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Abstract: Maladaptive cognitive emotion regulation strategies have been reliably associated with
psychopathology while lower consistency has been found for adaptive strategies. The extent to
which adaptive strategies may function as protective factors was explored by analyzing how
adaptive and maladaptive strategies relate to a diverse range of symptoms in 370 college students.
We used the Cognitive Emotion Regulation Questionnaire (CERQ), the Brief Symptom Inventory, and the Difficulties in Emotion Regulation Scale. We developed a Portuguese version of
CERQ. Different cognitive strategies predicted the nine psychological symptoms tested. At least
one maladaptive strategy predicted each symptom dimension, while the same was not true for
adaptive strategies. Our study supports: 1) cognitive emotion regulation as a transdiagnostic
process tha t encompasses va riability in the strategies underlying specific symptoma tology;
2) that lower adaptive strategies sometimes predict psychological symptoms, but that higher
maladaptive strategies are more consistently associated with psychopathology; 3) Portuguese
CERQ’s validity.
Key words: cognitive emotion regulation strategies, adaptive, maladaptive transdiagnostic, psychopa thology

Emotion regulation can be defined as the
intrinsic and extrinsic processes associated
with the activation of an emotion and its
management over time (Cole, Martin, & Dennis, 2004; Gross, 2014). Emotion regulation
strategies play a central role in determining
human behavior since they have a pervasive impact on the functioning of an individual, influencing the adaptive or maladaptive role of a given emotional experience in a
particular context (Cicchetti, Ganiban, &
DOI: 10.21909/sp.2016.01.707

Barnett, 1991; Cole et al., 2004; Gross, 2014).
Accordingly, emotion regulation has been
referred to as a transdiagnostic process
(Aldao, 2012; Sloan & Kring, 2010), because
many psychological disorders are characterized by problems related to emotion and emotion regulation (Werner & Gross, 2010).
Transdiagnostic processes are common factors that cut across different disorders and
that underlie their development and/or course
(Iverach, Menzies, & Menzies, 2014; Sloan
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& Kring, 2010). Indeed, recent research on
psychopathology has shifted away from
analyzing factors that are specific to each
individual psychological disorder to investigating common underlying dimensions of
functioning (Caspi et al., 2014; Hong &
Cheung, 2014). For example, accumulating
evidence shows that information processing biases are transdiagnostic processes
because they occur in a variety of disorders,
like anxiety, depression, oppositional defiant disorder or eating disorders (Aspen,
Darcy, & Lock, 2013; Fraire & Ollendick,
2013). Specific to emotion regulation it is
thought that maladaptive emotion regulation
strategies (e.g., avoidance) increase the risk
of psychopathology in general, while adaptive strategies (e.g., problem solving) function as protective factors (Aldao & NolenHoeksema, 2010; Garnefski & Kraaij, 2007).
The present investigation was designed in
accordance with this framework and aimed
to explore the relation between adaptive and
maladaptive cognitive emotion regulation
strategies and a multitude of psychological
symptoms.
There is some support for the distinction
between adaptive (e.g., reappraisal) and maladaptive (e.g., rumination) cognitive emotion regulation strategies (Aldao, 2012;
Domínguez-Sánchez et al., 2013; Jermann et
al., 2006; Werner & Gross, 2010, cf. Campos,
Walle, Dahl, & Main, 2011; Tuna & Bozo,
2012). Indeed, maladaptive emotion regulation strategies seem to be reliably associated with increased psychopathology
(Aldao & Nolen-Hoeksema, 2012a;
Joormann, Yoon, & Siemer, 2010; Werner &
Gross, 2010). As for adaptive strategies, the
converse would be expected (i.e., reliable
negative associations with psychopathology) but this finding is less consistent. In

