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Dear Readers,

As we prepare this issue of the Journal of Cognitive Behavioral Psychotherapy and Research, we do so
at a meaningful intersection of scientific productivity, professional community, and national remmembrance.
The papers included in this issue reflect the breadth of contemporary cognitive and behavioral
psychotherapies: structural modeling of metacognitive beliefs in medical conditions, development
and psychometric evaluation of brief clinical measures, prevention-oriented metacognitive therapy
frameworks, case-based applications of cognitive behavioral therapy, and empirical studies examining
emotion regulation and cognitive reappraisal. Together, these contributions demonstrate the continuing
expansion of evidence-based psychotherapy research across clinical, methodological, and theoretical
domains. The accepted manuscripts in this issue include original articles, review articles, and case reports
addressing metacognitive beliefs, obsessive-compulsive symptoms, military mental health, separation
anxiety disorder, emotion regulation, sociotropy-autonomy, psychological symptoms, situational factors,
and reappraisal efficiency.

This issue also appears in the broader context of the 5th Cognitive Behavioral Psychotherapies
Congress, to be held in Ankara between April 30 and May 3, 2026, under the theme “Cognitive Behavioral
Therapy as an Umbrella Concept in Psychotherapy.” The congress brings together national and international
academics, trainers, therapists, and researchers working in the field of CBT and related evidence-based
approaches, covering classical CBT, third-wave approaches, metacognitive therapy, transdiagnostic models,
schema-focused approaches, trauma-focused interventions, digital CBT, and innovations in assessment.
In this respect, the present issue can be read as a written reflection of the same intellectual climate that
the congress seeks to cultivate: a plural, evidence-based, clinically grounded, and scientifically responsible
understanding of psychotherapy. This issue is published on May 19, a day of national significance in Turkiye,
which lends it a certain symbolic resonance around the themes of renewal and responsibility—values that
are equally central to scientific life. Every carefully designed study, every psychometric validation, every
clinical case report, and every theoretically informed review represents an investment in the future of mental
health practice. Scientific publishing, like any enduring institution, depends on early-career researchers,
trainees, clinicians, and young scholars who will carry evidence-based psychotherapy into its next phase.

Cognitive and behavioral psychotherapies are sustained by the same principles that give meaning to
renewal: openness to learning, disciplined questioning, respect for evidence, and commitment to public
benefit. The articles in this issue contribute to that mission by refining clinical assessment, strengthening
theoretical models, testing mechanisms, and translating psychotherapy knowledge into practice. The
congress, in turn, provides the living forum in which these ideas can be discussed, challenged, taught, and
further developed.

As editors, we are pleased to present an issue that mirrors the diversity and vitality of the field. We hope
that these publications will support clinicians in their practice, stimulate researchers in their future studies,
and encourage young professionals to see themselves not only as consumers of scientific knowledge
but also as its future producers. The future of evidence-based psychotherapy is sustained by rigorous
inquiry, methodological discipline, and the open dissemination of knowledge across the wider professional
community.

In this spirit, we thank the authors, reviewers, editorial team, and congress organizers whose efforts
continue to strengthen the scientific and clinical foundations of cognitive behavioral psychotherapies.

Mehmet Hakan Turkcapar, MD, PhD
Editor-in-Chief
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Dysfunctional metacognitive beliefs are increasingly recognized as transdiagnostic processes associated with
emotional distress; however, their relationship with objective cardiovascular phenotypes remains insufficiently
explored. This study examined the associations among dysfunctional metacognitive beliefs, emotional distress,
and coronary artery stenosis (CAS) within a biopsychosocial framework. In total, 159 patients scheduled for elective
coronary angiography completed self-report measures of anxiety, depression, and metacognitive beliefs before the
procedure. CAS was defined as =50% luminal narrowing in at least one major coronary vessel based on angiographic
evaluation. In structural equation modeling analyses, dysfunctional metacognitive beliefs—particularly negative
beliefs about worry and maladaptive thought-control strategies—were strongly associated with emotional
distress and also showed a significant direct association with the presence of CAS, whereas emotional distress
did not statistically mediate this relationship. Together, these findings suggest that threat-focused dysfunctional
metacognitive beliefs may be associated with CAS beyond concurrent emotional symptom severity; however, the
cross-sectional design prevents causal inferences. Incorporating metacognitive processes into psychocardiological
models may contribute to a more refined understanding of cognitive vulnerability in coronary artery disease.

Keywords: Coronary artery disease, coronary artery stenosis, emotional distress, metacognitive beliefs,
structural equation modeling.

Koroner Arter Darligi ile Tani Otesi islevsiz Metabilissel inanglar Arasindaki iliski: Yapisal
Esitlik Modeli Yaklagimi

Ustbilissel inanglar, duygusal sikinti ile iliskili transdiyagnostik siirecler olarak giderek daha fazla nem kazan-
makla birlikte, bu biligsel stireclerin nesnel kardiyovaskiiler gostergelerle iliskisi sinirli diizeyde incelendi. Bu ¢a-
lismada, biyopsikososyal bir cerceve icerisinde Ustbilissel islevsiz inanclar, duygusal sikinti ve koroner arter dar-
higr arasindaki iliskiler degerlendirildi. Elektif koroner anjiyografi planlanan toplam 159 hasta, islem 6ncesinde
anksiyete, depresyon ve Ustbilissel inanclari degerlendiren 6z bildirim 6lceklerini doldurdu. Koroner arter darhigi,
klinik anjiyografik degerlendirmeye dayali olarak herhangi bir major koroner damarda %50 ve (zeri limen da-
ralmasi varligi seklinde tanimlandi. Yapisal esitlik modellemesi analizlerinde, 6zellikle endiseye iliskin olumsuz
Ustbilissel inanglar ve uyumsuz diistince kontrol stratejileri olmak tizere Ustbilissel islevsiz inanglarin, duygusal
sikintiile guiclii bicimde iliskili oldugu ve ayni zamanda koroner arter darligi varligiyla dogrudan iliskili bulundu-
gu goraldi. Buna karsilik, duygusal sikintinin bu iliskiyi istatistiksel olarak aracilik yoluyla aciklamadigi saptandi.
Bu bulgular, tehdit odakli Ustbilissel islevsiz inanclarin, es zamanl duygusal belirti diizeylerinden bagimsiz ola-
rak koroner arter darhigi ile iliskili olabilecegine isaret etmektedir; ancak calismanin kesitsel tasarimi nedeniyle
nedensel ¢cikarimlar yapilamaz. Kardiyovaskdler risk degerlendirmelerinde Ustbiligsel suireglerin dikkate alinmasi,
koroner arter hastaliginda bilissel kirnlganhgin daha butiincil bicimde anlasiimasina katki saglayabilir.

Anahtar Kelimeler: Koroner arter hastaligi, koroner arter darligi, duygusal sikinti, Ustbilissel inanclar, yapisal
esitlik modellemesi.
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INTRODUCTION

Coronary artery disease (CAD) remains a major priority on the
global health agenda as a complex disease burden shaped by
biological, psychological,and social factors. Despite substantial
reductions in age-standardized mortality rates, CAD continues
to pose a significant public health challenge, with increasing
absolute cases and deaths continiuing to rise—particularly in
low- and middle-income countries. Between 1990 and 2019,
the global incidence of cardiovascular diseases increased
by 77% and mortality by 54%. While CAD-related mortality
declined by more than 50% in high-income countries, the
reduction remained below 15% in low- and middle-income
regions, underscoring pronounced global health inequities
(Li et al., 2023; Timmis et al., 2023). In Europe, the downward
trend observed between 2000 and 2015 has recently
plateaued, a pattern partly attributed to behavioral risk factors
such as obesity and smoking (Sterpetti et al., 2024). In Turkiye,
CAD mortality demonstrates both an upward trajectory and
marked regional disparities, with environmental stressors and
behavioral factors—including tobacco and alcohol use—
playing a substantial role (Tutar et al., 2024; Yalim et al., 2022).
Collectively, these findings underscore that CAD cannot be
conceptualized solely as a biological condition but rather as
a multidimensional disorder influenced by socioeconomic,
environmental, and behavioral determinants.

Psychological determinants have gained increasing attention
within this broader framework. The prevalence of depression
among patientswith CAD hasbeenreportedtorangebetween
20% and 40%, whereas that of anxiety exceeds 50% (Jupe
et al, 2023). Depression has been consistently associated
with adverse cardiovascular outcomes, with mechanisms
including inflammatory activation, autonomic dysregulation,
and endothelial dysfunction (Xu et al, 2024). Several
longitudinal studies have linked anxiety to cardiovascular
prognosis, although the magnitude and specificity of these
associations vary across populations and measurement
approaches (Peter et al., 2020). From a biological perspective,
emotional stress is associated with heightened sympathetic
activation, hypothalamic—pituitary-adrenal (HPA) axis
stimulation, and enhanced proinflammatory responses,
providing plausible mechanistic pathways rather than
definitive causal explanations (Henein et al., 2022). A meta-
analysis by Song et al. (2020) demonstrated that depression
significantly predicts adverse cardiac outcomes following
percutaneous coronary intervention. These findings indicate
that psychological distress should not be considered a
secondary correlate of CAD but rather a clinically relevant
factor in disease management. (Clarification of the Song et
al., 2020 statement and conceptual linkage).
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In this context, “mental stress” refers not only to subjective
distress but also to sustained cognitive—emotional activation
involving perseverative thinking, heightened threat appraisal,
and self-focused attention. Experimental and observational
studiesindicate thatsuch patternsare associated withimpaired
endothelial reactivity, reduced flow-mediated dilation, and
prolonged sympathetic activation independent of overt
psychiatric diagnoses (Henein et al,, 2022; Li et al., 2025). These
findings suggest a plausible pathway through which repetitive
negative thinking influences vascular function. (Clarification
of the term “mental stress” and its vascular mechanisms)

However, emotional distress may represent only the observable
surfaceofdeepercognitiveprocesses.Inparticular,dysfunctional
metacognitive beliefs may shape how individuals interpret
and respond to internal and external cardiac threat cues,
potentially influencing both psychological and physiological
stress regulation. Metacognitive beliefs have been identified as
proximal cognitive processes underlying both the development
of emotional symptoms and individuals' responses to health-
related threats. According to Wells’ metacognitive model,
negative beliefs about worry—particularly the perception that
worry is uncontrollable and dangerous—play a central role in
the maintenance of anxiety and depression rather than the
initiation of anxiety and depression (Capobianco et al.,, 2020).
These beliefs shape stress appraisal and emotional reactivity
and have been implicated in, rather than conclusively shown to
determine, health-related risk behaviors and threat evaluations
(Laferton et al., 2023; Nadeem et al., 2022).

While substantial evidence links metacognitive beliefs to
emotional distress, few studies have examined their relevance in
cardiac populations. However, accumulating data indicate that
components of the CAS—particularly rumination and anxiety—
are meaningfully associated with coronary heart disease (CHD).

Faija et al. (2020) validated the CAS-1R in 440 patients
undergoing cardiac rehabilitation, demonstrating the
applicability of CAS assessment in cardiac settings. In a
cohort of 426 cardiac patients, Guan et al. (2021) found
that brooding and intrusive rumination uniquely predicted
anxiety and depression 24 months after acute coronary
events or bypass surgery. Tunheim et al. (2022) reported that
rumination showed the strongest association with depressive
symptoms and negative affectivity in 1,042 CHD outpatients.
Similarly, Solg and Yaseminejad (2018) identified rumination
as a robust predictor of anxiety and depression in 130 patients
with CHD. Collectively, these studies—encompassing nearly
1,800 cardiac patients—provide consistent evidence that
these perseverative cognitive processes are highly relevant
in cardiac populations. (Expansion of CAS-related literature in
cardiac populations).
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In the context of cardiovascular disease, emerging evidence
suggests that dysfunctional metacognitive beliefs (DMB) are
closely associated with psychological distress and that brief
metacognitive interventions may improve psychological well-
being (Gebhardtetal,, 2022; Andersonetal., 2019).Nevertheless,
theoretical models explaining how DMB appraisals might relate
to objective coronary pathology indicators, such as coronary
artery stenosis (CAS), remain insufficiently developed.

Although the existing literature robustly supports the
association between metacognitive beliefs and psychological
symptoms, substantial gaps persist regarding how these beliefs
interact with coronary stenosis defined angiographically. While
uncontrollability and danger beliefs are known to disrupt
emotional regulation, mental stress exerts direct effects on
vascular function and endothelial reactivity, independent of
overt emotional symptom severity (Li et al., 2025). Integrative
models that jointly examine metacognitive beliefs, emotional
distress, and CAS remain scarce. (Clarification regarding
independence from cardiovascular risk factors) Moreover,
whether emotional distress serves as a potential intermediary
mechanism rather than a definitive pathway linking cognitive
processes to cardiovascular outcomes remains unclear. This
gap highlights the need for studies that simultaneously
examine metacognitive beliefs, emotional distress, and CAS
within a unified analytical framework.

Accordingly, the present study aimed to examine, rather
than establish causal pathways among, DMB, emotional
distress, and CAS from a holistic perspective. Specifically, we
hypothesized that (1) negative metacognitive beliefs would
be significantly associated with emotional distress, (2) DMB
components would be directly associated with, rather than
predictive of, CAS, and (3) emotional distress would serve as
a potential mediator, acknowledging the exploratory nature
of this pathway.

METHODS
Study Design

This cross-sectional, analytical investigation aimed to examine
the associative relationships between psychological and
metacognitive characteristics in patients scheduled for elective
coronary angiography. Given the cross-sectional design, all
findings are interpreted in terms of statistical associations
rather than causal effects.

Study Setting and Study Period

The study was conducted at the Cardiology Clinic of Tokat
State Hospital between January 2, 2023, and December
1, 2023. Data were collected in a standard clinical setting
after the decision for coronary angiography (CAG) had been
made during outpatient cardiology evaluations but before

Guneysu and Kanal. Dysfunctional Metacognitive Beliefs in Patients with Coronary Stenosis

the angiographic procedure itself, thereby minimizing the
potential confounding effects of procedural outcomes on
psychological assessments.

Participants
Inclusion Criteria

+ Age = 18years,
« Scheduled for elective CAG by a cardiology specialist,

« Adequate cognitive capacity to independently complete
self-report questionnaires,

- Provision of written informed consent.
Exclusion Criteria

+ Acute coronary syndrome or emergency angiography
requirement,

«  Hemodynamic instability,
« llliteracy,
« Incomplete questionnaire data,

severe
could

+ Inability to complete assessments due to
neurological or psychiatric conditions that
compromise the validity of self-report measures.

Sample Formation

A total of 177 patients were initially assessed. Twelve
participants were excluded due to incomplete questionnaire
responses, and six were excluded due to illiteracy. The final
study sample consisted of 159 participants.

Power Analysis

The sample size adequacy was evaluated using an a priori power
estimation conducted with G*Power 3.1. The analysis was
based on the detection of a medium standardized effect size
(3=~0.30) with 80% power at a 95% confidence level. Although
G*Power does not directly estimate power for complex
structural equation models (SEMs), the obtained sample size
exceeds the commonly recommended minimum thresholds
for SEM analyses with a limited number of latent variables and
indicators. Accordingly, the final sample size of 159 participants
was sufficient to support the planned SEM analyses.

Coronary Angiography and Stenosis Classification

Selective right and left coronary angiography was performed
using the Judkins technique in all patients. Procedures were
conducted by experienced interventional cardiologists who
performed more than 75 procedures annually. Vascular access
was obtained via radial or femoral approaches, as preferred
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by the operator. The attending interventional cardiologists
evaluated the angiographic findings in routine clinical practice.

Patients with >50% luminal narrowing in at least one major
coronary artery were classified as the stenosis group, whereas
those with <50% stenosis were classified as the non-stenosis
group, consistent with widely used clinical and research
definitions.

Data Collection Procedure

Data were collected through face-to-face interviews after the
decision for coronary angiography and before the procedure.
This timing was intentionally chosen to minimize the potential
influence of procedural stress on psychological assessments.

The Following Data Were Collected:
Demographic variables: Age and sex.

Hospital Anxiety and Depression Scale (HADS): Used to
assess anxiety and depressive symptoms.

Metacognition Questionnaire-30 (MCQ-30): Used to assess
metacognitive beliefs.

All questionnaires were completed in full under standardized
conditions and under the supervision of the researcher.

Missing Data Management

The proportion of missing data was below 5%. Little's MCAR
test indicated that the missing data were completely random.
Given the low proportion and random nature of missing
information, we applied listwise deletion without substantial
loss of statistical power.

Variables

Dependent variable: Coronary artery stenosis (CAS): 0=<50%
stenosis; 1=>50% stenosis.

Independent variables: Dysfunctional metacognitive beliefs
(DMB): Negative beliefs about worry (NBW), need to control
thoughts (NCT), and cognitive self-consciousness (CSC)
subscales.

Emotional distress: HADS-Anxiety and HADS-Depression.
Covariates: Age and sex.

Bias Reduction

Scale administration order was standardized across all
participants. To minimize observer effects, the assessments
were conducted in a controlled, distraction-free environment.
To prevent missing data and response errors, all forms were
reviewed immediately after completion.
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Measurement Instruments
Hospital Anxiety and Depression Scale

The HADS was developed by Zigmond and Snaith (1983) as
a screening instrument specifically designed for individuals
with medical conditions by excluding somatic symptom
items. It consists of two subscales—anxiety (HADS-A) and
depression (HADS-D)—each comprising seven items, yielding
scores ranging from 0 to 21. For the HADS, we reported item-
level mean scores (range 0-3) rather than subscale total scores
to facilitate comparability across measures and interpretation
of symptom intensity. (clarification regarding HADS scoring,
we have specified that item-level mean scores (0-3) rather
than subscale total scores (0-21) were reported to prevent
misinterpretation of the scale range.)The Turkish version has
been validated (Aydemir et al, 1997). In the present study,
internal consistency was acceptable to good, with Cronbach’s
alpha values of 0.75 for HADS-A and 0.80 for HADS-D.

Metacognition Questionnaire-30

The MCQ-30 is a 30-item, four-point Likert-type scale that
assesses DMB. Higher scores indicate more maladaptive
metacognitive beliefs. The questionnaire comprises five
subscales: PBW, NBW, cognitive confidence (CC), NCT, and
CSC. Cronbach’s alpha coefficients ranged from 0.74 to 0.86,
indicating satisfactory internal consistency. Selected MCQ-30
subscales (NBW, NCT, and CSC) were specified as observed
indicators of the latent DMB construct in the SEM analyses.

Statistical Analysis

All statistical analyses were conducted using IBM SPSS Statistics
for Windows, Version 29.0, and the lavaan package (version 0.6-
17) implemented in R. We assessed distributional assumptions
using skewness, kurtosis, Shapiro-Wilk tests, histograms, and
Q-Q plots. Although some normality tests were significant,
the robustness of parametric procedures was supported by
graphical inspections and sample size considerations.

Group comparisons were conducted using independent samples
t-tests, with effect sizes reported as Cohen's d. Pearson correlation
coefficients were calculated to examine the bivariate associations.
Sex differences in CAS were evaluated using the chi-square test.

A structural equation model was constructed to examine the
relationships among DMB, emotional distress, and CAS within
an integrated framework. Given the binary nature of the CAS
variable, the robust WLSMV estimator was employed, which
is appropriate for categorical outcomes and provides reliable
parameter estimates and fit indices.

The direct, indirect, and total effects were estimated. The
model fit was evaluated using CFl, TLI, SRMR, and RMSEA.
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Table 1. Comparison of psychological and metacognitive variables in patients with vs. without coronary artery stenosis

Variable No CAS (n=80) M (SD) CAS (n=79) M (SD) t df p Cohen'sd
Age 58.68 (10.42) 61.30 (7.87) -1.79 157 0.075 0.29
HADS- ANXIETY 1.21(0.36) 1.33(0.43) -2.03 157 0.045 0.30
HADS- DEPRESSION 1.18 (0.36) 1.25(0.34) -1.51 157 0.133 0.19
PBW 2.12(0.48) 2.23(0.49) -1.59 157 0.112 0.23
NBW 2.24(0.61) 2.61(0.56) -3.88 157 <0.001 0.63
NCT 1.93 (0.54) 2.24(0.42) -4.19 157 <0.001 0.66
CSC 2.37 (0.52) 2.55(0.39) -2.45 157 0.016 0.38
CC 2.09(0.70) 244 (0.61) -3.39 157 0.001 0.52

M: Mean; SD: Standard deviation; CAS: No coronary artery stenosis; HADS: Hospital anxiety and depression scale; PBW: Positive beliefs about worry; NBW: Negative

beliefs about worry; NCT: Need for control over thoughts; CSC: Cognitive self-consciousness; CC: Cognitive confidence.

Exceptionally high fit indices (CFI=1.000; TLI=1.035;
RMSEA=0.000) were interpreted cautiously because they
likely reflect the parsimonious model structure and limited
number of indicators rather than a perfect model fit. Statistical
significance was set at p<0.05.

Ethical Approval

The Clinical Research Ethics Committee of Tokat
Gaziosmanpasa University Faculty of Medicine reviewed and
approved this study (Approval No: 22-KAEK-252; Meeting No:
2022/20; Decision Date: November 24, 2022). The study was
ethically and scientifically appropriate in accordance with
national regulations governing clinical research.

This study was conducted following the principles of the
Declaration of Helsinki.

RESULTS

Descriptive Characteristics of Participants and Sex
Differences in Patients with Coronary Artery Stenosis

A total of 159 patients were included in this study. Of these, 80
(50.3%) patients had no CAS, whereas 79 (49.7%) patients had
stenosis. The prevalence of CAS was comparable between sexes.
Among women, 42 (51.2%) had no stenosis, and 40 (48.8%) had
stenosis; among men, 38 (49.4%) had no stenosis, and 39 (50.6%)
had stenosis. The Pearson’s chi-square test did not indicate
a significant association between sex and stenosis status,
%*(1)=0.055, p=0.814; Fisher’s exact test similarly yielded a non-
significant result (p=0.874). Accordingly, sex was not retained as
a differentiating factor for CAS in subsequent analyses.

Psychological and Metacognitive Differences Between
Patients with and Without Coronary Artery Stenosis

Group differencesin psychologicaland metacognitive variables
were examined using independent samples t-tests (Table 1).
Patients with CAS exhibited modestly higher HADS-Anxiety

scores than those without stenosis (t(157)=2.03, p=0.045,
Cohen’s d=0.30). In contrast, the HADS-Depression scores did
not significantly differ between the groups (p=0.133).

Patients with stenosis demonstrated a consistently more
maladaptive metacognitive profile. NBW, NCT, and CSC were
significantly higher in the stenosis group (p<0.001, p<0.001,
and p=0.016, respectively). CC scores were significantly
elevated in the stenosis group (p=0.001), indicating lower
perceived CC. The observed effect sizes fell within the small-
to-moderate range, suggesting that the detected differences,
while statistically significant, reflect modest clinical magnitude.

Comparison of Psychological and Metacognitive Variables
Pearson Correlations Among the Study Variables

The Pearson correlation coefficients among the psychological
and metacognitive variables are presented in Table 2. Anxiety
and depression were strongly and positively correlated
(r=0.581, p<0.01). Dysfunctional metacognitive belief
components, including NBW, NCT, and CSC, showed moderate-
to-strong positive correlations with anxiety and depression
(r=0.35-0.70). This pattern supports the conceptualization of
these variables as related but non-redundant components of
a shared cognitive-emotional distress domain.

Measurement Model (Factor Structure)

Two latent variables were specified within the structural equation
modeling framework. DMB were defined by NBW, NCT, and CSC
indicators, whereas the HADS-Anxiety and HADS-Depression
subscales represented emotional distress (DISTRESS).

Table 3 presents the factor loadings for the measurement
model, with all loadings achieving statistical significance
(B=0.627-0.905). The overall fit of the measurement model
was very high, as indicated by the fit indices reported in Table
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Table 2. Pearson correlations among the study variables
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Variable 1 2 3 4 5 6 7
1. HADS-Anxiety —

2. HADS-Depression 0.581* -

3.NCT 0.531* 0.451* -

4. PBW 0.344* 0.317* 0.650* —

5.CC 0.518* 0.353* 0.619* 0.454* =

6. NBW 0.575*% 0.482* 0.701* 0.535* 0.657* -

7.CSC 0.392* 0.285* 0.512* 0.492* 0.489* 0.616* -

*: p<0.01. HADS: Hospital anxiety and depression scale; PBW: Positive beliefs about worry; NBW: Negative beliefs about worry; NCT: Need for control over thoughts;

CSC: Cognitive self-consciousness; CC: Cognitive confidence.

