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Abstract: Mentalization, operationalized as reflective functioning (RF), is the ability to understand
one’s own and another’s mental world implicitly or explicitly. RF is a newly discovered research
field in Iran and is largely under-studied in Eastern cultures in general, underscoring the high need
for cross-cultural studies in this field of research. A qualitative method was used to examine the
ability to understand, process, and respond to high-arousal attachment situations in typical and
clinical populations of Iranian children recruited from a Tehran primary school. A well-known
semi-structured interview commonly used to assess RF in children was used to collect data. Required
information on internalizing and externalizing symptoms, demographic information, and all formal
diagnoses of children were collected by parents. The results indicated the identification of four
different profiles of RF in children, one of which was adaptive, while the other three were maladaptive.
Also, the results showed that typically developing children and those having a high social and
economic status (SES) were characterized as having a more adaptive profile of RF, while children
from the clinical population and those with a low SES reported a more maladaptive profile (passive
mentalizing, helpless mentalizing, narcissistic mentalizing) of RF. The present study is an important
step in increasing our understanding of the development of mentalization in children and has
significant educational and clinical implications.

Keywords: reflective functioning; mentalizing profiles; Iranian children; cross-cultural research;
qualitative analysis

1. Introduction

Mentalizing, often operationalized as reflective functioning (RF), refers to the mental
ability to reflect on and interpret one’s own and other people’s behaviors in terms of internal
mental states such as feelings, thoughts, intentions, and desires [1]. As such, mentalizing is
a fundamental capacity necessary to make sense of oneself and navigate successfully in
the social world [2]. Children’s mentalization develops gradually from early childhood
and relies heavily on the quality of early attachment figures, with parents being the typ-
ical main figures. That is, adequate mentalization is best established in an environment
where parents treat their child as a psychological being with a mind they curiously and
consistently try to understand, mirror, and interpret [3]. Thus, the child’s mentalizing mind
grows out of other mentalizing minds. Developing adaptive mentalization in childhood
is crucial because it serves as an underlying ability to understand, process, and respond
appropriately to attachment-aroused situations and has been associated with a coherent
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sense of self [4] and resilience [5], whereas compromised mentalizing has been linked with
greater psychopathology [6,7].

A growing body of research has begun to study mentalizing within specific cultures
within the last few decades [8], such as researchers Bernal and Sáez-Santiago, 2006; Roland,
1996; Kirmayer, 1987; Ryder et al., 2018; and Aival-Naveh et al., 2019 [2,8–11]. Aival-Naveh
and colleagues [2] reviewed cross-cultural research on mentalization, aiming to identify
potential culturally dependent mentalizing profiles, potential mediators, and whether the link
between mentalizing and psychopathology remained across cultures [2]. Based on a total
of 112 papers from more than 45 countries including both child and adult populations, the
authors showed that individuals from collectivistic cultures tended to be more other-oriented
and score higher on emotional reactivity, whereas individuals from individualistic countries
were more self-oriented, indicating cultural-dependent mentalizing profiles. However, these
differences were most evident in the more verbal, explicit, and slow mentalizing tasks and less
distinct in the nonverbal, implicit, and fast assessments, insinuating that the differences are
less clear and may be due to language barriers. Value preferences and parental characteristics
were identified as mediators. These authors’ cross-cultural research studying the link between
compromised mentalizing and psychopathology was sparse and predominantly based on self-
reports. However, other existing research indicates that mentalizing is also disturbed in the
context of psychopathology within collectivistic countries [2]. In Iran, considering children’s
opposition to parents as disrespectful, prioritizing the needs and desires of others instead of
one’s own needs and desires, and suppressing emotions are among most important factors
influencing why Iranian children are lagging behind their Western peers in understanding
the mind. Parenting philosophies, parents’ ways of conversation [12] and biases toward
understanding the experiences of others, and paying little attention to one’s point of view [13]
have created certain concepts of mental states in Iranian children. Unlike children in the
United States of America, Australia, and England, who are constantly encouraged to express
themselves freely and participate in discussions and are exposed to a diversity of opinions
during family discussions and arguments, Iranian children have less chance to be exposed
to these richer and more varied experiences for developing their mental world. Although
collectivist and individualist societies display differences in their social understanding and
theory of mind, these changes occur in completely compatible cultural patterns [12].

Existing studies on RF in both Western and Eastern cultures have adopted a quan-
titative approach to understanding this construct. Quantitative methods are useful for
creating generalizations about groups, but oftentimes it can also be helpful to supplement
quantitative approaches by studying a phenomenon with qualitative analyses. By examin-
ing our data and narratives at the level of individual responses, qualitative data analytic
methods can enrich our understanding of the cognitive and emotional processes inherent in
psychological phenomena, particularly when examining under-studied topics within under-
studied populations. Qualitative analyses can then complement what has been revealed
from quantitative approaches, in that they typically reveal more fine-grained conclusions
regarding psychological processes. Thus, the current study adopts a phenomenologically
rich, first-person account of the child’s mental world [14], ideal for identifying culturally
sensitive mentalizing profiles. With this qualitative study, we contribute to the literature by
filling a gap within the existing cross-cultural literature [2] in expanding our knowledge
base of the variability in mentalizing patterns in Iranian children. To accomplish this goal,
we recruited both typically developing children and non-typically developing children
suffering from various psychopathologies from the collectivistic country of Iran. The inclu-
sion of both typically developing and clinical children should provide us with sufficient
variability for different mentalizing profiles to manifest. With their parents’ consent, the
children engaged in a semi-structured Child Attachment Interview [15] that was recorded,
transcribed, and content-coded for potential attachment-based mentalizing profiles.

Qualitatively, given the desire to not impose any Western-based mentalizing classification
on the Iranian children’s narratives, the type of mentalizing profiles were identified inductively.
Quantitatively, however, guided by extant research in North America and Western Europe, we
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expected to find more adaptive mentalizing profiles among the typically developing children
and more compromised mentalizing profiles among the clinical population.

We also examined the role of SES concerning the mentalizing profiles. SES is one of
the important moderators for self-regulation and emotion regulation [16], and the way
people process and navigate in the social world is fundamentally and neurocognitively
dependent on it [17]. Living in a low-SES context is associated with family instability and
higher cortisol levels, and has a significant negative impact on the development of language
abilities, cognitive functions, executive functioning, and theory of mind [18]. SES is one of
the important factors that affect children’s social understanding and the speed of theory of
mind development. According to their level of SES, people internalize and display different
levels of individualistic or collectivist values [19]. In low-SES families, parents report lower
RF and children experience more stress in parent–child relationships. They are usually
deprived of a rich language environment to solve problems in the family. Also, in terms of
the number of words, the variety of words used, and the complexity of sentences, there are
significant quantitative and qualitative differences in families with a low SES compared to
those with a high SES [20]. Thus, we expected an association between having a lower SES
and exhibiting more maladaptive mentalizing.

2. Methods
2.1. Participants

A total of 153 Iranian children aged 8 to 11 years (Mage = 9.41, SDage = 1.10, Mmale = 45.8,
Mfemale = 54.2, SDgender = 0.499) were recruited for this study. The children were either
typically developing children (N = 122) recruited from primary schools or recruited from a
psychological clinic in Tehran (N = 31) from November 2020 to January 2022. The group of
typically developing children included 83 female and 70 male children, with the majority
(n = 122, 54 male, 68 female; 80%) of children having no formal diagnoses or history of
psychological treatment (i.e., based on the parental report). The children from the clinic (n = 31,
16 males, 15 females) were formally diagnosed by the psychology clinic in which they were
also being recruited; of these, most reported anxiety and/or depression (n = 27), followed
by attention deficit hyperactivity disorder (n = 3), and oppositional defiant disorder (n = 1).
The participants came from different socio-economic backgrounds. They were recruited from
both rich and poor areas of Tehran based on their parents’ education, parents’ jobs, place of
residence, and the family income reported by parents to ensure maximum diversity among the
participants (43.7% low SES and 50.3% high SES). A low-SES family, according to the parental
report, was defined as a family with a low income, low-level jobs, low level of education
(mostly primary or below diploma), and living in a poor or marginalized area. High-SES
families were families with high-level jobs and high incomes; most of them had university
education and lived in good neighborhoods in the city.