some studies, no relation between adaptive
strategies and psychopathology is reported
(Domínguez-Sánchez et al., 2013; Ehring,
Tuschen-Caffier, Schnülle, Fischer, & Gross,
2010; Green et al., 2011). In a meta-analytic
review, using normative and clinical samples,
adaptive strategies were found to be associated with decreased psychopathology, but
the associations had small to medium effect
sizes (Aldao, Nolen-Hoeksema, & Schweizer,
2010). This plethora of results influenced
Aldao and Nolen-Hoeksema’s (2010) transdiagnostic view of maladaptive cognitive
emotion regulation, stating that the use of
maladaptive strategies might play a more
central role in psychopathology than not
using adaptive strategies.
However, in certain circumstances, adaptive emotion regulation strategies may be
relevant (Aldao & Nolen-Hoeksema, 2012b)
or even fundamental for understanding mental disorders. Evidence for this comes from
Kelly, Lydecker, and Mazzeo (2012), who
show that all adaptive strategies analyzed
(with the exception of acceptance) moderated the effect of eating disorder on binge
eating frequency, while none of the maladaptive ones did. Also, in a study on resilience
in outpatients with depression and anxiety
disorders, adaptive strategies were more
strongly correlated with resilience than maladaptive strategies (Min, Yu, Lee, & Chae,
2013).
Given the inconsistent findings on the relevance of adaptive emotion regulation for
adaptation and psychopathology, the main
objective of this study was to examine the
role of adaptive cognitive emotion regulation as transdiagnostic processes. In order
to accomplish this goal, the connections
between adaptive cognitive emotion regulation strategies and a wide range of psycho-
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logical symptoms were analyzed. In previous transdiagnostic studies the number of
symptoms or disorders included was small,
as well as the number of adaptive cognitive
strategies tested (e.g., Aldao & NolenHoeksema, 2010). In order to address these
limitations, we compared nine psychological symptom dimensions and five adaptive
cognitive emotion strategies whilst also analyzing four maladaptive cognitive strategies
(see the Method section). We used a normative student sample, as it has been previously done in studies exploring cognitive
emotion regulation as a transdiagnostic process (Aldao & Nolen-Hoeksema, 2010), since
it samples the population range of both normal and clinical participants (whether or not
referred for treatment).
Many self-report instruments have been
designed to assess emotion regulation in
adults, such as the Difficulties in Emotion
Regulation Scale (DERS; Gratz & Roemer,
2004), and the Emotion Regulation Questionnaire (Gross & John, 2003). However, most
instruments do not assess a wide range of
cognitive emotion regulation strategies. But,
the Cognitive Emotion Regulation Questionnaire (CERQ; Garnefski et al., 2001; Garnefski
& Kraaij, 2007) does provide an extended
coverage of cognitive strategies capturing
both attentional (e.g., rumination) and cognitive change (e.g., positive refocusing) processes. This instrument is in line with the
cognitive components of Gross’s (2014)
model of emotion regulation. This author
describes a process model of emotion regulation that highlights five families of emotion regulation strategies that emerge along
the different stages of the generation of an
emotional experience.
The first two families, situation selection
and situation modification, are aimed at
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changing the environment that leads to the
emergence of the emotion. Next, attentional
deployment and cognitive change refer to
strategies directed at regulating emotions
without actually changing the environment.
They may be broadly classified as cognitive
strategies of emotion regulation since they
are believed to be part of the cognitive “black
box” (Gross & Thompson, 2007).
Attentional deployment involves the redirection of attention within a given situation
leading to regulation of the emotional experience. One classical example of this is rumination (Garnefski, Kraaij, & Spinhoven,
2001), in which a person heightens hers or
his emotion by continuously thinking and
evaluating several aspects associated with
the situation that activated the emotion.
Another example, to diminish emotion intensity, is distraction (Werner & Gross, 2010)
defined by the redirection of attention from
the event associated with the emergence of
emotion (e.g., I am trapped inside the elevator) to other events (e.g., review mentally the
shopping list while waiting for the technician
to open the elevator door). If the new event
is a positive one (e.g., think about how lovely
was the last trip to the countryside), it is called
positive refocusing (Garnefski et al., 2001).
Cognitive change refers to changing how
one thinks either about the situation itself or
about one’s capacity to manage the demands
it poses, i.e., altering the situation’s emotional
significance by changing how it is appraised
(Gross & Thompson, 2007). One example is
positive reappraisal (Garnefski et al., 2001),
that is, when someone attaches a positive
meaning to a negative event in terms of personal growth (e.g., almost dying helped me
learn to appreciate life better).
Finally, the last family of emotion regulation strategies in the emotion-generative pro-

