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Substance Use Among Lawyers and Law 
Students: A Scoping Review
Kizito AIDAM   1   , Emefa A. ADAWUDU   2 

Introduction: Lawyers are uniquely vulnerable to substance use and disor-
ders due to the use of different substances mainly because of the demanding 
and adversarial nature of the legal profession. Substance use often begins 
during law school years. 
Aims: This study aims to examine substance use and disorders due to the 
use of different substances.
Methods: A scoping review was adopted to collect literature from January 
2000 to November 2023. The review followed the Arksey and O’Malley 
framework. Literature was retrieved from CINAHL Complete, PubMed, 
PsycINFO, Web of Science, and Scopus. A total of 1,808 studies were re-
trieved and 14 were included for the final synthesis. The combined sample 
size was 16,722, comprising 15,150 lawyers and 1,572 law students. Data 
was extracted into a data matrix and then synthesized into the results. 
Results: Many lawyers and law students have experienced substance use 
disorders or problematic use. Alcohol and tobacco were the most used 
substances among them. Suicide due to substance use was also detected. 
Findings reveal the use of illicit substances, demographic disparities in sub-
stance use, and unprofessional behavior such as substance use during work-
ing hours. The role of support systems in battling substance use was critical 
among lawyers and law students. Even though few lawyers sought help for 
substance use related issues, treatment was effective. 
Conclusions: Substance use is pervasive in the legal profession. Although 
various health promotion and education interventions have been carried 
out to address this problem, the scale of the problems means that stake-
holders must do more to effectively tackle the issue. 

Keywords: substance use, alcohol drinking, tobacco use, lawyers, legal pro-
fession, and law students 
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Introduction
Substance use refers simply to the act of consuming substances like alcohol, tobacco, or drugs, without implying 
whether this use is responsible or harmful (Volkow & Blanco, 2023; American Psychiatric Association, 2014). 
Disorders due to the use of different substances result when substance use becomes harmful, leading to negative 
outcomes such as health problems, risky behaviors, or neglect of responsibilities (Kalin, 2020; WHO, 2023). 
Episodes of harmful use occur when an individual struggles to control the use of substances despite experiencing 
adverse consequences (Volkow & Blanco, 2023; WHO, 2023). The most severe forms of disorders due to the 
use of different substances are harmful patterns of use and dependence (Volkow& Blanco, 2023; WHO, 2023). 

Substance use could potentially lead to severe mental illness (Shegaw et al., 2022). This can be a public health 
problem even when it does not rise to the level of disorders due to the use of different substances (Shegaw et al., 
2022; Volkow & Blanco, 2023).  

Almost a quarter of the world’s population uses tobacco, resulting in a tobacco epidemic (WHO, 2021). This 
tobacco epidemic, according to the World Health Organization, is one of the biggest public health challenges 
in the world (WHO, 2021). Tobacco kills over eight million people a year, with about 75% of this case-specific 
mortality due to direct tobacco use and 25% of the mortality among non-smokers who are exposed to tobacco 
smoke (WHO, 2021). According to the World Health Organization, about 35 million people are affected by 
substance use problems annually (WHO, 2024). Also, three million yearly deaths are attributed to alcohol, im-
plying that alcohol-related disorders account for 5% of deaths across the world (WHO, 2024). A recent study 
showed that 3.7% of all Disability-Adjusted Life Years (DALYs) were associated with alcohol use (Murray et 
al., 2020). Additionally, 7.9% of all DALYs were attributed to tobacco smoking (Murray et al., 2020). In other 
words, a total of 11.6% of the global disease burden is associated with alcohol drinking and tobacco smoking 
(Murray et al., 2020). 

Given the ominous global burden of substance use, it is important to examine the problem among segregated, 
at-risk populations. Certain professionals are known to be more susceptible to problematic substance use than 
others. A Hungarian study underscored this point by suggesting that law enforcement students averaged a higher 
incidence of caffeine use disorder than the general population (Erdős, 2023). Attorneys, or lawyers, are one of 
the at-risk populations for problematic substance use (Rothstein, 2008). This is largely due to the adversarial and 
“winner-takes-all” nature of lawyering and the stress associated with the work (Rothstein, 2008). Often, the legal 
profession is a zero-sum game, putting immense pressure on attorneys to deliver results (Rothstein, 2008). In 
their quest to meet client demands, some attorneys use alcohol and other forms of substances as a coping mecha-
nism (Rothstein, 2008; Wyler et al., 2022). 

