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ABSTRACT

Secondary gain (SG) has traditionally been discussed within psychodynamic and psychosomatic
frameworks, particularly in relation to conversion symptoms and somatic presentations. Despite
its longstanding clinical relevance, SG has rarely been operationalized systematically, and no
dimensional assessment framework currently exists. This study aimed to develop and preliminarily
evaluate an exploratory framework for assessing SG-related reinforcement processes across
psychiatric disorders and to examine their associations with symptom severity, somatosensory
amplification, illness attributions, and perceived interpersonal attributional discrepancies.
Altogether, 60 patients diagnosed with somatic symptom disorder (SSD), functional neurological
symptom disorder (FND), panic disorder (PD), or major depressive disorder (MDD) were evaluated
using an exploratory SG assessment survey developed through literature review and expert
clinical consensus. The instrument assessed illness-related reinforcement events, anticipated relief
expectations, and perceived attributional incongruence between patients and relatives. Participants
also completed the Somatosensory Amplification Scale, Hospital Anxiety and Depression Scale,
and lllness Perception Questionnaire. The instrument demonstrated acceptable preliminary
internal consistency across the subdomains conceptually derived. The number of illness-related
reinforcement events experienced differed across diagnostic groups and was higher in FND and
lower in MDD (x*=8.795, p=0.032). In contrast, the overall SG composite scores showed relatively
similar distributions across diagnoses (X2=2.316, p=0.509). Perceived attributional incongruence
was higher in SSD (x*=15.709, p=0.001) and lower in PD (x’=16.810, p=0.001). SG-related variables
were associated with anxiety symptoms, somatosensory amplification, and psychological illness
attributions, providing preliminary evidence for construct coherence. These findings provide
preliminary support for operationalizing SG-related reinforcement processes across psychiatric
disorders. SG-related processes may reflect broader interpersonal and contextual reinforcement
mechanisms rather than representing a diagnosis-specific phenomenon. Larger longitudinal studies
are needed to establish the framework’s psychometric validity and transdiagnostic relevance.

Keywords: Depressive disorders, functional neurological disorder, panic disorder, secondary gain,
somatic symptom related disorders.
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“ikincil Kazan¢” Kavramina Yeniden Bakis: Psikiyatrik Bozukluklarda Pekistirme Temelli
Boyutsal Bir Degerlendirme Cercevesinin On Psikometrik incelemesi

ikincil kazanc (IK), geleneksel olarak 6zellikle konversiyon belirtileri ve somatik yakinmalar baglaminda, psi-
kodinamik ve psikosomatik kuramlar cercevesinde ele alindi. Klinik acidan &nem tagimasina ragmen, iK bu-
gline kadar sistematik bicimde yapilandiriimis ve dl¢ilebilir boyutsal bir kavramsal cerceve icinde ele alin-
mamistir. Bu calisma, psikiyatrik bozukluklarda iK ile iliskili pekistirme siireclerini degerlendirmeye yénelik
kesifsel nitelikte bir boyutsal cerceve gelistirmeyi ve 6n degerlendirmesini yapmayi, ayrica bu stireclerin
semptom siddeti, somatosensoriyel amplifikasyon, hastalik atiflari ve algilanan kisiler arasi atif uyumsuzlu-
gu ile iliskilerini incelemeyi amaglamaktadir. Bedensel belirti bozuklugu (BBB), fonksiyonel nérolojik belirti
bozuklugu (FNB), panik bozuklugu (PB) veya major depresif bozukluk (MDB) tanisi almis toplam 60 hasta,
literatiir taramasi ve uzmanlarin klinik gériis birligi dogrultusunda gelistirilen kesifsel bir IK degerlendirme
anketi ile degerlendirildi. Olcek; deneyimlenen hastalikla iliskili pekistirme yasantilarini, hastalikla iliskili ra-
hatlama beklentilerini ve hastalar ile yakinlari arasinda hastaliga dair atiflar arasinda algilanan uyumsuzlugu
degerlendirmektedir. Katilimcilar ayrica somatosensoriyel amplifikasyon 6lcedi, hastane anksiyete ve dep-
resyon 6lcedi ve hastalik algisi élcegini doldurdu. Olcek, kavramsal olarak tiiretilmis alt boyutlar arasinda
kabul edilebilir diizeyde i¢ tutarlilik gosterdi. Deneyimlenen hastalik iliskili pekistirme yasantilarinin sayisi
tani gruplar arasinda farklilik gosterdi; bu sayr FNB grubunda daha yiliksek, MDB grubunda ise daha dusiik
bulundu (x>=8.795, p=0,032). Buna karsin, toplam iK puanlari tanilar arasinda gérece benzer dagilimlar gés-
termistir (x>=2.316, p=0,509). Algilanan atif uyumsuzlugu BBB grubunda daha yiiksek (x>=15.709, p=0,001),
PB grubunda ise daha diisiik bulundu (x*=16.810, p=0,001). IK ile iliskili degiskenler; anksiyete belirtileri,
somatosensoriyel amplifikasyon ve hastaligin psikolojik olduguna dair atiflarla iliskili bulundu; bu sonuglar
dlcegin yapi gecerliligi acisindan 6n bulgular sagladi. Bulgular, iK ile iliskili pekistirme siireclerinin psikiyatrik
bozukluklarda boyutsal bir yapi icinde kavramsallastirilip degerlendirilebilecegdine iliskin 6n diizeyde kanit
sunmaktadir. iK ile iliskili siirecler, taniya 6zgii olmaktan ziyade, daha genis kisiler arasi ve baglamsal pekis-
tirme mekanizmalarini yansitiyor olabilir. Bu ¢cercevenin psikometrik gecerliligini ve tanilar Gsti &nemini
ortaya koyabilmek icin daha genis 6rneklemli ve uzunlamasina calismalara ihtiyac vardir.