62

STUDIA PSYCHOLOGICA, 58, 2016, 1

cess, after response tendencies have been
initiated, is response modulation. This refers to directly influencing the emotion’s
physiological, experiential, or behavioral
components.
As CERQ assesses both attentional and
cognitive change emotion regulation families, this instrument is particularly valuable
for research on cognitive emotion regulation,
which explains why it has been translated
into many different languages. Furthermore,
the validity and original factor structure of
the CERQ have been successfully replicated across samples in several countries
(Domínguez-Sánchez et al., 2013; Jermann et
al., 2006; Martin & Dahlen, 2005; Tuna &
Bozo, 2012; Zhu et al., 2008).
Given the inexistence of a similar instrument in Portugal, a specific objective of this
investigation was to translate the CERQ and
to validate its psychometric properties: factor structure, internal consistency, and criterion validity (by relating CERQ-Portuguese
with emotion dysregulation). Following
Gross’s (2014) process model of emotion
regulation, cognitive emotion regulation is
part of a variety of strategies described by
Gross. Therefore, we expected that a global
measure of emotional dysregulation would
be associated with more maladaptive and less
adaptive cognitive emotion regulation strategies.
Method
Participants
The sample consisted of 370 college students (60.3% female) with majors in Psychology and Management recruited in two Portuguese Universities from the Porto metropolitan area. Ages ranged from 18 to 60 years

(M = 23.42, SD = 6.98). Prospective participants were approached during class by a
research assistant, informed about the study
objectives and procedures, and asked about
their interest in participating.
Procedure
The administration of a socio-demographic questionnaire, CERQ-Portuguese
(CERQ-P), Difficulties in Emotion Regulation Scale (DERS), and Brief Symptom Inventory (BSI), was part of a larger research
project which included other questionnaires. All participants were tested individually during class. Anonymity was granted
for all participants.
Instruments
Cognitive Emotion Regulation Questionnaire
CERQ (Garnefski et al., 2001; Garnefski &
Kraaij, 2007) is a 36-item self-report questionnaire that assesses the use of cognitive emotion regulation strategies after experiencing
negative life events or situations. It is composed of nine subscales representing different emotion regulation strategies, which may
be classified as adaptive and maladaptive
(Garnefski et al., 2001; Garnefski & Kraaij,
2007). The maladaptive strategies are: selfblame (thoughts of blaming yourself for what
you have experienced), rumination (thinking
all the time about the feelings and thoughts
associated with the negative event), catastrophizing (explicitly emphasizing the terror of the experience), and other-blame
(thoughts of putting the blame for what you
have experienced on others). The adaptive
emotion regulation scales are: acceptance
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(thoughts of resigning to what has happened), putting into perspective (thoughts
of playing down the seriousness of the event
when compared to other events), positive
refocusing (thinking of other, pleasant matters instead of the actual event), refocus on
planning (thinking about what steps to take
in order to deal with the event), positive reappraisal (thinking of attaching a positive
meaning to the event in terms of personal
growth).
CERQ is rated on a 5-point Likert scale ranging from 1 (almost never) to 5 (almost always).
Each subscale score is obtained by summing
the individual item scores that correspond
to the related subscale (four items each). The
score might range from 4 to a total of 20.
Higher scores on the subscales represent
greater frequency of engaging in the corresponding emotion regulation strategy.
The psychometric properties of the CERQ
have been found to be good, with factorial
and criterion-related validity, good internal
consistency and acceptable test-retest reliability (e.g., Garnefski & Kraaij, 2007; Tuna
& Bozo, 2012).
Translation
The Portuguese version of CERQ (CERQP) was developed using the English version
(devised by CERQ’s original authors)
through the back-translation method
(Hambleton, 2005). First, the original version
was translated into Portuguese by ECM and
questions that arouse during the translation
were discussed with CERQ’s author Nadia
Garnefski. Next, the Portuguese version was
back-translated into English by another fluent speaker in Portuguese and English. Finally, the original version of the CERQ was
compared with the back-translation. When
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discrepancies emerged in the back-translation, translators worked alongside until a
consensus was reached. A test of the prefinal version was conducted with two adult
participants with an interview to determine
comprehension of each question or difficulties in understanding any of the wording.
Minor adjustments were made to the final
version of the questionnaire.
Difficulties in Emotion Regulation Scale
DERS (Gratz & Roemer, 2004)) assesses the
typical levels of emotion dysregulation
across six domains: non-acceptance of negative emotions, inability to engage in goaldirected behaviors when experiencing negative emotions, difficulties controlling impulsive behaviors when experiencing negative
emotions, limited access to emotion regulation strategies that are perceived as effective, lack of emotional awareness, and lack
of emotional clarity. It contains 36 items rated
on a 5-point Likert scale ranging from 1 (almost never applies to me) to 5 (almost always applies to me). Higher scores on this
scale represent more emotion dysregulation.
The Portuguese version used had high internal consistency, α = .93, good test-retest
reliability, r = .88, and adequate construct
and predictive validity (Coutinho, Ribeiro,
Ferreirinha, & Dias, 2010).
Brief Symptom Inventory
BSI (Derogatis & Melisaratos, 1983) is a
self-report questionnaire developed to assess clinically relevant psychological symptoms. It contains 53 items rated on a 5-point
scale of distress from 0 (not at all) to 4 (extremely). It assesses nine psychological
symptom dimensions: somatization (psy-
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chological distress arising from perception
of bodily dysfunction: complaints focused
on autonomic nervous system functioning,
aches and pains, and discomfort localized
in the gross musculature), obsession-compulsion (thoughts and actions that are experienced as unremitting and irresistible by
the patient but are of an ego-alien or unwanted nature), interpersonal sensitivity
(feelings of personal inadequacy and inferiority during interpersonal interactions),
depression (withdrawal of interest in life
activities, loss of vital energy and feelings
of hopelessness and futility), anxiety (restlessness, nervousness and tension and experiences reflecting free-floating anxiety and
panic), hostility (in thoughts, feelings, and
actions like: feelings of annoyance and irritability, urges to break things, frequent arguments and uncontrollable outbursts of
temper), phobic anxiety (agoraphobic fears),
paranoid ideation (paranoid mode of
thought like projection, hostility, suspiciousness, centrality, and fear of loss of autonomy) and psychoticism (in most nonpsychiatric populations measures social
alienation or schizoid alienated style). We
used the Portuguese version that has good
discriminant validity and therefore also allows for the classification of individuals regarding their probability of showing emotional problems (i.e., having a clinical diagnosis), based on their Positive Symptom
Distress Index (PSDI). PSDI is the sum of
the values of the items receiving non-zero
responses divided by the Positive Symptom Total (PST). The PST is a count of all
the items with non-zero responses. If a
participant’s score on PSDI is > to 1.7, it is
highly probable that that person has psychological problems (Canavarro, 2007). The
Portuguese version of BSI (Canavarro, 2007)