Table 3. Measurement model factor loadings

Latent variable Observed indicator B SE z p

DMB NBW 0.905 = = <0.001
NCT 0.825 0.073 10.02 <0.001
CsC 0.627 0.062 8.52 <0.001

DISTRESS HADS-Anxiety 0.845 — — <0.001
HADS-Depression 0.688 0.111 7.26 <0.001

The standardized factor loadings (B) are presented. SE: Standard error; DMB: Dysfunctional metacognitive beliefs; DISTRESS: Emotional distress; HADS: Hospital
anxiety and depression scale. NBW: Negative beliefs about worry; NCT: Need for control over thoughts; CSC: Cognitive self-consciousness.

Table 4. Indirect, direct, and total effects

Effect type Path B SE B z p

Indirect effect DMB—DISTRESS—CAS -0.272 0.287 -0.150 -0.95 0.344
Direct effect DMB—CAS 1.035 0.329 0.574 3.15 0.002
Total effect DMB—CAS 0.764 0.167 0.423 4.57 <0.001

Coronary artery stenosis (0=no stenosis, 1=stenosis). SE: Standard error; DMB: Dysfunctional metacognitive beliefs; CAS: No coronary artery stenosis.
Model Fit Indices x*(7)=1.11, p=0.993; CFI=1.000; TLI=1.035; SRMR=0.021; RMSEA=0.000, 90% CI (0.000, 0.075), p=0.998.

Table 5. Results of the structural model

Dependent variable Predictor B SE B z P

DISTRESS DMB 0.450 0.058 0.752 7.81 <0.001

CAS (0/1) DISTRESS -0.604 0.631 -0.200 -0.96 0.339
DMB 1.035 0.329 0.574 3.15 0.002

Standardized (B) and unstandardized (B) coefficients are presented. Coronary artery stenosis (0=no stenosis, 1=stenosis). SE: Standard error; DMB: Dysfunctional

metacognitive beliefs; CAS: No coronary artery stenosis.

4: %*(7)=1.11, p=0.993; CFI=1.000; TLI=1.035; SRMR=0.021;
RMSEA=0.000 (90% Cl [0.000-0.075], p=0.998). Given
the parsimonious structure of the model and the limited
number of indicators per latent construct, these indices were
interpreted with caution.
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Results of the Structural Model

The relationships among DMB, emotional distress, and CAS
were examined using structural path coefficients, which
are presented in Table 5. DMB was strongly associated with
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emotional distress (DMB—DISTRESS: [3=0.752, p<0.001).
Moreover, DMB remained significantly associated with
coronary artery stenosis after accounting for emotional
distress (DMB—CAS: B=0.574, p=0.002). Emotional distress
was not significantly associated with coronary artery stenosis
(DISTRESS—CAS: p=0.339). These findings indicate that
concurrent emotional distress did not explain the association
between DMB and CAS.

Direct, Indirect, and Total Effects

Table 4 presents the direct, indirect, and total effects, along
with overall model fit indices. The indirect effect of DMB on
CAS via emotional distress was not statistically significant
(B=-0.150, p=0.344). In contrast, the direct effect of DMB
on stenosis was significant (=0.574, p=0.002), as was
the total effect (3=0.423, p<0.001). Model fit indices—
¥(7)=1.11, p=0.993; CFI=1.000; TLI=1.035; SRMR=0.021;
RMSEA=0.000—were again interpreted conservatively,
as exceptionally high values may reflect model simplicity
rather than a perfect model fit.

DISCUSSION

This study aimed to address a significant gap in the literature
by examining how psychological and metacognitive processes
are jointly associated with angiographically defined CAS
within the broader context of CAD. Our findings demonstrate
that DMB, operationalized through NBW, NCT, and CSC, were
significantly associated with emotional distress and CAS.
These findings suggest that CAD may not be fully understood
solely in terms of biological alterations within the vascular
system; rather, they point to a multilayered process in which
cognitive appraisals, threat perception, and the regulation of
internal experiences may play a contributory role. Although
the contribution of psychological factors to cardiovascular
risk has long been recognized, empirical studies focusing
specifically on the role of metacognitive beliefs within this
relationship remain limited. In this context, our results extend
the existing literature by highlighting metacognition not only
as a mechanism sustaining emotional symptoms but also as
a cognitive domain potentially linked to objective markers of
cardiovascular pathology.

The association of DMB with CAS independent of emotional
distress suggests that cognitive threat-related processes may
impose a more persistent stress burden on cardiovascular
physiology. The results of the structural model indicated that
emotional distress did not statistically mediate the relationship
between DMB and CAS; instead, DMB was significantly
associated directly with stenosis. In contrast to our third
hypothesis, emotional distress did not function as a mediator
withinthe structuralmodel,indicating that concurrent affective
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symptom severity did not explain the association between
DMB and stenosis. (The reviewer’s request for clarification
explicitly stated that emotional distress did not mediate the
association between DMB and CAS, thereby preventing the
overinterpretation of indirect effects.) This pattern should be
interpreted asindicative of statisticalindependenceratherthan
evidence of a causal pathway. This finding is consistent with
previous studies demonstrating that metacognitive beliefs are
strongly related to anxiety and depression (Capobianco et al.,
2020; Anderson et al., 2019). Moreover, such beliefs have been
shown to amplify perseverative thinking patterns, thereby
being associated with biological stress responses such as
hypothalamic—pituitary—-adrenal (HPA) axis activation and
cortisol dysregulation (Sladek et al., 2020). Parallel findings
from cardiovascular research indicate that mental stress
is associated with endothelial dysfunction, microvascular
vasoconstriction, and heightened inflammatory activation
(Henein et al., 2022; Peter et al., 2020). Taken together, these
converging lines of evidence support the plausibility of an
association between threat-focused metacognitive beliefs
and coronary physiology, potentially mediated by chronic
stress-related mechanisms.

While prior research has primarily emphasized emotional
stress-related vascular reactivity, the broader literature
indicates that the relationship between psychological
symptoms and structural coronary pathology is more
heterogeneous than initially assumed. Rozanski et al. (2011)
reported minimal association between psychological risk
factors and coronary artery calcium, and Whooley (2006)
suggested that psychological distress may be more closely
related to incident cardiovascular events than cumulative
plaque burden. These findings indicate that psychological
and cognitive processes, including vascular reactivity or
stress-related physiological modulation, may influence
cardiovascular outcomes through pathways other than
progressive atherosclerosis. (Reviewer Comment: Emotional
intensity does not linearly translate into cardiovascular risk).

Longitudinal evidence further highlights the heterogeneity
of the association between emotional symptoms and
cardiovascular outcomes. Peter et al. (2020) identified distinct
anxiety and depression trajectories in a 15-year follow-up
study of patients with stable CHD and demonstrated that
persistently high or high-decreasing anxiety and stable high
depression were associated with elevated cardiovascular
risk, whereas increasing anxiety did not reach statistical
significance after covariate adjustment. These findings
suggest that emotional symptom intensity alone does not
uniformly predict cardiovascular risk; however, chronicity
and trajectory patterns are critical. (Reviewer Comment -
Peter et al. 2020 research).
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The independence of the association between DMB and
coronary stenosis from emotional distress further suggests
that metacognitive processes may represent a higher-order
cognitive vulnerability domain, which is partially distinct from
affective symptom severity. Emerging evidence indicates that
metacognitive beliefs account for incremental variance in
psychological symptom severity beyond that explained by
traditional affect-focused measures (Kotodziejczyk et al., 2024;
Capobianco et al., 2020). Furthermore, these beliefs predict
treatment response, symptom trajectory, and long-term
stress exposure more consistently than emotional symptoms
alone (Nordahl et al., 2017; Salguero & Ramos-Cejudo, 2023).
Our findings do not challenge the established links between
depression,anxiety,and cardiovascularrisk; rather, they suggest
that DMB may constitute a more proximal cognitive context
within which these emotional processes operate. The absence
of a mediating effect of emotional distress implies that DMB
may be related to cardiovascular risk through mechanisms not
fully captured by transient mood states, potentially involving
tonic sympathetic activation or low-grade inflammation. DMB
may contribute to a sustained physiological stress milieu even
in individuals without clinically elevated affective symptoms.

Studies demonstrating that illness perceptions predict
cardiovascular outcomes (Lotfi-Tokaldany et al., 2022) further
underscore the importance of cognitive appraisals in shaping
clinical trajectories, with DMB potentially functioning as
an overarching cognitive framework through which such
appraisals are constructed. Within this theoretical context,
the inclusion of only three MCQ-30 subscales—NBW, NCT,
and cognitive self-consciousness—reflects a theoretically
driven and conceptually parsimonious decision. These
subscales represent the core components of DMB, as defined
in Wells’ model, and capture perceptions of cognitive threat,
beliefs about uncontrollability, tendencies toward thought
suppression, and heightened self-focused attention. Therefore,
they may be regarded as particularly relevant indicators
of metacognitive vulnerability in medical populations.
Evidence that metacognitive interventions facilitate clinical
improvement in cardiac rehabilitation settings (Wells et
al., 2021; Wells et al., 2023) further supports the modifiable
and clinically actionable nature of these threat-focused
metacognitive processes.

Our results suggest that assessing metacognitive beliefs
may provide incremental information in cardiovascular
care. Previous research indicates that DMB strongly predicts
psychological distress in patients with cardiac arrest and
that incorporating metacognitive measures alongside
standard screening tools may enhance the identification
of patients at risk for sustained psychological burden
(Capobianco et al., 2020; Anderson et al., 2019). Psychometric
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evidence supporting the applicability of the Metacognition
Questionnaire in cardiac populations (Faija et al., 2020),
together with its demonstrated explanatory value across
other chronic illness groups (Kotodziejczyk et al., 2024),
suggests that metacognitive assessment could be feasibly
integrated into routine clinical practice. Moreover, findings
indicating that structured psychological assessment within
cardiac rehabilitation improves outcomes reinforce the
potential relevance of targeting metacognitive processes as
part of comprehensive cardiovascular care (Wells et al., 2021;
Wrzeciono et al., 2024). Taken together, these observations
support the consideration of DMB in relation to psychological
well-being and broader physiological and clinical outcomes.

One of the primary strengths of this study lies in its integrative
approach, which simultaneously examined psychological
and metacognitive processes alongside CAS within a single
structural model. Whereas much of the existing literature
has focused predominantly on emotional distress, this study
directly incorporated DMB into the analytical framework,
thereby extending prior models of psychological risk in CVD.
Data collection before coronary angiography reduced the
potential confounding effects of procedure-related stress
and allowed for a more stable assessment of psychological
variables. Although exceptionally high model fit indices
were observed, given the model’s parsimonious structure
and the limited number of indicators, these were interpreted
conservatively.

Several limitations should be considered when interpreting
these findings. First, CAS was assessed using visual estimation
during clinically indicated angiography. Although a >50%
luminal narrowing threshold is widely accepted as clinically
meaningful (Anderson & Pepine, 2013), this approach may not
fully capture microvascular dysfunction or borderline lesions.
Second, the cross-sectional design precludes causal inferences
regarding the directionality of the observed associations.
Longitudinal and experimental studies are needed to clarify
whether DMB precedes or is shaped by vascular pathology.
Finally, the use of a clinically referred sample limits the
generalizability of the findling to broader populations.

Although the current structural model is theoretically focused
on cognitive and emotional constructs, it did not incorporate
established  cardiometabolic  risk  factors—including
smoking, hypertension, diabetes, dyslipidemia, obesity, and
medication adherence—were not incorporated into the
structural model. These established determinants account for
a substantial proportion of CAD burden and directly influence
endothelial injury and atherosclerotic progression; however,
their absence limits the ability to disentangle cognitive
vulnerability from biological and behavioral confounding.
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DMB may be indirectly associated with coronary stenosis
through unmeasured lifestyle or metabolic pathways.
The specificity and incremental explanatory value of DMB
beyond conventional cardiovascular risk markers cannot
be fully determined without adjustment for these variables.
Accordingly, the present findings should be interpreted
as exploratory and hypothesis-generating rather than as
evidence of an independent cognitive pathway to structural
coronary disease (Cardiovascular risk factors inclusion).

CONCLUSION

This study contributes to the field of cardiovascular
psychology by demonstrating the association of DMB with
CAS independent of emotional distress. The findings suggest
that metacognitive beliefs shaping threat perception and
stress regulation may be linked to cardiovascular physiology
in ways that extend beyond emotional symptom burden.
Incorporating metacognitive processes into cardiac
assessment may enhance risk stratification and support
more individualized intervention approaches. Longitudinal
and mechanistic studies are required to elucidate causal
pathways and determine whether targeting metacognitive
beliefs can influence coronary outcomes. Overall, the
present findings underscore the value of an integrative
perspective on the interplay between cognitive processes
and cardiovascular health.

However, the results should be interpreted cautiously given
the absence of traditional cardiovascular risk factors in the
model and the cross-sectional design. Longitudinal studies
incorporating established cardiometabolic risk markers are
required to clarify the temporal and incremental contribution
of these factors to coronary disease risk.(CV risk absence,
Cross-sectional caution, Longitudinal call).
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The Dimensional Obsessive-Compulsive Scale (DOCS) is a measurement tool that assesses the severity
of different symptom clusters in patients with obsessive-compulsive disorder (OCD) in a dimensional
manner.This study aims to examine the psychometric properties of the behavioral and emotional response
subdimensions defined based on items 1 and 3 of the Turkish version of the DOCS and to contribute to
a dimension-based assessment of OCD severity. The study included 100 consecutive patients who were
admitted to a psychiatry outpatient clinic and were diagnosed with OCD according to the Diagnostic
and Statistical Manual of Mental Disorders-5 diagnostic criteria, as well as 100 participants in the control
group. The DOCS and the Obsessive-Compulsive Inventory-Revised (OCI-R) were administered to the
participants. The construct validity of the behavioral response and emotional response subdimensions,
created based on items 1 and 3 of the DOCS, was evaluated using confirmatory factor analysis; internal
consistency was examined using Cronbach’s alpha and McDonald’s omega coefficients. Correlations
between the total OCI-R score and the DOCS behavioral response and DOCS emotional response
dimensions were calculated within the framework of convergent validity. Confirmatory factor analysis
results indicated that the behavioral and emotional response subdimensions had acceptable construct
validity. In the reliability analyses, Cronbach’s a=0.781 and McDonald's w=0.786 for the behavioral
response and Cronbach’s a=0.744 and McDonald’s w=0.748 for the emotional response were calculated,
demonstrating acceptable internal consistency for both subdimensions. The total OCI-R score was highly
and significantly correlated with the DOCS behavioral response and emotional response dimensions
(r=0.882 and r=0.888, respectively; p<0.001).The findings indicate that the response-based restructuring
of the items in the Turkish short form of the DOCS is psychometrically valid and reliable. Evaluating
behavioral and emotional responses as separate subdimensions allows for a more detailed and clinically
meaningful, dimension-based OCD severity assessment.

Keywords: Behavioral response, dimensional assessment, emotional response, OCD, psychometrics.

Boyutsal Obsesif Kompiilsif Olcegi Kisa Formu (BOKO-KF) Gelistirilmesi ve Psikometrik
Ozellikleri

Boyutsal obsesif kompiilsif élcegi (BOKO), obsesif kompiilsif bozuklukta (OKB) farkli belirti kiimelerine
eslik eden siddeti boyutsal olarak degerlendiren bir 6lcme aracidir. Bu calismanin amaci, BOKO'niin Tiirk-
¢e formunda yer alan birinci ve lg¢lincii maddeler temel alinarak tanimlanan davranis tepkisi ve duygu
tepkisi alt boyutlarinin psikometrik 6zelliklerini incelemek ve boyutsal temelli OKB siddet degerlendirme-
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sine katki saglamaktir. Calismaya, psikiyatri poliklinigine ardisik olarak basvuran ve DSM-5 tani 6lcutlerine
goére OKB tanisi alan 100 hasta ve 100 kontrol grubu dahil edildi. Katimcilara BOKO ile birlikte obsesif
kompiilsif 6lcek revize edilmis (OKO-R) uygulandi. BOKO'niin birinci ve iclincii maddeleri temel alinarak
olusturulan davranis tepkisi ve duygu tepkisi alt boyutlarinin yapi gecerliligi dogrulayici faktor analiziyle
degerlendirildi; i¢ tutarlilik Cronbach alfa ve McDonald omega katsayilari kullanilarak incelendi. Benzer
dlcek korelasyonlari kapsaminda, 6lcegin OKE-R toplam puani ile BOKO davranis tepkisi ve BOKO duygu
tepkisi boyutlari arasindaki korelasyonlar hesaplandi. Dogrulayici faktor analizi sonuglari, davranis tepkisi
ve duygu tepkisi alt boyutlarinin kabul edilebilir diizeyde yapi gegerliligine sahip oldugunu gosterdi. Gi-
venilirlik analizlerinde davranis tepkisi icin Cronbach a=0,781 ve McDonald w=0,786; duygu tepkisi icin
Cronbach 0=0,744 ve McDonald w=0,748 olarak hesaplandi ve her iki alt boyut icin de kabul edilebilir i¢
tutarlilk degerleri elde edildi. Benzer 6lcek korelasyonlari ise OKE-R toplam puani, BOKO'niin davranis
tepkisi ve duygu tepkisi boyutlariyla ylksek ve anlamli diizeyde korelasyon gdsterdi (sirasiyla r=0,882 ve
r=0,888; p<0,001). Elde edilen bulgular, BOKO-KF Tiirkce formunda yer alan maddelerin tepki temelli ye-
niden yapilandiriimasinin psikometrik acidan gecerli ve glivenilir oldugunu goéstermektedir. Davranissal
ve duygusal tepkilerin ayn alt boyutlar halinde degerlendirilmesi, boyutsal temelli OKB siddetinin daha
ayrintil ve klinik olarak anlamli bicimde 6l¢tilmesine olanak saglamaktadir.

Anahtar Kelimeler: Davranissal tepki, boyutsal degerlendirme, duygusal tepki, obsesif kompiilsif
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bozukluk, psikometri.

INTRODUCTION

Obsessive-compulsivedisorder (OCD)isadisordercharacterized
by obsessions and compulsions that often follow a chronic
course with exacerbations and lead to significant impairment
in an individual’s social, occupational, academic, and overall
functioning (Sadock, Sadock, & Ruiz, 2000). Obsessions are ego-
dystonic, intrusive thoughts, images, or impulses that produce
feelings of anxiety and distress. Compulsions are defined as
repetitive behaviors or mental acts that arise in response to
obsessions and are perceived as necessary to be performed
(American Psychiatric Association, 2013).

OCD is a psychiatric disorder that occurs in approximately
1% of the general population, with symptoms typically
beginning in young adulthood (Mahjani et al., 2020). Clinically,
OCD is a heterogeneous disorder with respect to symptom
manifestation, due to the presence of different obsessions and
compulsions (Abramowitz et al., 2010).

Important attempts have been made to effectively measure
the dimensional structure of OCD. Among these are the
Dimensional version of the widely used Yale-Brown OC Scale
and the Dimensional OC Scale (Abramowitz et al, 2010;
Rosario-Campos et al., 2006).

The DOCS is a contemporary measurement tool that assesses
obsessive-compulsive symptom domains at a dimensional
level; however, some items within the scale’s structure have a
multilayered measurement potential, encompassing not only
symptom content but also behavioral and emotional response
components. Item 1 provides direct information about the
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behavioral response to the obsessive stimulus and the amount
of time allocated to this behavior, whereas Item 3 reflects the
individual’s tendency to avoid the obsessive experience and the
accompanying level of emotional distress. Theoretical rationale
suggests that these items may capture a broader repertoire of
functional responses beyond the classical content-focused
structure of the DOCS; however, this potential has not yet been
psychometrically investigated. In addition, the scale assesses
each of the four dimensions with five items (i.e., time spent
on mental preoccupation and compulsions, avoidance, level
of anxiety in the absence of compulsions, social functioning,
and overimportance given to thoughts). This means that the
scale consists of 20 items. Previous studies have shown that the
length of the scale can increase respondent burden and that
short forms may provide advantages in clinical use (Rolstad et
al, 2011). In large-scale meta-analytic studies, brief screening
tools can maintain diagnostic accuracy (Levis et al., 2020).

Whether behavioral and emotional responses can be measured
through single-item indicators constitutes an important
area of research in the development of brief screening tools.
From a cognitive-behavioral perspective, obsessions are
not inherently pathological. Obsessions and compulsions
are associated with obsessions becoming more emotionally
charged (Veale & Roberts, 2014). Compulsive activities are
considered central to the pathology because they create a
burden and prevent the testing of obsessive beliefs. Based
on these considerations, we propose that the time spent on
behavioral and mental activities and the negative emotions
generated by obsessions in the absence of compulsions may
serve as valid and sufficient indicators for OCD assessment.
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Accordingly, this study aims to develop a shorter and more
practical measurement tool that assesses emotional and
behavioral responses across all dimensions, based on items 1
and 3 of the DOCS. Previous research has found that all items
of the DOCS are adequate for measuring OCD severity (Ugurlu
et al., 2024). In this study, we aimed to evaluate the properties
of a measurement tool that was developed using only items
that reflect emotional and behavioral responses.

METHODS
Participants and Procedure

Ethical approval was obtained from the Ethics Committee
of Diskapi Yildirim Beyazit Training and Research Hospital
(Decision No. 98/04, dated October 19, 2020). Written
informed consent was obtained from all participants,
and the study was conducted in accordance with the
Declaration of Helsinki. During the data collection phase,
the sociodemographic information form, the Structured
Clinical Interview for DSM-5 Axis | Disorders (SCID-5-CV), the
Dimensional Obsessive-Compulsive Scale, and the Obsessive-
Compulsive Inventory-Revised (OCI-R) were administered to
patients with OCD. The study included 100 patients diagnosed
with OCD who met the inclusion criteria and presented to
the psychiatry outpatient clinic of Diskapi Yildirrm Beyazit
Training and Research Hospital between November 19, 2020,
and November 1, 2021, as well as 100 individuals in the control
group. Patients with OCD included in the study were selected
from consecutive individuals presenting to the psychiatry
outpatient clinic, whereas the control group was selected
from healthy volunteers using a convenience sampling
method. All participants were informed in detail, and written
informed consent was obtained. The researcher administered
the Structured Clinical Interview for DSM-5 (SCID-5-CV)
(Elbir et al., 2019) to patients referred from the outpatient
clinics, and the diagnosis of OCD was confirmed. Comorbid
diagnoses that could be present were also assessed. Inclusion
criteria were as follows: diagnosed of OCD according to DSM-
5 based on clinical interviews, was older than 18 years and
younger than 65 years, was literate, and had the capacity to
provide informed consent. Exclusion criteria were as follows:
presence of a primary neurological disorder or intellectual
disability; diagnosis of bipolar disorder (manic, depressive,
mixed episode, or hypomania), substance use disorder, or
psychotic disorder according to DSM-5 criteria; and presence
of a cognitive mental disorder (dementia, delirium).

Measurements

Sociodemographic Data Form: A sociodemographic
information form was used to obtain information about
the participants, such as age, gender, occupation, place of
residence, marital status, and psychiatric disorder diagnosis.

Fidan et al. Development of Dimensional Obsessive-Compulsive Scale

Structured Clinical Interview for DSM-5 Axis | Disorders (SCID-
5-CV): The SCID-5-CV is a semi-structured interview guide
developed to establish DSM-5 psychiatric diagnoses (First,
2014). It can be administered to individuals aged 18 years and
older without severe cognitive impairment, severe psychotic
symptoms, or psychomotor agitation. If the clinician deems
it necessary, corrections can be made based on additional
information, and the interview can be conducted over multiple
sessions. The Turkish validity and reliability study of the SCID-
5-CV was conducted by Elbir et al. (2019).

Dimensional Obsessive-Compulsive Scale (DOCS): Developed
by Abramowitz et al. in 2010, the DOCS is a 20-item scale that
evaluates obsessions and compulsions across four symptom
dimensions (Abramowitz et al., 2010). The four symptom
dimensions are contamination, responsibility for harm and
mistakes, symmetry/ordering, and unacceptable thoughts.
Each item has five response options scored between 0 and
4. The scale includes avoidance behavior and measures the
severity of each symptom dimension. The Turkish validity and
reliability adaptation of the scale was conducted by Safak and
colleagues (Safak et al. 2018).