Anahtar Kelimeler: Bedensel belirti ve iliskili bozukluklar, depresif bozukluklar, fonksiyonel nérolojik
bozukluk, ikincil kazang, panik bozuklugu.
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INTRODUCTION

Secondary gain (SG) has traditionally been discussed within
psychodynamic and psychosomatic frameworks, particularly
in relation to conversion symptoms and somatic presentations.
Originally conceptualized by Freud as the interpersonal or
environmental advantages indirectly associated with illness
symptoms, SG was later incorporated into broader discussions
of illness behavior, chronicity, and symptom maintenance
(Fishbain et al., 1995). Over time, the concept expanded beyond
itspsychoanalyticoriginsandbegantoencompassawiderrange
of contextual processes, including reductions in interpersonal
demands, changes in social expectations, increased relational
attention, and avoidance of aversive situations associated with
illness states. Within psychosomatic medicine and behavioral
models, such processes have increasingly been understood
as reinforcement-related mechanisms that may contribute
to symptom persistence and illness behavior (Van Egmond &
Kummeling, 2002; Kwan & Friel, 2002).

Contemporary dimensional and transdiagnostic approaches
to psychopathology, including the Research Domain Criteria,
Hierarchical Taxonomy of Psychopathology, and network
models, emphasize cross-diagnostic mechanisms underlying
psychiatric symptoms rather than strictly diagnosis-specific
categories (Borsboom, 2017; Insel et al., 2010; Kotov et al., 2017).
Despite the growing emphasis on dimensional psychopathology,
constructs related to SG and illness-related reinforcement
processes have received relatively limited systematic attention
within these frameworks. Nevertheless, rather than being
restricted to a single diagnostic category, reinforcement-related
interpersonal and environmental contingencies may influence
symptom expression, iliness behavior, chronicity, and treatment
engagement across multiple psychiatric disorders.

Although SG has long been considered clinically relevant,
the construct remains poorly operationalized in empirical
research. Existing approaches largely rely on clinician
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judgment, psychodynamic interpretation, or indirect clinical
inference rather than structured dimensional assessment.
SG has frequently been discussed as a diagnosis-specific
phenomenon, particularly in relation to conversion disorder
or functional neurological symptom disorder (FND), despite
evidence suggesting that illness-related interpersonal and
contextual reinforcement processes occur across a broader
range of psychiatric conditions (Craig et al., 1994; Kwan & Friel,
2002). Consequently, a systematic dimensional framework
capable of evaluating SG-related processes across different
psychiatric disorders is currently lacking.

Another important limitation of the literature is that SG has
often been conceptualized narrowly as a hidden motivational
construct, whereas illness-related reinforcement processes
may involve multiple observable psychosocial domains (von
dem Knesebeck et al.,, 2020). lliness may alter interpersonal
expectations, reduce responsibilities, increase relational
attention and care, modify family dynamics, or facilitate the
avoidance of distressing social situations. These changes
may occur regardless of the patient pursuing them and may
contribute to symptom persistence through both positive
and negative reinforcement mechanisms. Accordingly,
SG may be better conceptualized as a multidimensional
contextual process involving interpersonal, behavioral, and
environmental contingencies associated with illness rather
than as a unitary psychodynamic phenomenon.

From a cognitive-behavioral perspective, reinforcement
processes are considered central to the maintenance of
illness behavior and symptom persistence. Symptoms
may become inadvertently reinforced when they result in
reductions in aversive demands (negative reinforcement) or
increases in interpersonal support, care, or environmental
accommodations (positive reinforcement). Contemporary
cognitive-behavioral models of somatic and functional
symptoms also emphasize maladaptive symptom-focused
attention, avoidance behaviors, dysfunctional illness beliefs,
and interpersonal contingencies that contribute to the
persistence of symptom-distress cycles (Orzechowska et al.,
2021). Examining SG-related processes within this framework
may help clarify how contextual and interpersonal factors
interact with symptom expression across psychiatric disorders.

Illness attributions and interpersonal explanatory models
may also influence SG-related processes. Patients and their
relatives may differ substantially in their interpretation of
symptoms, particularly regarding whether symptoms are
perceived as primarily physical or psychological in origin. Such
attributional incongruence may influence illness behavior,
family interactions, treatment engagement, perceived
stigmatization, and reinforcement contingencies within
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the patient’s social environment (Van Egmond et al., 2005).
However, few studies have systematically examined the
relationship between SG-related processes and attributional
discrepancies between patients and their relatives.

Previous studies investigating SG have primarily focused on
conversion disorder, somatization, or neurological symptoms.
Stressfullife eventsand SG-related factors have beenassociated
with chronicity in somatization disorder (Craig et al., 1994),
whereas studies on functional neurological presentations
have highlighted the role of illness-related “escape” events
and sick-role processes (Kwan & Friel, 2002; Nicholson et al.,
2016). However, these studies generally evaluated the limited
categories of reinforcement-related events and did not
attempt to dimensionally operationalize SG across multiple
psychiatric disorders. Furthermore, structured assessment
instruments for SG-related processes are currently lacking.

This study was designed as a preliminary attempt to
operationalize SG-related reinforcement processes
using a structured dimensional framework. Rather than
conceptualizing SG as a diagnosis-specific phenomenon,
we examined whether illness-related reinforcement
experiences, anticipated relief expectations, and perceived
attributional incongruence could be systematically assessed
across different psychiatric disorders. To achieve this, we
developed an exploratory SG assessment survey informed
by psychodynamic formulations of SG, literature on illness
behavior, interpersonal reinforcement models, and cognitive-
behavioral conceptualizations of symptom maintenance.