has also shown acceptable values for internal consistency in all dimensions, alphas >
.62, and also adequate predictive validity.
Data Analyses
Initial missing value analysis showed that
missing values in our database were low
(the highest percentage was 1.6 % of BSI’s
item 26). Therefore we used IBM SPSS 21
(IBM Corp., Armonk, NY, USA) regression
method in order to impute the missing results.
The psychometric properties of the CERQP were analyzed by conducting a confirmatory factor analysis (CFA) using AMOS 20
(IBM Corp., Armonk, NY, USA). A CFA was
carried out using maximum likelihood estimation in order to test for the expected nine
factor solution and to determine the goodness of fit of the model, following the procedures used on the CFA of the original scale
(Garnefski & Kraaij, 2007). Next, using IBM
SPSS 21, we analyzed CERQ-P’s internal
consistency with Cronbach’s alpha. Pearson
correlations were calculated among the
CERQ-P subscales, as well as their relation with sex. The criterion-related validity
of CERQ-P was assessed by conducting
Pearson correlations of the CERQ-P
subscales with a measure of emotion regulation difficulties (DERS). In order to examine
the relation between adaptive strategies and
psychological symptoms we conducted several regression analyses predicting each dimension of psychological symptoms (nine
in total) or the presence/absence of emotional problems (i.e., probability of having a
clinical diagnosis). Adaptive and maladaptive cognitive emotion regulation strategies
were entered as predictors, and sex was controlled for.
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Results
Preliminary Analysis: Study of CERQ
Psychometric Properties
Results for the nine-factor CFA showed
an acceptable fit of the model to the data,
χ2(544) = 1055.275, p < .001; CFI = .902;
RMSEA = .050; IFI = .904. Standardized factor loadings were all significant, ranging from
0.23 (item 20 – acceptance) to 0.85 (item 18 –
other-blame) with a mean loading of 0.68,