2.2. Assessment

To screen typically developing children with respect to mental illness, the mother ver-
sion of the CBCL (CBCL/6-18; [21]) was applied. This questionnaire assesses the emotional–
behavioral problems as well as the academic and social abilities and competencies of
children aged 6 to 18 from the parent’s point of view. The school age checklist contains
118 problem behavior questions. This form measures the following: Child adaptive behav-
iors (113 items), which are divided into three scales: Activities, Social Competence, and
School Competence, which are each scored on a 3-point scale (0 = Not True, 1 = Somewhat
or Sometimes True, 2 = Very True or Often True). Problem behaviors (20 items), which are
divided into two broadband scales (Internalizing and Externalizing) and eight narrowband
scales that assess emotional behavioral problems or syndromes, including Aggressive
Behavior, Anxiety/Depression, Attention Problems, Rule Breaking, Somatic Complaints,
Social Problems, Thought Problems, and Withdrawal/Depression. Also, Total Competence
and Total Behavior Problems scores were measured.
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This measure has previously been validated and used in samples with Persian
youth [22]. The internal consistency of this scale in the Iranian sample is relatively high and
its alpha range was 0.85 [22]. The Cronbach’s alpha coefficient was 0.69 for the Internalizing
scale and 0.88 for the Externalizing scale.

The data of this study were collected using the full-length Child Attachment Inter-
view [15]. The CAI is a well-known and effective instrument for measuring mentalization
in children between the ages of 7 and 13. The CAI is a semi-structured interview with
15 items. Items are designed to activate attachment schemas in children by asking RF-
related questions, which offers the opportunity to assess how well children can mentalize
around attachment themes (e.g., the child is asked to provide three words to describe
themselves/what it is like to be with dad/mom, as well as being asked what happens
when mom/dad becomes upset with them, if anyone close to them has ever died, and if
they ever feel that their parents don’t like them). These questions measure issues such as
parental conflict and fear and loss, which are examples of challenging situations within
the CAI. It is assumed that children’s reactions to difficult situations are aimed at coping
with/controlling these situations. This means that children try to respond to them accord-
ing to their cognitive and emotional abilities, to reduce the suffering caused by a difficult
situation for themselves and make the situation bearable. They process experiences in
different ways that could be adaptive or maladaptive.

2.3. Procedure

Ethics approval was obtained through the ethics committee of Kharazmi University.
Participants who expressed interest in the study contacted the first author of this paper,
who then did an initial screening to determine eligibility. The first author was introduced
to a psychology clinic through the university specializing in emotional and behavioral
disorders in children and adolescents. Also, through the Education Department of Tehran,
the main researcher was introduced to several primary schools in different areas of the
city. To recruit typically developing children, after obtaining the necessary permits, a
demographic questionnaire and the CBCL/6-18 [21] were sent electronically by the child’s
school or community clinic to mothers who were potentially interested in having their child
participate in the research. The CBCL was included as a self-report screening tool to ensure
that the typically developing children did not suffer from mental disorders according
to their mothers. Due to COVID-19, parents were able to choose the format of the CAI
interview, with the resultant sample including n = 95 interviews conducted over the phone,
n = 54 in person, and n = 4 through video conference. The in-person CAI interviews were
completed in a private room at the community clinic or a private location at the child’s
school while their parents were in a room nearby. All parents gave written consent to have
their children participate in the research study. They could decide to withdraw from the
study at any time and the interview would end if the child did not want to be interviewed.
The interview took approximately 38 min to one hour. A pilot study with eight interviews
was first conducted and mentored by a senior researcher. The purpose of this pilot study
was to familiarize ourselves with the interview and to make any necessary adjustments
before the large data collection could begin. All interviews were conducted by the first
author in the span of February 2021 to October 2021.

2.4. Coding

Thematic analysis with an emphasis on reflexivity coding was used to analyze the
data. This method emphasizes the insight and depth of the researcher’s interpretation, and
the process of analysis and coding using a single coder can also lead to good and valid
coding [23]. The thematic analysis provides a robust, systematic, six-phase framework
for extracting themes in which the researcher immerses himself or herself in the data to
identify patterns in the dataset [23–26]. The coding procedure can be conducted either as
a small group or with a single coder [25]. To ensure reliability of the analysis, the coding
was completed by the first author in collaboration with a co-rater. The interviews were
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conducted in official Farsi, the language the children spoke at school. The coders were all
Farsi speakers and natives of Iran.

Step 1: The process of writing down the children’s narratives makes the first author
familiar with and immersed in the data. This is the first and most important stage of
thematic analysis because it helps the researcher to be aware of the depth and richness
of the content through the goals and questions of the research [26]. For this purpose,
qualitative data was implemented and written word for word. Then, to create a general
sense of the data and also to further immerse the researcher in the data, the researcher
listened to the audio recording again, read the executed text several times, and compared it
with the verbatim transcript to fix possible errors.

Step 2: In the Step 1 data collection, 1350 meaning units or verbatim phrases were ex-
tracted, which were finally classified into 150 initial categories. The answers were categorized
very carefully and continued to be reviewed and revised, and then the two raters simulta-
neously began analyzing them verbatim to find their basic concepts or initial codes. In the
process, several sessions were held and the resulting codes were reviewed. The codes that
had the most convergence were maintained and the rest were removed; that is, codes that
received 50 to 100 percent absolute agreement were retained and the rest were removed.

Step 3: The two raters independently began the analysis with a long list of initial
codes and attempted to identify relationships between and across the dataset to identify
sub-themes [27]. Next, the first author analyzed the qualitative data to find main themes
as well as master themes. According to the objectives of the research, i.e., the study of
mentalizing profiles in children’s social cognition, the researcher needed to go beyond
explicit meaning to capture implicit meaning, and perform more in-depth analysis. This
helped to find latent meanings that were not explicitly stated [23]. This is a recursive
process, not a linear one, and the researcher must constantly review the steps and consider
new topics and themes [28].

Step 4: The first author corrected all of the categorized themes and classified them
more coherently and systematically.

Step 5: The themes were defined, refined, and organized into a coherent format.
Step 6: At this stage, a brief, coherent, and logical report of the analysis process and

the resulting themes was written in a way that could convince the readers of the merit and
validity of the analysis [23].

After finishing the analysis, the complete report of what had been carried out along with
the results was sent to another rater as well as two other professors (a methodologist and
a clinical psychologist specializing in psychoanalysis, who both had supervised RF-related
projects in the past and were fully familiar with RF concepts). At the same time, the findings
were reviewed by all three raters. Then, in a joint meeting with all four raters, a conclusion
was made. All major themes and sub-themes reached 100% absolute agreement by all four
raters, but some themes were renamed and replaced with more appropriate names.

After identifying the master themes, the first author and another coder (a child thera-
pist) began another coding process for the most dominating sub-themes. For this purpose,
the sub-themes were carefully reviewed, and based on the most dominating sub-themes
and the child’s elaborations, it was determined which profile of mentalizing each interview
displayed. For this purpose, another 20 interviews, about 15% of the interviews, were
sent to other raters. The kappa coefficient was then calculated to measure the inter-rater
reliability between the raters. Kappa = 75%.