The study focused on four psychiatric diagnostic groups:
somatic symptom disorder (5SD), FND, panic disorder (PD), and
major depressive disorder (MDD). These groups were selected
to represent varying degrees of focus on bodily symptoms,
illness attribution patterns, and interpersonal illness-related
dynamics. SSD and FND were included because SG has
historically been the most extensively discussed condition. PD
was included because of its prominent bodily symptoms and
heightened symptom-focused attention, whereas MDD was
included as a comparison condition characterized by relatively
greater psychological attribution styles and different patterns
of interpersonal and somatic symptom expression (Wiener
et al,, 2012; Raguram et al., 1996; Heredia Montesinos et al.,
2012). Additionally, anxiety is associated with heightened
symptom monitoring, bodily vigilance, reassurance-
seeking, and sensitivity to interpersonal and environmental
contingencies, whereas depressive symptoms primarily reflect
affective, motivational, and cognitive disturbances (Wiener et
al., 2012). Therefore, it may be hypothesized that SG-related
reinforcement processes are more strongly associated with
anxiety symptoms than with depressive symptom severity.
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Although SG has traditionally been conceptualized primarily
in relation to diagnostic categories, sex may also influence
interpersonal reinforcement processes. Evidence specifically
associated with the relationship between sex and SG
remains limited. However, previous research suggests that
men and women may differ in social support, caregiving
expectations, and illness-related interpersonal responses
(Gottgens et al.,, 2023).

This study primarily aimed to develop and evaluate an
exploratory dimensional framework for assessing SG-
related reinforcement processes across psychiatric disorders.
Specifically, we aimed to (1) operationalize illness-related
reinforcement experiences using a structured event-based
assessment framework; (2) examine the preliminary construct
coherence and internal consistency of this framework;
(3) investigate associations between SG-related variables
and symptom severity, somatosensory amplification,
illness attributions, and illness course; and (4) explore
the cross-diagnostic distribution of SG-related processes
across SSD, FND, PD, and MDD. We also examined whether
the theoretically related dimensions of the framework
demonstrated coherent associations with one another as
an additional indicator of construct validity. Additionally,
although evidence specifically related to SG is limited,
exploratory gender comparisons were included to examine
whether SG-related processes demonstrate differential
interpersonal reinforcement patterns between men and
women. We hypothesized that SG-related variables would
be positively associated with somatosensory amplification,
anxiety scores, and illness-related attributional processes,
but not with depression scores, and that somatic symptoms
and related disorders (SSD and FND) would be associated
with higher levels of perceived attributional incongruence
and illness-related reinforcement experiences.

METHOD
Study Design and Participants

This cross-sectional exploratory study was conducted at a
single psychiatry outpatient clinic at a university hospital
between April 2023 and March 2024. This study aimed to
preliminarily evaluate a dimensional assessment framework
designed to operationalize SG-related reinforcement
processes across psychiatric disorders.

Patients aged 18 years or over diagnosed with SSD, FND,
PD, or MDD according to the Diagnostic and Statistical
Manual of Mental Disorders (DSM)-5 criteria were eligible for
inclusion. Participants with comorbid psychotic disorders,
intellectual disability, or dementia were excluded from the
study. Patients who agreed to participate were referred by the
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evaluating psychiatrist to the research team. One participant
was excluded because of substantial missing data related to
difficulties in cooperation, and another was excluded because
the diagnosis of FND could not be reliably confirmed.

All participants provided written informed consent before
participation. Diagnostic evaluations were independently
conducted by two psychiatrists (EE and AB), and diagnoses
were confirmed according to DSM-5 criteria. The final sample
consisted of 60 participants: 21 with SSD, 12 with FND, 15 with
PD, and 12 with MDD. The Baskent University Institutional
Review Board approved the study protocol (project no:
KA22/131).

Clinical and Sociodemographic Assessment

Sociodemographic  characteristics—including age, sex,
educational attainment, psychiatric treatment status,
duration of illness, and accompanying medical or psychiatric
conditions—were recorded. Clinical severity was assessed
using the Clinical Global Impression Scale-Severity form
(Busner & Targum, 2007).

Participants completed the following self-report scales
to evaluate symptom severity, illness perception, and
somatosensory amplification:

Somatosensory Amplification Scale (SAS)

The SAS is a self-report measure that assesses the tendency
to perceive normal bodily sensations as intense, disturbing,
or pathological (Barsky et al., 1990). A Turkish validity and
reliability study was conducted by Giileg et al. (2007).

Hospital Anxiety and Depression Scale (HADS)

The HADS is a 14-item self-report instrument that assesses
anxiety and depressive symptom severity (Zigmond & Snaith,
1983). A Turkish validity and reliability study was conducted by
Aydemir (1997).

Iliness Perception Questionnaire (IPQ)

The IPQ evaluates cognitive and emotional representations
of illness, including illness-related attributions, perceived
consequences, emotional responses, and perceived causes
of illness (Moss-Morris et al, 2002). A Turkish validity and
reliability study was conducted by Kocaman et al. (2007).