Obsessive-Compulsive Inventory-Revised (OCI-R): The OCI-R,
developed by Foa et al., is a measure that assesses the severity
and dimensions of obsessive-compulsive symptoms (Foa et al.,
2002). Items are rated on a five-point Likert scale ranging from
0 (not at all) to 4 (extremely). The scale consists of 18 items
and includes six subdimensions: washing, checking, ordering,
obsessing, hoarding, and neutralizing. A Turkish validity and
reliability adaptation was conducted. The internal consistency
coefficients were reported as 0.89 for the total scale, 0.62 for
washing, 0.78 for checking, 0.74 for ordering, 0.76 for obsessing,
0.69for hoarding, and 0.55 for neutralizing (Yorulmazetal., 2015).
In this study, the severity of OCD symptoms was evaluated using
the OCI-R, which was originally developed based on the DSM-
IV diagnostic criteria. Hoarding symptoms were removed from
the OCD diagnostic cluster in DSM-5 and classified as a separate
disorder. Accordingly, the hoarding dimension was excluded
from the analyses in the present study to ensure compatibility
with the DSM-5 classification, and the total OCI-R score was
calculated excluding the hoarding items. This approach ensures
that the measurement more accurately reflects the OCD
construct as defined by the DSM-5. This calculation method was
referred to as “OCI-R (DSM-5 compatible).”

Statistical Analysis

In addition to the DOCS structure validated in the literature,
a revised structure was examined in the present study, and
reliability and validity analyses were conducted accordingly.
Within this framework, the items under the four existing DOCS
subdimensions were reorganized to define two composite
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Table 1. Frequencies and percentages of the sociodemographic characteristics of participants

Variables Variable levels Group 1 (OCD) Group 2 (Control)
f % f %
Gender Female 61 61.0 48 48.0
Male 39 39.0 52 52.0
Age 18-23 19 19.0 20 20.0
24-27 14 14.0 20 20.0
28-31 17 17.0 30 30.0
32-35 13 13.0 6 6.0
36-42 16 16.0 6 6.0
43 and above 21 21.0 18 18.0
Marital status Single 42 420 56 56.0
Married 51 51.0 40 40.0
Divorced 7 7.0 4 4.0
Education level Primary school - - - -
Middle school 20 20.0 4 4.0
High school 39 39.0 35 35.0
University 41 41.0 61 61.0
Total 100 100 100 100

OCD: Obsessive-compulsive disorder.

subdimensions. The subdimension created by summing the
first items across the four domains was labeled Behavioral
Response, whereas the subdimension created by summing the
third items was labeled Emotional Response. Construct validity
was evaluated using confirmatory factor analysis (CFA), and
reliability was assessed using Cronbach’s alphaand McDonald’s
omega coefficients. Based on the obtained reliability and
validity evidence, the behavioral and emotional response
subdimensions provided reliable and valid measurements.
Before CFA, the assumptions required for consistent
parameter estimation, including outlier analysis, multivariate
normality, multicollinearity, and linear relationships among
variables, were examined. Examination of the data indicated
the absence of outliers. Multivariate normality was evaluated
using multivariate skewness (Zs), kurtosis (Zk), chi-square
statistics, and relative multivariate kurtosis (RMK) values.
The results indicated that the measurement tools did not
exhibit a multivariate normal distribution (Behavioral
Response: Zs=13.65, p=0.000; Zk=7.23, p=0.000; x2=238.56,
p=0.000; RMK=1.576; Emotional Response: Zs=9.36, p=0.000;
Zk=4.28, p=0.000; ¥*=105.99, p=0.000; RMK=1.238). Because
multivariate normality assumptions were violated, robust
maximum likelihood (MLR) estimation was employed in the
CFA analyses. CFA analyses were performed using LISREL
(version 8.8).When MLR estimation is used, the Satorra—Bentler
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scaled chi-square (S-B y?) statistic is recommended instead of
the conventional y* value (Brown, 2015); therefore, robust fit
indices were reported. Pairwise correlations between items
were examined, and no correlations greater than 0.80 were
observed, indicating the absence of multicollinearity and
supporting linear relationships among variables. A sample size
of approximately 200 is considered sufficient for non-complex
models (Bentler & Bonett, 1980; Brown, 2015); therefore, the
sample size was deemed adequate. Overall, all the assumptions
required for the CFA were satisfied. Model fit was evaluated
using multiple goodness-of-fit indices, including y*/df, CFl,
GFI, AGFI, NFI, NNFI (TLI), RMSEA, and SRMR. In accordance
with established guidelines (Browne & Cudeck, 1992; Kline,
2011), ?/df values below 3 indicate an acceptable fit; CFl, NFI,
and NNFI values =0.90 were considered acceptable and =0.95
indicative of agood fit; RMSEA and SRMR values <0.08 indicated
acceptable fit and <0.05 indicated excellent fit. No post hoc
model modifications were performed based on modification
indices, and the hypothesized model was retained as originally
specified. In addition to the primary analyses, further statistical
procedures were conducted to comprehensively evaluate the
scale’s psychometric properties. Test-retest reliability analyses
were performed using measurements obtained at a two-
week interval to assess temporal stability. Criterion-related
validity was examined through correlation analyses between
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Figure 1. The measurement model defined for the factor
structure of the behavioral response subdimension
(standardized solutions).

the DOCS-SF subdimensions and the subdimensions of the
Obsessive-Compulsive Inventory-Revised (OCI-R). Receiver
operating characteristic (ROC) curve analyses were conducted
to determine the discriminative ability and optimal cut-off
scores of the short form, and the corresponding sensitivity and
specificity values were calculated. Furthermore, to control for
potential confounding effects in group comparisons, analyses
of covariance (ANCOVA) was performed using education
duration included as a covariate.

RESULTS
Demographic Data

The mean age of the OCD group included in the study was
33.10+10.07, whereas the mean age of the control group was
31.59+10.47. In our study, 61% (n=61) of the patients with
OCD were female and 39% (n=39) were male; in the control
group, 48% (n=48) were female and 52% (n=52) were male.
Approximately 60% of the OCD group and 50% of the control
group were female.

When educational levels were examined, it was observed that
most participants in both the OCD and control groups were
university graduates, whereas the number of middle school
graduates was very low. A statistically significant difference
was observed between the two groups (p=0.001). The
educational duration of both groups was compared using a
non-parametric test, and a statistically significant difference
was also detected. The mean duration of education was
12.78+3.02 years in the OCD group and 14.28+2.29 years in
the control group (Table 1).

Figure 2. A measurement model defined for the emotional
response subdimension’s factor structure (standardized
solutions).

Factor Structure, Content Validity, and Convergent Validity

When Figure 1is examined, it can be seen that the factor loadings
of the items in the measurement tool (A=0.53-0.72) and the error
variance values (€=0.49-.72) are within acceptable ranges. Factor
loadings of 0.30 or higher indicate that the items are appropriate
for measuring the latent construct, and error variances below.90
indicate an acceptable amount of measurement error for
assessing the latent construct (Kline, 2011).

When Figure 2 is examined, it can be seen that the factor
loadings of the items in the measurement tool (A=0.66—
0.79) and the error variance values (£=0.38-0.57) are
within acceptable ranges. Factor loadings of 0.30 or higher
indicate that the items are appropriate for measuring the
latent construct, and error variances below 0.90 indicate an
acceptable amount of measurement error for assessing the
latent construct (Kline, 2011).

Reliability Analysis

When Table 2 is examined, it can be seen that the reliability
values obtained from the measurement instruments are greater
than 0.70, indicating acceptable reliability (Salvucci et al., 1997).
In conclusion, the behavioral response and emotional response
subdimensions provide reliable and valid measurements.

Correlations Between the Behavioral and Emotional
Response Dimensions and OCI-R

When Table 3 is examined, a high and significant relationship
between the behavioral and emotional response dimensions
(r=0.900, p<0.001). Both dimensions showed high and
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Table 2. Estimated reliability values for the measurement

instrument in the present and original studies

Subdimensions Cronbach a McDonald w
Behavioral response 0.781 0.786
Emotional response 0.744 0.748

statistically significant correlations with the OCI-R DSM-5
compatible total scores (r=0.866-0.888, all p<0.001). The very
high correlation between the DSM-IV and DSM-5 compatible
total scores of the OCI-R (r=0.992, p<0.001) indicates that the
core construct measured by the scale was largely preserved
despite the exclusion of the hoarding dimension. Correlations
between the DOCS-SF and OCI-R subdimensions (obsessing,
washing, hoarding, ordering, checking, and neutralizing)
were examined and presented. The behavioral response
subdimension demonstrated strong positive correlations
with OCI-R obsessing (r=0.783), washing (r=0.734), ordering
(r=0.705), checking (r=0.718), and neutralizing (r=0.702),
whereas a comparatively weaker association was observed
with hoarding (r=0.410). Similarly, the emotional response
subdimension showed strong correlations with obsessing
(r=0.797), washing (r=0.726), ordering (r=0.736), checking
(r=0.711), and neutralizing (r=0.697), and a lower correlation
with hoarding (r=0.416).

J Cogn Behav Psychother Res 2026;15(2):75-84

Additional analyses, including ANCOVA to control for
potential confounding variables, ROC analyses to evaluate
discriminative ability, and test-retest analyses to assess
temporal stability, were conducted to further support the
psychometric properties of the scale.

ANCOVA analyses were conducted for all subdimensions, with
duration of education included as a covariate. After controlling
for education duration, the differences between individuals
with OCD and healthy controls remained statistically significant
across all subdimensions: cleaning (F(1.197)=116.29, p<0.001),
responsibility (F(1.197)=147.66, p<0.001), intrusive thoughts
(F(1.197)=115.38, p<0.001), and symmetry (F(1.197)=45.52,
p<0.001).These findings demonstrate that the observed group
differences are not attributable to differences in duration of
education.

ROC curve analyses were conducted to evaluate the ability
of the subdimensions to discriminate individuals with OCD
from healthy controls. The area under the curve (AUC) for the
behavioral response subdimension was 0.962 (95% Cl=0.940-
0.983, p<0.001), indicating excellent diagnostic accuracy. The
optimal cut-off score was 2.50, yielding a sensitivity of 0.86
and a specificity of 0.90. The AUC for the emotional response
subdimension was 0.937 (95% CI=0.907.967, p<0.001), reflecting
excellent discriminative power. The optimal cut-off score was
4.50, with a sensitivity of 0.75 and a specificity of 0.91. These

Table 3. Correlations of the behavioral and emotional response dimensions with the OCI-R DSM-IV and DSM-5 compatible scores

Behavioral response Emotional response

OCI-R (DSM-IV compatible) OCI-R (DSM-5 compatible)

Behavioral response

Pearson correlation 1 0.900**

Sig. (2-tailed) 0.000

N 200 200
Emotional response

Pearson correlation 0.900** 1

Sig. (2-tailed) 0.000

N 200 200
OCI-R (DSM-IV compatible)

Pearson correlation 0.866** 0.872**

Sig. (2-tailed) 0.000 0.000

N 200 200
OCI-R (DSM-5 compatible)

Pearson correlation 0.882** 0.888**

Sig. (2-tailed) 0.000 0.000

N 200 200

0.866** 0.882**
0.000 0.000
200 200
0.872%* 0.888**
0.000 0.000
200 200

1 0.992**
0.000
200 200
0.992** 1
0.000
200 200

N=200.The Pearson correlation coefficients are presented in Table 1. The total score of the OCI-R (DSM-5 compatible) was calculated by excluding the hoarding

subdimension, in line with the removal of hoarding disorder from the OCD diagnostic cluster in DSM-5.** p<0.01 (two-tailed).
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findings demonstrate that both subdimensions of the short form
possess strong diagnostic accuracy and may be clinically useful
in differentiating individuals with OCD from healthy controls.

In addition to clarifying the clinical rationale for distinguishing
behavioral and emotional responses, we have incorporated
test-retest reliability findings. A subsample of participants
(n=31) completed the DOCS-SF again after a 2-week interval.
The behavioral response subdimension demonstrated
excellent temporal stability (r=0.908, p<0.001), and the
emotional response subdimension showed strong stability
(r=0.741, p<0.001). These findings further support the
reliability of the short form over time.

DISCUSSION

To the best of our knowledge, this study is the first to
examine the “Behavioral Response” and “Emotional Response”
subdimensions derived from items 1 and 3 of the DOCS, in
addition to the original structure of the scale, which was built on
four symptom dimensions. The DOCS is a robust measurement
tool that classifies OCD symptoms according to content
domains and uses a dimensional approach to evaluate the
severity of these contents. However, in the original DOCS format,
individuals’ behavioral and emotional responses to obsessions
and compulsions are represented by single items and are not
addressed as separate constructs. Therefore, this study aimed to
expand the scope of the DOCS and contribute to the systematic
assessment of reactive processes beyond symptom content.

The discriminant validity between the behavioral and emotional
response dimensions was examined using the heterotrait—
monotrait (HTMT=1.15) ratio. The results indicated a high
association between the two dimensions, reflecting their close
relationship. However, this finding is theoretically consistent with
the nature of obsessive-compulsive symptomatology, in which
emotional distress and behavioral responses are inherently
intertwined. Similar patterns have been reported in established
OCD measures. For instance, studies on the Yale-Brown
Obsessive-Compulsive Scale (Y-BOCS) have demonstrated
strong correlations between obsession and compulsion severity
scores, yet the two-factor structure has been retained due to
theoretical and clinical considerations (Goodman et al., 1989).
Importantly, the CFA in this study supported the two-factor
model with acceptable fit indices. The two-factor structure was
preserved based on statistical findings and theoretical rationale,
given the distinct clinical implications of behavioral and
emotional responses in assessment and treatment planning.

The results of the CFA revealed that both the behavioral and
emotional response subdimensions functioned consistently
with the existing structure of the DOCS and demonstrated
good model fit. The presence of significant and acceptable
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factor loadings supports the strong capacity of these two items
to represent reactive dimensions that already exist within
the DOCS. The internal consistency values obtained for both
the behavioral response and emotional response subscales
indicate that the scaleis highly reliable. Cronbach’s alpha=0.781
and McDonald’s omega=0.786 obtained for the behavioral
response subdimension demonstrate that the subscale items
are highly consistent in measuring the same construct.

Similarly, Cronbach’s alpha=0.744 and omega=0.748 were
obtained for the emotional response subdimension, indicating
that emotional distress and emotional reactions were strongly
represented as a homogeneous factor. These findings
are consistent with previous studies demonstrating that
components of behavioral avoidance and emotional distress
are distinctive and consistent parts of OCD symptomatology
(Abramowitz et al., 2010; Obsessive-Compulsive Cognitions
Working Group [OCCWG], 1997, 2005). The high alpha and
omega values observed in the behavioral response subscale
indicate that avoidance, checking, and compulsive behaviors
observed in OCD share similar functional characteristics and can
be consistently evaluated within the scale. This result supports
the assumption in cognitive models that the behavioral
components of OCD operate through a common functional
mechanism (Rachman, 1998). The similarly strong coefficients
obtained for the emotional response subscale are consistent
with the literature indicating that OCD’s core emotional
components are threat perception, anxiety, guilt, and intense
emotional distress. The high homogeneity of the items in this
subscale demonstrates that the emotional response represents
an independent and clinically interpretable dimension. Within
this framework, the findings of the study indicate that both
the behavioral and emotional subdimensions of the scale are
highly consistent and that the constructs they measure are well-
differentiated psychometrically. Moreover, the strength of the
omega coefficients supports that these subscales can be reliably
used in clinical research and provide sensitive measurement
in the evaluation of OCD symptom dimensions. This finding
suggests that OCD involves a complex emotion-behavior
interaction system that cannot be reduced solely to obsessions
and compulsions. The contribution of emotional distress, threat
perception, and avoidance tendencies to symptomatology is
consistent with cognitive and metacognitive models. These
results are also in line with the literature emphasizing that the
components of “behavioral avoidance” and “emotional distress”
are integral parts of OCD symptomatology, as highlighted in the
initial studies in which the DOCS was developed (Abramowitz
et al,, 2009). Therefore, the findings of this study demonstrate
that reactive patterns can also be measured independently,
consistent with the theoretical foundations of the scale.
Previous research has shown that response patterns related
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to emotional distress and avoidance represent related yet
separable components of OCD phenomenology, emphasizing
that content-based dimensions cannot fully explain symptom
severity (Ekici & Ozdel, 2023). Consistent with these findings,
the present study indicates that the emotional and behavioral
responses derived from the DOCS can be reliably assessed
as independent subdimensions. These results suggest that
response-based processes, such as emotional distress and
behavioral avoidance, play a central role in OCD and highlight
the importance of evaluating not only symptom severity but
also how symptoms are experienced in clinical assessments.

The study by Ugurlu and colleagues (2024) demonstrated the
psychometric strength and clinical discriminative validity of
the DOCS through its total score and original subdimensions,
with a particular focus on determining cut-off points. In
contrast to this holistic approach, this study focuses on the
item-level structure of the DOCS and examines the behavioral
and emotional responses accompanying OC symptoms as
separate subdimensions based on items 1 and 3 of the scale.
The acceptable validity and reliability indicators observed
for the behavioral and emotional response subdimensions
suggest that the DOCS can measure overall severity also
differentiate the response domains through which this severity
is experienced. This approach allows the scale to address not
only the question of “how severe” but also “through which
responses the severity is experienced.”

This study differentiates the behavioral and emotional
components of dimension-based OCD severity and deepens the
scale’s psychometric interpretability. The DOCS appears to be a
multidimensional measurement tool that can be used for screening
and diagnostic purposes as well as for detailed phenomenological
and research-oriented assessments (Ugurlu et al., 2024).

Blakey et al. (2016) reported that experiential avoidance is
strongly associated with obsessive content and that difficulties
in regulating emotional responses predict both clinical and
subclinical OCD symptoms. This study provides important
evidence supporting the “emotional response-symptom
severity” link observed in our findings.

Overall, this study demonstrates that behavioral and
emotional responses should be evaluated together to achieve
a more comprehensive understanding of OCD symptom:s.
The structure of the DOCS, which differentiates between
Emotional Response and Behavioral Response dimensions,
enables the individualization of emotion regulation processes
and avoidance behaviors in both clinical assessment and
treatment planning. The findings support the importance
of targeting emotion tolerance, cognitive reappraisal,
metacognitive awareness, and avoidance cycles, particularly
in CBT- and MCT-based interventions.
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Limitations

Several limitations should be considered when interpreting
this study’s findings. First, the sample’s gender distribution
was not fully balanced, which may limit the generalizability
of the results across sexes. Second, the relatively restricted
age and educational range of participants may constrain
the applicability of the findings to broader populations.
Additionally, the OCD sample was clinically heterogeneous
in terms of illness duration, treatment status, and potential
comorbid conditions, which may have influenced symptom
presentation and response patterns. Nevertheless, the study
also demonstrated important strengths. In particular, the
inclusion of test-retest analyses provided evidence of temporal
stability, with the behavioral response subdimension showing
excellent reliability and the emotional response subdimension
demonstrating strong stability over a 2-week interval. These
findings support the robustness of the DOCS-SF and indicate
that the scale yields consistent measurements over time,
enhancing its suitability for repeated assessments and clinical
follow-up evaluations.

CONCLUSION

In conclusion, this study provides evidence supporting the
reliability and validity of the DOCS-SF by demonstrating
a coherent factorial structure, strong internal consistency,
satisfactory temporal stability, and excellent discriminative
ability between individuals with OCD and healthy controls. The
distinction between behavioral and emotional responses offers
clinically meaningful information that may contribute to more
individualized assessment and treatment planning. The DOCS-
SF appears to be a practical tool for both research and clinical
settings, particularly in contexts requiring rapid assessment
or repeated measurement, given its brevity and strong
psychometric performance. Future research should further
examine the scale across diverse populations, longitudinal
designs, and treatment outcome studies to better understand
its sensitivity to change and long-term clinical applicability.
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ABSTRACT

Sociotropy/autonomy are personality constructs within cognitive theory that reflect maladaptive tendencies
and are commonly associated with depressive symptoms. Although the relationship between personality
traits and psychological symptoms has been widely studied, increasing attention has focused on variables
such as difficulties in emotion regulation (DIER) that may shape this association. This study examined whether
DIER indirectly influences the relationship between sociotropy/autonomy and psychological symptoms.
The sample consisted of 341 individuals without a psychiatric diagnosis. The results indicated significant
positive associations among the main variables. Mediation analyses showed that DIER significantly mediated
the relationship between sociotropy and psychological symptoms, whereas in the relationship between
autonomy and psychological sypmtoms had no mediating effect. These findings suggest that sociotropy
and autonomy may play differential roles in emotion regulation processes. The unique pattern observed for
autonomy may reflect broader sociocultural dynamics, underscoring the need for further research to test the
robustness of the model across different populations and methodological approaches.

Keywords: Autonomy, difficulties in emotion regulation, psychological symptoms, sociotropy.

Sosyotropi, Otonomi ve Psikolojik Belirtiler Arasindaki iliskide Duygu Diizenleme
Giiclugiiniin Aracilik Rolii

Sosyotropi ve otonomi, bilissel kuram icinde yer alan, uyumsuz egilimleri yansitan ve siklikla depresif
belirtilerle iliskilendirilen kisilik yapilardir. Kisilik 6zellikleri ile psikolojik belirtiler arasindaki iliski genis
olctide incelenmis olmakla birlikte, son yillarda bu iliskiyi sekillendirebilecek degiskenlere -6zellikle duy-
gu diizenleme giicliiklerine (DDG)- yonelik ilgi artti. Bu ¢alismada, duygu diizenleme giicliiklerinin sos-
yotropi/otonomi ile psikolojik belirtiler arasindaki iliskiyi dolayli olarak etkileyip etkilemedigi incelendi.
Arastirmanin 6rneklemini herhangi bir psikiyatrik tanisi bulunmayan 341 birey olusturdu. Bulgular, temel
degiskenler arasinda anlaml ve pozitif iliskiler oldugunu gosterdi. Aracilik analizleri, duygu diizenleme
glcliklerinin sosyotropi ile psikolojik belirtiler arasindaki iliskide anlaml bir aracilik rolu Gstlendigini;
ancak otonomi icin bdyle bir aracilik etkisinin bulunmadigini ortaya koydu. Bu bulgular, sosyotropi ve
otonominin duygu diizenleme sureclerinde farkli rollere sahip olabilecegini diistindirmektedir. Calisma,
kisilik 6zellikleri ile psikolojik belirtiler arasindaki iliskiyi aciklayan mekanizmalari ortaya koyarak literattire
katki saglamaktadir. Otonomi i¢in g6zlenen 6zgiin 6riintil, daha genis sosyokiltiirel dinamikleri yansiti-
yor olabilir ve bu durum, modelin farkli 6rneklemler ve yontemsel yaklasimlar tGizerinden saglamhiginin
test edilmesi icin daha fazla arastirmaya ihtiya¢ oldugunu vurgulamaktadir.

Anahtar Kelimeler: Otonomi, duygu diizenleme gli¢ligu, psikolojik belirti, sosyotropi.
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INTRODUCTION

There have been numerous perspectives on the definition and
classification of personality throughout history. Although early
descriptions of personality date back to the Before Christ era,
the concept became more objective and measurable with the
contributions of Hippocrates (Farmer et al., 2002; Thomas &
Segal, 2006). Common themes across these varying definitions
include relatively stable internal processes (e.g., emotions and
cognitions) and consistent patterns of behavior (Burger, 2006).

Cognitive theory, which began to gain prominence in the
late 1900s, also addressed personality as a key area of inquiry
(Ellis, 1994). The emphasis on how personality traits and
behavioral differences arise from variations in information-
processing mechanisms reflects a distinct cognitive
approach to understanding personality (Ellis, 1994). Beck’s
conceptualization similarly adopts a cognitive framework,
highlighting that cognitive distortions and biases in
information processing can shape and influence personality
(Beck et al, 1979). Building on this framework, Beck’s
personality classification highlights two core dimensions:
sociotropy and autonomy (Beck et al., 1979). Early research
identified these traits in individuals with depression (Stein
et al, 2007). Although these personality dimensions
are conceptualized as reflecting the more vulnerable or
maladaptive aspects of personality, their negative content is
characterized by themes such as interpersonal dependency
and success intolerance (Beck, 1983).

Sociotropy refers to an individual’s tendency to seek positive
interpersonal relationships and the value placed on relational
needs, such as love, emotional closeness, and approval.
Individuals with high sociotropy have a strong need for the
affection and validation of others (Beck, 1983). This personality
trait is characterized by cognitive and behavioral patterns in
which an individual’s thoughts and actions are shaped by
the desire to attain personal satisfaction through approval
from others, as well as by tendencies toward dependent and
passive interpersonal behaviors (Beck, 1983). Autonomy is a
concept associated with personal independence, success, and
the importance placed on individuality (Sato & McCann, 1998).
Individuals with high autonomy are goal-oriented, controlled,
and reserved in interpersonal relationships. Setting a goal,
achieving it, and managing their environment and work are
satisfying for these individuals (Beck, 1983). Existing literature
provides various frameworks to explain the mechanism by
which autonomy relates to psychological symptomatology
(Fresco et al., 2001; Hayaki et al., 2003; Mendelson et al.,
2002; Marfoli et al., 2021; Yildiz, 2022). According to Self-
Determination Theory (SDT) (Deci & Ryan, 2012), optimal
human functioning relies on the satisfaction of three
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fundamental psychological needs: autonomy, competence,
and relatedness. A critical synthesis can be drawn between
SDT and Beck’s cognitive theory of personality, specifically
regarding the dimension of relatedness. In Beck’s framework,
highly autonomous individuals—characterized by a rigid
pursuit of independence and achievement—may perceive the
need for relatedness as a form of “dependency” or “weakness.”
Consequently, they might interpret social reliance as a
personal deficiency. Given that the modern world is a complex
web of social interdependencies, these strong autonomous
personality traits may inadvertently create vulnerability to
psychological symptoms by obstructing the fulfillment of the
essential need for relatedness.