3. Results

Younger children were franker in answering the interview questions, but older children
were coping more/were more in control of their speech and tried to express their words in
a way that showed a more favorable image of themselves and protected their self-esteem.
This could be because older children are better able to control and manage their mental
states, while younger children are more transparent and predictable in expressing their mental
states [29]. Also, younger children and low-SES children in all studied age groups had more
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verbal encouragement to answer the questions. In the interviews with the children, especially
the low-SES children, the interviewer tried to ask questions indirectly to avoid harming the
children, because in the pilot interview, the interviewer found that the younger children
and children with a low SES showed significant distress when faced with the CAI questions.
For example, when faced with the question of whether they ever felt that their parents did
not love them, they would become very anxious and sometimes cry. To find out the effect
of the interview on the children, the interviewer (the first author) talked with the parent,
who indirectly monitored the interview process (mostly mothers) and asked him about the
interview and the child’s state of mind during and after the interview. So, after having a good
understanding of the interview process, the interviewer finally decided to ask questions with
a negative emotional charge indirectly. For example, regarding the question that asked if some
children are beaten by their parents, here the children gave their responses in three ways:
either they confirmed it and said yes, or they said hurriedly and excitedly, “No, I have never
been beaten at all”, or they would wait until the question was over and answer it. Then, the
interviewer asks, “what do you think the child who is being beaten feels like?”, instead of
asking, “have you ever been beaten?” Low-SES children reported the majority of parental
disputes and fights and showed more despair and helplessness, while high-SES children
were more likely to view parental arguments as a usual occurrence that ends well and were
sure that their parents love each other. Children of a lower SES were usually less resilient to
being away from their parents or losing a favorite object. For example, this narrative, related
from a 9-year-old boy of a low SES: “I can’t bear it if someone takes or breaks my toy. . . Imagine
crying and begging parents a lot to buy you a toy, then someone comes and takes it or breaks it or
loses it”, and this narrative, related from a low-SES 8-year-old child: “When my toy is lost, I
think my parents are dead”, are in contrast with this narrative of a 9-year-old boy with a high
SES: “When someone breaks my toy, I get upset, maybe even cry, but it just happened and I can’t
do anything about it. My parents will buy me another one”, and this narrative of an 8-year-old
girl of a high SES: “I was very upset and cried, but I forgave him because he didn’t break my toy on
purpose”. Usually, children in all age groups reported the need to be with their parents, play
with their parents, spend time with their parents, and receive affection from their parents.
However, in the narratives of younger children and children with low SESs in each age group,
in response to the question, “what kind of dad/mom would you like to be?”, there were
differences. Younger children reported more basic needs compared to older children in both
groups, but older children reported psychological needs such as being understood and cared
for. The narratives of older children in the low-SES group compared to the high-SES peer
group had more trauma content, and they reported suppressed or frustrated needs, and the
high-SES group had more exaltation and progressive content. Low-SES children in each age
group reported similar needs to the younger children in the high-SES group. These children
said that they like parents who buy them a toy and play with them and spend time with them.
The important qualitative difference that existed in the narratives of the upper and lower SESs
was that the low-SES children said that they like parents who buy them bags and shoes and
buy them dolls (very basic needs), who do not fight them, do not beat them, and do not insult
them. These children’s material and psychological needs were met at least, and it seemed that
their efforts were more for survival than excellence. In contrast, older children with a high SES
reported more high-level needs. For example, they liked parents who help them achieve their
goals and desires, and who are friends, help each other, and are kind to each other, and usually,
at the end of each sentence, they said that their parents are like that. Here, parent RF was an
important moderator because low-SES children who reported their parents as understanding,
kind, and good usually reported an adaptive profile of mentalization. According to research
in the literature, in low-SES families, maternal RF is a protective factor that prevents children’s
behavioral problems [20].

3.1. Thematic Analysis

In the process of analysis, four styles were identified through thematic analyses in
which children understand, process, and cope with/control challenging situations. One
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of them (Adaptive Mentalizing) is efficient, and the three others, which were thereafter
named Passive Mentalizing, Helpless Mentalizing, and Self-Focused Mentalizing, were
deemed maladaptive and inefficient. These four styles, derived from the analysis of the
main themes (see Table 1 and Figure 1 for main themes), describe how children understand,
process, and respond to a difficult situation, or, in other words, children’s abilities and
failures in mentalizing when describing emotions and behaviors in circumstances that
typically activate their attachment schema. Each of these mentalizing profiles exhibits
unique patterns that reflect the children’s vulnerability as well as their ability to mentalize
situations. These profiles refer to four types of mentalization that emerged in Iranian
children and explain how children perceive and process their mental world and that of
others and respond to them. Finally, it should be noted that the results of this study include
the identification of 4 master themes, 12 main themes, and 38 sub-themes. In Table 1, we
present information about the thematic analysis.

Table 1. Attachment-based mentalizing profiles and identified mentalization themes.

Sub-Themes Main Themes Master
Themes

Maturity and intellectual thinking. “Sometimes I laugh at my work, now I think about that
incident, I laugh, it was a simple incident and I shouldn’t have cried; I think about my behavior
to understand what caused this problem; I try to change my wrong behavior”—All age groups.
Role of development in behavioral inhibition and understanding of one’s own and
others’ mental states. “Every child can have different feelings. People’s thoughts are constantly
changing. A person should think about good things because thinking about sadness doubles a
person’s sadness”—11-year-old boy with a low SES; “When I was little, I couldn’t understand
why my mom wouldn’t buy me the things I wanted. I thought she didn’t love me, but now I
understand that she just didn’t have money”—11-year-old girl with a high SES; “I take a good
revenge on others, a revenge that doesn’t hurt them, only makes them realize their
mistake”—10-year-old boy with a low SES.

Effective processing

Adaptive
mentalizing
profile

Deliberate efforts to reduce upset with appropriate behavior. “When my parents argue I
try to help them. I tell them funny things/buy them flowers/draw them and try to reconcile
them”—All age groups, but especially high-SES children.
Opening her/his heart to another and talking to reduce upset. “When I am upset or sad, I
heartache with my brother/sister/mother/father/friend”—All age groups and both groups.
Pleasant behaviors for emotional management. “Whenever I don’t have anything I want, I
put on makeup. I make up, and my sadness is relieved”—8-year-old girl with a high SES; “I
write my sadness to God and calm down”—10-year-old girl.
Thinking of pleasant topics for emotional management. “When I’m upset, I think of
God/my friends/good things to relieve my sadness”—All groups.
Managing emotional states by understanding his/her mental states. “My brother broke
the vase, my mother punished me. I was very sad, I felt that my mother didn’t love me anymore, I
felt very lonely, because, it was not my fault. I wanted to hit him but I told myself that I was
angry now and if I hit him I might regret it later so I forgave him”—More common in the age
groups of 10 and 11 years and high-SES children.

Impressive
coping/controlling
strategies

Understanding the situation. “My parents argue when they have different tastes. Sometimes
they don’t agree and it’s not so important that I want to worry about it; My friend broke my toy,
I didn’t say anything, it was just an incident”—In all groups.
Proper understanding of others’ mental worlds. “She didn’t want to break my doll, it was a
simple thing. She was very upset, so I forgave her”—With a little difference in all age groups,
especially 10 and 11 years old, and in the two groups.
Understanding other’s worries and mental states. “I sympathize with my parents. . . I hide
my sadness, I don’t want to upset them”—10-year-old girl; “My parents didn’t talk to me and
didn’t answer me. . . because my mother’s friend had died, they were very upset and sad, that’s
why they didn’t answer me”—11-year-old girl with a high SES.

Efficient
understanding
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Table 1. Cont.