SG Assessment Framework

Because no standardized dimensional instrument currently
exists for assessing SG-related reinforcement processes,
an exploratory SG assessment survey was developed
by the research team for this study. Candidate items
were developed through an iterative process combining
literature review and expert clinical consensus. Relevant
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Table 1. Conceptual structure and domains of the secondary gain assessment framework

Domain

Operational definition

Theoretical construct

Example item

Derived variables

1. Experienced
lliness-Related

Reinforcement

Assessment of interpersonal
and environmental changes

experienced following

lliness-related reinforcement
experiences and associated

contextual modification

“Did you receive increased
support from family

members?”/“Did you stop

Experienced
reinforcement

event count, net

Events symptom onset and perceived attending unwanted social impact score, and
as having a positive, negative, gatherings?” experienced SG
or neutral impact composite score

1a. Financial IlIness-related material or Positive reinforcement Financial support, disability ~ Financial

Reinforcement

economic benefits associated

with the presence of symptoms

through financial gain

compensation, and

retirement due to illness

reinforcement

subscore

1b. Burden Reduction or redistribution of ~ Negative reinforcement Sick leave, childcare support, Burden reduction
Reduction responsibilities following the through aversive demand or household responsibilities  subscore

onset of illness reduction
1c. Interpersonal Iliness-related avoidance Interpersonal avoidance, Avoiding unwanted social Interpersonal
Avoidance/ of distressing interpersonal negative reinforcement, and interactions, postponing avoidance/
Redirection situations or redirection of illness-related contextual marriage/divorce, and redirection

social expectations restructuring discontinuing conflictual subscore

relationships

1d. Relational Increased interpersonal Positive interpersonal Increased family attention, Relational

Reinforcement

attention, care, support, or

reinforcement and illness-

reduced family conflict,

reinforcement

relational closeness associated  related relational gain and increased partner subscore
with illness involvement
2. Anticipated Assessment of anticipated relief Expected reinforcement “How relieved would it be Anticipated
lliness-Related Relief  if hypothetical illness-related value and perceived if your responsibilities were  secondary

Expectations

events occur

symptom-event linkage

reduced because of your

illness?”

gain score and

subscores

3. Perceived

Difference between patients’

Attributional mismatch and

Difference between “purely

Perceived

Attributional own illness attributions and

Incongruence their perceptions of relatives’

attributions

interpersonal explanatory

incongruence

physical”and “purely attribution gap

|n

psychological” attribution

ratings

theoretical and empirical literature on SG, illness behavior,
interpersonal reinforcement, and symptom maintenance
was reviewed to identify relevant domains. Item generation
was informed by multiple theoretical perspectives,
including psychodynamic formulations of SG, literature
on illness behavior, interpersonal reinforcement models,
and cognitive-behavioral conceptualizations of symptom
maintenance. No existing dimensional instrument assessing
SG-related reinforcement processes was available; therefore,
items were not adapted from any previously published
scale. Instead, item content was generated specifically for
the present framework and subsequently refined, modified,
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and supplemented on the basis of the research team’s
clinical experience. The examples of item lists are provided
in Supplementary Material (Supplementary Table). The
framework comprised three sections evaluating distinct but
theoretically related domains:

1. Experienced illness-related reinforcement events
2. Anticipated illness-related relief expectations
3. Perceived attributional incongruence

Table 1 summarizes the conceptual structure and domains of
the SG assessment framework.
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Table 2. Definitions and interpretations of derived variables in the secondary gain assessment framework

Variable

Operational definition

Scoring method

Interpretation

Theoretical meaning

Experienced

Reinforcement Event

Count

Total number of iliness-
related reinforcement

events reported as present

Sum of the endorsed
reinforcement-related

events

Greater exposure to illness-
related interpersonal/

environmental changes

Exposure burden related
to illness-associated

contextual modification

Net Impact Score

Sum of the event impact
ratings ranging from —2
(very negative) to +2 (very

positive)

Sum of the impact ratings
(-2to +2)

Overall perceived impact of

experienced events

Subjective appraisal of
illness-related contextual

consequences

Experienced
Secondary Gain

Composite Score

Sum of the positively rated
reinforcement-related

events

Sum of the positively
rated reinforcement

events

Greater perceived illness-
related reinforcement

burden

Experienced interpersonal
and environmental
reinforcement associated

with illness

Financial
Reinforcement

Subscore

Composite score derived
from financial-related

reinforcement items

Sum of the financial

reinforcement items

Greater financial gain

associated with illness

Positive reinforcement
through material or

economic benefits

Burden Reduction

Composite score derived

Sum of the burden

Greater reduction in

Negative reinforcement

Subscore from responsibility- reduction items aversive demands or through avoidance of
reduction items obligations burdens

Interpersonal Composite score Sum of the avoidance/ Greater illness-related Interpersonal avoidance

Avoidance/ derived from avoidance/ redirection items modification of and contextual

Redirection redirection-related items interpersonal expectations  restructuring processes

Subscore or interactions

Relational Composite score derived Sum of relational Greater illness-related Positive interpersonal

Reinforcement

Subscore

from increased care/

support items

reinforcement items

interpersonal attention or

support

reinforcement and

relational gain

Anticipated

Secondary Gain

Total anticipated relief

score for hypothetical

Sum of the anticipated

relief ratings

Greater expected

contextual or interpersonal

Anticipated reinforcement

value and perceived

Score illness-related events illness-associated relief symptom-event linkage
Perceived Absolute difference Absolute difference Greater attributional Interpersonal explanatory
Attribution Gap between patients’illness between self and incongruence between mismatch surrounding

and perceived relatives’

attributions

perceived family

attribution ratings

patients and their relatives

illness

Experienced lliness-Related Reinforcement Events

The first section evaluated whether the participants had
experienced specific interpersonal or environmental changes
following symptom onset. Participants were asked whether
each event had occurred during the course of their illness and,

if present, to rate the overall impact of the event on their lives

using a 5-point scale ranging from -2 (“very negative”) to +2

(“very positive”).

The event list
grouped into four conceptually derived psychosocial
domains:

included 36

1. Financial reinforcement

2. Burden reduction

4, Relational reinforcement

illness-related

life events

3. Interpersonal avoidance/redirection
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Table 2 presents the definitions and interpretations of the
derived variables from the instrument.