A literature review indicates that research examining
depression, anxiety, and stress within the sociotropy-
autonomy framework is relatively common. Higher sociotropy
and autonomy levels have been associated with increased
psychological symptoms (Fresco et al., 2001; Punhani &
Sharma, 2025). These personality traits are also considered
in clinical practice and used therapeutically in psychological
treatment. These traits have been linked to key CBT-related
constructs, such as ruminative thought processes (Martinez
et al.,, 2020), psychological flexibility (Dagh et al., 2025), and
emotion regulation or difficulties in emotion regulation (Liu et
al., 2024; Aldao & Nolen-Hoeksema, 2012). Emotion regulation
has become a widely investigated variable, particularly in
relation to mood states. The current literature consistently
links emotion dysregulation with pathological personality
traits (Pollock et al., 2016; Messina et al., 2026). However, there
is growing scientific interest in the role of emotion regulation
within non-pathological personality dimensions—such as
sociotropy and autonomy—which may serve as underlying
mechanisms for psychological distress.

Emotionregulationis defined as the set of processesinvolvedin
monitoring, modifying, and influencing emotional responses,
including their duration, intensity, and frequency. These
processes may operate either consciously or unconsciously
(Gross, 1998). Over the years, research has demonstrated that
individuals differ in the strategies they use to regulate their
emotions, and some individuals experience difficulties in
effectively managing their emotional responses (Cole, 2014).
Consequently, a distinct construct—difficulty in emotion
reqgulation—has emerged in the literature. This term refers to
individuals'struggles to modulate their emotions and thoughts
when the emotional coping process is disrupted (Cole et al,,
1994). A sustained inability to manage negative affect may
amplify these emotions over time, ultimately contributing to
emotional numbing (Napolitano et al.,, 2011). Furthermore,
various psychological symptoms may emerge whenindividuals
are unable to cope effectively with their emotions. Depressive
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symptoms, anxiety, and difficulties in stress management
are among the psychological outcomes most commonly
associated with this inability (Hofmann et al., 2012; Daros et al.,
2021).Therelationship between personality traits and emotion
regulation has also been a focus of increasing attention in
the literature, with emotion regulation skills appearing to
function as a personality-related variable (Katar et al., 2023;
Pollock et al., 2016). Moreover, empirical evidence suggests
that difficulty in emotion regulation mediate the association
between personality traits and psychological symptoms (Abdi
& Pak, 2019; Zarei et al.,, 2018). Although emotion regulation
has been widely examined—particularly in relation to other
pathological personality traits—the associations between
sociotropy, autonomy, and difficulty in emotion regulation
remain relatively underexplored. Considering that sociotropy
and autonomy are central constructs within CBT, investigating
their relationship with emotional processes and their
influence on psychological symptoms through the framework
of difficulty in emotion regulation may enrich the literature by
clarifying the links between these concepts within theoretical
models and therapeutic practice. In line with this rationale, the
following hypotheses were tested:

H1.A statistically significant relationship was expected among
participants’ levels of sociotropy, autonomy, difficulty in
emotion regulation, and psychological symptoms.

H2.Difficulty in emotion regulation was expected to mediate
the relationship between participants’ sociotropy scores
and their psychological symptom levels.

H3.Difficulty in emotion regulation was expected to mediate
the relationship between participants’ autonomy scores
and their psychological symptom levels.

METHOD
Participants

In the present study, participants were recruited through
the snowball method, a form of non-probability sampling.
This approach was considered the most appropriate for the
study (Golzar et al., 2022), as it enables researchers to access
participants easily, quickly, and cost-effectively. The required
sample size was determined using the G*Power program
(Faul et al., 2007), based on the study’s hypotheses. For the
regression analyses, the a priori power analysis indicated that
a sample size of 200 would provide 95% statistical power to
detect a high-order effect at a significance level of a=0.05.

The inclusion criteria for the study were residing in Turkiye,
being 18 years of age or older, being literate in Turkish, not
having a comorbid psychiatric or neurological diagnosis,
and providing voluntary informed consent. Based on these
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Table 1. Demographic characteristics of the participants

Variables Category n %
Gender Female 275 78.6
Male 74 21.1
Marital status Married 82 234
Single 262 749
Divorced 6 1.7
Educational status Primary School 4 1.1
Middle School 2 0.6
High School 68 19.4
Undergraduate/Graduate 247 70.6
Residence Village 15 43
District 59 16.9
City 109  31.1
Metropolitan Area 167 47.7

criteria, the final sample consisted of 341 participants. Data
were collected through two modalities: 199 participants were
recruited online via Google Forms, and 151 participants were
reached through face-to-face administration across various
regions of Turkiye. Nine participants were excluded from the
study because their data did not meet the inclusion criteria.

Examination of the participants’ characteristics showed that
their ages ranged from 18 to 71 years (M=26.99, SD=9.81). Of
thetotal sample, 275 participants were identified as female and
74 as male. Regarding marital status, 82 (23.4%) participants
were married, 262 (74.9%) were single, and 6 (1.7%) were
divorced. A total of 143 participants were actively employed,
while 198 (56.6%) were unemployed or students. The monthly
income levels ranged from 0 TL to 100,000 TL (0€ to nearly
2,000€) (M=16,063, SD=7.86). Additional sociodemographic
information can be found in Table 1.

Materials

To assess the sociodemographic characteristics of the
participants, a sociodemographic information form was
developedbytheresearchersandincludedinthe questionnaire
battery alongside the following scales.

Sociotropy-Autonomy Scale

The Sociotropy-Autonomy Scale was developed by Beck et al.
in 1983 to assess the two personality dimensions that confer
vulnerability to depression. Sociotropy is characterized by
a strong emphasis on interpersonal relationships, whereas
autonomy reflects a focus on personal achievement and
independence. The scale consists of 60 items, with 30 items
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for each subscale, and contains no reverse-scored items. It is
a self-report measure rated on a 5-point Likert scale. Higher
scores on each subscale indicate a greater prominence of that
personality characteristic. The Turkish adaptation of the scale
was conducted by Sahin, Ulusoy, and Sahin (1993). In their
validation study, Cronbach’s alpha coefficients were reported
as a=0.70 for the Sociotropy subscale and 0=0.81 for the
Autonomy subscale, demonstrating that the scale possesses
adequate reliability and validity. Cronbach’s alpha coefficients
were calculated as 0=0.86 for the total scale, a=0.88 for the
sociotropy subscale, and a=0.85 for the autonomy subscale.

Difficulties in Emotion Regulation Scale-Short Form (DERS-SF)

The Difficulties in Emotion Regulation Scale was originally
developed by Gratz and Roemer (2004) to assess individuals’
difficulties in regulating their emotions. The original version
consists of 36 items and includes six subscales. In 2016,
Bjureberg et al. (2016) revised the measure and introduced
the 16-item short form (DERS-SF). The Turkish adaptation
of the short form was conducted by Yigit and Guzey-Yigit
(2017). The scale is a 5-point Likert-type measure with total
scores ranging from 16 to 80. Higher scores indicate greater
difficulty in emotion regulation. In the Turkish validation
study, Cronbach’s alpha coefficients were reported as a=0.92
for the total scale, 0=0.84 for the Clarity subscale, 0=0.84 for
the Goals subscale, a=0.87 for the Impulse subscale, a=0.87 for
the Strategies subscale, and a=0.78 for the Non-Acceptance
subscale (Yigit & Guzey-Yigit, 2017). In this study, only the
total score was used, treating emotion regulation difficulty as
a single-dimensional construct. Cronbach’s alpha coefficients
calculated for the current sample were a=0.93 for the total
scale, a=0.85 for Clarity, a=0.81 for Goals, a=0.87 for Impulse,
0=0.86 for Strategies, and a=0.82 for Non-Acceptance.

Depression Anxiety Stress Scales—21 (DASS-21)

The DASS-21 is a self-report instrument designed to assess
levels of depression, anxiety, and stress. The original 42-item
scale was shortened by Henry and Crawford (2005) to develop
the 21-item version. The DASS-21 consists of 21 items, with
7 items allocated to each subscale: depression, anxiety, and
stress. Higher scores indicate higher levels of psychological
symptoms. Items 3, 5, 10, 13, 16, 17, and 21 are grouped for
the Depression subscale; items 2,4, 7,9, 15, 19, and 20 for the
Anxiety subscale; and items 1, 6, 8, 11, 12, 14, and 18 for the
Stress subscale. The Turkish adaptation and validation of the
scale were conducted by Saricam (2018). In the Turkish study,
Cronbach’s alpha coefficients were reported as a=0.87 for the
Depression subscale, a=0.85 for the Anxiety subscale, and
0=0.81 for the Stress subscale, demonstrating that the scale
has acceptable psychometric properties. The subscales were
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not analyzed separately; instead, all items were summed to
produce atotal score reflecting overall psychological symptom
severity. This scoring approach has also been adopted in
previous research (Osman et al, 2012; Singh et al, 2022;
Soria-Reyes et al., 2024), and the same rationale was applied
here. For the current sample, Cronbach’s alpha coefficients
were calculated as a=0.93 for the total scale, a=0.86 for the
Depression subscale, a=0.83 for the Anxiety subscale, and
0=0.84 for the Stress subscale.

Procedure

Ethical approval for the study was obtained from the
Bursa Technical University Ethics Committee for Science,
Engineering, and Social Sciences Research (Approval No.
E-69707128-050.02.04-131800). Informed consent was
obtained from all participants prior to data collection. The
questionnaires were administered in a counterbalanced
order. Data were collected through online and face-to-face
methods. This approach was adopted to reach individuals
across diverse age groups and educational levels. In
the countries where the data were collected, younger
participants were generally more receptive to digital data
collection methods than middle-aged and older adults.
Therefore, face-to-face data collection was also performed.
Data collection was conducted between December 2023
and October 2024. The collected data will be stored in both
digital and hard-copy formats by the researchers for a period
of 5 years, after which they will be securely destroyed. Data
analyses were performed using IBM SPSS Statistics (Version
22) and the PROCESS macro (Hayes, 2013).

Data Analysis

This study employed a cross-sectional research design to
examine the relationships among the variables. The dataset
was screened and prepared for analysis prior to data analysis,
and the assumptions underlying the planned statistical
analyses were examined. No missing data were identified
during the data screening. Additionally, the data were
assessed for outliers, and no outlier values were detected.
Following data preparation, descriptive statistics, including
means, standard deviations, skewness, and kurtosis values,
were calculated to assess the assumption of normality. These
indices indicate that the data were normally distributed.
Pearson correlation analyses were conducted to examine
the relationships among the variables in testing the study
hypotheses. Multiple regression analyses were performed to
identify variables predicting psychological symptom levels.
Finally, the mediating role of difficulties in emotion regulation
in the relationship between sociotropy and autonomy and
psychological symptom levels was examined using Hayes’
(2013) PROCESS macro (Model 4).
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Table 2. Results of the correlation analysis for the variables
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Variables 1 2 3 4 Mean sD
1. Levels of psychological symptoms 1 0.410** 0.161** 0.656** 23.8 5.64
2. Sociotropy 1 0.038 0.517** 59.6 16.4
3. Autonomy 1 0.121* 78.9 13.9
4, Difficulties in emotion regulation 1 21.3 12.6

*: p<0.05; **: p<0.001; SD: Standard deviation.

RESULTS

The analyses examined the relationships between
psychological symptom levels and sociotropy, autonomy,
and emotional regulation difficulties. The first aim of the
present study was to identify the associations among these
variables, whereas the second aim was to test the mediating
role of difficulties in emotion regulation. Given that two
data collection methods (online and face-to-face) were
employed, it is important to examine whether the mode of
data collection influenced the results to ensure the validity
and accuracy of the findings. Accordingly, control analyses
were conducted to examine whether the data collection
method influenced the study variables. Independent sample
t-tests were performed for this purpose. The data collected
through face-to-face and online methods were coded as
distinct groups for analysis. An independent sample t-test
was conducted, with the primary measures of the study
treated as dependent variables. The results indicated no
statistically significant differences between the groups
across any of the variables: sociotropy t(337)=-0.002,
p>0.05, autonomy t(344)=1.13, p>0.05, psychological
distress t(341)=-0.643, p>0.05, and emotion dysregulation
t(337)=1.02, p>0.05. These findings suggest that the data
collection mode did not systematically bias the scores of the
participants. Subsequent analyses were conducted using
the combined dataset based on these findings.

First, the relationships among the variables were examined
using Pearson correlation analysis. The results indicated that
psychological symptom levels were positively and significantly
correlated with sociotropy (r=0.41, p<0.01), autonomy (r=0.16,
p<0.05), and difficulties in emotion regulation (r=0.65, p<0.01).
Sociotropy was not significantly associated with autonomy
(r=0.03, p>0.05); however, it was positively and significantly
correlated with emotion regulation difficulties (r=0.51, p<0.01).
Autonomy was also positively and significantly correlated with
emotion regulation difficulties (r=0.12, p<0.05) (Table 2).

The mediating role of difficulties in emotion regulation
was examined using two separate models. The first model
tested whether difficulties in emotion regulation mediated

the relationship between sociotropy and psychological
symptom levels, whereas the second model tested the
mediating role of difficulties in emotion regulation in the
relationship between autonomy and psychological symptom
levels. Both models were tested using the PROCESS macro
Model 4 (Hayes, 2013).

In the first mediation analysis, sociotropy was entered as
the independent variable (X), psychological symptom level
as the dependent variable (Y), and difficulties in emotion
regulation as the mediating variable (M). The results
indicated that sociotropy significantly predicted difficulties
in emotion regulation (b=0.39, p<0.001, 95% ClI [0.32,
0.46]). In turn, difficulties in emotion regulation significantly
predicted psychological symptom levels (b=0.52, p<0.001,
95% Cl [0.44, 0.61]). When the mediating variable was
included in the model, both the direct effect of sociotropy on
psychological symptom levels (b=0.06, p=0.04, 95% Cl [0.00,
0.13]) and the indirect effect through difficulties in emotion
regulation (b=0.20, 95% Cl [0.15, 0.26]) were found to be
significant. These findings indicate that difficulties in emotion
regulation mediate the relationship between sociotropy and
psychological symptom levels (Fig. 1).

The second model examined the mediating role of difficulties
in emotion regulation in the relationship between autonomy
and psychological symptom levels. In PROCESS Model 4,
autonomy was specified as the independent variable (X),
the total score of the Depression Anxiety Stress Scale as the
dependent variable (Y), and the total score of the Difficulties
in Emotion Regulation Scale as the mediating variable (M).
The results indicated that autonomy did not significantly
predict difficulties in emotion regulation (b=0.07, p=0.16, 95%
Cl [-0.02, 0.16]). However, difficulties in emotion regulation
significantly predicted psychological symptom levels (b=0.57,
p<0.001, 95% CI [0.49, 0.63]). The direct effect of autonomy on
psychological symptom levels was also significant (b=0.10,
p<0.01, 95% CI [0.03, 0.16]). The indirect effect was not
significant, indicating that difficulties in emotion regulation
did not mediate the relationship between autonomy and
psychological symptom levels (Fig. 2).
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Figure 1. Mediating role of difficulties in emotion regulation
between sociotropy and psychological symptom levels.

*: p<0.05.
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Figure 2. Mediating role of difficulties in emotion regulation
between autonomy and psychological symptom levels.

*: p<0.05.

DISCUSSION

This study specifically examines the relationship between
sociotropyand personality traits of autonomy, as conceptualized
within the framework of cognitive theory, and psychological
symptom levels. Although this relationship has been extensively
investigated in the literature (Pandey & Sarnalli-Sarkar, 2025;
Martinez et al., 2020), the current study aims to contribute
to the existing body of research by elucidating the role of
difficulties in emotion regulation in the association between
sociotropy and personality traits and psychological symptoms,
which constitutes the primary objective of the study.

The correlation analyses revealed positive and significant
associations between sociotropy and personality traits,
psychological symptom levels, and difficulties in emotion
regulation. These personality constructs—sociotropy and
autonomy—have been conceptualized as vulnerability-
related traits characterized by relatively maladaptive features
(Beck et al., 1983). Accordingly, such maladaptive personality
characteristics may adversely affect the psychological
functioning of individuals (Yiice & Polat, 2025).

The findings of this study agree with those of previous
research in this regard. In contemporary literature, difficulties
in emotion regulation are conceptualized as a supra-
theoretical construct. Moreover, research on personality
traits indicates that personality characteristics influence the
emotional processes of individuals (John & Gross, 2004).
Negative emotions exert significant cognitive influences that
may activate maladaptive thought patterns and contribute
to the emergence and maintenance of various psychological
symptoms (Abramowitz & Berenbaum, 2007; De Vuyst et al.,
2019; Watson & Sinha, 2008).

920

From a cognitive-behavioral perspective, difficulties in
identifying, understanding, and regulating emotional
experiences may intensify these maladaptive cognitive
processes, therebyincreasing psychological distress.Inlinewith
this theoretical framework, the present study found positive
associations between sociotropy and autonomy personality
traits and difficulties in emotion regulation, suggesting
that vulnerability-related personality characteristics may
predispose individuals to emotion regulation impairments.
Individuals with elevated sociotropy may exhibit heightened
sensitivity to interpersonal stressors, whereas those with
elevated autonomy may experience increased distress when
personal standards or control are threatened. Ineffective
emotion regulation may amplify emotional reactivity in
both cases. Furthermore, the observed positive relationship
between difficulties in emotion regulation and psychological
symptom levels supports existing evidence indicating that
impaired emotion regulation functions as a key transdiagnostic
mechanism underlying psychological psychopathology
(Lincoln et al.,, 2022). Taken together, these findings highlight
emotion regulation as a potential explanatory mechanism
linking personality vulnerabilities to psychological symptoms
and underscore its clinical relevance as a central target in
psychological interventions.

Individuals who are able to effectively regulate their
emotions tend to report lower levels of psychological
symptoms, suggesting higher psychological functioning
and better overall adjustment (Ford et al., 2018; Watson &
Sinha, 2008). In contrast, difficulties in emotion regulation
are associated with increased psychological distress and
symptom severity (Bradley et al., 2011). In this regard,
difficulties in emotion regulation may be conceptualized as a
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central mechanism linking sociotropy traits to psychological
symptoms. From a clinical perspective, focusing on emotion
regulation processes may vyield significant benefits for
clinicians and clients. Although addressing personality
traits within therapeutic formulations can pose challenges
due to their relatively stable and pervasive nature (Jones,
2011), reframing clinical formulations through the lens of
emotion regulation may enhance therapeutic flexibility and
effectiveness. Such an approach mayfacilitate the therapeutic
gains of clients and broaden the intervention strategies of
clinicians. To empirically support this conceptualization, it
is essential to examine the interrelations among personality
traits, difficulties in emotion regulation, and psychological
symptoms. The primary aim of the present study was to
clarify these relationships and test the role of difficulties in
emotion regulation within this framework.

The findings of this study indicate that personality traits exert
differential effects on the relationship between emotion
regulation and psychological symptoms. Specifically,
difficulties in emotion regulation mediate the relationship
between sociotropy and psychological symptom levels,
whereas no mediating effect of emotion regulation
was observed in the relationship between autonomy
and psychological symptoms. Considering the defining
characteristics of sociotropy—such as a heightened need
for approval from others and an increased emphasis on
interpersonal relationships (Beck et al, 1983)—individuals
with elevated sociotropy may be particularly vulnerable to
emotion regulation difficulties in interpersonal contexts,
which in turn may contribute to increased psychological
distress. Accordingly, individuals with elevated levels of these
personality traits may rely on others to meet many of their
emotional and psychological needs. Empirical evidence further
suggests that individuals with higher sociotropy experience
greater difficulties in regulating their emotions (Crow et al.,
2014). In individuals characterized by high sociotropy, the
inability to obtain interpersonal validation for their emotional
experiences may further intensify the severity of psychological
symptoms (Akdemir, 2023). In this context, emotion regulation
emerges as a particularly salient mechanism in the association
between personality traits and psychological symptoms. The
present study contributes to the literature by elucidating the
mechanism through which difficulties in emotion regulation
operate in these relationships (Fig. 1, 2).

Another model tested in the present study examined the
mediating role of difficulties in emotion regulation in the
relationship between autonomy and psychological symptom
levels; however, this model was not supported. Although
the personality trait of autonomy significantly predicted
psychological symptom levels, it did not predict difficulties
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in emotion regulation; therefore, no mediating effect was
observed. This finding is noteworthy because autonomy is
characterized by an emphasis on independence, personal
achievement, and control (Beck et al., 1983; Clark et al., 1992).
Another point of discussion concerns the conceptualization
of autonomy. In the second model, no significant relationship
was found between autonomy and emotion dysregulation.
According to SDT (Deci & Ryan, 2012), autonomy is a
fundamental psychological need alongside competence
and relatedness. However, within the framework of Beck’s
Cognitive Theory (Beck et al., 1983), autonomy reflects a
rigid, often maladaptive, need for independence. The current
findings suggest that participants may struggle to reconcile
independence with relatedness. Accordingly, an inability to
connect with one’s emotions may further impair emotion
regulation processes. Future research integrating the variables
of SDT into the current model would be instrumental in
validating and strengthening these conclusions.

The results of the present study also suggest that higher
levels of autonomy may be associated with greater difficulties
in emotion regulation; however, this association was not
statistically significant. Accordingly, it may be inferred that
additional variables (cognitive flexibility, ruminations, etc.)
may influence this relationship, particularly with respect to
the initial path of the tested model (autonomy & difficulties
in emotion regulation). Individuals with high levels of this
specific type of autonomy might perceive interpersonal
connection as a sign of weakness or a threat to their self-
reliance. Consequently, such a negative appraisal of social
bonds may increase the association of autonomy with greater
emotion dysregulation. Another point of discussion regarding
this finding may involve the demographic characteristics of
the participants. The participants of the current study were
predominantly Turkish women. In Turkey, particularly among
women, autonomous traits may be less developed. This
is often associated with child-rearing practices, economic
inequalities, and violence against women (Aktas, 2013).
Consequently, rather than the expected mediating role of
emotion dysregulation, the relationship in this study might
actually be linked to factors such as social isolation and
loneliness. Future research could specifically consider this
distinction when comparing empirical findings.

Variables that are theoretically linked to personality traits and
emotion regulation—such as psychological resilience (Orakgl,
2021; Dagli et al.,, 2025), ruminative thinking style (Martinez et
al., 2020), and maladaptive schemas (Otani et al., 2018)—may
represent important mechanisms underlying this association.
Future research examining these variables as potential
mediators or moderators may further clarify the complex
relationship between autonomy and emotion regulation.
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From a clinical practice perspective, evaluating models
that include autonomy may yield important implications.
Individuals characterized by elevated autonomy may exhibit
limited awareness of or engagement with both their own
emotions and those of others (Otani et al., 2014). In such cases,
directly targeting emotion regulation as a primary therapeutic
goal may not always be realistic or immediately feasible.
Systematic assessment and incorporation of autonomous
personality traits into case formulations may enhance clinical
utility and allow for more tailored intervention strategies,
particularly among individuals presenting with subthreshold
mood symptoms. Such an approach may increase potential
therapeutic gains for clients and broaden the conceptual and
intervention frameworks of clinicians.

Another important contribution of this study is its focus
on the relationships between sociotropy/autonomy and
emotion regulation in a nonclinical sample. Although
previous research has extensively examined the association
between sociotropy/autonomy and difficulties in emotion
regulation in individuals with psychiatric diagnoses (Cassin
& von Ranson, 2005; Martinez et al., 2020), the role of
emotion regulation in the relationship between personality
traits and psychological symptom levels in individuals
without a formal diagnosis has received limited attention.
In this study, participants reported relatively low levels
of psychological symptoms; nevertheless, the findings
underscore the significance of emotion regulation even
within a nonclinical population. These results suggest that
emotion regulation difficulties may function as an important
vulnerability factor across the continuum of psychological
functioning, extending beyond clinically diagnosed groups
(or subthreshold groups).