suggesting that items generally converged
meaningfully to the scales as predicted. Only
three items had standardized factor loadings
below .50: .23 (item 20 – acceptance); .39 (item
19 – self-blame); .46 (item 27 – other-blame).
Cronbach’s alpha coefficients computed
for each scale (Table 1) ranged from .65 (selfblame) to .82 (positive refocusing). Selfblame and acceptance (α = .69) have acceptable internal reliability whilst all other scales
have good internal consistency. Intercorrelations for CERQ-P scales are included in
Table 2.

Table 1 Descriptive Statistics and Cronbach’s α for Cognitive Emotion Regulation
Questionnaire Scales (N = 370)
Self-blame
Acceptance
Rumination
Positive refocusing
Refocus on planning
Positive reappraisal
Putting into perspective
Catastrophizing
Other-blame

Min
4
5
4
4
7
7
4
4
4

Max
18
20
20
20
20
20
20
20
16

Range
14
15
16
16
13
13
16
16
12

M (SD)
9.81 (2.25)
11.50 (2.90)
12.03 (3.19)
11.14 (3.32)
14.25 (2.89)
13.92 (3.09)
12.15 (3.30)
8.18 (2.97)
8.13 (2.52)

95% CI
Cronbach’s α
[9.58, 10.04]
.65
[11.20, 11.80]
.69
[11.70, 12.35]
.76
[10.80, 11.48]
.82
[13.96, 14.55]
.80
[13.60, 14.23]
.78
[11.81, 12.49]
.77
[7.88, 8.49]
.78
[7.87, 8.39]
.79

Table 2 Descriptive Statistics for Brief Symptom Inventory (BSI) and Difficulties in
Emotion Regulation Scale (DERS) (N = 370)
Min
Max
Range
M (SD)
95% CI
DERS total
BSI scales
Somatization
Obsessive-compulsive
Interpersonal sensitivity
Depression
Anxiety
Hostility
Phobic anxiety
Paranoid ideation
Psychoticism

41

143

102

79.1 (18.72)

[77.05, 81.08]

0
0
0
0
0
0
0
0
0

3.4
3.5
4
3.5
4
4
4
3.8
3.2

3.4
3.5
4
3.5
4
4
4
3.8
3.2

.54 (.62)
1.07 (.71)
.87 (.83)
.89 (.80)
.81 (.66)
.90 (.78)
.46 (.59)
1.11 (.78)
.73 (.69)

[.48, .61]
[1, 1.14]
[.79, .96]
[.80, .97]
[.74, .88]
[.82, .98]
[.40, .52]
[1.03, 1.19]
[.66, .80]
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Means and standard deviations of the
CERQ subscales for the complete sample are
displayed in Table 1. Self-blame, rpb = -.11,
p = .04, rumination rpb = .12, p =.018 and otherblame rpb = -.13, p = .014 were associated with
sex (Table 2). Women reported lower selfblame (M = 9.61, SD = 2.14 vs. men, M = 10.10,
SD = 2.39) and lower other-blame (M = 7.87,
SD = 2.32 vs. men, M = 8.52, SD = 2.77) than
men. Contrastingly, women reported higher
rumination than men (M = 12.35, SD = 3.28
vs. men, M = 11.54, SD = 2.99). Nevertheless,
considering that the range of responses at
each scale is at least 12 points (see Table 1)
these differences are small.
Descriptive statistics for difficulties in
emotion regulation and psychological problems can be found in Table 2. Twenty eight
percent (N = 105) of the sample had emotional problems (BSI’s Positive Symptom
Distress Index).
The relations between CERQ-P scales and
DERS can be found in Table 3. As expected,
maladaptive cognitive emotion regulation
strategies were positively associated with
higher emotion regulation difficulties (in descending order): catastrophizing, otherblame, self-blame, and rumination. Also, cognitive emotion regulation strategies classified as adaptive, namely refocus on planning,
positive reappraisal, and positive refocusing, were associated with lower emotion regulation difficulties. No significant associations
emerged with acceptance, and putting into
perspective.
Relations between Adaptive Cognitive
Emotion Regulation Strategies and Psychological Symptoms
Nine hierarchical linear regression analyses (each one attempting to separately pre-