Anticipated lliness-Related Relief Expectations

The second section assessed anticipated relief expectations
associated with hypotheticalillness-related events. Participants
rated how relieving each event would be if it occurred during
their illness process using a 5-point Likert-type scale ranging
from 0 (“not at all”) to 4 (“completely”).

This section evaluated the value of anticipated reinforcement,
perceived symptom-eventlinkage, and expected interpersonal
or contextual relief. The four psychosocial domains used
in Section 1 were retained for conceptual consistency. The
cumulative score derived from this section was referred to as
the anticipated SG score (Table 2).

Perceived Attributional Incongruence

The final section assessed the patients’ perceptions of
illness-related attributional differences between participants
and their relatives. Participants rated the following using a
7-point continuum ranging from “purely physical” to “purely
psychological”:

1. Interpretation of their iliness

2. Perception of how relatives interpreted the illness

The absolute difference between these two ratings was
calculated and termed the perceived attribute gap (Table 2).
This variable was conceptualized as a proxy indicator of the
perceived attributional incongruence within the interpersonal
environment surrounding the experience of illness.

Statistical Analysis

All statistical analyses were conducted using IBM SPSS
Statistics Version 23.0. Nonparametric statistical methods
were preferred given the modest sample size, subgroup
distributions, and non-normal distribution characteristics of
several primary outcome variables. Preliminary distributional
evaluations revealed deviations from normality for several SG-
related variables. Therefore, the Kruskal-Wallis test was used
for comparisons across the four diagnostic groups, and the
Mann-Whitney U test was used for binary group comparisons.
Spearman’s rho correlation analyses were performed to
evaluate the associations between the study variables.

Where overall Kruskal-Wallis tests demonstrated significant
differences, post hoc pairwise comparisons were examined
using the Mann-Whitney U test with Bonferroni-adjusted
significance thresholds.

The participants in the secondary analyses were grouped
according to the DSM-5 classification structure and illness
course characteristics.
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For DSM-5 classification analyses, SSD and FND were grouped
as somatic symptoms and related disorders (SSRDs), whereas
PD and MDD were grouped togetheras comparison conditions.
This grouping was based on the phenomenological emphasis
on bodily symptoms and illness-related behaviors in patients
with SSD/FND compared with those with PD/MDD. Given the
modest sample size, combining PD and MDD improved the
statistical power for higher order exploratory comparisons.
In addition, the illness course was categorized as episodic or
continuous based on clinical history.

Spearman correlation analyses were used to examine
associations between SG-related variables and illness duration,
symptom severity, somatosensory amplification, anxiety and
depressive symptom severity, illness attribution variables, and
illness perception domains.

RESULTS
Sample Characteristics and Descriptive Results

Table 3 presents the sociodemographic and clinical
characteristics of the final sample. No significant differences
in age, illness duration, overall symptom severity, educational
attainment, or psychotropic medication use were observed
across diagnostic groups.

Table 4 presents the descriptive results. Somatosensory
amplification  significantly  differed across diagnoses
(x2=10.528, df=3, p=0.015), with lower somatosensory
amplification scores observed in the MDD group.

Preliminary Reliability of the SG Assessment Framework

The SG assessment framework demonstrated acceptable
preliminary internal consistency across conceptually
derived psychosocial domains. The first section, which
assessed experienced illness-related reinforcement events,
demonstrated acceptable internal consistency (Cronbach'’s
a=0.71), whereas the second section, which assessed
anticipated illness-related relief expectations, demonstrated
good internal consistency (Cronbach’s 0=0.83).

Overall, subdomain reliability analyses for the anticipated
reinforcement section demonstrated acceptable psychometric
coherence (Table 5). Cronbach’s a coefficients ranged from
0.63 to 0.77 across subdomains. Interpersonal avoidance/
redirection demonstrated the highest internal consistency
(0=0.77), followed by financial reinforcement (a=0.74)
and relational reinforcement (a=0.74). Burden reduction
demonstrated relatively lower but still acceptable internal
consistency (a=0.63). Item-total and inter-item correlation
ranges also supported the preliminary construct coherence
across subdomains.
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Table 5. Preliminary psychometric properties of the secondary gain assessment framework

Subdomain Number Cronbach’s Item-total Inter-item Theoretical domain
of items a correlation correlation
range range

Financial reinforcement 6 0.74 0.48-0.62 0.20-0.60  Positive material/environmental
reinforcement

Burden reduction 6 0.63 0.26-0.52 0.08-0.56  Reduction of aversive demands and
responsibilities

Interpersonal avoidance/redirection 8 0.77 0.42-0.66 0.14-0.60 Iliness-related interpersonal avoidance
and contextual restructuring

Relational reinforcement 7 0.74 0.28-0.62 0.12-0.59 Increased interpersonal attention, care,

and support

Table 6. Intercorrelations among secondary gain framework dimensions (Spearman Correlation Analysis, n=60)

Variable 1 2 3 4 5 6 7 8 9

1. Experienced reinforcement event count — 0.344**  0.721%**  0.282* 0.100 0.310* 0.376**  0.518***  -0.042
2. Net impact score — 0.833***  0.425**  (0.502*** 0.698*** 0.704*** 0.519*** -0.045
3. Experienced SG composite score — 0.386**  0.383**  0.591*** 0.676*** 0.659*** -0.081
4. Financial reinforcement — 0.141 0.327* 0.200 0.354** 0.104
5. Burden reduction — 0.174 0.007 0.089 -0.087
6. Interpersonal avoidance/redirection — 0.315* 0.356**  -0.046
7. Relational reinforcement — 0.592***  -0.113
8. Anticipated SG score — -0.100

9. Perceived attribution gap

*: P<0.05; **: P<0.01; ***: P<0.001; SG: Secondary gain.

amplification (rho=0.321, p<0.05) and psychological illness
attributions (rho=0.332, p<0.01).