Lawyers are meant to be custodians of the law, and many of the substances that lawyers use are illegal in many 
jurisdictions (Rothstein, 2008). This portends a worrying concern – the people tasked with upholding the law 
break it (Rothstein, 2008). Furthermore, society is at risk of chaos if the mental health and well-being of lawyers 
spirals out of control (Organ et al., 2016). Lawyers ensure the rule of law, which is a cornerstone of every well-
functioning society, including democracies and monarchies alike (Organ et al., 2016). Among others, lawyers 
defend individual rights, ensure compliance with laws at local, national, and global levels, and advise governments 
on legislation (Organ et al., 2016). They advise in deal-making, create employment opportunities, and contribute 
to national GDPs (Organ et al., 2016; Rothstein, 2008). The role of lawyers cannot be overstated. 

Evidence shows that American lawyers’ misuse of different substances does not begin immediately after prac-
ticing but starts even before entering the profession(Organ et al., 2016; Wyler et al., 2022). This is likely a direct 
result of the general population starting to use substances like alcohol and tobacco in adolescence (Organ et al., 
2016; Wyler et al., 2022; Volkow & Blanco, 2023). Therefore, this study seeks to determine the prevalence of 
substance use, such as alcohol, tobacco, and other substances among lawyers and law students. Also, this study 
explores disorders due to the use of different substances among the same population. The study maps out the 
extant evidence across the world. Furthermore, the study examines the factors underlying the use of these sub-
stances. Common attributes in the legal industry across the world mean that the results of this study can be ap-
plied universally. 

Methods
A scoping review, also known as a systematic scoping review, was conducted to identify the prevalence of sub-
stance use, disorders due to the use of different substances, and their associated factors, among attorneys and 
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law students (Peters et al., 2015). We deemed the scoping review appropriate for this study because its aim was 
consistent with the rationale behind scoping reviews (Peters et al., 2015; Stern et al., 2020). The essence of scop-
ing reviews is to broadly understand nascent research subjects (Stern et al., 2020). In this study, a scoping review 
allowed the researchers to search, retrieve, collect, and synthesize a vast array of literature on substance use and its 
associated factors among lawyers and law students. 

The directories of Prospero, Figshare, and Open Science Framework (OSF) were searched to identify whether 
any protocol for a similar study existed or was in progress. With no relevant registration, this scoping review was 
developed following the Arksey and O’Malley framework. This study also conforms with the Preferred Reporting 
Items for Systematic Reviews and Meta-Analysis Protocols (PRISMA-P) and the latest PRISMA Extension for 
Scoping Review Checklist (PRISMA ScR), which guided the structure and organization of the review (Tricco et 
al., 2018).

To ensure the robustness of this study, two frameworks were integrated. Since its inception about twenty years 
ago, Arksey and O’Malley’s has been widely adopted by researchers in conducting scoping reviews (Westphaln et 
al., 2021). The framework’s rigor has been well-established (Arksey & O’Malley, 2005; Daudt et al., 2013; West-
phaln et al., 2021). Even though the framework has six stages, only the first five steps are required. The sixth stage 
is an extra step which researchers have the discretion to ignore. The other five stages of the Arksey and O’Malley 
framework are elaborated below. They include identifying the research question, identifying the relevant studies, 
selecting the studies to be included, charting the data as well as collating, summarizing, and reporting the findings 
(Arksey & O’Malley, 2005).

The Arksey and O’Malley framework was complemented by the PRISMA Extension for Scoping Reviews 
(PRISMA-ScR) (Arksey & O’Malley, 2005; Tricco et al., 2021). Just like the Arksey and O’Malley framework, 
PRISMA-ScR is a template for developing protocols for scoping reviews and meta-analysis (Tricco et al., 2021). 
Even though similarities exist between the Arksey and O’Malley framework and PRISMA-P, the latter one cul-
minated in a PRISMA Scoping Review Extension Checklist (PRISMA ScR), which is a 27-item worksheet for 
conducting structured and organized reviews  (Arksey & O’Malley, 2005; Daudt et al., 2013; Tricco et al., 2018; 
Levac et al., 2010). Following these 27 points enhanced the methodological rigor of this study. The items were 
integrated into the five stages of the Arksey and O’Malley framework.