dict one scale of psychological symptoms
from the BSI) and a hierarchical binary logistic regression analysis were carried out
(Table 4). In all analyses sex was entered in
the first step in order to control for its effect
since we had previously found that it related
to many of the psychopathology scales
(Table 3). In the second step, all cognitive
emotion regulation strategies were entered
as predictors.
All nine overall models predicting different psychological symptoms were significant
(Table 4) and sex emerged as a significant
predictor. Being a woman is associated with
reporting more symptoms in all scales. Somatization is predicted by using more selfblame, catastrophizing, and less refocus on
planning. More obsessive-compulsive symptoms is associated with higher self-blame and
other-blame. Higher interpersonal sensitivity is predicted by self-blame and catastrophizing. Depression is associated with the
use of self-blame and catastrophizing, and
less refocus on planning. Higher anxiety is
predicted by more catastrophizing, rumination, self-blame, and less refocus on planning. Hostility is predicted by catastrophizing and other-blame. Phobic anxiety is associated with catastrophizing, selfblame, and other-blame. Higher paranoid
ideation was only predicted by other-blame.
Finally, psychoticism was predicted by selfblame, catastrophizing, and other-blame.
In summary, from the nine types of symptoms assessed only three were associated
with a decreased use of adaptive emotion
regulation. In contrast, higher usage of maladaptive cognitive emotion regulation strategies predicted all symptom dimensions.
The model predicting the presence of emotional problems (i.e., high probability of having a clinical diagnosis) was significant
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10.
OB

9.
CA

8.
PP

7.
PR

6.
RP

5.
PR

4.
RU

3.
AC

2.
SB

1.
Sex

4

6

3

1

2

CERQ-P

Sexa
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STUDIA PSYCHOLOGICA, 58, 2016, 1

67

.098

.104*

.121*

.084

.114*

-.011

-.147*

.040

-.036

.210 b

χ2 (10) =
58.43,
p < .001

Self-blame

Rumination

Catastrophizing

Other-blame

Acceptance

Pos. refocusing

Ref. planning

Pos. reappraisal

Put.perspective

R2

Model

F(10,359) =
6.67,
p < .001

.157

.030

-.012

-.171*

.036

.036

.095

.136*

.026

.184**

.193***

SO

F(10,359) =
8.17,
p < .001

.185

.117

-.106

-.087

-.042

.052

.114*

.120

-.034

.271***

.124*

OC

F(10,359) =
8.83,
p < .001

.197

.085

-.053

-.129

-.098

.006

.108

.155*

.083

.191**

.156**

IS

F(10,359) =
13.07,
p < .001

.267

.074

-.038

-.209**

-.083

.018

.052

.182**

.055

.269***

.225***

D

F(10,359) =
10.20,
p < .001

.221

.073

-.038

-.155*

-.069

.020

.106

.161**

.155**

.152**

.188***

β

A

F(10,359) =
7.56,
p < .001

.174

.006

-.082

-.039

-.053

.105

.174*

.219*

.016

.013

.173**

H

F(10,359) =
5.70,
p < .001

.137

.015

-.052

-.123

.037

-.028

.136*

.147*

.010

.151*

.130*

PA

F(10,359) =
5.98,
p < .001

.143

.030

-.006

-.060

-.042

.082

.234***

.077

.019

.077

.196***

PI

F(10,359) =
11.76,
p < .001

.247

.041

.006

-.125

-.101

.034

.132*

.185**

.020

.275***

.129**

P

Note. Pos. refocusing = Positive refocusing, Ref. planning = Refocus on planning; Pos. reappraisal = Positive reappraisal; Put. perspective = Putting into perspective.
Brief Symptom Inventory scales: SO = somatization; OC = obsessive-compulsive; IS = interpersonal sensitivity; D = depression, A = anxiety; H = hostility; PA =
phobic anxiety, PI = paranoid ideation; P = psychoticism. Sex coded: Female = 0; Male = 1. Emotional problems coded: Absent = 0; Present = 1. aBinary logistic
regression. bNagelkerke R Square.
* p < .05. ** p < .01. *** p < .001.