CONCLUSION

In conclusion, the findings of the present study indicate
that difficulties in emotion regulation mediate the
relationship between the sociotropic personality trait and
psychological symptom levels in a nonclinical sample,
whereas no mediating effect was observed when autonomy
was specified as the independent variable. This differential
pattern represents a noteworthy consideration for cognitive
formulations in personality research and clinical assessment.
Evaluating these findings across diverse populations and
research contexts may help refine theoretical models and
enhance the applicability of personality-based formulations
in clinical and field settings.

Although the findings of this study yield meaningful
conclusions, they should be interpreted in light of several
limitations related to the characteristics of the participant
sample. Specifically, the majority of the participants were
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women, and the sample was limited to individuals residing
in Turkiye, which may restrict the generalizability of the
results. Therefore, the proposed model should be replicated
in more diverse and demographically balanced samples
to enhance external validity. The total DASS-21 score was
used in this study instead of its individual subscales. While
using the total score is a psychometrically valid approach
for assessing overall distress, it is a limitation of the current
study, as it does not allow for a more nuanced analysis of
depression, anxiety, and stress as independent constructs.
Furthermore, the study employed a cross-sectional design,
which precludes causal inferences regarding the observed
relationships among variables. To strengthen the validity
of the proposed model, future research would benefit from
employing experimental and longitudinal designs, thereby
allowing for a more robust examination of temporal and
causal relationships among variables. In addition, clinical
case studies may provide more nuanced insights into the
underlying mechanisms, particularly when qualitative
analyses are used (Chamberlain et al., 2004). Qualitative
evaluations focusing on the role of autonomy-related
personality traits in emotion regulation processes may
be particularly informative. Furthermore, future studies
should examine additional variables—such as psychological
flexibility, ruminative thinking patterns, and other relevant
personality traits—that may contribute to cognitive
formulations within the personality traits—difficulties
in emotion regulation-psychological symptom level
framework using alternative or extended model structures.
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Cognitive reappraisal is an adaptive emotion regulation strategy that involves altering the underlying
appraisals that produce negative emotions. However, gaps remain in identifying its subtypes within
a coherent theoretical model and in understanding how their association with negative emotional
intensity varies by context. To address these issues, the reAppraisal model recently introduced two
mechanisms: reconstrual and repurposing. This study examined how specific appraisal dimensions
predict sadness and anxiety and how reconstrual and repurposing relate to these emotions under low
and high perceived control. A total of 120 individuals (109 women) aged 18-30 (M=23.98) were asked to
recall sadness- and anxiety-related events and reported changes in their thinking from the time of the
event to the present. Participants rated eight different emotions, appraisal dimensions, and perceived
control. Regression analyses revealed that sadness and anxiety were associated with different appraisal
dimensions. Repurposing was used more frequently for sadness and reconstrual for anxiety. analysis of
variance (ANOVA) revealed that reappraisal users reported lower distress than non-users (F [2, 92]=13.825,
p<0.001, n?=0.23). However, no significant interactions were found between perceived control and
reappraisal type (p>0.05). This study improves our understanding of theory-based reappraisal strategies
and suggests that their associations with emotional experience may vary across situational contexts.

Keywords: Appraisal, cognitive reappraisal, emotion regulation, situational factors

Yetiskinlerde Yeniden Yapilandirmanin Etkililigini Belirleyen Durumsal Faktorler:
Kesfedici Bir Calisma

Bilissel yeniden yapilandirma, olumsuz duygularin ortaya ¢ikmasina yol acan temel bilissel degerlendir-
melerin degistirilmesini iceren, uyumlu bir duygu diizenleme (DD) stratejisi olarak kabul edilmektedir.
Ancak, bu stratejinin alt tirlerinin bltiincil bir kuramsal model icinde tanimlanmasina ve etkililiklerinin
baglama gore nasil degistiginin anlasiimasina iliskin dnemli bosluklar bulunmaktadir. Bu sorunlari ele
almak amaciyla gelistirilen reAppraisal modeli iki temel mekanizma dnermistir: Yeniden yapilandirma (re-
construal) ve yeniden amaclandirma (repurposing). Bu calismada, belirli bilissel degerlendirme boyutla-
rinin Uzintl ve kaygiyi nasil yordadigi ve yeniden yapilandirma ile yeniden amaglandirmanin, algilanan
kontrol diizeyine baglh olarak bu duygularla nasil iliskilendigi incelendi. Yaslari 18 ile 30 arasinda degisen
(M=23.98) 120 katihmcidan (109'u kadin), iziinti ve kaygi ile iliskili ge¢mis anilarini yazmalari ve olayin
yasandigi zamandan glinimiize kadar diisiincelerinde meydana gelen degisimleri raporlamalari isten-
di. Katihmailar sekiz farkli duyguyu, bilissel degerlendirme boyutlarini ve algilanan kontrol diizeylerini
derecelendirdi. Regresyon analizleri, tiziintli ve kayginin farkli bilissel degerlendirme boyutlariyla iliskili


https://orcid.org/0000-0001-7169-700X
https://orcid.org/0000-0002-0202-2655
https://orcid.org/0000-0001-9748-2517

J Cogn Behav Psychother Res 2026;15(2):96-107

Sogut Kahramanlar et al. Reappraisal Efficiency

oldugunu gosterdi. Yeniden amaclandirmanin Gziinti icin, yeniden yapilandirmanin ise kaygi icin daha
sik kullanildigi tespit edildi. Varyans analizleri, bilissel yeniden yapilandirma stratejilerini kullanan katilim-
alarin, kullanmayanlara kiyasla daha dusuk diizeyde sikinti bildirdiklerini ortaya koydu (F [2, 92]=13.825,
p<0.001, n?=0.23). Ancak, algilanan kontrol ile bilissel yeniden yapilandirma tiirii arasindaki etkilesimler
anlamli bulunmadi (ps>0.05). Bu ¢alisma, kurama dayal bilissel yeniden yapilandirma stratejilerinin an-
lasiimasina katki saglamakta ve bu stratejilerin duygusal deneyimlerle iliskilerinin baglamsal faktorlere

bagl olarak degisebilecegini diislindiirmektedir.

Anahtar Kelimeler: Bilissel degerlendirme, bilissel yeniden yapilandirma, duygu diizenleme, durumsal

faktorler

INTRODUCTION

Emotions are central to personal and social functioning
(Reeck et al., 2016). They emerge when individuals evaluate a
situation as relevant to their goals, needs, and values (Frijda,
1986; Lazarus, 1991). For example, sadness may occur when a
negative event is perceived as irreversible and highly relevant
to one’s goals, whereas anxiety may arise when a situation
is perceived as uncertain, threatening, and uncontrollable
(Smith & Ellsworth, 1985; Miceli & Castelfranchi, 2005). This
evaluation process, referred to as appraisal, involves multiple
dimensions, such as relevance to one’s goals, congruence
with goal pursuit, accountability attributed to self or others,
certainty about future outcomes, and the ability to influence
the situation (Moors et al., 2013; Scherer et al., 2001). Appraisal
theories suggest that emotions emerge from the interaction
of these distinct patterns of evaluations regarding specific
situations (Roseman & Smith, 2001; Scherer et al., 2001; Smith
& Lazarus, 1990). Therefore, examining appraisal patterns is
essential for understanding emotional experiences and their
regulation.

Emotion regulation (ER) refers to the processes by which
individuals alter their emotional states in terms of type,
duration, or intensity (Gross, 2001, 2014). Common ER
strategies include suppression, distraction, cognitive
reappraisal, and acceptance (Aldao et al, 2010). Among
these strategies, cognitive reappraisal (CR), which refers to
intentionally shifting how a situation is interpreted to change
its emotional impact (Gross & John, 2003), has received
extensive empirical and clinical attention (Aldao et al., 2010;
Larionow et al., 2025). CR has been introduced as an integral
part of several therapeutic approaches, such as cognitive
behavioral therapy and metacognitive therapy (Beck & Dozois,
2011; Wells, 2011). Several empirical studies have provided
evidence for the effectiveness of CR in reducing negative
emotions and enhancing well-being across both non-clinical
and clinical populations (Kam et al., 2024; Liu et al., 2019; Troy
etal, 2013). Despite its wide use and demonstrated benefits in

practice and research, the broad use of the term “reappraisal”
without a clear theoretical background makes it difficult to
differentiate between specific CR tactics (Ehring & Woud,
2023). In the literature, reappraisal has been operationalized in
several ways, including looking at a situation more positively
(Lau & Tov, 2023), changing the personal relevance of a
situation and one’s subjective distance from it (Sun et al., 2022),
distancing oneself from an emotional event through a non-
observer perspective (Zhu et al., 2024), or modifying future
consequences (Mcrae et al, 2012). The ability to compare
the effectiveness of study findings is limited by this mixed
reappraisal operationalization.

Uusberg et al. (2019) introduced the reappraisal framework
to address these issues. Their model introduces two
theoretically grounded reappraisal mechanisms: reconstrual
and repurposing. Reconstrual refers to modifying a
situation’s mental representation, while repurposing involves
modifying the situation’s underlying goals or values. For
example, reconstrual may involve reinterpreting an exam as
a manageable challenge rather than an obstacle to success,
whereas repurposing may involve shifting expectations from
achieving high grades to doing one’s best and accepting the
experience as an opportunity for personal growth (Uusberg
et al, 2023a). Therefore, reconstrual and repurposing may
be useful depending on the specific characteristics of the
situation. Empirical studies comparing these two strategies
are very limited, and the available research that has directly
examined them has failed to find significant differences
regarding their effectiveness in decreasing negative and
increasing positive emotional responses (Wang et al., 2025;
Kam et al.,, 2024). However, these studies did not consider
the situational factors that may influence the effectiveness of
reconstrual and repurposing strategies.

The effectiveness of an ER strategy may vary across
situations (Aldao et al, 2015; Kobyliriska & Kusev, 2019), such
as according to an individual’s perceived control over the
situation (Ford & Troy, 2019; Aldao, 2013). Several studies
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have reported that reappraisal is linked to more positive
outcomes when the situation is perceived as low in control
(Haines et al., 2016). However, it can be maladaptive when
faced with a controllable stressor that requires action (Troy et
al., 2013). Therefore, the current study aims to examine how
reconstrual and repurposing are associated with sadness
and anxiety across different levels of perceived control.
Furthermore, emotion type may be a factor influencing
the selection of different reappraisal strategies and their
associations with decreases in negative emotional intensity
(Dixon-Gordon et al., 2015). Anxiety and sadness are distinct
emotions in terms of both their appraisal dimensions and
temporal orientation (Frijda et al, 1989; Pomerantz & Rose,
2014). Anxiety is primarily a future-oriented emotion linked
to anticipated threat, whereas sadness indicates a past
orientation related to irreversible loss (Eysenck & Fajkowska,
2017; Scherer et al., 2022). These differences in appraisal
dimensions and temporal orientation may necessitate the
use of distinct CR tactics.

The current exploratory study aimed to a) explore the
individuals’ strategic preference for reconstrual and
repurposing in sadness and anxiety-related situations, b)
examine the role of appraisal dimensions in determining
the type of emotion experienced (sadness or anxiety),
and c) explore whether reconstrual and repurposing are
associated with differences in reported emotional intensity
(sadness and anxiety) across levels of perceived control
(low/high). We aim to understand how reconstrual and
repurposing strategies relate to emotional experiences
across different situations by examining these questions.
First, based on appraisal theories, we expected anxiety
to be associated with the appraisal dimensions of coping
potential and incongruence, whereas sadness was expected
to be linked to the dimensions of relevance and outlook
valence. Second, we hypothesized that both reconstrual and
repurposing would be associated with lower reported levels
of sadness and anxiety compared to those who did not use
any reappraisal strategy. Third, reconstrual was expected to
be more strongly associated with lower negative emotional
intensity in situations perceived as high in control. Modifying
the interpretation can alter perceived risk and increase the
sense of agency. In contrast, repurposing was expected to
be more strongly associated with lower negative emotional
intensity in situations perceived as low in control, such as
sadness-inducing losses, because it shifts the focus from
what cannot be changed to what can be learned or valued.
Lastly, we aimed to explore individual preferences regarding
strategy use in sadness and anxiety-inducing situations,
although no prior hypotheses were developed for strategy
selection due to limited prior research.
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METHODS
Participants

A total of 120 university students (Mage=23.98 years, SD=3.05;
female=109) provided memories of sadness via Qualtrics.
The inclusion criteria required participants to be between
18 and 30 years of age. Participants who did not complete
the primary study measures or failed attention checks were
excluded. Participants who self-reported a current psychiatric
diagnosis were excluded from the analyses. A subset of these
participants (n=72) completed the anxiety memory procedure
due to drop out. No significant differences in any of the
variables were found between participants who continued
and those who did not continue after the sadness task (p>0.05
for all outcome variables).

Measures

The Autobiographical Memory Test (Williams &
Broadbent, 1986)

Participants were instructed to recall and describe a personal
experience involving the cue emotion (sadness and anxiety)
in as much detail as possible. The event was required to have
a clear beginning and an end, to occur at a specific time
and place, to involve the participants’ direct experience or
something they personally witnessed, and to have occurred
more than one year ago (Campbell et al, 2011). This time
frame was specifically chosen to ensure that participants had
sufficient distance from the event, which allowed for natural
reflection and meaning-making. With time, people usually
reinterpret past experiences, which gives a chance to observe
how initial appraisals evolved (Bachfischer & Harris, 2025).

Emotion Ratings

Participants rated the intensity of eight emotions (distress,
anxiety, unhappiness, guilt, sadness, fear, anger, uneasiness,
and shame) on a 1-5 Likert scale (1=not at all, 5=very much).

Appraisal Dimensions

Appraisals for each memory were assessed using a 10-item
measure developed by Uusberg et al. (2023b). The measure
focused on five main appraisals via 10 dimensions, such as
relevance (this situation matters to me), congruence (this
situation is potentially desirable for me), incongruence (this
situation is potentially harmful to me), accountability by
the self (I am responsible for this situation), accountability
by others (someone else is responsible for this situation),
accountability by none (no one in particular is responsible
for this situation), outlook certainty (I do not know how this
situation is going to turn out), situational coping potential
(I can change this situation for better), emotional coping
potential (I can accept whatever happens in this situation),
outlook valence (this situation is going to turn out well in one
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way or another). This measure was translated into Turkish for
this study. The initial Turkish translation was reviewed by 10
psychology graduates fluent in both Turkish and English in
terms of item clarity and linguistic equivalence between the
Turkish and English versions.

Reappraisal

Reappraisal was assessed via two open-ended questions
requiring both past interpretation of the memory (Please
write in detail what this event meant to you at the time you
experienced it in the past and your thoughts about the event
at that time) and current interpretation of the event (Please
write in detail what this event means to you at this moment
and your current thoughts about it). Participants’ descriptions
were coded as reconstruals if their current description
reflected a change in their situational interpretation compared
to their initial evaluation. They were coded as repurposing
if they indicated a shift in their personal goals, priorities, or
expectations. They were coded as no reappraisal if there
was no change in thinking from the initial evaluation to the
current interpretation. Coding was conducted in accordance
with the reAppraisal framework by one of the authors based
on the procedure outlined by Uusberg (A. Uusberg, personal
communication, May 24, 2024).

Perceived Control

Perceived control regarding the memories was measured
using a single item (to what extent was this event you were
able to control or alter?) rated on a scale from 0 to 100. Higher
scores indicate higher perceived control.

Trait Reappraisal and Suppression

We used the Turkish adaptation of the ER Questionnaire
(Eldeleklioglu & Eroglu, 2015) originally developed by Gross
and John (2003) to measure trait reappraisal and suppression.
The questionnaireisa 10-item measure rated ona 7-point Likert
scale (1=strongly disagree, 7=strongly agree) that assesses
two ER strategies: CR (6 items) and expressive suppression
(4 items). Higher scores indicate higher use of each strategy.
Cronbach’s alpha values for the reappraisal subscale were 0.78
and 0.73, respectively, for the suppression subscale. Test-retest
reliability coefficients for the reappraisal subscale were 0.74
and 0.72 for the suppression subscale.

Anxiety and Depression

We used the Turkish version of Patient Health Questionnaire-4
(PHQ-4, Demirci & Eksi, 2018), which is a 4 item self-report
measure consisting of two anxiety and two depression
items rated on a 4-point scale (0-3). The internal consistency
reliability coefficient was 0.83 for the overall scale 0.76 for the
anxiety subscale, and 0.68 for the depression subscale. Higher
scores indicate greater symptom severity.
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Ethical Approval

Ethical approval for the study was obtained from the Ibn
Haldun University Ethics Committee for Social and Human
Sciences (No: 2023/08-03; Date: 15.12.2023), and the study
was conducted in accordance with the ethical principles of the
Declaration of Helsinki.

Procedure

Participants first completed the demographic questions.
Then, the participants were instructed to recall and write
two different memories that elicited feelings of sadness
and anxiety, respectively. For each memory, they rated the
emotional intensity of eight different emotions (troubled,
anxious, unhappy, guilty, sad, scared, angry, uneasy, and
ashamed) on a 1-point scale 5 Likert scale. The participants
were asked to provide emotional ratings for their current
emotional state (T2-Emotion) and at the time of the event
(T1-Emotion). Then, the participants described how their
interpretations of these events were at the time of the event
and how their perspectives had changed since the time of the
incident. The participants completed 10 items regarding their
current appraisals of the memory in addition to rating their
perceived control over each memory on a scale from 0 to 100.
Finally, the participants completed the ER Questionnaire and
Patient Health Questionnaire-4.

Before completing the measures, participants were informed
about the general purpose and procedures of the study, and
written informed consent was obtained to ensure voluntary
participation. The study took 25 min on average via Qualtrics.

Statistical Analysis

All statistical analyses were performed using the Statistical
Package for the Social Sciences 25. Descriptive statistics
were used to analyze the types of recalled memories and the
distribution of reappraisal strategies. We performed linear
regression analyses to examine the predictive roles of appraisal
dimensions on current sadness and anxiety scores. Factorial
analysis of variance (ANOVA) was conducted to examine the
main effects of reappraisal type and perceived control on current
emotion levels and their interaction effects. We categorized the
perceived control ratings into high and low perceived control
groups using a median split. Furthermore, an exploratory
factor analysis was conducted to examine the empirical
coherence of the theoretically defined appraisal dimensions
in terms of appraisal measure. Factor loadings and theoretical
interpretability were used to group items into preliminary
composites (coping, external accountability, and threat/
relevance). Internal consistency analyses were then performed
for each composite. When the reliability estimates were below
the acceptable thresholds (<0.70), the corresponding constructs
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Table 1. Descriptive statistics by type of reappraisal
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Group/emotion type Age(M) N T1emotion T2emotion Perceived Trait Trait Depression/
(M) (M) control reappraisal suppression anxiety
(M) (M) (M) (M)

No reappraisal (sadness) 24.09 43 4.95 4.21 18.44 24.85 11.75 4.64/5.03

Reconstrual (sadness) 23.95 22 4.73 2.68 28.50 26.72 13.88 4.11/4.44

Repurposing (sadness) 23.87 33 4.88 3.00 19.72 27.90 13.22 4.22/4.36

No reappraisal (anxiety) 23.21 19 4.95 3.00 37.15 10.31 11.78 4.57/4.89

Reconstrual (anxiety) 23.54 35 4.86 1.74 54.68 16.44 13.28 4.02/4.42

Repurposing (anxiety) 23.61 18 4.89 2.06 56.66 16.72 12.70 4.88/4.82

T1 emotion: Emotion rating at the time of incident; T2 emotion: Current emotion rating; N: number of participants.

Table 2. Themes by reappraisal type for sadness

Theme No reappraisal Reconstrual Repurposing Total
(N) (N) (N) (N)

Death of a loved one 23 4 10 37

Friendship 3 4 5 12

Health-related 3 4 5 12

Family relationship 5 3 3 11

Romantic relationship 1 3 3

Failure (academic or occupational) 1 0 3

Seperation 2 1 1

Other/miscellaneous 5 3 3 1

Total 43 22 33 98

Other/miscellaneous: moving-related experiences, work-related stress, and physical violence.

were retained as single-item indicators rather than composite
scales. Perceived control and self-accountability were analyzed
as single-item variables in subsequent analyses.

RESULTS
Descriptive Statistics

Among the 120 participants who provided memories related
to sadness, the death of a loved one was the most frequently
reported theme, followed by interpersonal and health-related
difficulties. Less frequent themes included failure, separation,
and other miscellaneous events. Responses from 98 participants
were codedinto one ofthe predefined ER categories (reconstrual,
repurposing, or no reappraisal). To ensure categorical clarity,
participants whose responses reflected both reconstrual and
repurposing were excluded from further analyses.

Among the 72 participants who provided memories about
anxiety, exam-related stress was the most frequently reported
theme, followed by broader academic, health-related, and
situational stressors. The relationship-related and other less
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frequent themes were also reported. For the reappraisal
strategy classification, 72 participants were included in the
final analysis. The Appendix presents descriptive statistics for
thematic content.

For the reappraisal strategy usage for sadness memories, the
participants most frequently used repurposing (33.7%, n=33)
or engaged in no reappraisal (43.9%, n=43). Reconstrual
was used by 22 (22.4%) participants. Reconstrual was the
most frequently used strategy for anxiety memories (48.6%,
n=35). Repurposing was used by 24.9% of the participants
(n=18), whereas 26.4% (n=19) reported no use of reappraisal
(Table 1). The initial emotion ratings were consistently high
for both sadness (M=4.88, SD=0.10) and anxiety (M=4.89,
SD=0.06) (Appendix 1-3).

Themes by Reappraisal

As shown in Table 2, autobiographical memories related
to sadness among participants who used reconstrual or
repurposing primarily involved experiences of losing a loved
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Table 3. Themes by reappraisal type for anxiety
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Theme No reappraisal Reconstrual Repurposing Total
(N) (N) (N) (N)
Academic 5 20 10 35
Health-related 8 2 0 10
Romantic/social relationships 0 6 1 7
Environmental/situational 3 3 2 8
Financial 1 0 1 2
Family relationship 0 2 0 2
Work-related 1 1 2 4
Other/miscellaneous 1 1 2 4
Total 19 35 18 72

Academic issues: examination, presentation, study; Health-related issues: health, health of a loved one, personal health; Romantic/social relationships: arguing

with romantic partner, friendship, marriage decision, inappropriate friendship; Environmental/situational stressors: being in crowded/dangerous place, being

in public, going out alone, car travel, moving city, political instability, earthquake; Financial stressors: debt, house foreclosure; Other/miscellaneous: dog fear,

missing pet, physical abuse.

Table 4. Linear regression results predicting sadness and anxiety levels from appraisal dimensions

Appraisal dimensions Sadness Anxiety
B (SE) B t p B (SE) B t P

Relevance/threat 0.424 (0.20) 0.224 2.11 0.037 0.190 (0.13) 0.156 1.43 0.156
Self-accountability -0.169(0.14) -0.136 -1.14 0.255 0.309 (0.11) 0.335 2.77 0.007
External-accountability -0.162 (0.11) -0.151 -1.43 0.155 -0.260 (0.12) -0.235 -2.08 0.041
Coping potential -0.208 (0.15) -0.136 -1.34 0.183 -0.304 (0.12) -0.263 -2.47 0.016
Perceived control -0.009 (0.006) -0.165 -1.4 0.164 -0.021 (0.005) -0.503 -4.01 <0.001
Model adjusted R? 0.116 0.237

one or difficulties in close relationships. However, participants
who did not report using any type of reappraisal mostly
recalled loss-related memories.

As summarized in Table 3, anxiety-related memories differed
across regulation strategies. Among participants who used
reconstrual or repurposing, memories most often centered
on academic demands and performance-related stressors.
Conversely, participants who did not report using reappraisal
were more likely to recall health-related concerns.

Role of Appraisal Dimensions in Emotion Score Prediction

Two linear regression analyses were conducted to examine
which appraisal dimensions were associated with sadness
and anxiety intensity. In both analyses, a common set of
theoretically relevant appraisal categories (coping, external
accountability, threat/relevance, perceived controllability,
and self-accountability) were used as predictors to ensure
conceptual comparability across emotions.

The first regression predicting sadness was significant
(p=0.005, adjusted R*=0.161), with relevance/threat emerging
as the only significant predictor (p=0.037). The model for
anxiety was also significant (p<0.001, adjusted R?=0.240),
with lower perceived control (p<0.001) and coping (p=0.016),
lower external accountability (p=0.041), and higher self-
accountability (p=0.007) significantly predicting anxiety
(Table 4). Item-level linear regression analyses (i.e., analyses
conducted using 10 single appraisal items and perceived
control) are reported in the Appendix for transparency.