Sub-Themes Main Themes Master
Themes

Internalization of suffering. “I internalize my sadness and become more and more
depressed”—11-year-old girl with a high SES.
Force and desperation to cope with/control a situation. “When I’m very upset, I don’t
show it to myself. I hide my anger. I have to endure the situation/I have to get used to it/I have
no choice”—More common in 10- and 11-year-old children.
Fear of not receiving support when needed. “When I need help, I fear that no one will help
me or will not be able to help me; I am afraid to ask others for help and they will say no”—In all
age groups, especially younger children and those with a low SES.
Struggle to maintain hope. “My parents pay more attention to my little brother and I feel very
sad that they pay so little attention to me, but I try to keep hope by thinking about my childhood
when my parents took care of me all the time and don’t be disappointed”—10-year-old girl with a
high SES.

Scrambling processing

Passive
mentalizing
profile

Avoiding difficult situations. “My parents argue, I go and lock myself in my room. I distance
myself from my parents. . . I don’t like to talk or play with anyone”—All age groups, with a
slight difference in the narratives.
Difficulty in enduring difficult situations. “It’s like a part of me is missing. It’s like a part of
my body is cut off. Everyone who dies doesn’t come back. How bad it is to die, how bad this
world is”—With a slight difference in all age groups.
Struggle to cope with/control a situation. “I wish I could calm down my parents. . . God,
what can I do to calm down my mother. . . I tell myself to calm down, calm down, don’t do this
ugly thing. . . I wish I could stop their fight and help them”—All groups.
Denial of a difficult situation. “I was very saddened by the death of my parrot. For a few days,
I amused myself as if it had never existed. I thought my parrot went on a trip and came
back”—10-year-old girl with a high SES.
Escape from a difficult situation. “I run to my room and cover my ears so I don’t hear my
parents arguing. I don’t want to think about it. In all groups Struggle to understand your
mental state and the other”—Common in all groups.
Wishing for the end of mental suffering. “I wish I was not in my house. I wish I had a better
mom and dad. Happy are those who have a good mom and dad; I wish there was peace at home. I
wish my parents would reconcile soon”—All groups.
Difficulty adapting to a difficult situation. “If my doll is not with me, I will be very lonely as
if no one is holding me; I can’t bear to be away from my parents, I cry so much until I pass out; I
wither and become sad”—All age groups.

Passive
coping/controlling
strategies

Struggle to understand one’s own
mental state and others’. “I don’t know what I felt like I was somehow, because. . . I don’t know
what I felt. I couldn’t help but cry. I don’t know how I was feeling”—Common in all groups.
Struggle to understand the situation. “I was confused. Why are they beating me??! I was
angry, I couldn’t cry. I couldn’t even know what happened??”—10-year-old girl with a low SES.
Difficulty understanding others’ mental states. “I cannot understand my sister and be kind
to her; I don’t know how my mother/father/friend/sister/brother feels when he/she is sad, I can’t
understand what she/he is thinking at that moment”—All age groups.

Disturbed
understanding

Expectation. “Helping mother is like helping someone who will also try to make better things
for me”—11-year-old low SES boy; “I give my things to my brother, I feel he will buy for me
many things when he grows up”—9-year-old boy of a low SES.

Selfish processing

Narcissistic/
self-focused
mentalizing
profile

Psychological suffering in the face of limitations and disabilities. “I will be very upset if I
don’t get what I want. cannot stand it. I hit myself/I get nervous/I insist all the time to get what
I want”—All age groups, especially younger children.
Reprisal or stubbornness and disobedience in the face of defeat and failure. “If I don’t get
what I want, I grumble and be stubborn and I don’t listen to them to buy for me”—8-year-old
high-SES boy; “If I feel that my parents don’t love me, then I will hurt my sister so that they will
pay attention to me”—10-year-old boy with a high SES.

Hostile
coping/controlling
strategies

Understanding the situation based on inner needs and desires. “My mother gets upset
with me, I’m afraid she won’t cook for me”—8-year-old boy with a high SES; “I was upset, the
eggs didn’t turn into chicks because I wanted to sell the chicks to get rich”—11-year-old boy with
a high SES.

Self-centered
understanding
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Table 1. Cont.

Sub-Themes Main Themes Master
Themes

Despair and helplessness in enduring situations. “When my toy breaks, I feel worse and
sadder than ever. . . like a stormy night”—10-year-old boy with a low SES, and, a little
differently, an 11-year-old girl with a low SES.
Feeling abandoned and alone. “I don’t care if they don’t like me, I think no one is more
miserable than me; I think no one in the world loves me; I have no feelings except sadness like a
cut-down tree”—All groups.
Feeling helpless. “I can’t say about myself. I have nothing to say about myself. I’m sick, like
I’ve been left in a storm”—11-year-old boy with a low SES; “When I’m sad, I feel alone. I like to
cry as if there is no one to help me”—11-year-old girl; “I am like a broken vessel that has no
hope”—10-year-old boy with a low SES.

Desperate processing

Helpless
mentalizing
profile

Self-harm to reduce stress beyond capacity. “I’m upset I grab my face/I hurt myself/I get
very angry and hurt myself. I beat myself/slam my head on the ground, I get dizzy and it makes
me even more angry”—All age groups.
Indifference to a difficult situation due to inability to understand the situation. “I don’t
know why my parents are fighting. . . I don’t care. . . it’s none of my business. I just watch them
fight”—11-year-old boy and 9-year-old girl of low SES.
Isolation. “I’m sad, I go to my room, I like to be alone, I lock myself in my room”—Common in
all age groups.

Self-destructive
coping/controlling
strategies

Despair and helplessness in understanding the situation. “I don’t know why my parents
fight. . . I don’t want to know why they fight. . . I don’t care about anything anymore. . . I don’t
even cry anymore”—11-year-old boy of a low SES.

Blocked
understanding

3.2. Adaptive Mentalizing

An adaptive mentalizing child’s reaction to a difficult situation is a relatively mature
approach based on a well-digested understanding of the situation. In this profile (86 children),
the child deliberately and consciously engages with the situation (instead of withdrawing
or fleeing from it) and makes a deliberate and conscious effort to find a solution to reduce
their grief and suffering. The child has the desired cognitive and emotional capacity to
engage with and respond to situations, and effective strategies (such as humor, engaging in
pleasurable behaviors to attract the attention of others, talking to others about their discomfort,
or alleviating their suffering): “When my parents get upset with me, I get upset too, I paint for
them or pick flowers from the garden. . . Then I kiss them and apologize”. (It is important to note
that these examples are translated. The original quotes can be shared upon request.) This
form of narration was common in all age groups and both groups, but it was more frequent
in 8- and 9-year-old children. Here, the child consistently tries to control the situation and
reduce the damage with appropriate behavioral measures. With a good understanding of
one’s inner mental world and that of others, he or she can manage communication challenges
and maintain mental balance. For example, one participant said: “When my parents are arguing,
I get upset, but nothing can be done with sorrow and upset. I think, what can I do to end the argument?
I bring them tea and try to say things to make them laugh so that everything goes well”. This was very
common in the age group of 10 and 11 years and in children with a high SES. These children
have a good relationship with their parents and their parents can convey the concept to their
child that they understand him/her. The child also had a good ability to understand the
situation as well as the parents. Even if the children had experienced poverty and deprivation,
this mutual understanding and good parent–child relationship seemed to offset the effects of
poverty and deprivation to a large extent and did not impair the child’s mental health and RF:
“When they don’t buy me the things I want, I get upset at first, but I know they love me, but at this
time, they don’t have enough money to buy what I want, so I ask them to buy it for me whenever they
have money”—an 8-year-old boy and 11-year-old girl of high SES. This type of quotation was
repeated with a high frequency in the high-SES children. Children with this profile reported
fewer mental health problems on the CBCL; further, they seemed more vibrant and energetic
than children with other mentalizing profiles.
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3.3. Passive Mentalizing