Anticipated SG scores were positively associated with
psychological illness attributions (rho=0.254, p<0.05).
Similarly, the anticipated interpersonal avoidance/redirection
and anticipated relationship reinforcement subdomains
were positively correlated with somatosensory amplification
(rho=0.255, p<0.05; rh0=0.300, p<0.05).

As both patient and perceived family attributions shifted
toward the somatic end of the attribution continuum,
the perceived attribution gap scores increased (rho=-
0.561, p<0.001; rho=-0.377, p=0.003). Psychological illness
attributions were positively associated with emotional
representation scores on the IPQ (rho=0.316, p=0.014).

Divergent Validity

Table 7 presents the correlations among the framework
dimensions and external measures. No significant associations

were observed between SG-related variables and depressive
symptom severity measured by HADS-D. Likewise, perceived
attribution gap scores were not significantly associated with
overall anxiety or depressive symptom severity.

Known-Groups Validity
Diagnostic Group Comparisons

The number of experienced illness-related reinforcement
events significantly differed across diagnostic groups
(x2=8.795, df=3, p=0.032), with higher event counts observed
in FND and lower event counts in MDD. Patients in the PD
group tended to attribute their symptoms more strongly to
psychological causes, whereas SSD participants demonstrated
more somatically oriented illness attributions (x*=14.274,
p=0.003; X2=15.339, p=0.002, respectively). Perceived
attribution gap scores significantly differed across the
diagnostic groups (x’=16.810, p=0.001), with SSD having the
highest scores and PD having the lowest scores. In contrast,
the overall experienced SG composite scores demonstrated
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relatively similar distributions across the diagnostic groups
and did not significantly differ (y>=2.316, p=0.509). Similarly,
the SG psychosocial subdomain scores did not significantly
differ across diagnoses (Table 4).

DSM-5 Classification Comparisons

The PD and MDD groups demonstrated more psychologically
oriented attributions for themselves and perceived family
attributions than the SSRD group (U=254.000, Z=-2.922,
p=0.003; U=244.500, Z=-3.127, p=0.002, respectively). The
SSRD group demonstrated significantly higher perceived
attribute gap scores than the PD and MDD groups (U=256.500,
Z=-2.806, p=0.005). The most anticipated SG subdomains
demonstrated similar distributions across higher order
diagnostic categories (Table 4). However, the anticipated
interpersonal avoidance/redirection scores were significantly
higher in the SSRD group than in the PD and MDD groups
(U=325.000, Z=-2.076, p=0.038).

lliness Course Comparisons

Table 4 presents the illness course comparisons. Participants
with continuous illness courses demonstrated significantly
higher perceived attribute gap scores than those with episodic
illness courses (U=226.000, Z=-3.422, p=0.001).

Sex Comparisons

Women demonstrated significantly higher relational
reinforcement scores than men (U=193.000, Z=-2.298,
p=0.022). The other variables did not significantly differ
between men and women (Table 4).

DISCUSSION

This study aimed to develop and preliminarily evaluate an
exploratory dimensional framework for assessing SG-related
reinforcement processes across psychiatric disorders. Rather
than conceptualizing SG as a diagnosis-specific phenomenon,
this study operationalized illness-related reinforcement
experiences, anticipated relief expectations, and attributional
incongruence using a structured event-based assessment
framework. Overall, the findings provide preliminary
evidence that SG-related processes may be dimensionally
conceptualized and systematically investigated across
different psychiatric conditions. However, the results should
be interpreted cautiously given the exploratory nature of the
instrument and the modest sample size.

One of the principal contributions of the study is the
preliminary operationalization of SG-related processes
through identifiable interpersonal and environmental events
rather than exclusively relying on clinician inference or

Bagcaz et al. Identifying Secondary Gain and Its Correlates

psychodynamic interpretation. Historically, SG has often been
discussed as an implicit or hidden motivational construct,
particularly within psychodynamic and psychosomatic
traditions (Fishbain et al., 1995). In contrast, this framework
conceptualized SG-related processes as observable contextual
and interpersonal reinforcement experiences associated
with illness. This broader conceptualization may allow the
systematic examination of SG-related mechanisms within
dimensional and behavioral models of psychopathology.

The psychometric findings provide preliminary support for
the proposed framework’s internal coherence. Overall, internal
consistency coefficients for the experienced reinforcement
and anticipated relief sections were acceptable, and
subdomain analyses demonstrated reasonable coherence
across conceptually derived psychosocial domains. Although
the sample size was insufficient for factor analytic procedures,
item-total and inter-item correlation patterns suggested
that the instrument captured related but distinguishable
reinforcement-related domains, including financial
reinforcement, burden reduction, interpersonal avoidance/
redirection, and relational reinforcement. These findings
should be considered preliminary and hypothesis-generating
rather than evidence of formal psychometric validation.

Several associations observed in the study also support the
construct coherence of the framework. SG-related composite
scores were positively associated with anxiety symptom
severity, somatosensory amplification, and psychologicalillness
attributions. This pattern is broadly consistent with cognitive-
behavioral models emphasizing symptom monitoring, bodily
vigilance, reassurance-seeking, and heightened sensitivity to
iliness-related contingencies in anxiety disorders (Orzechowska
et al, 2021). Such mechanisms may increase the salience
of interpersonal and contextual reinforcement processes
surrounding the experiences of illness.