-.680*

B

Sex

Predictors

Emotionala
problems

Psychological Symptoms (Brief Symptom Inventory)

Table 4 Linear Regression Models Predicting Psychological Symptoms (Brief Symptom Inventory) From Sex and Cognitive Emotion
Regulation Strategies
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(Table 2). Sex emerged as a significant predictor. Being a woman is associated with the
presence of emotional problems. Also, using more catastrophizing, acceptance and
rumination and less refocus on planning
predicts the emotional problems’ group
(Table 3). In summary, we found that two
maladaptive cognitive emotion regulation
strategies are associated with psychopathology, that the acceptance scale predicts psychopathology, and that one adaptive scale
is negatively associated with emotion problems in the general population.
Discussion
In this investigation we examined the role
of adaptive cognitive emotion regulation
strategies as transdiagnostic processes in a
student sample. Past research has given
adaptive strategies a less predominant role
in psychopathology when compared with
maladaptive strategies (Aldao & NolenHoeksema, 2010; Domínguez-Sánchez et al.,
2013), while other studies have demonstrated
the opposite (Kelly et al., 2012; Min et al.,
2013). One main strong point of our research
is that we compared differences in a wide
range of symptoms while analyzing a diversity of adaptive and maladaptive strategies.
By doing so, we tried to disentangle previous conclusions that may have been biased
by limited sampling of psychological symptoms or adaptive strategies.
Our results seem to support the idea that
adaptive strategies are protective factors of
psychological symptoms, but also Aldao and
Nolen-Hoeksema’s (2010) transdiagnostic
view of cognitive emotion regulation, stating that the use of maladaptive strategies
might play a more central role in psychopathology than not using adaptive strategies.
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Even though poor use of adaptive strategies predicted some psychological symptoms and the probability of having a clinical
diagnosis, we found that maladaptive cognitive emotion regulation strategies, as a
whole, were present across the variety of
psychological symptoms tested. We found
that at least one maladaptive cognitive strategy always emerged as predicting psychological symptoms (or being classified as having emotional problems). However, merely in
4 out of a total of 10 regressions (group with
emotional problems, somatization, depression, and anxiety), did adaptive emotion
regulation predict lower psychopathology.
Actually, only refocuses on planning
emerged as a significant predictor aside from
acceptance (this scale will be discussed separately). Second, correlations between emotion dysregulation and maladaptive cognitive strategies were generally stronger than
with adaptive strategies, and two adaptive
strategies did not correlate with emotion
dysregulation.
These results offer support for a lower use
of adaptive strategies in psychopathology,
contrasting with previous null results in the
literature (Domínguez-Sánchez et al., 2013).
Nevertheless, the findings also suggest that
adaptive strategies are less relevant for psychopathology symptoms than maladaptive
strategies. This might be due to the fact that
strategies considered adaptive may be more
or less appropriate depending on a) the situation the person is facing (Aldao & NolenHoeksema, 2012a) and b) on the level of maladaptive strategies being used (Aldao &
Nolen-Hoeksema, 2012b). On the other hand,
many of the maladaptive strategies may be
more consistently maladaptive across situations (Aldao & Nolen-Hoeksema, 2010). Nevertheless, the use of a maladaptive strategy
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by a given person in a specific situation may
be functional and an adaptive strategy may
be dysfunctional (Campos et al., 2011; Gross,
2014). Suppression is an example of this. It is
generally considered a maladaptive strategy
because it has been shown to maintain or
even intensify negative emotions (see
Werner & Gross, 2010) and increase mortality risk (Chapman, Fiscella, Kawachi,
Duberstein, & Muennig, 2013). However,
suppression may be functional if one faces a
situation in which controlling the emotional
display prevents a major negative event from
happening (e.g., emotional suppression in a
workplace discussion may prevent losing
one’s job). Also, although our results support a greater role for maladaptive emotion
regulation strategies, the associations found
with refocuses on planning are consistent
with the literature in highlighting the importance of adaptive strategies as underlying
mechanisms in psychopathology (Kelly et
al., 2012; Min et al., 2013). Again, even a
transdiagnostic perspective that emphasizes
maladaptive emotion regulation indicates that
adaptive emotion regulation strategies matter in particular circumstances (Aldao &
Nolen-Hoeksema, 2010, 2012a, 2012b). Therefore, the role of adaptive emotion regulation
strategies requires further study. The selfreport measures used in the present study
present limitations and future investigations
would benefit from using contextual and
multi-method approaches (Aldao, 2012; Campos et al., 2011) that would allow for a more
detailed process-based examination of the
role of adaptive emotion regulation strategies.
A comment about the acceptance scale is
necessary. Even though it was originally
designated as an adaptive scale, we found
that higher levels of acceptance predicted