This profile (49 children) is identified when the child has so much difficulty under-
standing the situation that he or she seems confused but desperately struggles to grasp
the situation. A distinctive feature of this profile of mentalizing in children is a kind of
confusion and a painful struggle to understand the situation in the service of reducing pain
and grief. The child has great difficulty understanding the situation and is unable to control
it. The child constantly argues with himself: “Why did this happen? Why do only I have to
endure this situation? Why do only I have to be beaten? I do not know why this happened”. This
was very common in all age groups and in both groups. The strategies that the child uses
to control the situation are usually ineffective because the child tries to respond to reduce
the grief and suffering by withdrawing from the situation. Of course, emotional restraint
to avoid unfortunate consequences and suppression of desires and inner feelings are very
prominent in this profile, so the child is more prone to mental disorders such as anxiety and
depression. In this profile, the child finds himself/herself unable to control the situation
and endures these painful conditions with no confidence in that they can change: “When my
parents are arguing, I’m afraid. I go to my room and cry . . . I say, God, why are my parents fighting?
. . . Maybe it’s my fault they are fighting? . . . Maybe they don’t like me anymore. . . . Do they not
divorce?. . . I have no choice; I have to endure because I cannot change them or improve the situation”.
This was very common in all age groups and both groups. Due to the limited cognitive and
emotional capacity of the child to adapt to a difficult situation, the child sometimes tries
to make the situation bearable by denying it: “My mother beats me a lot and doesn’t buy me
anything. . . She makes me do hard work and insults me, but she loves me, she beats me to focus and
not make mistakes”. This type of narration was common among 8- and 9-year-old children of
low SES. Although it is difficult for the child to understand his/her mental world and that
of others, the child constantly struggles not to lose hope; this is a very painful endeavor.
The child interprets the situation as catastrophic. In this profile, the majority of children
(92%) experienced severe domestic violence, parental physical abuse, corporal punishment,
psychological and behavioral abuse, and an unstable living environment that severely
impaired the child’s mental health and RF capacity: “My parents fight a lot. When my father
gets angry, he wants to ruin everything and beats us very brutally. . .when he gets angry, I am
very scared. . .he hits my head hard against the wall. . . . at that moment, I think my brain will
explode”—a 9-year-old boy of a low SES. Feelings of insecurity and a fear of losing one’s
parents are omnipresent. It is worth noting that although this is seen in other profiles, this
fear is more severe in passive children, and when away from their parents, they show more
and more anxiety, fear, and despair: “I am very scared when my parents are away from me. . . I
think they will never come back and I will be left alone in this world. . . I think all my body parts
have been cut off”. This was common in all age groups. The children’s relationship with one
of the parents (usually the father, 71%) is disrupted or severely disrupted: “My father has
never kissed or hugged me. . . He says he doesn’t love me or my brother”—a 9-year-old girl and
a 10-year-old boy of low SES. However, the lifeline for these children, which encourages
them to try to understand themselves, their relationships, and their situation, is a good
relationship with the other parent (usually the mother).

3.4. Helpless Mentalizing

In this profile (11 children), the child consciously does not attempt to understand the
difficult situation. The child is very disappointed and makes no effort to alleviate their
suffering. Although the child suffers greatly from the difficult situation, he or she reacts
to it with indifference. The child prefers isolation and loneliness instead of engaging in
the situation and trying to control it. For example: “I do not care if my parents are arguing.
I do not involve myself in what they are arguing with, it’s not up to me. I go and play internet
games on my phone and immerse myself in it”—a 10-year-old boy of a low SES. The child
finds himself/herself extremely helpless and lonely, and although nothing seems important
to the child, this is a psychological collapse. The child deliberately makes no effort to
understand his/her mental world and that of others, and his/her responses are essentially
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unemotional: “It doesn’t matter what I think or how I feel. . .it doesn’t matter. . . I don’t care if
my parents love me or not”—a 9-year-old boy of a low SES. The most important feature of
this profile is frustration and a kind of obvious indifference to the situation. In the face of
a difficult situation, the typical reaction is: “I do not know how I feel, but I am like a helpless
human being with no hope”. This was common in all age groups in the two groups. Self-injury
(such as banging on the head, punching, or even suicidal thoughts) to reduce emotional
stress in difficult situations is common in this profile: “My parents don’t care about me; they
are busy with their work. . . My mom spends her time with her phone instead of her children. . . It’s
like I don’t exist for them. . . Sometimes I hit my head hard against the wall or hit my nose with my
fist. . . Sometimes people get so tired and upset that they kill themselves, this way all the hardships
will end for them”—an 11-year-old boy of a high SES. They seem to be heartbroken and cut
off from the outside world, unable to understand their mental world and that of others, so
they deny their intense anger and emotional suffering through indifference. In this profile,
although the child tries to hide their inner suffering and painful feelings, in moments of
intense emotional arousal, the child unveils himself through self-injury and sometimes
aggressive behaviors, revealing suffering. Suicidal thoughts are significant in children of
this profile and they are at risk of serious harm to themselves. In this profile, the child’s
relationship with both parents is severely disrupted. What bothers the child more than their
parents’ behavioral and verbal violence is the persistent pattern of maltreatment, as well as
the disregard for the child’s needs and desires, so that the child feels extremely helpless
and lonely: “My parents keep telling me you have to die. . .my feeling is so painful that I can’t
describe it. . . I tell myself no one loves me so I have to die. . . When I fight with the children of the
family, my parents leave me and favor someone else. . . I tell them that I am your child, you should
support me, not them. . . I feel very alone and without anyone”—an 11-year-old boy of a high
SES. For the child, the only way to survive in this very painful and unbearable situation is
to deny their needs and desires to be understood, loved, and cared for by the parents. By
showing indifference to the suffering, the child tries to reduce his/her pain and make the
situation bearable for himself/herself: “I don’t care if they like me anymore. . . I don’t care about
anything anymore. . . I amuse myself with something so that I don’t think about it”. This narrative
appeared, with minor differences, in all age groups.

The most important difference between passive mentalizing and helpless mentalizing
is that children who exhibit passive mentalizing are still hopeful in terms of their ability to
understand and control the situation. Passive children struggle in distress to understand
them and the child is disturbed and shows many symptoms of anxiety. These efforts
are very painful, and the child shows great confusion at being forced to endure painful
situations. In contrast, in the case of helpless mentalizing, the child makes no effort to
understand and control a difficult situation. The situation is unbearable for the child, and
as a result, the child hides a lot of anger and rage behind a mask of indifference.

Although self-injury is common in both the helpless (95%) and passive mentalizing
(about 60%) profiles, the causes of self-injury are different. Self-injury in passive mentalizing
children is usually not severe and does not cause serious harm, but helpless children are
exposed to serious harm to themselves. Almost all children with a helpless mentalizing
profile (90%) reported suicidal thoughts. Children with this profile implicitly or explicitly
reported that they have no hope of living and do not want to be alive. They expressed
they would like to end their lives (90%) because of the maltreatment from their parents and
family members.