Main and Interaction Effects on Emotion Levels

Two 3 (reappraisal type: no reappraisal, reconstrual, and
repurposing) 2 (perceived control: high vs. low) factorial
ANOVAs were conducted to examine the effects of reappraisal
type and perceived control on current sadness and anxiety
levels. There was a significant main effect of reappraisal type
(F(2, 92)=13.825, p<0.001, n>=0.23) and Perceived Control
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Mean Sadness Score

Reconstrual
Reappraisal Type

No Reappraisal Repurposing

Figure 1. Sadness levels across types of reappraisal at low
and high perceived control.

(F(1, 92)=4.462, p=0.037, n’=0.05) for sadness. Post hoc
analyses revealed that both the reconstrual and repurposing
groups reported significantly lower levels of sadness than the
no reappraisal group (Fig. 1). No significant difference was
observed between the reconstrual and repurposing groups
(p=1.00). The interaction between the appraisal type and
perceived control was not significant (F(2, 92)=0.366, p=0.694).

Significant main effects of reappraisal type (F(2, 66)=5.480,
p=0.006, n’=0.14) on anxiety levels were found, whereas
the main effect of perceived control was not significant
(F(1,66)=2.131, p=0.149, n>=0.031). As shown in Figure 2, both
the reconstrual and repurposing groups reported significantly
lower anxiety levels than the no reappraisal group. No
significant difference was found between the reconstrual and
repurposing groups (p=1.00), and the interaction between
the appraisal type and perceived control was not significant
(F (2, 66)=1.323, p=0.273, n’=0.039). Therefore, Figures 1 and
2 are presented only for descriptive purposes, showing the
pattern of means across perceived control levels. Notably,
higher perceived control was associated with lower sadness
and anxiety levels, especially in the reconstruals condition,
although this pattern was not statistically significant.
Additional analyses using continuous perceived control
yielded similar patterns.

Additional Analysis

Research shows that habitual preferences for certain ER
strategies may interact with ER strategies they use in specific
situations and determine the success of these individual
strategies (Ladis et al., 2022). Therefore, the use of reappraisal
in the regulation of specific memories in the current study
may differ for individuals with high and low trait suppression.
Individuals who habitually suppress emotions often use
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Figure 2. Anxiety levels across reappraisal types at
perceived control levels of low and high.
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Figure 3. PHQ-4 anxiety levels across reappraisal types at
low and high levels of trait suppression.

cognitive strategies to keep emotions away rather than to
process them (Che et al, 2015). Therefore, an exploratory
3 (reappraisal type) 2 (low trait suppression and high trait
suppression) ANOVA was conducted to determine whether the
effect of reappraisal type on anxiety scores differs depending
on the individual’s trait suppression level. The findings showed
a significant interaction between trait suppression and
reappraisal type on anxiety symptoms, F(2, 65)=3.22, p=0.046,
n*=0.09. As shown in Figure 3, among participants with low
trait suppression, repurposing was linked to lower anxiety
(M=3.90, SE=0.49) compared with reconstrual (M=4.29,
SE=0.41) and no reappraisal (M=5.00, SE=0.49). In contrast,
repurposing was associated with the highest anxiety (M=6.14,
SE=0.58), higher than both reconstrual (M=4.52, SE=0.34),
and no reappraisal (M=4.78, SE=0.52) among those with high
levels of suppression.
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DISCUSSION

This study aimed to examine how situational and appraisal-
based factors are associated with emotional experiences and
how two reappraisal strategies (reconstrual and repurposing)
relate to sadness and anxiety across different contexts. First,
we explored whether reconstrual and repurposing strategies
differed across sadness- and anxiety-inducing situations.
Second, we tested the associations between sadness and
anxiety and distinct appraisal dimensions by drawing on
appraisal theories. Third, we examined whether reconstrual
and repurposing were associated with lower levels of negative
emotion compared with a no-reappraisal condition. Fourth,
we investigated whether these associations varied with
perceived control.

The descriptive results revealed a strategic preference pattern,
withrepurposingbeingused morefrequentlyforsadness-related
memories, while reconstrual was more frequently employed
for anxiety-related memories. These findings align with those
of (Rompilla et al., 2022; Vishkin et al., 2020), who suggested
that sadness, often viewed as a past-oriented emotion linked
to irreversible events and a loss of personal control (Frijda et
al., 1989), may be associated with the use of acceptance-based
strategies (David & Suls, 1999). Since repurposing involves
aligning one’s internal goals with the external world (Uusberg
et al., 2023a), it may help individuals gain secondary control
over the situation by adjusting their expectations and adapting
to what cannot be changed (Rothbaum et al, 1982). Anxiety is
a future-oriented emotion that may involve opportunities for
change (Eysenck & Fajkowska, 2017). Therefore, reconstrual may
allow individuals to regain a sense of control by modifying the
perception of future threats and enhancing coping potential
(Gallagheret al., 2014).

Partially supporting the second hypothesis, sadness was
linked to a higher perceived importance of the situation. As
expected, sadness is closely tied to perceived loss or unmet
goals and desires that are personally meaningful to individuals.
Previous research has also shown that sadness arises when
people face situations that are significant for their goals but
are perceived as unchangeable or inevitable (Frijda et al., 1989;
Lazarus, 1991).

Another main finding of the current study revealed that
anxiety was negatively associated with coping potential
and perceived control. Previous research has also found that
anxiety is characterized by a perceived threat to significant
goals and a belief in insufficient resources to manage this
threat (Britton et al., 2011; Chorpita & Barlow, 1998). This
finding is also consistent with appraisal models in which
perceived threat combined with low perceived coping ability
increases anxiety (Chu et al., 2022).
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Self-accountability was positively associated with anxiety
in the current study, whereas accountability by others was
negatively associated with anxiety. This pattern aligns with the
findings of Avard and Garratt-Reed (2021), who showed that
inflated responsibility beliefs, particularly the belief that one
is personally responsible for preventing negative outcomes,
are strong predictors of GAD but less strongly associated with
depressive symptoms. These results suggest that individuals
who perceive themselves as highly responsible for potential
threats are more likely to experience anxiety. Conversely, when
responsibility is attributed to others, individuals may feel less
personal pressure, which may be linked to lower anxiety levels.

Consistent with our expectations, we found that both
reconstrual and repurposing strategies were significantly
associated with lower levels of sadness and anxiety compared
with no reappraisal, supporting the general adaptive quality
of CR as an ER strategy (Dawel et al., 2024). However, no
significant differences were found between reconstrual and
repurposing strategies in decreasing negative emotions. The
lack of difference between the two strategies is in line with
the limited number of existing studies and earlier studies that
reported mixed results on the distinctiveness of reappraisal and
acceptance-based strategies (Hofmann et al.,, 2009; Wolgast et
al, 2011). Although theoretically distinct, these two strategies
may overlap or produce similar effects in various situations
(Wangetal., 2025) because both strategies may help individuals
decrease the intensity of negative emotions, whether by
reinterpreting meaning or by modifying expectations or goals.

Although we hypothesized that associations between
reappraisal type and negative emotional intensity would vary
as a function of perceived control, no significant interaction was
found between reappraisal type and perceived control. The lack
of a significant finding may be related to certain methodological
issues, such as the reliance on retrospective reports of perceived
control over the situation. Moreover, the use of a single item for
assessing perceived control may have influenced the results,
reducing the sensitivity to find subtle effects.

Even though the interaction was not significant, we noticed
a trend indicating that reconstrual may be linked to relatively
lower levels of sadness and anxiety than repurposing for
situations perceived as high in control. Although this argument
should be evaluated cautiously, when individuals feel a sense
of control over a situation, strategies that aim to change the
interpretation of the situation may be more contextually
appropriate or associated with more favorable emotional
outcomes. Conversely, strategies involving acceptance, such as
repurposing, might be better suited for situations perceived as
less controllable, consistent with prior work (Troy et al., 2018).
This finding might highlight the importance of matching ER
strategies to the perceived control context.
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Additionally, the exploratory analysis results revealed that
participants who were higher in trait suppression reported
higher anxiety scores when using repurposing compared with
those who used no reappraisal or reconstrual. This is in line with
research showing that people with high suppression scores
tend to experience difficulty in recruiting cognitive resources for
reappraisal, thus reducing negative affect through CR is harder
for them (Che et al, 2015). However, only repurposing, not
reconstrual was linked to higher levels of anxiety in the current
study. This finding can be explained based on the association
of trait suppression with emotional processing problems, such
as emotional experience avoidance and reduced emotional
clarity, in addition to inauthenticity (John & Gross, 2004; English
& John, 2013). Repurposing (e.g., “That’s how the world works,”
“| learned from this experience,” and “It is normal to experience
such things”), when used as purely cognitive acceptance
without experiential contact with emotions (Chawla & Ostafin,
2007) may not be sufficient to reduce negative emotions and
may even maintain anxiety (Wang et al.,, 2024).

This study contributes to the literature by examining two
distinct theoretically grounded reappraisal subtypes rather
than treating CR as a unitary construct. The findings revealed
the role of specific appraisal dimensions in shaping emotional
experience and strategy choice. Although this exploratory
study offers useful insights, several limitations may constrain
the strength and generalizability of the findings. Relying on
retrospective memory recall may introduce biases in the
reporting and evaluation of events. Future research could
benefit from the use of experience sampling methods to
capture real-time emotional experiences and strategies for
ER. Second, because the current study focused only on two
emotions, future studies should examine other emotions,
such as guilt, to gain a more comprehensive understanding
of emotional differences. Third, the sample size was relatively
small and included a non-clinical group, which may limit
the generalizability of the findings. Future studies should
aim for larger and more diverse samples to enhance the
results’ external validity. In addition, although we identified
a trend regarding perceived control and reconstrual, the
interaction was not statistically significant. Perceived control
was measured using a single self-report item in our study.
Although this approach limits statistical power, it also raises
concerns regarding construct validity. Future research would
benefit from employing a multi-item and validated measure of
perceived control, alongside larger sample sizes to allow for a
more reliable examination of these interactions. Furthermore,
the absence of aformally reported inter-rater reliability statistic
limits the ability to fully quantify agreementin coding decisions.
Additionally, the sample’s gender imbalance (predominantly
female) limits the generalizability of the findings, the cross-
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sectional and retrospective design precludes any causal
inferences, and the exclusion of participants who reported
using both strategies may oversimplify real-world ER processes
and reduce ecological validity and sample size.

Conducting studies that combine both reconstrual and
repurposing strategies, or even developing a new category
that integrates both, could provide deeper insights into
their combined effects on ER. Future work should also
examine how reconstrual and repurposing function
differently for people who tend to suppress their emotions.
Reconstrual is about changing how we see the situation
so that it fits our expectations, while repurposing includes
adjusting our expectations or goals to fit what is actually
happening. Since repurposing requires more emotional
openness and a willingness to rethink one’s goals, it may
be especially challenging for high suppressors, who often
avoid emotional experiences. Studies using longitudinal
or daily life methods could test whether high suppressors
consistently struggle with repurposing and whether this
difficulty contributes to their higher anxiety. Moreover, it is
important to examine the interaction of reappraisal tactics
with other ER strategies to better understand their effects
on anxiety and depression (McMahon & Naragon-Gainey,
2018) and develop ways to assess whether reappraisal is
genuine or more of a surface level. Without making this
distinction, the real cognitive change may be confused
with strategies that simply avoid emotion.

CONCLUSION

Overall, these findings suggest that both sadness and anxiety
are linked to specificappraisals, and targeting emotion-specific
appraisals via reappraisal may be relevant in understanding
differences in negative emotional intensity. Reappraisal as a
single, uniform process may obscure important differences
in the way people manage these emotions. By separating
reconstrual and repurposing, this study showed that these
strategies may have potential differences in how they relate
to emotional experiences depending on other situational and
individual factors. For clinicians, considering certain factors,
such as perceived control or habitual suppression, when using
these strategies may help identify appropriate reappraisal
interventions for individuals.
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Appendix 1. Descriptive statistics for emotions across time points (T1 and T2)
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Emotion Sadness memories T1 Anxiety memories T1 Sadness memories T2 Anxiety memories T2
(SD) (SD) (SD) (SD)
Distress 4.47 (0.97) 4.83 (0.48) 2.63(1.24) 2.44(1.29)
Anxiety 4.20(1.20) 4.89 (0.32) 2.01(1.17) 2.15(1.27)
Unhappiness 4.64(0.81) 3.86 (1.26) 3.12(1.47) 2.07 (1.37)
Guilt 2.59 (1.54) 2.68 (1.59) 1.65(1.19) 1.76 (1.17)
Sadness 4,76 (0.74) 3.72(1.48) 3.42(1.38) 2.17 (1.33)
Fear 3.14 (1.67) 3.85(1.43) 1.45 (0.92) 1.68 (1.19)
Anger 2.82 (1.65) 2.75(1.62) 1.93 (1.38) 1.82(1.24)
Uneasiness 3.47 (1.50) 4.56 (0.73) 1.60 (1.00) 1.86 (1.27)
Shame 1.91 (1.40) 2.25(1.59) 1.26 (0.73) 1.43(0.78)
Appendix 2. Descriptive statistics for themes in sadness and anxiety-related memories
Emotion Theme n % Emotion Theme n %
Sadness Death of a loved one 46 38.3 | Anxiety = Exam-related stress 22 306
Friendship difficulties 16 133 Academic issues 13 18.1
Health-related issues 13 10.8 Health-related issues 10 13.9
Family relationship difficulties 12 10.0 Environmental/situational stressors 1.1
Romantic relationship difficulties 10 83 Romantic/social relationship issues 7 9.7
Failure 7 58 Work-related issues 4 5.6
Separation 4 33 Other 4 5.6
Other 12 10.0 Financial stressors 2 2.8
Total 120 100 Family relationship difficulties 2 238
Total 72 100
Percentages are calculated within each emotion category (Sadness: N=120; Anxiety: N=72).
Appendix 3. Linear regression results predicting sadness and anxiety scores from item-level appraisal dimensions
Appraisal dimensions Sadness Anxiety
B (SE) B t p B (SE) B t p
Relevance 0.229 (0.13) 0.182 1.71 0.0917 -0.127 (0.12) -0.125 -1.06 0.290
Congruency 0.129 (0.23) 0.057 0.56 0.574 0.037(0.12) 0.036 0.31 0.759
Incongruency 0.107 (0.19) 0.114 1.12 0.266 0.203 (0.094) 0.250 2.16 0.035*%
Self-accountability -0.085 (0.14) -0.069 -0.6 0.548 0.317(0.11) 0.344 2.88 0.005*
Other accountability -0.047 (0.11) -0.055 -0.4 0.660 -0.326 (0.11) -0.369 -2.91 0.005*
No accountability -0.122(0.11) -0.136 -1.1 0.280 -0.178 (0.10) -0.196 -1.68 0.097
Outlook certainty 0.088 (0.096) 0.092 0.92 0.360 0.133(0.11) 0.136 1.21 0.230
Situational coping potential -0.134.(0.11) -0.143 -1.2 0.218 0.029 (0.12) 0.032 0.24 0.811
Emotional coping potential 0.223 (0.11) 0.206 2.01 0.048* -0.307 (0.13) -0.323 -2.33 0.023*
Outlook valence -0.325(0.11) -0.294 -29 0.004* -0.005 (0.11) -0.005 -0.05 0.964
Perceived control -0.007 (0.006) -0.128 -1.1 0.287 -0.023 (0.005) -0.548 -4.52 <0.001*
Model adjusted R? 0.163 0.329

Model fit: Sadness — F(11, 88)=2.75, p=0.004, R?=0.256; Anxiety — F(11, 60)=4.16, p<0.001, R?=0.433. *p<0.05, tp<0.1.
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Military psychological support systems provide multiple pathways to care; however, a stable use gap
persists at subclinical levels where performance is at risk but specialty thresholds are not met. This
study proposes a performance-congruent, metacognitively framed approach that targets information-
processing patterns—perseveration, threat monitoring,andinflexible control—ratherthan disorderlabels.
Grounded in the self-regulatory executive function (S-REF) model and metacognitive therapy (MCT), this
paper argues that brief, skill-based elements can be embedded within existing training without creating
diagnostic pathways. The proposal emphasizes two levels of prevention. At the universal level, concise
literacy on the cognitive-attentional syndrome and micropractice of attentional shifting and detached
responding can be delivered in short blocks and reinforced through task-tied prompts. At the selective/
indicated level, S-REF-informed formulation, disesngagement practice, and metacognitive belief testing
are applied in small-group labs or brief individual sessions to reduce cognitive-attentional loops that
degrade daily performance. Design principles include role-congruent framing, minimal transaction costs,
clarity of confidentiality, modularity, and contextualization to mission tasks. This paper outlines boundary
conditions and pragmatic evaluation directions, acknowledging that uptake will vary with culture and
tempo and that some presentations require case-formulated protocols beyond preventive microdrills. If
implemented with these constraints—short, embedded, S-REF-consistent, and paired with clear referral
options—metacognitively framed elements offer a feasible route to narrowing the acceptability gap for
subclinical personnel while complementing existing clinical services.

Keywords: Attentional control, detached mindfulness, metacognitive therapy, military, prevention, S-REF.

Askeri Ruh Saghginda Kabul Edilebilirlik Kopriisii Olarak Metakognitif Terapi: Onlemeye
Yonelik Bir Cerceve

Askeri psikolojik destek sistemleri bakima erisim icin birden cok yol sunar; ancak performansin risk
altinda oldugu fakat uzman hizmet esiklerinin karsilanmadigi subklinik duzeylerde istikrarli bir
yararlanma acigi sirmektedir. Bu makale, bozukluk etiketleri yerine yineleme (perseverasyon), tehdit
izleme ve esnek olmayan kontrol gibi bilgi isleme 6riintllerini hedefleyen, metakognitif cerceveli ve
performansla uyumlu bir yaklasim énermektedir. Oz Diizenleyici Yiritiict islev (S-REF) modeli ve
metakognitif terapiye dayali olarak, kisa ve beceri odakl unsurlarin tanisal bir yol olusturulmadan
mevcut egitimlerin icine gémiilebilecegini savunur. Oneri iki 6nleme diizeyini vurgulamaktadir.
Evrensel diizeyde, bilissel-dikkatsel sendrom hakkinda kisa bir okuryazarlik ile dikkat kaydirma ve
ayrismis tepki verme (detached responding) mikro uygulamalari kisa bloklar halinde sunulabilir ve
goreve bagl ipuclariyla pekistirilebilir. Segici/gosterilmis diizeyde, kiiclik grup calismalari veya kisa
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bire bir oturumlar; giinliik performansi bozan bilissel-dikkatsel déngdileri azaltmak icin S-REF temelli
formilasyon, ayrisma (disengagement) uygulamasi ve metakognitif inan¢ testini kullanir. Tasarim
ilkeleri; rolle uyumlu cerceveleme, asgari islem maliyeti, gizlilik konusunda aciklik, moddlerlik ve
gorev/mission gorevlerine gore baglamsallastirmayi icerir. Ayrica, benimsenmenin kdiltlr ve tempo ile
degisecegini ve bazi basvurularin 6nleyici mikro alistirmalarin 6tesinde olguya gore formile edilmis
protokoller gerektirecegini kabul ederek, sinir kosullarini ve pragmatik degerlendirme yonlerini ortaya
koyar. Bu sinirliliklar altinda -kisa, gdmdll, S-REF ile tutarli ve acgik sevk secenekleriyle eslestirilmis
bicimde- uygulandiginda, metakognitif cerceveli unsurlar mevcut klinik hizmetleri tamamlayarak
subklinik personel icin kabul edilebilirlik agigini daraltmada uygulanabilir bir yol sunar.

Anahtar Kelimeler: Dikkat kontroll, tarafsiz farkindalik, metabilissel terapi, askeriye, 6nleme, 6z

diizenleyici ylritiic islev modeli.

INTRODUCTION

Armed forces continue to report substantial mental health
burdens, including patterns that do not meet diagnostic
thresholds yet impair readiness, operational performance,
and interpersonal functioning (Hoge et al, 2004). Most
services appropriately prioritize clinical treatment for
diagnosed disorders, but this focus can leave a large middle
range of personnel without timely, acceptable options. Mild-
to-moderate strain may persist for months, eroding sleep,
concentration, decision quality, and social functioning while
remaining outside referral criteria or being normalized as
“partof the job.” A prevention gap follows: organizations need
early, low-burden support that complements clinical services
rather than competing with them and can be embedded in
routine settings.

Acceptability is the central constraint. Even when services are
available, personnel may avoid formal pathways because they
expect career harm, confidentiality risks, or social judgment.
These pressures reflect local incentives, unit norms, and
the opportunity costs of seeking help under operational
tempo. Therefore, a prevention-oriented design needs to
ask not only what is effective but also what can be adopted,
practiced repeatedly, and sustained in environments where
strain is generated.

Stigma-reduction efforts are ethically and clinically justified.
Service members frequently report perceived career harm,
confidentiality concerns, and practical barriers as reasons for
avoiding formal mental health care in military settings (Hoge
et al,, 2004). Negative attitudes about treatment and stigma-
related concerns are also linked to lower use of services
(Kim et al., 2011). The literature further describes stigma
as a persistent barrier to help-seeking (Sharp et al., 2015).
Beliefs about readiness and self-reliance can make diagnostic
treatment pathways feel incongruent with the role of some

personnel (Greene-Shortridge et al., 2007). Beliefs about
mental health care can function as an additional barrier
to military personnel and veterans’ use of services (Vogt,
2011). This review argues that prevention-oriented and role-
congruent routes can complement stigma reduction by
reducing the need to adopt diagnostic labels or enter formal
clinical pathways at an early stage.

The proposed route frames mental health as adaptive
information processing under operational demands. This
emphasis follows an information-processing account of
emotional disorder in which sustained internal threat
focus and perseverative thinking maintain distress (Wells
& Matthews, 1996). Instead of beginning with diagnostic
categories, the framing begins with processes that personnel
already recognize as performance-relevant: attention
allocation, threat monitoring, worry and rumination, sleep-
related arousal, and flexibility of coping choices. Psychological
support can then be offered as skills training in processing
style—how attention is directed, how internal experiences are
related to, and how coping routines are selected and revised—
using neutral, non-diagnostic language that preserves the
individual’s professional self-concept.

Metacognitive therapy (MCT) is a brief, evidence-based
approach designed to reduce persistent distress by changing
how people relate to their internal experiences and how they
allocate attention (Wells, 2009). It is grounded in the self-
requlating executive function (S-REF) model and targets the
cognitive attentional syndrome (CAS): a pattern of worry/
rumination, threat monitoring, and maladaptive coping
strategies that maintain distress (Wells & Matthews, 1996).
The MCT logic can be adapted for prevention by focusing
on proximal process targets and using non-diagnostic
language while remaining consistent with evidence-based
psychological principles.
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Accordingly, this review proposes an MCT-informed framework
for military psychological support across primary and secondary
prevention. This paper (i) summarizes the practical barriers that
shape utilization and acceptability, (ii) outlines the S-REF/MCT
constructs most relevant to military contexts, and (iii) presents
an implementation blueprint with evaluation anchors that
can be integrated into existing support systems. The aim of
this study is not to medicalize transient strain but to provide
structured support for regulating attention and processing
routines that otherwise accumulate into persistent impairment.
In doing so, the paper offers a bridge between clinical evidence
and real-world delivery constraints in military organizations.

The remainder of this paper reviews the current landscape
and barriers in military psychological services, summarizes
the S-REF/MCT model and relevant evidence, and proposes
a high-level implementation design for prevention-focused
delivery. This study concludes with limitations and priorities
for future work.

Current Landscape and Barriers in Psychological Services
for Military Personnel

Service Pathways and Their Utilization

Most military organizations maintain tiered psychological
support spanning unit-level and peer support, primary care,
and specialist mental health pathways; however, service
use is often lower than predicted. In the United Kingdom,
for example, a systematic review of veteran help-seeking
identified barriers such as military cultural norms (e.qg.,
stoicism and self-reliance), stigma, and practical difficulties
in navigating or accessing services (Randles & Finnegan,
2022). This mismatch between need and uptake is particularly
relevant for prevention-oriented approaches like MCT because
subclinical difficulties can persist without crossing thresholds
that trigger formal referral.

Career, Confidentiality, and Stigma

Military organizations must balance a legitimate interest in
deployability and risk management with the expectation
of privacy. In practice, this balance is experienced through
documentation requirements, fit-for-duty decision points,
and the perceived permeability of medical information across
the chain of command. Even when formal policies support
confidentiality, personnel may anticipate career costs or
unwanted visibility and therefore delay engagement until
impairment is difficult to conceal or thresholds for referral are
crossed (Bogaers et al., 2020).