belonging to the group with emotional problems and other studies have reported similar
results (Martin & Dahlen, 2005; Tuna & Bozo,
2012; van Wijk-Herbrink, Andrea, & Verheul,
2011; Zhu et al., 2008). It might be the case,
as previously advanced, that participants
may understand the acceptance items as a
description of resigning passively to the distressing event, of feeling helpless and/or
hopeless. In these circumstances, this may
be a dysfunctional emotion regulatory strategy if the situation the person is facing can
be altered (Tuna & Bozo, 2012).
This investigation has also provided evidence regarding the relations between particular cognitive strategies and psychological symptoms. Many have called upon the
importance of investigating the emotion regulation processes underlying psychopathological functioning (Aldao, 2012; Sloan &
Kring, 2010; Werner & Gross, 2010), as these
will have an important impact on our understanding of maladaptive trajectories and
bring forward new foci for intervention. Although, as a whole, maladaptive cognitive
strategies appear to fit the transdiagnostic
label, considerable variability exists regarding the set of cognitive emotion regulation
strategies that significantly predict each
symptom dimension (and belonging to the
group with emotional problems vs. general
population). However, it should be noted that
conclusions about the connections between
specific cognitive emotion regulation strategies and psychopathology are only tentative, since we did not investigate a sample
with clinical diagnosis.
Finally, this investigation also had a specific objective: to translate and psychometrically validate the CERQ in a Portuguese
sample. We were able to confirm the original
nine-factor structure of CERQ in our Portu-
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guese sample. It seems that CERQ-P is able
to assess the nine different cognitive strategies as designed by the original authors of
the questionnaire. We also obtained good
levels of internal reliability for most scales
(acceptable levels for self-blame, α = .65, and
acceptance, α = .69). The criterion validity of
CERQ-P was found to be good, since most
associations between CERQ-P scales and
difficulties in emotion regulation emerged in
the expected direction. All maladaptive cognitive emotion regulation strategies were
positively associated with higher emotion
regulation difficulties. Additionally, three
adaptive cognitive emotion regulation strategies (refocus on planning, positive reappraisal, and positive refocusing) were associated with lower emotion regulation difficulties. Only acceptance and putting into
perspective did not correlate significantly
with the global measure of emotion regulation. Interestingly, previous research has
also found these scales to be less reliably
associated with psychopathology (Tuna &
Bozo, 2012; Zhu et al., 2008). In summary,
this investigation supports the cross-cultural
validity and applicability of CERQ.
In summary, several conclusions can be
derived from our results. As adaptive or maladaptive emotion regulation strategies predict a diverse range of psychological symptoms, this investigation offers additional
support for emotion regulation, and specifically cognitive emotion regulation as transdiagnostic process. Also, we showed that
lower adaptive emotion regulation strategies
sometimes predict psychological symptoms,
but that higher maladaptive strategies are
more consistently associated with psychopathology. Finally, different sets of cognitive
strategies may underlie the origin or the continuity of diverse psychopathologies, since

most psychological symptom dimensions
were predicted by different sets of cognitive
strategies. Even maladaptive strategies differed from symptom to symptom. This supports a transdiagnostic view of emotion regulation that also encompasses variability in
which specific cognitive emotion regulation
strategies may underlie different psychological symptoms.
Received February 2, 2015
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