3.5. Self-Focused Mentalizing

With the self-focused profile of mentalizing (seven children), the child’s perception of
the situation is impaired due to the child’s difficulty in considering another’s perspective.
That is, “the other” has no place in the child’s mental world or this position is very limited.
For example, according to the words of one 8-year-old high-SES child: “When my parents are
arguing, I’m afraid the fights will end badly. I’m afraid Dad will no longer pay my Mom to cook for
me and they will not talk to me”. In this profile, the child communicates primarily to satisfy his
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or her inner needs. The child expects compensation for the things he or she does for others.
The child expects all of their needs to be met unequivocally, and if faced with failure or
delay, tries to react with stubbornness, disobedience, and verbal and behavioral aggression.
In the face of failure, children with this profile of mentalizing show the greatest behavioral
response and emotional arousal compared to other profiles: “My parents were upset (the
child had recognized the parents’ unhappiness and understood that their unhappiness was
not caused by the child but by an external factor). I spoke to them, but they answered me coldly
and ignored me . . . I said to myself, why are they treating me like this. . . Why is their behavior not
loving? . . . They were always kind. . . I also got angry with them and stopped listening to them. . .
My mother explained to me that my uncle had surgery on his eyes and they were very upset because
of that. . . then I got upset and felt sorry for them”—a 9-year-old high-SES child. The children for
whom this profile has been identified were divided into two groups. The first group were
pampered children who were highly regarded by caregivers and whose needs were met as
soon as possible. Their relationships with both parents were good and they showed high
self-esteem. The apparent feature in them was their inability to tolerate deprivation and
failure. Other people were seen as a means of satisfying their desires. They did not notice
their behavioral consequences until they saw the consequences of their behavior obviously
and visibly, and empathy was aroused in them only at this time. The other group in the
self-focused mentalizing profile (who focused on themselves and their needs in such a way
that they could be called narcissists) were children whose relationships with one or both
parents were disturbed and whose parent or parents were unresponsive to their child’s
needs and punished them. These children had low self-esteem, and in cases of deprivation
and failure, they reacted with revenge and verbal and behavioral violence. Also, these
children were very competitive and could not stand defeat: “When I play with other guys, I
have to win at all costs, even if I cheat, I have to win. . . when I’m losing, I start a fight and leave
the game because I don’t want to lose”—a 10-year-old boy and an 11-year-old boy of high
SES. In general, in self-focused or narcissistic mentalizing, the child seems to be complex
regarding their mental world, with no space to consider other people’s mental states. The
child wishes to achieve his/her desires in any way, and in case of failure, the child resorts
to aggression, disobedience, and using ineffective strategies to achieve his/her desires.

3.6. Differences in Mentalizing Profiles among Typically Developing Children and Clinical
Population and Different SESs

To find the dominant sub-theme in each interview, SES was considered an important
variable, because research has shown that socioeconomic status has a significant effect
on children’s RF [15]. There were also differences in mentalizing profiles between the
typically developing children and the clinical population. We reported the frequency and
percentage of each profile in the two groups to alert readers to the difference in sample
size in the groups and to show the frequency of each profile in each of the two groups.
Therefore, we do not intend to compare both groups of the typically developing children
and the clinical population, but rather we aim to demonstrate the mentalization profiles
of each group independently of each other. See Table 2 to compare the sample sizes and
percentages for the two groups. The predominant percentage of adaptive mentalizing in
the typically developing children was 67% (76% high SES and 24% low SES), and in the
clinical population it was 13%. The predominant percentage of passive mentalizing in
the typically developing children was 26% (17% high SES and 83% low SES) and this was
58% in the clinical population. The predominant percentage of helpless mentalizing in
the typically developing children was 2% (100% low SES) and this was 29% in the clinical
population. The predominant percentage of self-focused mentalizing in the typically
developing children was 5% (83% high SES and 17% low SES) and in the clinical population
this was 3%. Chi-squared analyses in two adaptive and maladaptive groups indicated that
there is a significant difference in the percentage of adaptive or maladaptive metalizing in
typically developing high-SES, typically developing low-SES, and clinical children
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Table 2. Frequency of attachment-based mentalizing profiles and chi-square on the bases of SES and
psychopathology.

Profiles

Typically Low
SES = 49

Typically High
SES = 73

Clinical Population
N = 31 Chi-Square

N P N P N P RF in Type Value Df Sig

Adaptive 20 40.82% 62 84.93% 4 12.90% Adaptive

52.80 2 0.000Passive 26 53.06% 6 8.22% 17 54.84%
MaladaptiveHelpless 2 4.08% * * 9 29.03%

Self-focused 1 0.02% 5 6.85% 1 3.22%

*, n = 0, which means the frequency is 0.

4. Discussion

This study examined how 153 Iranian children aged 8 to 11 from typically developing
and clinical populations understand, process, and respond to attachment-related challenges
based on CAI interviews. The CAI interviews were transcribed and qualitative content
coding was applied, revealing four distinct mentalizing profiles. Differences were also
found between the typically developing children and the clinical population, such that the
clinical population evidenced more maladaptive RF profiles and the typically developing
children showed more adaptive RF profiles. In addition, the children living in low-SES
environments displayed more maladaptive mentalizing profiles.

Mentalization in Iran has only recently gained ground, testifying to the novelty and im-
portance of this study’s sample and its results. Given that mentalization is an evolutionary
capacity dependent on context, it is necessary to examine RF in different cultural con-
texts [2]. RF theorists in the context of Western culture have studied mentalization deficits
in adults and shown that mentalizing failures are characterized by pre-mentalization, lack
of interest and curiosity, and uncertainty [30]. Such theorists have also identified three
styles of attachment representation in parent–infant relationships in their studies: hostile,
idealizing, and helpless attachment representations. These are incompatible representations
that lead to the formation of three types of mentalization deficits in adulthood: hostiles,
helpless, and narcissistic. These three states of failure in the mind predict the maladaptive
behavior of the parents and the disorganization of the infant. However, mentalization
profiles have not been identified and classified for either children or in the context of
Eastern culture, and ours is the first study to address this.

It seems that the profiles of mentalization identified in this study on Iranian children
are consistent with extant research in the literature. In line with the existing research, adap-
tive and maladaptive mentalization were identified in these Iranian children, mirroring
those seen in other parts of the world. However, although the types of mentalizing might
replicate extant research, the content of what is being mentalized and the interpersonal dy-
namics are indeed unique to Iranian culture, expanding what is known about mentalizing
within and across cultures. Adaptive and maladaptive mentalizing profiles are developed
based on the communication signals and the amount of care and attention received by
the child from parents during their life. Just as living in a supportive environment with
responsive and receptive parents sensitive to the needs of the child has an important role
in the formation of adaptive mentalizing in children, living in detrimental environments
and being with unresponsive and non-supportive parents disrupts the development of RF
in children, reflected in the three maladaptive profiles [31]. In helpless mentalizing, the
child does not want to lose his/her mental cohesion, and perceives that processing the
deplorable situation in which the child finds himself/herself is the only way to survive.
So, the dominant RF in this profile is non-mentalizing. In the passive profile, too, the
dominant RF is non-mentalizing [32]. Although the child wants to understand and process
the situation to realize the reason for his/her confusion and heal his/her mental suffering,
the child is not able to do it and is thus trapped in teleological thinking, in which the
world is divided into good and bad for the child. The child sees each crisis as catastrophic
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and his/her interpretations are catastrophic [33]. The child interprets family challenges
or any behavior that is not accompanied by love and attention as a reason for misery and
rejection by others, as if any challenge or crisis attacks the child’s integrity [34]. Children
who experience complex and relationship trauma, especially if the traumatic events begun
before their birth, are usually hypervigilant and restless [35]. They have limited space to
distinguish between internal and external reality. They have to separate the connection
between their internal states and their intolerable external reality because this is the only
possible way for them to survive. They have great difficulty in coherently expressing what
they are experiencing because they lack words and narratives to help them understand why
they are disturbed [36]. The children with a narcissistic profile seem to fluctuate between a
psychic equivalence mode and teleological mode because, on the one hand, these children
are self-oriented and far from any other’s mental world. The narcissistic profile child does
not attempt to test the correctness of thoughts and beliefs or alternative ways, because, for
this child, what the child thinks and feels is reality. Competition is very real, even in games,
and the child cannot tolerate defeat and wants to win in any way possible [37]. For this
child, only the result or achieving what the child wants is important. Others are seen as a
means to an end. The child will try to achieve what he desires, regardless of the effect it
may have on others [38]. Although the passive and self-focused profiles both represent tele-
ological thinking, each focuses on specific aspects of this thinking. Therefore, RF deficiency
poses a major vulnerability in children. Children with maladaptive profiles experience
maltreatment. Facing abuse in the complex interaction of environmental, biological, and
psychosocial factors reduces the arousal threshold of the attachment system and inactivates
controlled mentalization in individuals, and disrupts their ability to differentiate between
their mental states and those of others [39,40]. Early biological and neurological stresses
disrupt normal brain function and impair key skills such as emotion regulation, impulse
control, coping skills, interpersonal skills, and cognition [40].