Identifying the Research Question 

The review question considered in this study was guided by the Population, Concept and Context (PCC) mne-
monic (Peters et al., 2015). The population included lawyers and law students. It also included judges, barristers, 
solicitors, and prosecutors. The concept of interest was substance use, its disorders, its prevalence, its abuse as well 
as its associated factors. The context was global; the study was not limited to a geographical location. This cul-
minated in the question for this review: “What are the prevalence and factors of substance use and abuse among 
lawyers and law students”?

Identifying Relevant Studies 

The objective of the search strategy was to uncover published literature. A preliminary, restricted search of Psy-
cINFO and PubMed was conducted to produce a general overview of studies on the subject. The key terms in 
the titles and abstracts of these articles, along with the index terms employed to describe these articles, formed 
the basis for constructing a comprehensive search plan. Five databases, including CINAHL Complete, Pub-
Med, PsycINFO, Web of Science, and Scopus, were used for the search. Keywords – “substance use”, “alcohol”, 
“drugs”, “prevalence”, “factors”, “law students” and “lawyers” – were composed into a search string. Some 
MeSH terms and synonyms were used in the final search string. An advanced search, limited to the search title, 
was conducted. The search was limited to the title of the studies to ensure the precision of the results. Before 
finalizing the search string and limiting the search to the title of the articles, multiple iterations of the keywords were 
run in PsycINFO and PubMed. Table 1 shows the database-specific search strings, including Booleans, wildcards, 
and truncations. 
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Study Selection 

Studies were included in this scoping review if they were published in English. Studies that were published before 
January 2000 were excluded, while studies from January 2000 to November 2023 were eligible for inclusion. 
Editorials, narrative reviews, scoping and systematic reviews opinions, perspectives, books and book reviews, and 
conference abstracts were not included in this scoping review. Likewise, anecdotal and personal accounts were not 
included in this study. Various types of study designs, both quantitative and qualitative, were considered. Studies 
were included irrespective of their study site. Geographical locations were not a basis for exclusion because this 
was a global study. 

After the search, all the studies were exported into Mendeley Reference Manager where duplicates were identi-
fied and merged. The studies were reviewed first by title, and then by abstracts; that is, studies whose titles and 
abstracts were not consistent with the purpose of this study were eliminated. The two researchers independently 
conducted the study selection process and any disagreements regarding whether to include a study were resolved 
through mutual agreement.

In total, 1,808 studies were retrieved from the five databases. Specifically, 207 were from CINAHL Complete, 
865 were from PubMed, 241 were from PsycINFO, 369 were from Web of Science, and 126 were from Scopus. 
After removing duplicates, 1,013 studies remained. Afterwards, 955 studies were eliminated by title and an ad-
ditional 27 were eliminated by abstract leaving 31 studies. Two full-text articles were not available. Fourteen 
studies were included in the final synthesis. Figure 1 is the PRISMA chart that summarizes the search process. 
Relevant findings from the included studies were extracted into a data matrix according to the author(s) and year 
of publication; the purpose of the study; methodology; sample; and key findings and recommendations. Table 2 
shows the data matrix.

Table 1. Search strings used to retrieve studies from the various databases

Database Search strings

PsycINFO TI ( amphetamine* OR substance OR alcohol OR tobacco OR cigarette OR drugs OR cannabis OR marijuana 
OR wee ) AND TI ( use OR abuse OR prevalence OR factors OR dependence OR addiction ) AND TI ( attor-
ney* OR lawyer* OR “law student*” OR barrister* OR solicitor* OR judge* OR justice* ) 

PubMed ((amphetamine* OR substance OR alcohol OR tobacco OR cigarette OR drugs OR cannabis OR mari-
juana OR wee[Title]) AND (use OR abuse OR prevalence OR factors OR dependence OR addiction[Title])) 
AND (attorney*[Title] OR lawyer*[Title] OR “law student*”[Title] OR barrister*[Title] OR solicitor*[Title] OR 
judge*[Title] OR justice*[Title])

Scopus ( amphetamine* OR substance OR alcohol OR tobacco OR cigarette OR drugs OR cannabis OR marijuana 
OR wee ) AND ( use OR abuse OR prevalence OR factors OR dependence OR addiction ) AND ( attorney* 
OR lawyer* OR “law student*” OR barrister* OR solicitor* OR judge* OR justice* )

CINAHL 
Complete

TI ( (amphetamine* OR substance OR alcohol OR tobacco OR cigarette OR drugs OR cannabis OR marijuana 
OR wee) ) AND TI ( (use OR abuse OR prevalence OR factors OR dependence OR addiction) ) AND TI ( (attor-
ney* OR lawyer* OR “law student*” OR barrister* OR solicitor* OR judge* OR justice*) )