In particular, the interpersonal avoidance/redirection and
relational reinforcement subdomains demonstrated consistent
relationships with somatosensory amplification. These
findings are also compatible with illness behavior models
that emphasize the role of family responses, interpersonal
support, and caregiving contingencies in shaping symptom
expression and maintenance (Kwan & Friel, 2002; Van Egmond
& Kummeling, 2002).

Consistent with our hypothesis, SG-related variables were
not significantly associated with the severity of depressive
symptoms. Although depression may influence illness
behavior through reduced activity, social withdrawal, or
functional impairment, heightened symptom monitoring or
increased sensitivity to interpersonal reinforcement processes
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do not necessarily characterize depressive symptoms
(Raguram et al, 1996). Moreover, reinforcement-related
mechanisms inherently involve the anticipation or experience
of relief, reward, or motivational need fulfillment. Depression
is frequently associated with diminished motivation, reduced
reward responsiveness, anhedonia, and goal-directed
behavior impairments. Individuals experiencing more severe
depressive symptoms may be less likely to engage with or
derive subjective reinforcement from interpersonal and
contextual contingencies surrounding illness. Therefore, the
absence of significant associations may provide preliminary
support for the divergent validity of the framework and
suggests that SG-related processes is more closely linked to
iliness-related attention, attributional styles, and interpersonal
reinforcement mechanisms than to depressive symptom
burden itself.

Importantly, this study distinguished between experienced
reinforcement events and anticipated relief expectations.
Participants who reported greater exposure to illness-related
reinforcement events also reported stronger anticipated relief
expectations regarding hypothetical events. This association
may reflect the consistency between prior interpersonal
or contextual experiences and future illness-related relief
expectations. However, these findings should not be
interpreted as the evidence of conscious symptom production
or intentional pursuit of gain. Rather, they may reflect broader
reinforcement-related learning processes through which
illness becomes associated with environmental modification,
relational responses, or reductions in aversive demands.

These findings are consistent with reinforcement-based
models of illness behavior and symptom maintenance from
a cognitive-behavioral perspective. Behavioral theories
suggest that symptoms persist when they are associated
with reductions in distressing responsibilities or increases
in interpersonal attention and care (Orzechowska et al.,
2021). Within this framework, negative reinforcement (e.g.,
avoidance of unwanted situations) and positive reinforcement
(e.g., increased support or relational attention) may contribute
to symptom persistence over time. The present findings
support the possibility that SG-related processes involve
multiple reinforcement pathways rather than a single unitary
mechanism.

Another important contribution of the study concerns
attributionalincongruence between patientsand theirrelatives.
Perceived attribution gap scores substantially differed across
the diagnostic groups and illness courses. Higher attributional
incongruence was observed in SSD and continuous illness
courses, whereas lower incongruence was observed in PD and
episodic conditions. Previous studies have shown that patients
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with somatic symptom presentations often demonstrate
stronger somatic iliness beliefs than their relatives or healthcare
providers, potentially contributing to explanatory mismatches
and treatment disagreements (von dem Knesebeck et al.,
2020). Therefore, the elevated attributional incongruence
observed in SSD may reflect broader discrepancies in illness
representations within the patient’s social environment. These
findings indicate that discrepancies between the explanatory
models of illness of patients and relatives are clinically relevant
interpersonal variables associated with symptom presentation
and illness chronicity.

Attributional incongruence may influence interpersonal stress,
perceived stigmatization, treatment engagement, and family
interactions surrounding illness. Perceived stigmatization and
relational conflict contribute to psychological distress and may
influence iliness behavior across psychiatric conditions (Chen
et al, 2025; Ozdemir & Sagkal, 2021). Although perceived
attributional incongruence does not directly measure stigma
or family conflict, the observed differences suggest that
patient-family attributional discrepancies may represent
clinically meaningful interpersonal processes that merit
further investigation. Future longitudinal studies may clarify
the contribution of attributional incongruence to symptom
persistence, treatmentadherence, or chronicillness trajectories.

The known-groups analyses also yielded findings relevant
to the construct validity of the framework. Participants
with FND reported greater exposure to illness-related
reinforcement events, whereas those with MDD reported
fewer such events. This finding is broadly consistent with
previous work highlighting the role of illness-related escape
events, sick-role processes, and environmental contingencies
in functional neurological presentations (Kwan & Friel, 2002;
Nicholson et al., 2016). In contrast, the overall SG composite
scores demonstrated relatively similar distributions across the
diagnostic categories. This pattern suggests that although
the types and frequency of illness-related reinforcement
experiences vary across disorders, broader reinforcement-
related SG processes may not be restricted to a single
diagnostic category.

The present findings should not be interpreted as definitive
evidence that SG represents a fully established transdiagnostic
construct. The study did not include healthy controls or
chronic medical illness groups, and the sample size was
insufficient to formally evaluate dimensionality. Instead,
the findings provide preliminary support for the possibility
that SG-related reinforcement processes may operate across
multiple psychiatric conditions and may therefore warrant
further investigation within dimensional psychopathology
frameworks.
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Women demonstrated higher relational reinforcement scores
than men. Although this finding should be interpreted
cautiously given the limited number of male participants,
it may reflect gender-related differences in caregiving
expectations, social support processes, and interpersonal
responses to illness. One possible explanation is that women
may be more likely to experience or perceive illness-related
interpersonal support and caregiving responses. Previous
literature has suggested that women tend to rely more heavily
oninterpersonal coping resources and social support networks
and may receive different relational responses during periods
of illness or stress (Gottgens et al.,, 2023; Graves et al., 2021).
However, given the exploratory nature of the analysis and
the limited sample size, this finding should be considered
preliminary and should be replicated in larger studies.