The findings of this study contribute to the importance of considering mentalization
as an important factor in psychopathology or people’s mental health [31]. Understanding
the impact of child–caregiver relational patterns and the stressors of life at an early age on
the quality of the child’s development and physical and mental health requires a serious
focus on early diagnosis and intervention [41]. This study was conducted in a situation
where, due to COVID-19, several interviews were conducted over the phone, so it was not
possible to interpret the behavior and body language of the child; therefore, only the tone
of the child’s voice was analyzed. Another limitation of the study was that only the child
was interviewed and no parents were interviewed, so it was not possible to examine the
dynamics of the family. Also, we did not examine the effect of the interview format on how
the children answered. Finally, inter-rater reliability was not calculated when identifying
the mentalizing profiles, but other steps were followed to ensure rigor.

5. Conclusions

Mentalization is one of the most important areas of social cognition and plays a very
important role in the health or psychological pathology of individuals. In this study, a
mixed-method approach was used to examine the ability of children to understand, process,
and respond to attachment-arousing situations in typically developing and clinical popula-
tions of Iranian children. This study showed that there were differences in understanding,
processing, and responding to challenging situations between the two study groups and
that the typically developing children evidenced more adaptive profiles of mentalizing,
while the clinical population displayed one of three maladaptive profiles of mentalizing.
Also, children with a high SES evidenced more adaptive profiles of mentalizing, while
children with a low SES evidenced more maladaptive profiles of mentalizing. This study is
an important step in increasing our cross-cultural understanding of the development of
RF in children and its results can include significant educational and clinical applications.
The findings of this study could provide significant implications for child psychotherapists
and mentalization-based treatment for children (MBT-C), as they suggest that culture and
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socioeconomic status are key elements in disorder etiology or treatment outcomes. Also, by
considering the role of parents in the formation of adaptive and maladaptive mentalizing
profiles, this study highlights the necessity of preventive interventions and training of
parents to empower them for effective parenting.

Author Contributions: Translating the interview, collecting data, qualitative analysis, writing method,
results, discussion, conclusion, review and editing: M.Z.; Advisor and writing introduction and
review and editing: M.L.; Advisor and review and editing: C.S.; Advisor and co-rater: J.H.; review
and editing: F.B.S.; Senior advisor, review and editing, approved the final draft: J.L.B. All authors
have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted following the Declaration of
Helsinki, and it was approved by the Ethics Committee of the University of Kharazmi (IR.KHU.REC,
7 July 2021, 1400.025).

Informed Consent Statement: Informed consent was obtained from the parents and all children
involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy or ethical restrictions.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Fonagy, P.; Luyten, P. A developmental, mentalization-based approach to the understanding and treatment of borderline

personality disorder. Dev. Psychopathol. 2009, 21, 1355–1381. [CrossRef] [PubMed]
2. Aival-Naveh, E.; Rothschild-Yakar, L.; Kurman, J. Keeping culture in mind: A systematic review and initial conceptualization of

mentalizing from a cross-cultural perspective. Clin. Psychol. Sci. Pract. 2019, 26, e12300.
3. Fonagy, P.; Gergely, G.; Target, M. The parent–infant dyad and the construction of the subjective self. J. Child Psychol. Psychiatry

2007, 48, 288–328. [CrossRef] [PubMed]
4. Fonagy, P.; Campbell, C.; Constantinou, M.; Higgitt, A.; Allison, E.; Luyten, P. Culture and psychopathology: An attempt at

reconsidering the role of social learning. Dev. Psychopathol. 2022, 34, 1205–1220. [CrossRef] [PubMed]
5. Ensink, K.; Normandin, L.; Target, M.; Fonagy, P.; Sabourin, S.; Berthelot, N. Mentalization in children and mothers in the

context of trauma: An initial study of the validity of the Child Reflective Functioning Scale. Br. J. Dev. Psychol. 2015, 33, 203–217.
[CrossRef] [PubMed]

6. Bo, S.; Vilmar, J.W.; Jensen, S.L.; Jørgensen, M.S.; Kongerslev, M.; Lind, M.; Fonagy, P. What works for adolescent BPD: A
framework for understanding and structuring treatment for adolescent with borderline personality disorder. Curr. Opin. Psychol.
2020, 37, 7–12. [CrossRef] [PubMed]

7. Sharp, C.; Fonagy, P. The parent’s capacity to treat the child as a psychological agent: Constructs, measures and implications for
developmental psychopathology. Soc. Dev. 2008, 17, 737–754. [CrossRef]

8. Bernal, G.; Sáez-Santiago, E. Culturally centered psychosocial interventions. J. Community Psychol. 2006, 34, 121–132. [CrossRef]
9. Roland, A. The influence of culture on the self and selfobject relationships: An asian-north american comparison. Psychoanal.

Dialogues 1996, 6, 461–475. [CrossRef]
10. Kirmayer, L.J. Languages of suffering healing: Alexithymia as a social and cultural process. Transcult. Psychiatr. Res. Rev. 1987, 24,

119–136. [CrossRef]
11. Rider, E.A.; Gilligan, M.C.; Osterberg, L.G.; Litzelman, D.K.; Plews-Ogan, M.; Weil, A.B.; Dunne, D.W.; Hafler, J.P.; May, N.B.;

Derse, A.R.; et al. Healthcare at the crossroads: The need to shape an organizational culture of humanistic teaching and practice.
J. Gen. Intern. Med. 2018, 33, 1092–1099. [CrossRef] [PubMed]

12. Shahaeian, A.; Peterson, C.C.; Slaughter, V.; Wellman, H.M. Culture and the sequence of steps in theory of mind development.
Dev. Psychol. 2011, 47, 1239. [CrossRef] [PubMed]

13. Fonagy, P.; Campbell, C. Supporting the social triad. A Commentary on Keeping Culture in Mind: A Systematic Review and
Initial Conceptualization of Mentalizing from a Cross-Cultural Perspective. Clin. Psychol. Sci. Pract. 2019, 26, e12305. [CrossRef]

14. Dunlop, W. Narrative identity’s nomological network: Expanding and organizing assessment of the storied self. Personal. Sci.
2021, 2, 1–31. [CrossRef]

15. Target, M.; Fonagy, P.; Shmueli-Goetz, Y. Attachment representations in school-age children: The development of the Child
Attachment Interview (CAI). J. Child Psychother. 2003, 29, 171–186. [CrossRef]

16. Troy, A.S.; Ford, B.Q.; McRae, K.; Zarolia, P.; Mauss, I.B. Change the things you can: Emotion regulation is more beneficial for
people from lower than from higher socioeconomic status. Emotion 2017, 17, 141. [CrossRef]

https://doi.org/10.1017/S0954579409990198
https://www.ncbi.nlm.nih.gov/pubmed/19825272
https://doi.org/10.1111/j.1469-7610.2007.01727.x
https://www.ncbi.nlm.nih.gov/pubmed/17355400
https://doi.org/10.1017/S0954579421000092
https://www.ncbi.nlm.nih.gov/pubmed/33766162
https://doi.org/10.1111/bjdp.12074
https://www.ncbi.nlm.nih.gov/pubmed/25483125
https://doi.org/10.1016/j.copsyc.2020.06.008
https://www.ncbi.nlm.nih.gov/pubmed/32652486
https://doi.org/10.1111/j.1467-9507.2007.00457.x
https://doi.org/10.1002/jcop.20096
https://doi.org/10.1080/10481889609539131
https://doi.org/10.1177/136346158702400204
https://doi.org/10.1007/s11606-018-4470-2
https://www.ncbi.nlm.nih.gov/pubmed/29740787
https://doi.org/10.1037/a0023899
https://www.ncbi.nlm.nih.gov/pubmed/21639620
https://doi.org/10.1111/cpsp.12305
https://doi.org/10.5964/ps.6469
https://doi.org/10.1080/0075417031000138433
https://doi.org/10.1037/emo0000210