Stigma-reduction initiatives remain ethically and clinically
important but may be insufficient when avoidance is anchored
in soldier identity and professional values, such as reliability,
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self-control, and readiness (Greene-Shortridge et al., 2007).
Stigma has also been consistently described as a barrier to
seeking care among personnel with mental health problems
(Sharp et al.,, 2015). If support is framed primarily through
psychiatric labels, some personnel may interpret help-seeking
as adopting a “patient” role that conflicts with that identity.
Therefore, this review emphasizes an additional route that can
be offered in parallel: skills training framed as performance-
sustaining mental readiness, with clear pathways for referral
when impairment or risk is detected.

Subclinical Presentations and the Gaps in Prevention

Subclinical patterns, such as worry, sleep disruption, irritability,
and attentional drift, can significantly degrade coordination
and decision quality while remaining below diagnostic
thresholds. Because these difficulties are often interpreted as
“normal stress” or a personal discipline issue, they may persist
for months without triggering formal pathways. Therefore,
prevention-oriented support is most valuable when it is low-
burden, available early, and aligned with how personnel make
sense of strain in daily work.

Capacity versus Acceptability: A Practical Distinction

From a systems perspective, mild-to-moderate difficulties can
remain untreated because the pathway is difficult to access
or does not fit the user’s situation. A patient-centered access
framework highlights how approachability, acceptability, and
appropriateness emerge at the service design and population
needs interface (Levesque et al, 2013). Implementation
outcomessuchasreach,acceptability, fidelity,and sustainability
should be tracked alongside clinical outcomes for prevention-
oriented delivery so that scale-up decisions are based on both
effectiveness and feasibility (Proctor et al., 2011).

Decision Dynamics under Operational Constraints

Barriers are not solely attitudinal; help-seeking unfolds as a
behavioral chain. Personnel repeatedly decide whether to
notice a problem, whether to name it a support issue, who
to approach, and how much to disclose. Each step is shaped
by immediate contingencies (time pressure, peer norms) and
anticipated consequences (career impact, visibility) (Hoge
et al,, 2004). The availability of low-stakes entry points and
trusted intermediaries can alter these choices by lowering the
initial engagement cost (Bogaers et al., 2020). This decision
structure implies that prevention delivery should minimize
high-cost thresholds and offer practice-based skill modules
that can be accessed without committing to a clinical identity.

These barriers point to the need for brief, low-disclosure
interventions that target processing style (e.g., attention
allocation and responses to internal events) and can be



J Cogn Behav Psychother Res 2026;15(2):108-115

practiced without adopting a clinical identity. The next
section introduces the S-REF model and MCT as a candidate
framework for this purpose.

S-REF and MCT: Theory, Evidence, and Military Fit
S-REF/CAS: Core Constructs

The S-REF model explains how patterns of appraisal, attention,
and coping can maintain emotional disorder. In this account,
executive control processes shape how attention is allocated
(for example, toward threat signals or internal states) and how
coping strategies are selected. When coping is dominated by
negative thinking and monitoring, distress can persist even
when external stressors remain (Wells & Matthews, 1994, 1996).

Metacognitive Beliefs and CAS Loop

Metacognitive beliefs organize and sustain the CAS within the
S-REF model. Positive metacognitive beliefs (e.g., “worry keeps
me prepared”) can legitimize perseveration under uncertainty,
whereas negative beliefs (e.g., “once it starts, | cannot stop”
or “my worry is dangerous”) increase perceived threat and
urgency, further fueling monitoring and rumination (Wells &
Matthews, 1996). These belief patterns are measurable and
have been operationalized in instruments such as the MCQ-30
(Wells & Cartwright-Hatton, 2004).

Methods of MCT: Attentional Control and Detached
Mindfulness

MCT translates the S-REF principles into procedures that target
metacognitive beliefs and attentional control. Rather than
restructuring the content of thoughts, MCT aims to reduce
the CAS by changing the thinking style and its relationship to
internal events (Wells, 2009). In practice, this involves testing
beliefs about the usefulness and uncontrollability of worry/
rumination, reducing threat monitoring, and restoring flexible
control over attentional placement (Wells & Matthews, 1996).

Mechanisms of Change and Micro-Intervention

MCT procedures are supported by a structured, time-limited
dialogue that targets metacognitive beliefs that sustain the
CAS. The facilitator helps personnel test positive beliefs about
worry and rumination (e.g., “it keeps me prepared”) and
negative beliefs about uncontrollability or danger (e.g., “once
it starts, | cannot stop”). The aim is to reduce perseveration
and threat monitoring by shifting to deliberate attentional
control and detached mindfulness rather than to disputing
the content of thoughts (Wells, 2009). This logic can be
expressed as short prompts and brief practice in prevention-
oriented delivery: notice the trigger, label the process, redirect
attention, and postpone extended worry or rumination.
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Evidence Base and Military Fit

Controlled trials and meta-analyses have suggested that MCT
produces large reductions in anxiety and depressive symptoms
across disorders (Normann & Morina, 2018). A review of
recent advances similarly concludes that MCT compares well
with other evidence-supported approaches in the current
literature (McEvoy, 2019). Randomized evidence is available
for generalized anxiety disorder (van der Heiden et al., 2012)
and post-traumatic stress disorder (Wells & Colbear, 2012).

Component research also aligns with the S-REF emphasis
on attentional control. A laboratory-based study reported
that the attention training technique (ATT) reduced self-
focused attention and anxiety outcomes (Fergus et al.,
2014). A randomized trial comparing ATT with an alternative
compassion-focused intervention also reported symptom
improvements in a sample of students (Haukaas et al., 2018).

Military operations routinely involve sleep restriction,
sustained vigilance, uncertainty, and acute stressors that
degrade attention and executive control—capabilities
required for situational awareness and rapid decision-making
(Belenky et al., 2003). Field research shows that overnight
military training with sleep loss can impair sustained alertness
and monitoring on tasks relevant to safety-critical work
(Passi et al., 2022). Laboratory protocols of simulated military
operational stress produce measurable declines in serving
personnel’s tactical adaptive decision-making and vigilance
(Sekel et al., 2023). Rapid reviews further emphasize the need
to monitor and protect the cognitive function of warfighters
in high-stress environments to preserve mission-critical
information processing (Main et al., 2023).

Concepts such as cognitive resilience and cognitive
readiness are increasingly used to describe the demands
of information processing in modern operations. A recent
review synthesized evidence and mechanisms for military
personnel’s cognitive resilience to psychological stress and
highlighted modifiable targets for training and prevention
(Flood et al., 2022). A theoretical model of military cognitive
readiness distinguishes readiness demands at operational
and strategic levels and supports the development of
measurement for complex decision contexts (Grier, 2012).
The U.S. Army doctrine also embeds cognitive performance
and mental readiness within broader readiness systems
(Department of the Army, 2020). Supporting materials
for Holistic Health and Fitness describe unit-level mental
readiness coaching and structured skills practice as part of
performance optimization (Department of the Army, 2023).

These military findings are compatible with the S-REF account
of how prolonged threat monitoring and perseverative thinking
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Table 1. The core elements of an MCT-informed prevention program for primary and secondary prevention

J Cogn Behav Psychother Res 2026;15(2):108-115

Element Primary prevention (universal) Secondary prevention Process target (S-REF/CAS)
(selective or indicated)
Information- 10-15 min module in routine training; Brief recap at entry: tailored Normalizes attention limits

processing primer

non-diagnostic language; links to

readiness.

examples based on role demands.

and introduces CAS as a

maintainable loop.

CAS recognition

Simple checklist: worry/rumination,

Individual or small-group mapping

Improves perseveration

and labeling threat monitoring, and unhelpful of CAS patterns and triggers. detection and monitoring
coping; taught as performance drains. under load.
Attention 1-3 min drills (ATT-style shifting) Guided practice with feedback and Deliberate attentional control

flexibility practice

embedded in a warm-up or debrief;

repeated weekly.

troubleshooting barriers to practice.

is restored and internal threat

focus is reduced.

Detached

responding skills

Short prompts: notice-label-redirect;

postpone extended worry/rumination.

Structured experiments on
uncontrollability/usefulness beliefs

and individualized DM practice.

Weakens the metacognitive
drivers of perseveration and

monitoring.

Cues and habit

Unit-level cues (brief audio/text prompts)

Personalized cues linked to

Increases repetition and

support during routine windows (opt-in). high-demand periods and relapse generalization without
prevention plan. additional disclosure.
Low-burden Weekly self-rating: time spent worrying/ Same indicators + brief functional Tracks proximal change and
indicators ruminating, perceived attentional control, check (concentration lapses and supports iterative adjustment.
and sleep quality. decision delays).
Escalation Clear clinical pathway signposting; safety Rapid referral when impairment/ Preserves ethical boundaries
pathway exceptions stated up front. risk is detected and warm handoff and prevents misclassification

procedures.

of clinical need.

MCT: Metacognitive therapy; S-REF: Self-regulatory executive function; CAS: Cognitive attentional syndrome.

can dominate attention under stress and reduce flexible, goal-
directed control (Wells & Matthews, 1996). MCT offers a concise,
process-focused route to address these loops by training
attentional flexibility, changing metacognitive beliefs, and
reducing extended worry and rumination. These elements can
be practiced with minimal symptom-focused disclosure and
without positioning personnel as patients when delivered as
prevention-oriented skills training. Therefore, an MCT-informed
approach is a plausible complement to existing readiness
programs, while specialist clinical care remains available when
diagnosable disorders and functional impairment are present.

High-Level Implementation of Primary and Secondary
Prevention

Aims, Scope, and Core Principles

This section outlines a pragmatic framework for embedding
S-REF/MCT-derived elements in routine activities at the
primary (universal) and secondary (selective/indicated)
prevention levels. This study aims to strengthen control
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over attentional allocation and thinking style—the core
information-processing variables in S-REF (Wells & Matthews,
1996)—while avoiding the medicalization of routine strain
and unnecessary movement into clinical pathways.

A shared mental health literacy module can support this
aim by teaching mental health as an information-processing
problem under load: how attention is captured, how internal
threat signals are monitored, and how worry or rumination
consumes limited control resources. This framing is consistent
with the military focus on cognitive performance and
readiness, where operational priorities are vigilance, fatigue
management, and decision quality (Department of the Army,
2020; Main et al., 2023). Therefore, the prevention package
begins with a brief information-processing primer and then
provides small, repeatable cues during routine training.

Table 1 summarizes the core program elements proposed
for primary and secondary prevention. The table is
intended as a design aid: it specifies process targets (CAS
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components), delivery formats, and low-burden indicators
that can be embedded in existing training cycles without
expanding clinical throughput.

Table 1 summarizes each element as a low-disclosure skills
component that can be embedded in routine training.
The underlying logic is to treat distress-relevant patterns
as information-processing vulnerabilities under load and
strengthen attention control and coping flexibility in ways
that support readiness and decision quality (Department of
the Army, 2020; Main et al., 2023).

The information-processing primer links mental health to
operationally familiar constraints: limited attentional resources,
fatigue effects, vigilance demands, and decision quality. Sleep
restriction and sustained operations reliably degrade alertness
and executive control (Belenky et al., 2003), and field studies
have shown that night training with sleep loss can impair
sustained vigilance and monitoring on safety-relevant tasks
(Passi et al., 2022). In this frame, CAS labels (worry/rumination,
threat monitoring, and unhelpful coping) are introduced as
practical detection tools rather than diagnostic categories,
especially under high workload and uncertainty, where
perseveration and monitoring can compete with situational
awareness and adaptive decision-making (Sekel et al., 2023).

Short attention-flexibility drills are included because attention
allocation is a central operational requirement, and fatigue and
operational stressors reduce sustained attention and monitoring
performance (Belenky et al., 2003; Passi et al., 2022). Detached
responding skills (e.g., notice—label-redirect routines and worry
postponement) are framed as methods to recover goal-directed
control when internal threat processing is escalated under
uncertainty. This aligns with the broader emphasis on cognitive
resilience and readiness as modifiable targets in military
populations (Flood et al., 2022; Department of the Army, 2020).

Implementation relies on cues, habit supports, and low-burden
proximal indicators to sustain repetition in real settings. When
doctrine endorses mental readiness coaching and structured
practice, the package can align with existing delivery roles
and rhythms (Department of the Army, 2023). Finally, a clear
escalation pathway protects ethical boundaries and prevents
undertreatment. Given that perceived career harm and
confidentiality concerns can delay engagement, escalation
criteria and limits of confidentiality should be stated up front
(Hoge et al., 2004; Vogt, 2011).

Interventions should be brief, repeatable, and aligned with
unit rhythms to make practice routine rather than exceptional.
Delivery should use neutral, non-diagnostic language and
require minimal disclosure. Routine records should only
capture completion and fidelity indicators, not clinical content,
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to prevent reclassification as medical data. The package is
designed to complement, not replace, clinical pathways when
higher-risk presentations are detected (Vogt, 2011).

The four practical principles guide the implementation. First,
role congruence: language should emphasize sustaining
operational performance and readiness rather than implying
weakness or loss of status. Second, stepped access: entry points
should allow confidential participation with clear options for
escalation when risk or impairment is detected. Third, minimal
disruption: delivery should be brief, modular, and compatible
with training cycles. Fourth, measurement: outcomes should
include both mental health indicators and operationally relevant
behavioral markers (e.g., concentration lapses, decision delays,
and help-seeking behavior). Perceived career harm and practical
barriers to care have been repeatedly reported in combat-
deployed and garrison populations (Hoge et al., 2004). Negative
attitudes about treatment and stigma-related concerns are also
linked to lower use of services (Kim et al., 2011). Beliefs about
mental health care and role expectations can further reduce the
willingness to engage with formal pathways (Vogt, 2011).

LIMITATIONS AND FUTURE DIRECTIONS
Evidence Base and Measurement Constraints

The evidence base for MCT is strongest in anxiety and
depressive disorders in civilian samples, with an expanding
literature in occupational settings. However, direct evidence
in military populations remains limited, and heterogeneity
across roles and units constrains generalizability. Aircrew,
maintainers, and ground combat units differ in routines,
exposure patterns, and acceptable help-seeking pathways;
therefore, any claims about broad effectiveness should be
treated as provisional until they are evaluated across contexts.

Although the proposed evaluation anchors are intentionally
low-burden and performance-adjacent, the link between
proximal change (e.g., reduced CAS-consistent worry/
rumination or threat monitoring) and downstream operational
outcomes is not guaranteed. Self-logged metrics (practice
counts and brief ratings) are feasible at scale but vulnerable
to expectancy effects and selective reporting. To strengthen
inference, triangulation with independent indicators (brief
behavioral tasks, supervisor-neutral performance markers, or
passive usage logs with appropriate safeguards) is needed.

Implementation Risks and Ethical Safeguards

Brief skills packages are vulnerable to fidelity drift: units
may compress, omit, or embellish procedures until they no
longer resemble the intended intervention. To reduce this
risk, delivery should be standardized (using short scripts and
checklists), and facilitators should have minimal competency
checks. Ethical boundaries should also be made explicit.
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These modules are not a substitute for clinical assessment
and treatment and should not be used as a fitness decision-
making tool. Participation should be voluntary, confidentiality
protections should be clear in advance, and referral routes for
those who need formal care should be specified.

Evaluation, Reporting, and Scale-Up Priorities

Priority studies should test whether microinterventions
reliably reduce CAS-consistent patterns (worry/rumination,
threat monitoring, and unhelpful coping) under operational
constraints and whether any benefits are generalizable beyond
self-reporting. Designs feasible for unit settings (cluster
randomization, stepped-wedge rollouts, or interrupted time
series) can be used to track change over time.

Dose-response and durability also require testing. Trials
should compare daily versus intermittent practice schedules,
examine whether gains persist during high-demand periods,
and identify the minimal effective dose.

Implementation research should proceed alongside
effectiveness testing. Determinants of uptake, fidelity, and
sustainment should be measured, and cultural/doctrinal
adaptation (terminology, examples, and delivery roles) should
be documented without diluting core mechanisms. Digital
supports (e.g., brief audio prompts) may extend reach and
support practice; however, they must be designed to protect
confidentiality and avoid creating new monitoring pressures.

Pre-registration and transparent reporting are recommended
to support cumulative learning, with a minimal data set defined
in advance. Equity considerations should be explicit: access and
benefit should be examined across roles and posting locations
to avoid concentrating effects in already-resourced units.

CONCLUSION

Military organizations face a persistent gap between available
psychological services and actual uptake when difficulties
are subclinical, intermittent, or perceived as incompatible
with soldier identity. Therefore, prevention-oriented support
depends on acceptability and delivery constraints as much as
on clinical efficacy.

This review argued that an identity-congruent frame—mental
health as adaptive information processing under operational
demands—can complement stigma reduction efforts by
loweringdisclosureand opportunity costs.S-REFand MCT provide
a coherent set of constructs and procedures for targeting the
CAS and maintaining metacognitive beliefs (Wells & Matthews,
1996). When translated into a prevention-oriented skills package,
these elements can be delivered in ways that reduce the need for
symptom-focused disclosure while maintaining clear pathways
for clinical escalation when risk or impairment is detected.
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The proposed blueprint emphasizes brief literacy, embedded
micropractices in routine cue windows, clear ethical
boundaries, and rapid pathways for referring personnel at
elevated risk. The package is intended to be testable: future
work should evaluate uptake, fidelity, proximal processing
change, and downstream outcomes using designs that are
feasible for unit settings.
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Separation anxiety disorder (SAD) is characterized by excessive fear and anxiety related to separation
from attachment figures. Until relatively recently, SAD was considered exclusively a childhood disorder;
however, accumulating evidence indicates that it may persist from childhood into adulthood or emerge
for the first time during adulthood, which is referred to as adult separation anxiety disorder (ASAD).
High rates of psychiatric comorbidity in individuals with ASAD complicate diagnostic and differential
diagnosis processes. Psychotherapy is central to ASAD management. Cognitive behavioral therapy (CBT)
is an evidence-based, well-established intervention for anxiety disorders. Nevertheless, ASAD frequently
presents with resistance to treatment, as observed in other anxiety disorders. This article examines
the therapeutic course and clinical outcomes of three patients diagnosed with ASAD in their twenties
who underwent combined pharmacotherapy and CBT. Each case was characterized by substantial
psychiatric comorbidities, including anxiety and depression. The CBT protocol for ASAD started with
psychoeducation, encompassing case conceptualization, the phenomenology of separation anxiety,
adult clinical presentation, and the cognitive, emotional, and behavioral mechanisms that perpetuate
anxiety. The formulation was collaboratively constructed and discussed with patients to enhance their
autonomy. Dysfunctional responses to perceived separation threats, associated maladaptive schemas,
and functional impairments were systematically identified. Catastrophic cognitions related to separation,
inadequacy, and abandonment were modified. Treatment proceeded with graded exposure designed
to facilitate independent functioning apart from the primary attachment figures. In all three patients,
the treatment process ended with remission. Pharmacotherapy was discontinued. Taken together, these
observations highlight important clinical implications. When SAD appears in adulthood, the diagnosis is
often delayed. Symptoms may be mistaken for other anxiety disorders, which can lead to an insufficient
response to psychotherapy. If treatment response is poor, comorbid or primary SAD should be considered.
CBT should be considered an effective treatment option.

Keywords: Adult separation anxiety disorder, case report, cognitive behavioral therapy, diagnosis,
intervention, separation anxiety, therapeutic alliance.

Ayrilma Kaygisi Bozuklugunda Bilissel Davranisci Terapi: U¢ Olgu

Ayrilma kaygisi bozuklugu (AKB), baglanma figlrlerinden ayrilmaya iliskin asiri korku ve kaygi ile ka-
rakterizedir. Yakin zamana kadar AKB yalnizca ¢ocukluk ¢cagina 6zgu bir bozukluk olarak kabul edilmek-
teydi ancak artan kanitlar, bu bozuklugun ¢ocukluktan yetiskinlige kadar devam edebilecedini ya da
ilk kez yetiskinlikte ortaya cikabilecegini gostermektedir. Bu durum, yetiskin ayrilma kaygisi bozuklugu
(YAKB) olarak adlandirilmaktadir. YAKB olan bireylerde yiksek oranda goriilen komorbid psikiyatrik ta-
nilar, tani ve ayirici tani siireclerini zorlastirmaktadir. Psikoterapiler, YAKB'nin yonetiminde merkezi bir
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rol oynamaktadir. Bilissel davranisci terapi (BDT), anksiyete bozukluklari i¢in kanita dayali ve iyi uygu-
lanabilen bir tedavi yontemidir. Bununla birlikte, YAKB, diger anksiyete bozukluklarinda da gorildu-
gu gibi, siklikla tedaviye diren¢ gosterebilmektedir. Bu makale, YAKB tanisi alan ve yirmili yaslarinda
olan Ug¢ hastanin farmakoterapi ve BDT kombine tedavisiyle terapotik seyirlerini ve klinik sonuclarini
incelemektedir. Her bir olgu, ek anksiyete ve depresif bozukluklar dahil olmak tizere belirgin komor-
bid tanilarla karakterizedir. YAKB icin uygulanan BDT protokol(, olgu formiilasyonu, ayrilma kaygisinin
fenomenolojisi, yetiskinlikteki klinik gériinimi ve kaygiy siirdiiren bilissel, duygusal ve davranissal
mekanizmalari iceren psikoegitimle basladi. Formilasyon, hastalarla is birligi icinde olusturuldu ve has-
talarin 6zerkligini artirmak amaciyla birlikte tartisildi. Ayrilma tehdidine yonelik islevsiz tepkiler, buna
eslik eden uyumsuz semalar ve islevsel bozulmalar sistematik olarak belirlendi. Ayrilmaya, yetersizlik
duygularina ve terk edilme korkusuna iliskin felaketlestiren bilisler modifiye edilmeye c¢alisildi. Tedavi,
hastalarin birincil baglanma figurlerinden bagimsiz islevsellik kazanmasini saglamak amaciyla dereceli
maruz birakma teknikleriyle siirdiiriildii. U¢ olgunun tamaminda tedavi siireci remisyon ile sonuclan-
di. Farmakoterapi sonlandirildi. TUm bu bulgular degerlendirildiginde énemli klinik sonuglar ortaya
koymaktadir. AKB yetiskinlikte ortaya ciktiginda tani siklikla gecikmektedir. Belirtiler diger anksiyete
bozukluklariyla karistirilabilmektedir. Bu durum psikoterapiye yetersiz yanit verilmesine neden olabilir.
Tedaviye yanitin diisiik oldugu durumlarda, klinisyenler eslik eden ya da birincil AKB olasiligini g6z
oniinde bulundurmalidir. BDT, etkili bir tedavi secenegi olarak degerlendirilmelidir.

Anahtar Kelimeler: Yetiskin ayrilma kaygisi bozuklugu, olgu sunumu, bilissel davranisci terapi, tani,
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midahale, ayrilma kaygisi, terapétik is birligi.

INTRODUCTION

Separation anxiety disorder (SAD) is characterized by excessive
fear and anxiety linked to separation from attachment figures
(Manicavasagar & Silove, 1997). This diagnosis was viewed
as a childhood disorder until two decades ago (American
Psychiatric Association, 1994). However, research shows that
childhood-onset SAD may persist into adulthood, and the
disorder can also begin in adulthood (Manicavasagar & Silove,
1997). The age restriction requiring onset before 18 years was
removed, so adult separation anxiety disorder (ASAD) was
added to the DSM-5 diagnostic system (American Psychiatric
Association, 2013).

Common features of ASAD include persistent worries that
harm may come to attachment figures or that events like
abduction may result in permanent separation. Patients
often resist attending work or school and show pronounced
somatic symptoms during separation (Manicavasagar et al.,
1997; Silove et al., 2010). Apart from attachment figures,
they may experience recurrent and excessive distress,
which can manifest as anger outbursts, social withdrawal,
panic attacks, or intense grief. Many refuse to sleep without
attachment figures and report frequent nightmares with
separation themes (American Psychiatric Association, 2013).
Physical symptoms—such as nausea, vomiting, abdominal
pain, and headaches—also frequently occur with separation
(Bogels et al., 2013).

The comorbidity rates among patients with adult SAD are
notably high. The lifetime probability of receiving another
comorbid diagnosis of an anxiety disorder is 67% (Beck,
2011). In a clinical study, lifetime comorbidity rates in
patients with separation anxiety disorder were found to be
69% for major depressive disorder and 67% for agoraphobia
and panic disorder (Manicavasagar et al., 1997; Silove et al,,
2015). Recent research further indicates that the substantial
symptomatic overlap with other anxiety and mood disorders
contributes to delayed diagnosis in adult populations
(Manicavasagar et al., 2010; Silove et al., 2010). In this context,
ASAD with comorbid psychiatric conditions is linked to more
severe clinical profiles and is associated with poorer treatment
response and increased emotional dysregulation (Milrod et
al., 2014, Pini et al., 2025). The disorder carries a high risk of
chronicity and leads to significant functional impairment if
left untreated (Silove et al., 2015).