This study may also have implications for clinical formulation
and treatment planning. Examining interpersonal
contingencies, reinforcement patterns, and illness-related
environmental modifications within cognitive-behavioral
frameworks may help clinicians better understand symptom
persistence and treatment resistance. The exploration of
iliness-related reinforcement processes does not imply that
symptoms are fabricated or intentionally produced. Rather,
it may help identify contextual factors that inadvertently
maintain symptom-focused behaviors or illness-related
interpersonal patterns. Similarly, assessing attributional
incongruence between patients and relatives may contribute
to psychoeducation, family interventions, and therapeutic
alliance formation.

Notably, several diagnostic group differences observed on
external validation measures were generally consistent with
the expected clinical characteristics of the included disorders.
For example, participants with MDD demonstrated lower
levels of somatosensory amplification, whereas those with PD
reported more psychologically oriented illness attributions.
These findings broadly align with previous literature
describing differences in symptom focus, bodily vigilance, and
explanatory models across psychiatric disorders. Although
these measures were not the primary focus of the present
study, their consistency with expected diagnostic profiles
may provide indirect support for the representativeness of the
sample and strengthen confidence in the interpretation of the
SG-related findings.

Several limitations should be considered when interpreting
the study findings. First, the SG assessment framework
was developed as an exploratory instrument and has not
undergone formal psychometric validation. Owing to the
modest sample size, exploratory or confirmatory factor
analyses could not be reliably conducted. Second, the
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study used a cross-sectional design, preventing conclusions
regarding causality or temporal reinforcement processes.
Third, subgroup sizes were relatively small, increasing the
possibility of type Il error and limiting statistical power for
between-group comparisons. Fourth, no healthy control group
or comparison group for chronic medical illness was included,
limiting conclusions regarding broader transdiagnostic
relevance. Fifth, reinforcement-related processes were
indirectly inferred through self-report rather than longitudinal
behavioral observation. The relatively small number of male
participants also limited the interpretability of sex-based
comparisons. Finally, although psychodynamic formulations
informed the conceptual background of SG, psychodynamic
variables such as defense mechanisms, unconscious conflict,
or personality organization were not formally assessed.

CONCLUSION

This study represents a preliminary attempt to operationalize
SG-related reinforcement processes across psychiatric
disorders using a dimensional assessment framework. The
findings suggest thatillness-related reinforcement experiences,
anticipated relief expectations, and attributional incongruence
can be systematically assessed through structured
interpersonal and contextual domains. Although the exposure
to illness-related reinforcement events and attributional
processes differed across diagnostic categories, the overall
SG-related composite scores demonstrated relatively similar
cross-diagnostic distributions. These findings indicate that
SG-related reinforcement processes are not limited to a single
psychiatric disorder and may reflect broader interpersonal and
contextual mechanisms relevant across psychiatric conditions.
The observed associations between SG-related variables,
somatosensory amplification, anxiety symptoms, and
iliness attributions also provide preliminary support for the
construct coherence of the proposed framework. In particular,
interpersonal reinforcement and avoidance-related processes
may be clinically meaningful contextual factors associated
with symptom persistence and illness behavior.

The present findings should be interpreted cautiously given
the exploratory nature of the assessment framework and the
modest sample size. The current study does not establish SG as
a fully validated transdiagnostic construct. Rather, it provides
preliminary evidence that systematically investigating
SG-related reinforcement processes within dimensional
and interpersonal models of psychopathology is feasible.
Future studies with larger and more diverse clinical samples,
longitudinal designs, and formal psychometric validation
procedures are needed to clarify the dimensional structure,
clinical significance, and potential transdiagnostic relevance
of SG-related reinforcement processes.
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Supplementary Table. Item list and subdomain mapping of the secondary gain assessment framework*

Section

Item content

Psychosocial domain

Theoretical construct

Experienced events

Receiving disability-related financial

support

Financial reinforcement

Positive material reinforcement

Experienced events

Receiving financial help from others

Financial reinforcement

Environmental/material gain

Experienced events

Retirement due to illness

Financial reinforcement

IlIness-related contextual

modification

Experienced events

Reduction in work/school attendance

Burden reduction

Negative reinforcement through

demand reduction

Experienced events

Receiving support with childcare

Burden reduction

Redistribution of responsibilities

Experienced events

Receiving support with household

duties

Burden reduction

Reduction in aversive obligations

Experienced events

Avoidance of unwanted family/social

gatherings

Interpersonal avoidance/

redirection

Interpersonal avoidance

Experienced events

Avoiding contact with unwanted

individuals

Interpersonal avoidance/

redirection

IlIness-related contextual

restructuring

Experienced events

Postponing relocation, marriage, or

separation

Interpersonal avoidance/

redirection

Avoidance of stressful

interpersonal transitions

Experienced events

Increased care and attention from

relatives

Relational reinforcement

Positive interpersonal

reinforcement

Experienced events

Increased partner involvement

Relational reinforcement

Relational gain

Experienced events

Reduction in household conflict

Relational reinforcement

Illness-related interpersonal

stabilization

Anticipated relief

Receiving financial support would be

relieving

Financial reinforcement

Anticipated material reinforcement

Anticipated relief

Reduced responsibilities would be

relieving

Burden reduction

Anticipated negative

reinforcement

Anticipated relief

Avoiding unwanted social situations

would be relieving

Interpersonal avoidance/

redirection

Anticipated interpersonal

avoidance

Anticipated relief

Receiving increased care/support would Relational reinforcement

be relieving

Anticipated relational

reinforcement

*Only representative examples are shown here for conceptual clarity. The complete item list administered during the study is available upon request.



