
mately improve parent and adolescent internalizing symp-
toms. Furthermore, targeting a change in coping skills from
avoidant to more active and positive coping may act as a
buffer against other risk factors such as parental inter-
nalizing symptoms. For example, engaging in positive
reappraisal has been demonstrated to be an active coping
strategy (Garland et al., 2009) that increases positive affect
and decreases negative affect in response to a stressful event
(Rood et al., 2012). On the other hand, it may be that
parents with higher rates of internalizing symptoms are less
involved or engaged with their child, suggesting the need to
target parenting and emotion coaching.

It is important to note that parents and adolescents
reported on their anxiety and depressive symptoms
approximately a month after stay-at-home orders were
implemented in Maryland, where the majority of the parti-
cipants resided. In the United States, prior to the pandemic,
prevalence rates were approximately 3% for generalized
anxiety in adolescents and adults (Merikangas et al., 2010)
and 7% and 13% for depression in adults and adolescents,
respectively (Center for Behavioral Health Statistics, 2018).
The current study suggested higher rates of generalized
anxiety symptoms in adolescents (i.e., 21% and 18%) and
adults (i.e., 8% and 6%), and depressive symptoms in
adolescents (i.e., 30% and 25%) and adults (i.e., 9% and
8%), at T1 and T2, respectively. These findings are similar
to rates reported from other countries including China
(Shi et al. 2020), Italy, and Spain during the COVID-19
pandemic (Orgiles et al. 2020). Notably, rates of both
anxiety and depressive symptoms decreased across the
two assessments. This may be a result of the gradual
reopening which may have provided some sense of relief
for families adapting to a “new normal,” but further
examination of internalizing symptoms throughout the
COVID pandemic is warranted.

The current study has several notable strengths including
two assessments of anxiety and depressive symptoms dur-
ing the first few months of the COVID-19 pandemic.
However, it is important to note that there was not an
assessment right before the start of the COVID-19 pan-
demic to examine changes as a direct result of the
COVID-19 pandemic. Furthermore, the current study sam-
ple was composed of predominantly well-educated, White
families mostly living in the Mid-eastern United States, and
therefore should not be generalized to other populations that
may be disproportionately impacted negatively by the
COVID-19 pandemic (Novacek et al. 2020). Recent reports
have demonstrated significant disparities on the impact of
the COVID-19 pandemic, including getting the virus
(Karaca-Mandic et al. 2020), which the current sample was
fairly protected from, given their background and education
levels. Additionally, although the average age of partici-
pants was 18 years old (SD.= 0.665) and adolescent age
was accounted for in all analyses, it is important to note that
a few participants had just turned 19 and a few were 16
which may represent differences in how they experienced
the restrictions associated with the COVID-19 pandemic.
Furthermore, the reliability of the parent avoidant coping
scale was questionable. This may be a result of limited
variability in responses endorsed by parents, which may
have limited the possibility of significant findings in the
current sample. Lastly, the current study focused on inter-
nalizing symptoms and did not examine the effects of
the COVID-19 pandemic on externalizing symptoms (i.e.,
substance use, aggression).

Conclusion

Given the high rates of anxiety and depressive symptoms
during the COVID-19 pandemic, it is important to
understand how parents and adolescents are impacting
each other in a time where restrictions have resulted in
limited social interactions and increased family contact.
The current study demonstrates the impact of parent
internalizing symptoms on their late adolescent’s inter-
nalizing symptoms longitudinally during a global pan-
demic. This is particularly true for adolescents who also
engage in moderate and high levels of avoidant coping
(e.g., blaming others, using substances). Findings
emphasize the importance of targeting coping skills to
address the impact of parent internalizing symptoms and
other life stressors, such as the COVID-19 pandemic on
late adolescent internalizing symptoms. Furthermore,
findings highlight that parental anxiety and depressive
symptoms do not only affect children when they are young
but extends these findings to late adolescence. These
findings can help us begin to pinpoint families most at-risk
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for internalizing symptoms during an unprecedented life
event, such as the COVID-19 pandemic.
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