Given the clinical burden, high comorbidity, risk of chronicity,
and potential for treatment resistance associated with ASAD,
it is essential to consider effective evidence-based treatment
approaches (Beck, 2011; Milrod et al., 2014; Pini et al.,, 2025).
Cognitive behavioral therapy (CBT) is a structured approach to
psychotherapy that has been used on an evidence-based basis
since the 1980s for mental disorders, particularly anxiety and
depressive disorders (Beck, 2011). The effectiveness of CBT,
which aims to understand belief and behavior systems through
conceptualization, has been demonstrated in anxiety disorders
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Table 1. Clinical characteristics of the cases
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Cases

Case 1

Case 2 Case 3

Medical diagnosis

anxiety disorder

Adult separation

Adult separation anxiety Adult separation

disorder anxiety disorder

Comorbid disorder

Panic disorder

Generalized anxiety Generalized anxiety

disorder depression disorder depression

Total number of sessions 28 34 29
Baseline Hamilton Anxiety rating scale score 42 28 22
Post-treatment Hamilton Anxiety rating scale score 4 1 3
Baseline Adult Separation Anxiety questionnaire score 68 56 52
Post-treatment Adult Separation Anxiety questionnaire score 14 7 7
Baseline Beck Depression inventory scale score 7 19 18
Post-treatment Beck Depression inventory score 5 4 4

and is recommended as the first-line treatment (Stréhle et
al., 2018, Butler et al., 2006). Studies have demonstrated that
CBT is highly effective in reducing symptoms of ASAD and
improving patients’ levels of functioning; moreover, CBT
has been shown to accelerate clinical improvement when
it is addressed as a primary therapeutic focus in treatment-
resistant cases comorbid with other anxiety disorders (Milrod
et al,, 2014, Silove et al., 2015, Manicavasagar et al., 2010, Pini
et al,, 2014, Namli et al., 2022).

In this context, targeted psychotherapeutic approaches may
be particularly relevant for addressing the clinical features of
ASAD. CBT offers a structured and theory-driven framework
that directly addresses maladaptive cognitions, behavioral
avoidance, and attachment-related fears underlying ASAD,
thereby facilitating symptom reduction and functional
recovery (Wheaton & Kaiser, 2021, Namli et al, 2022).
Accordingly, this study aims to illustrate the applicability and
clinical effectiveness of CBT by presenting the therapy process
of three patients diagnosed with ASAD.

Clinical Characteristics of the Cases

This case report describes the treatment process and outcomes
of three patients in their twenties diagnosed with ASAD. A
psychiatrist established the patients’ diagnoses according to
the DSM-5 criteria. The Structured Clinical Interview for DSM-5
(SCID-5) was administered (Bayad et al., 2021). Psychometric
instruments possessing established reliability and validity
in the participants’ native language were systematically
employed in the clinical assessment and longitudinal
monitoring of patients. The Hamilton Anxiety Rating Scale
(HAM-A), Adult Separation Anxiety Questionnaire (ASA-27),
and Beck Depression Inventory (BDI) were administered as
standardized measures to evaluate symptom severity and
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track treatment-related changes. Clinical interpretation was
facilitated by established cut-off thresholds (HAM-A > 18 for
moderate anxiety, ASA-27 > 22 for separation anxiety, and
BDI > 17 for moderate depression) (Yazici et al., 1998, Dirioz
et al., 2011, Hisli, 1989). Two patients received a combination
of pharmacotherapy and CBT, whereas one received CBT
alone; these treatment variations were determined by
clinical circumstances rather than by design. Table 1 presents
the clinical diagnoses of the cases, the number of therapy
sessions, and baseline and post-treatment scale scores. In all
three cases, CBT was delivered by a psychotherapist who holds
diplomate status from the Academy of Cognitive Therapy and
is accredited by the European Association for Behavioral and
Cognitive Therapies. The therapy was conducted by the first
author. All participants provided informed consent. This report
aims to contribute to the clinical management of ASAD by
presenting the techniques and treatment algorithm employed
in ASAD, a condition often associated with features predictive
of poorer treatment response (Miniati et al., 2012).

CASE REPORTS
Case 1

A 22-year-old male patient, living with his parents, had
attended university but was unable to continue due to panic
attacks. He reported experiencing panic attacks when he
was away from home, and he sometimes woke up at night
experiencing panic attacks when he was home alone. The
patient, whose anticipatory anxiety was prominent, had been
taking 40 mg/day of paroxetine for approximately 1 year with
a diagnosis of panic disorder. The patient’s HAM-A score was
42, and there was an inadequate response to treatment. CBT
was initiated while pharmacotherapy was continued, and
a decrease in symptoms was noted from the initial sessions.
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Although anticipatory anxiety persisted, the frequency of
panic attacks decreased substantially from 7-8 to 2-3 episodes
per week. The patient could leave the house more easily and
could sleep through most nights without experiencing panic
attacks; however, anticipatory anxiety continued.

The anticipatory anxiety persisted despite these
improvements. The patient initially benefited from CBT, but
no further improvement was observed after the 10t session.
The patient came to all sessions with his mother and had panic
attacks when she was not with him. The patient was classified
as having ASAD based on his life history, medical history,
CBT process, and current symptoms. His ASA-27 score was
68, and his BDI score was 7. Symptoms had started 1.5 years
prior when the patient was admitted to university and faced
independent living. The absence of childhood symptoms
and overlapping panic disorder criteria were attributed to
the delayed diagnosis. The diagnosis was updated to include
panic disorder and ASAD, and psychotherapy was replanned
accordingly. In this case, the primary attachment figure was
his mother, and he structured his life around her presence.
Safety behaviors included ensuring that his mother was
within reach and that he was close to home. He avoided any
action that might trigger anxiety, including moving quickly.
Because the physiological and cognitive aspects of anxiety
had already been addressed, psychoeducation specific to
ASAD was provided. Longitudinal case formulation identified
intervention areas, and a hierarchical list of avoidance and
safety behaviors was created. A rapid decrease in symptoms
was observed afterward. Exposure and response prevention
techniques were frequently used along with behavioral
experiments. Therapy focused on emotional regulation,
distress tolerance, self-compassion, and self-identity. As
symptoms decreased, the medication was tapered off. A total
of 28 therapy sessions were conducted, and following the
initiation of targeted interventions for ASAD after the 10%
session, the patient demonstrated remission, with a HAM-A
score of 4, a BDI score of 5, and an ASA-27 score of 14 at the
conclusion of treatment. Pharmacological treatment was
tapered and discontinued during the remission phase, and
no relapse of separation anxiety symptoms was documented
over an 18-month follow-up.

Case 2

A 26-year-old pregnant woman presented with persistent
sadness and anxiety, worrying about her financial future,
health, and motherhood. These concerns had been present for
years and occupied most of her day. She was in her 215 week of
pregnancy and spent much of her time imagining worst-case
scenarios about raising her baby alone or losing her child, often
crying. She stated that she began her days with these thoughts.
She reported experiencing a severe depressive episode when
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she first moved away from home for university, during which
she and her mother frequently cried over the phone. Psychiatric
evaluation diagnosed her with generalized anxiety disorder
(GAD) and ASAD according to DSM-5. Her HAM-A score was
28, her BDI score was 19, and ASA-27 score was 56. The patient
refused pharmacotherapy because of her pregnancy.

Psychotherapy was planned primarily for depressive
symptoms and GAD. The initial therapy targeted depressive
symptoms using behavioral interventions. Rumination was
addressed using cognitive distancing techniques. When the
patient’s HAM-A score decreased below 20, ASAD-focused
psychotherapy was introduced. Her primary attachment
figure had shifted from her mother to her husband, and ASAD
was impacting her anxiety levels and her marital relationship,
leading to frequent conflicts. First, the patient underwent a
motivational interview.

Psychoeducation about the disease was provided along with
a longitudinal formulation. Intervention areas were identified
and a hierarchical list of avoidance and safety behaviors
was developed. Rumination was addressed again. Exposure
and response prevention and behavioral experiments
were frequently implemented in this patient. The therapy
emphasized emotional regulation, distress tolerance, self-
compassion, self-efficacy, role perception, and schema
work. Courses and training were planned to address areas of
perceived inadequacy. Since she avoided responsibility due
to fear of making mistakes, therapy focused on developing
her competence. No pharmacotherapy was provided because
of pregnancy. Following 34 therapy sessions, during which
depressive symptoms and GAD were initially addressed at the
level of automatic thoughts and behavioral activation over
the first 17 sessions before initiating targeted interventions
for separation anxiety, her HAM-A score was reduced to 1, her
BDI score to 4, and ASA-27 score to 7, achieving remission. No
relapse was detected during the 18-month follow-up after the
conclusion of therapy.

Case 3

A 20-year-old female university student presented with
complaints of reluctance to attend school, feelings of
worthlessness and guilt, excessive anxiety, frequent phone
calls to her mother, fear of earthquakes, obsessive research on
earthquake risks, and crying spells triggered by catastrophic
thoughts. She reported experiencing intense distress when
away from her mother or home, having difficulty coping with
her emotions, and occasionally feeling relieved by eating,
which had resulted in weight gain in recent years. She also
recalled experiencing brief separations from her mother
during childhood, during which she believed her mother had
died when she was out of sight.
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Based on clinical evaluation, developmental history, and
current symptoms, the patient was diagnosed with depressive
disorder, GAD, and ASAD. At baseline assessment, her Hamilton
Anxiety Rating Scale (HAM-A) score was 22, her BDI score was
18, and her ASA-27 score was 52.

In the initial treatment phase, depressive symptoms and GAD
were prioritized. During the first 10 sessions, the interventions
focused on behavioral activation and automatic thoughts.
Subsequently, following work on maladaptive metacognitive
beliefs, approximately a 50% reduction in symptoms was
achieved, accompanied by an improvement in overall
functioning. After the 15" session, the treatment shifted
to interventions targeting ASAD. At this stage, disorder-
specific psychoeducation was provided, a longitudinal
case formulation was developed, and a hierarchical list of
avoidance and safety behaviors was constructed. Given the
patient’s pronounced difficulties with distress tolerance and
emotion regulation, longer-duration exposure exercises were
incorporated into behavioral experiments.

The therapeutic process was terminated after 29 therapy
sessions. At the conclusion of treatment, the patient’s HAM-A
score decreased to 3, her BDI score to 4, and her ASA-27 scoreto 7.
No relapse was observed during the 18-month follow-up period.

Cognitive Behavioral Therapy Process for Adult
Separation Anxiety Disorder

In anxiety disorders, CBT, which is considered a first-line
treatment, begins with psychoeducation focusing on the
introduction of the therapeutic model, the nature of separation
anxiety, the clinical features specific to its adult presentation,
and the cognitive—emotional-behavioral processes that
maintain anxiety (National Institute for Health and Care
Excellence [NICE], 2024, NICE, 2024, Majidli et al., 2026).

The foundation of the therapeutic process is the presentation
of disorder-specific psychoeducation through individualized
case formulations. Psychoeducation not only enhances
patients'understanding of the disorder but also facilitates their
ability to observe their own behavioral patterns from a more
objective, external perspective, thereby increasing insight and
treatment motivation (Oliveira & Dias, 2023). Psychoeducation
also serves a critical function in helping patients comprehend
the rationale for tolerating anxiety and distress encountered
during treatment in this patient group, where difficulties in
emotion regulation are prominent.

The therapeutic process begins with longitudinal case
formulations, which serve as the starting point for identifying
dysfunctional behavioral patterns triggered by perceived
separation threats, underlying maladaptive schemas, and
domains of impaired functioning. As illustrated in the
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Figure 1. Formulation model a.

conceptual models presented in Figure 1 (Formulation
Model a) and Figure 2 (Formulation Model b), these
formulations guide the identification of separation-specific
catastrophic cognitions and schemas related to inadequacy
and abandonment, which are addressed through cognitive
interventions. The therapeutic process is then continued
with graduated exposure interventions aimed at facilitating
experiences independent of attachment figures in patients
whose lives have been largely structured around these
relationships. During this phase, patients are encouraged
to confront separation-related situations, reduce safety
behaviors (e.g., frequent phone calls, reassurance seeking,
and monitoring physical proximity), and develop tolerance for
negative emotional states. In parallel, strengthening emotion
regulation capacities, enhancing self-esteem, and fostering
self-compassion skills constitute key treatment targets.

In some cases, additional difficulties may emerge even after
initial therapeutic progress. If managing the strong anxiety
and distress from separation-related thoughts is particularly
difficult, it may be beneficial to first focus on treating
comorbid conditions such as depression or GAD. This step-by-
step approach helps patients better regulate their emotions
and maintain engagement with subsequent interventions
for separation anxiety. Following the management of
these comorbid conditions, therapy focuses on behavioral
experiments, which help test negative expectations and
support patients in managing difficult emotions during
exposure, thereby building practical coping skills. The
therapeutic process concludes with a structured and planned
termination phase during which patients experience a healthy
separation, are supported in developing independence, and
collaboratively engage in relapse prevention. This approach
targets the core issues of ASAD and contributes to sustained
improvement in daily functioning and well-being.
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Figure 2. Formulation model b.

In all three cases presented in this study, the therapy process
was conducted following standard CBT session structures.
Nevertheless, as described above, particular emphasis was
placed on psychoeducation, collaborative sharing of case
formulations with patients, and the promotion of therapeutic
autonomy. These processes, including joint case formulation,
enabled patients to evaluate their difficulties from a more
objective perspective and identify specific targets for
intervention (Figs 1 and 2).

Patients assumed responsibility for between-session
assignments throughout the treatment process, and
therapy progressed within a collaborative framework. CBT
not only facilitated cognitive change but also enhanced
patients’ abilities to identify emotions, maintain focus on
session agendas, and recognize tangible therapeutic gains,
thereby strengthening their sense of competence. These
developments support individuation processes and contribute
to more effective therapeutic progress. Treatment resulted in
multi-level cognitive restructuring across automatic thoughts,
intermediate beliefs, rules and assumptions, and core beliefs.

Overall, CBT is associated with increased tolerance for negative
emotions and functional outcomes. The integrated use of
exposure-based techniques and behavioral experiments

appears to be instrumental in promoting adaptive coping and
reducing maladaptive responses to separation-related distress.
As summarized in Table 2, a range of CBT techniques spanning
cognitive, behavioral, and emotion-focused domains was
systematically applied across different therapeutic phases,
reflecting a structured and individualized treatment approach.

Adult Separation Anxiety and Therapeutic Alliances

The therapeutic alliance is regarded not only as a supportive
elementbutalsoasafundamentalmechanismthatsubstantially
enhances the effectiveness of CBT within the context of ASAD.
Deep-rooted fears of separation from attachment figures
may hinder engagement in exposure-based interventions
and cognitive restructuring; therefore, establishing a secure
and consistent therapist-client relationship is critical for
strengthening these interventions’ feasibility and clinical
impact. The sense of safety fostered within the therapeutic
relationship enables clients to develop tolerance for previously
avoided emotions, confront separation-related triggers, and
apply CBT techniques more effectively.

In this framework, the therapeutic relationship functions
both as a context in which attachment-related vulnerabilities
can be addressed and as a catalytic process that potentiates
CBT's cognitive and behavioral components. Consequently,

121



Umut Kiling et al. Cognitive Behavioral Therapy For Separation Anxiety

Table 2. Cognitive behavioral therapy processes
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Sessions

Content

Aim

Psychoeducation

Disorder, cognitive behavioral model, and physiology

of anxiety.

The patient understands their mental disorder, the
therapy model, and the effects of anxiety on the

mind and body

Cognitive and
metacognitive

interventions

Automatic thoughts, cognitive qualities

(catastrophizing, inference from emotion, etc.).

Recognizing automatic thoughts, objectively
evaluating thoughts, and initiating the process of

cognitive processing restructuring

Case formulation

Pschoeducation for the disorder is repeated and
established with the patient; intolerance of
uncertainty, rumination, excessive control, planning

life according to the attachment figure, etc.

Identifying the factors that sustain the disease and

determining the intervention areas

Exposure therapy for

Behavior experiments Exposure-response prevention.

Cognitive restructuring and habituation

avoidance issues and
cognitive intervention

continuation accordance with the goalsthat were set.

Automatic thoughts and beliefs continue to be

addressed using cross-sectional formulations in

Sessions for achieving

autonomy and daily life skills.

Developing emotional regulation, self-compassion,

Realizing that negative emotions are bearable,
gaining the ability to regulate their own emotions,
and acquiring or strengthening skills needed in
daily life (such as at work, increasing financial
resources, obtaining a driver’s license, etc.), taking

responsibility (for their work or mistakes).

Self-respect and schema  Psychoeducation on the concepts.

focused interventions Behavior experiments.

Strengthening a balanced self-concept.

Coping strategies

others rather than developing independent skills.

Coping attitudes that increase dependence on

Healthy and functional coping strategies are

discussed.

more robust and enduring clinical change can be achieved.
As clients’ autonomy develops, their capacity to experience
a healthy separation from the therapist further consolidates
these therapeutic gains and supports a secure termination
of treatment.

In the present study, the therapeutic process was conducted in
accordance with the importance attributed to the therapist-
patient relationship and attachment in the literature (Milrod
et al., 2016), with session content and between-session tasks
determined collaboratively with the patient. Despite the
technical and structured nature of CBT, numerous studies
have demonstrated that the therapeutic alliance is an
indispensable determinant of treatment efficacy (Langhoff et
al., 2008). The strategic use of the therapeutic relationship and
therapist—patient attachment within the intervention process
in ASAD appears to elevate the effectiveness of therapy to a
more advanced level.
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Sample Behavioral Experiment

A behavioral experiment, the details of which are provided in
Table 3, was planned for the patient who was experiencing
intense anxiety and worry as a result of his mother leaving the
country for a week. Table 4 presents examples of automatic
thoughts and core beliefs identified in these three cases,
as well as the new beliefs that emerged following cognitive
change at the end of therapy.

DISCUSSION

This case series aimed to present a clinical perspective that
considers the clinical presentation and diagnostic challenges of
ASAD and to outline a partially structured CBT process tailored
for ASAD. The clinical features observed across the three cases
were consistent with the literature on SAD in adulthood, which
often includes fears of separation from various loved ones,
concerns about their safety, and avoidance behaviors such as
reluctance to attend work or study in another city. Unlike children
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Table 3. Sample behavioral experiment
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Target cognitions Level of belief

Experiment content

Prediction

Conclusion

New cognition

| must not be %90
separated from my
mother. | cannot

possibly take it.

He will call his mother

once a day.

He will not engage in

behaviors to relieve

distress in situations of

increased uncertainty.

He will continue going

to school.

| will not be able
to stop myself
from crying.

| will not be able

to stay at home.

| will go mad.

| will spend every

second thinking

He did not experience
any crying spells in the
absence of his mother.
He managed to go to

school.

He managed to cook

and clean.

He was able spend

time with his friends.

| can bear negative
emotions and do
not lose it.

| miss my mother,
but that does not
mean | am helpless.
It would be better
if she is with me

but | have realized

about her.
that | can take care

I will not be able to of myself in her

take care of myself. absence.

Loneliness does not
necessarily mean

helplessness.

Table 4. Thought-alternative thought

Thought

Alternative thought

Everything is complete with them.

Their presence is important in many ways, but even without them, | still have many good

things in my life.

I will not be able to cope without them.

If they are not in my life, | may feel their absence, but that does not mean that | cannot

function or be whole.

If all is well, it means that it will all be

destroyed someday.

| can be up against the good and the bad in life. The fact that all is well in a moment

does not mean that it will be destroyed later.

If I let go, | will lose everything.

When | need support, if she is absent, | might have her by my side or others.

| will miss her too much. | cannot bear

being apart.

Separation may not be easy, but | can adapt and learn to tolerate it when the time

comes. Perhaps | am more resilient than | think | am.

| cannot do things on my own.

Some things may be difficult to do alone, but | can always ask for help.

The world is dangerous.

The world might be dangerous, but | can handle challenges like others.

| will depend on others.

Sometimes | may need support. If in need, | can ask for help and find it. Asking for help is

not a bad thing.

If my parents, partner, or child are not with

me, | will feel incomplete.

Being without someone does not make me incomplete.

| am not enough on my own.

I am a capable and sufficient individual.

| am weak and helpless.

I do not have to be incredibly strong; | can find ways to cope and solve problems.

| am alone.

When | feel lonely, | can reach out to people for support and connection.

with SAD, in whom overt behaviors like crying or clinging are
more common, adults more frequently exhibit subtle avoidance
or safety behaviors; these patterns were evident across the

cases presented. For example, the first and third cases showed
avoidance of studying in another city, and the second case
demonstrated frequent phone calls to loved ones. One study

123



Umut Kiling et al. Cognitive Behavioral Therapy For Separation Anxiety

reported that 69% of individuals felt safer with loved ones
(Seligman & Wuyek, 2007), a feature evident in all cases.

ASAD has received relatively limited attentionin clinical settings.
Manicavasagar et al. suggested that ASAD is among the least
recognized disorders in clinical settings, largely because its
symptoms are often overshadowed by those of panic disorder,
agoraphobia, or GAD. The high prevalence of psychiatric
comorbidities—particularly other anxiety disorders and
depression—among patients with ASAD further complicates
the diagnostic process and may lead to the disorder being
overlooked as a primary diagnosis and instead misinterpreted as
a“secondary feature” or attributed to a “dependent personality
structure” (Silove et al., 2010, Manicavasagar et al., 2010).

A review of the treatment histories revealed that the presence
of significant psychiatric comorbidities contributed to
diagnostic overshadowing and delayed the implementation
of ASAD-specific interventions in all three cases. This finding
is consistent with Manicavasagar et al. (2010), who reported
that separation-related symptoms in adults are often masked
by atypical presentations, such as somatic complaints or anger
outbursts, leading clinicians to conceptualize them within the
broader anxiety spectrum rather than recognizing ASAD as a
distinct condition (Manicavasagar et al., 2010).

Currentevidence suggeststhatthe presence of comorbid ASAD
may predict non-response to standard CBT. Although anxiety
disorders generally show high remission rates with CBT, the
presence of SAD as a comorbid condition has been associated
with resistance to treatment (Aaronson et al., 2008; Milrod et
al., 2014). Studies have reported that adult patients who fail
to benefit from standard psychotherapy or pharmacological
treatment for an anxiety disorder are often subsequently
diagnosed with SAD (Milrod et al., 2016, Dogan et al., 2021). In
accordance with these findings, the first case in this series was
initially diagnosed with panic disorder, whereas the second
and third cases were diagnosed with GAD. However, none of
the patients achieved the expected therapeutic benefit from
CBT before receiving an ASAD diagnosis.

Although a standardized CBT protocol specifically designed
for ASAD has not yet been established, the literature
emphasizes the need to adapt classical CBT approaches
to address disorder-specific vulnerabilities (Kirsten et al,
2008, Manicavasagar & Silove, 2020). Individuals with ASAD
frequently exhibit elevated anxiety sensitivity, intolerance of
uncertainty, and separation-focused catastrophic cognitions,
all of which have been shown to reduce responsiveness to
standard exposure-based CBT (Kirsten et al., 2008, Wheaton
& Kaiser, 2021). Consequently, several tailored interventions
have been recommended, including cognitive restructuring
of catastrophic interpretations related to separation and
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bodily sensations (Schiele et al, 2021, Wheaton & Kaiser,
2021), interoceptive exposure to reduce the avoidance
of anxiety related somatic cues (Schiele et al, 2021), and
systematic in vivo and imaginal exposure to separation-
related triggers (Manicavasagar & Silove, 2020). In addition,
relationally adapted interventions—such as strengthening
the therapeutic alliance, addressing attachment-based fears
within the therapeutic relationship, and using the therapist
as a secure base—have been shown to improve treatment
outcomes in adults with pronounced separation anxiety
(Kirsten et al., 2008). Taken together, these findings suggest
that CBT for ASAD is most effective when disorder-specific
cognitive and behavioral interventions are integrated with
attachment-sensitive relational strategies.

Several limitations of this case series should be noted.
The inclusion of only three cases, the lack of data on family
characteristics, and the absence of family sessions during
the psychotherapy process constitute important limitations.
Future studies and clinical applications would benefit from a
larger sample size and the inclusion of additional domains,
such as family involvement.

CONCLUSION

In conclusion, when SAD emerges in adulthood, diagnosis is
often delayed, and symptoms are frequently misattributed
to other anxiety disorders, which may result in insufficient
response to psychotherapy. In cases where adequate
treatmentresponse is not achieved, the possibility of comorbid
or primary SAD should be carefully considered. When SAD is
identified in adulthood, CBT—when appropriately adapted—
should be regarded as an effective and feasible treatment
option, similar to its application in other anxiety disorders.
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