Children 2024, 11, 258 17 of 17

17. Muscatell, K.A.; Morelli, S.A.; Falk, E.B.; Way, B.M.; Pfeifer, J.H.; Galinsky, A.D.; Lieberman, M.D.; Dapretto, M.; Eisenberger, N.I.
Social status modulates neural activity in the mentalizing network. Neuroimage 2012, 60, 1771–1777. [CrossRef]

18. Pluck, G.; Córdova, M.A.; Bock, C.; Chalen, I.; Trueba, A.F. Socio-economic status, executive functions, and theory of mind ability
in adolescents: Relationships with language ability and cortisol. Br. J. Dev. Psychol. 2021, 39, 19–38. [CrossRef]

19. Selcuk, B.; Gonultas, S.; Ekerim-Akbulut, M. Development and use of theory of mind in social and cultural context. Child Dev.
Perspect. 2023, 17, 39–45. [CrossRef]

20. Álvarez, C.; Cristi, P.; Del Real, M.T.; Farkas, C. Mentalization in Chilean mothers with children aged 12 and 30 months: Relation
to child sex and temperament and family socioeconomic status. J. Child Fam. Stud. 2019, 28, 959–970. [CrossRef]

21. Achenbach, T.M.; Dumenci, L.; Rescorla, L.A. Ratings of Relations between DSM-IV Diagnostic Categories and Items of the CBCL/6-18,
TRF, and YSR; University of Vermont: Burlington, VT, USA, 2001; pp. 1–9.

22. Shahrivar, Z.; Shirazi, E.; Yazdi, A.B.; Alghband-rad, J. Validity of the Child Behavior Checklist-Persian version in a community
sample of Iranian youths. Iran. J. Psychiatry Behav. Sci. 2011, 5, 45–49.

23. Braun, V.; Clarke, V. Conceptual and design thinking for thematic analysis. Qual. Psychol. 2022, 9, 3. [CrossRef]
24. Braun, V.; Clarke, V. Reflecting on reflexive thematic analysis. Qual. Res. Sport Exerc. Health 2019, 11, 589–597. [CrossRef]
25. Braun, V.; Clarke, V. What Can “Thematic Analysis” Offer Health and Wellbeing Researchers? Taylor & Francis: Abingdon, UK, 2014;

p. 26152. [CrossRef]
26. Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
27. Dawadi, S. Thematic analysis approach: A step by step guide for ELT research practitioners. J. NELTA 2021, 25, 62–71. [CrossRef]
28. Braun, V.; Clarke, V.; Hayfield, N. ‘A starting point for your journey, not a map’: Nikki Hayfield in conversation with Virginia

Braun and Victoria Clarke about thematic analysis. Qual. Res. Psychol. 2022, 19, 424–445. [CrossRef]
29. Terry, G.; Hayfield, N.; Clarke, V.; Braun, V. Thematic analysis. SAGE Handb. Qual. Res. Psychol. 2017, 2, 17–37.
30. Seyed Mousavi, P.S.; Vahidi, E.; Ghanbari, S.; Khoshroo, S.; Sakkaki, S.Z. Reflective Functioning Questionnaire (RFQ): Psychomet-

ric properties of the Persian translation and exploration of its mediating role in the relationship between attachment to parents
and internalizing and externalizing problems in adolescents. J. Infant Child Adolesc. Psychother. 2021, 20, 313–330. [CrossRef]

31. Sleed, M.; Isosävi, S.; Fonagy, P. The assessment of representational risk (ARR): Development and psychometric properties of a
new coding system for assessing risk in the parent–infant relationship. Infant Ment. Health J. 2021, 42, 529–545. [CrossRef]

32. Bateman, A.W.; Fonagy, P. Handbook of Mentalizing in Mental Health Practice; American Psychiatric Pub: Washington, DC, USA,
2019.

33. Bizzi, F.; Ensink, K.; Borelli, J.L.; Mora, S.C.; Cavanna, D. Attachment and reflective functioning in children with somatic symptom
disorders and disruptive behavior disorders. Eur. Child Adolesc. Psychiatry 2019, 28, 705–717. [CrossRef] [PubMed]

34. Borelli, J.L.; Ensink, K.; Hong, K.; Sereno, A.T.; Drury, R.; Fonagy, P. School-aged children with higher reflective functioning
exhibit lower cardiovascular reactivity. Front. Med. 2018, 5, 196. [CrossRef] [PubMed]

35. Muller, N.; Midgley, N. The clinical challenge of Mentalization-based Therapy with children who are in “pretend mode”. J. Infant
Child Adolesc. Psychother. 2020, 19, 16–24. [CrossRef]

36. Rostad, W.L.; Whitaker, D.J. The association between reflective functioning and parent–child relationship quality. J. Child Fam.
Stud. 2016, 25, 2164–2177. [CrossRef]

37. Bizzi, F.; Charpentier-Mora, S.; Bastianoni, C.; Ensink, K.; Cavanna, D.; Borelli, J.L. Attachment representations and mentalizing
in middle childhood across one year: A preliminary pilot longitudinal study. Psychoanal. Psychol. 2022, 39, 69. [CrossRef]

38. Kjærvik, S.L.; Bushman, B.J. The link between narcissism and aggression: A meta-analytic review. Psychol. Bull. 2021, 147, 477.
[CrossRef]

39. Borelli, J.L.; St John, H.K.; Cho, E.; Suchman, N.E. Reflective functioning in parents of school-aged children. Am. J. Orthopsychiatry
2016, 86, 24. [CrossRef]

40. Fonagy, P.; Luyten, P.; Strathearn, L. Borderline personality disorder, mentalization, and the neurobiology of attachment. Infant
Ment. Health J. 2011, 32, 47–69. [CrossRef]

41. Mainali, P.; Rai, T.; Rutkofsky, I.H. From child abuse to developing borderline personality disorder into adulthood: Exploring the
neuromorphological and epigenetic pathway. Cureus 2020, 12, e9474. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.neuroimage.2012.01.080
https://doi.org/10.1111/bjdp.12354
https://doi.org/10.1111/cdep.12473
https://doi.org/10.1007/s10826-019-01348-1
https://doi.org/10.1037/qup0000196
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.3402/qhw.v9.26152
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.3126/nelta.v25i1-2.49731
https://doi.org/10.1080/14780887.2019.1670765
https://doi.org/10.1080/15289168.2021.1945721
https://doi.org/10.1002/imhj.21932
https://doi.org/10.1007/s00787-018-1238-5
https://www.ncbi.nlm.nih.gov/pubmed/30350093
https://doi.org/10.3389/fmed.2018.00196
https://www.ncbi.nlm.nih.gov/pubmed/30035111
https://doi.org/10.1080/15289168.2019.1701865
https://doi.org/10.1007/s10826-016-0388-7
https://doi.org/10.1037/pap0000379
https://doi.org/10.1037/bul0000323
https://doi.org/10.1037/ort0000141
https://doi.org/10.1002/imhj.20283
https://doi.org/10.7759/cureus.9474

	Introduction 
	Methods 
	Participants 
	Assessment 
	Procedure 
	Coding 

	Results 
	Thematic Analysis 
	Adaptive Mentalizing 
	Passive Mentalizing 
	Helpless Mentalizing 
	Self-Focused Mentalizing 
	Differences in Mentalizing Profiles among Typically Developing Children and Clinical Population and Different SESs 

	Discussion 
	Conclusions 
	References