Web of 
Science

TI=(((amphetamine* OR substance OR alcohol OR tobacco OR cigarette OR drugs OR cannabis OR mari-
juana OR wee) AND (use OR abuse OR prevalence OR factors OR dependence OR addiction) AND (attorney* 
OR lawyer* OR “law student*” OR barrister* OR solicitor* OR judge* OR justice*)))
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Collating, Summarizing, and Reporting the Results

The collating, summarizing, and reporting procedure adhered to the reporting guidelines of the PRISMA Ex-
tension for Scoping Reviews (PRISMA-ScR) (Peters et al., 2015). A basic descriptive analysis was performed to 
establish the country setting, sample, and years in which the studies were published. The findings extracted from 
the data matrix were independently assigned codes. These codes were then compared and deliberated upon to es-
tablish an agreement between the researchers. Similar codes were merged into sub-themes, and related sub-themes 
were grouped into overarching themes, as detailed in the results section. 

Identification of studies via databases 

Records identified from:
    CINAHL Complete (n = 207)
    PubMed (n = 865)
    PsychINFO (n = 241)
    Web of Science (n = 369)
    Scopus (n = 126)

Records removed before 
screening:
     Duplicate records removed
     (n = 795)

Records screened
    (n = 1013)

Records excluded*
Elimination by title (n = 955)
Elimination by abstract (n = 27)

Reports sought for retrieval
    (n = 31)

Reports not retrieved
    (n = 2)

Reports assessed for eligibility
    (n = 29)

Reports excluded:
Failed critical appraisal (n = 4)
Ineligible methodology (n = 7)
Ineligible sample (n = 4)

Studies included in review
    (n = 14)

Id
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at
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n
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Figure 1. PRISMA diagram of identified studies

* Exclusions were manually performed without any automation tool.
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Results
Characteristics of the Study

The combined sample from the 14 included studies was 16,722, comprising 15,150 lawyers and 1,572 law stu-
dents. Out of the included studies, 7 (50%) were conducted in the USA. One study each was conducted in the 
UK, Poland, France, India, and Australia. The remaining one study was a multi-country study which sampled 
participants from Canada and Australia. 

The highest number of included studies was published in 2004, 2016 and 2023. One study each was published 
in 2000, 2001, 2017, 2018, 2019, and 2020. No studies were published from 2005 to 2013.

Prevalence of Substance Use Among Lawyers and Law Students

Fewer studies investigated the prevalence of alcohol consumption among lawyers than among law students. In 
France, 53% of lawyers consumed alcohol according to a study by Leignel et al. (2014). The lifetime prevalence 
of alcohol use among some British law students ranged from 47.4% to 69.5% with final-year law students 
accounting for the lowest and second-year students accounting for the highest (Bogowicz et al., 2018). Prevalence 
within the past year was lower among law students; it was as low as 18.9% and as high as 42.4% (Bogowicz et 
al., 2018). In India, 26.6% of law students consume alcohol (Gupta et al., 2019). A higher lifetime prevalence of 
alcohol use – 90.4% – was recorded among law students in the midwestern part of the US (Reed et al., 2016). 
The highest current prevalence of alcohol consumption was recorded among students in the Midwestern United 
States of America: 84.6% (Reed et al., 2016).

The findings also demonstrated the frequency of alcohol use. The average amount of any kind of alcoholic 
drink consumed daily by lawyers in two midwestern cities in the United States was 10.94 ml (Shore, 2001). This 
translated to a daily average of 0.37 oz of absolute alcohol (Shore, 2001). Even though about 32% of these lawyers 
drank during business hours, most of the drinking, about 70%, occurred during social events (Shore, 2001). Ad-
ditionally, in Northeastern America, 35% of law students reported that they had more than five drinks per occa-
sion (Buick, 2000). More than half of the law students in another American sample consumed at least five drinks 
per week (Reed et al., 2016). This, according to the authors, constituted binge drinking (Reed et al., 2016). On 
average, a lawyer drank about 4 drinks per social occasion (Shore, 2001). 

The studies also reported findings on the prevalence of tobacco smoking among law students and lawyers. The 
prevalence of tobacco smoking among French attorneys was 26% (Leignel et al., 2014). In the United Kingdom, 
the prevalence of smoking among law students ranges from 10.6% to 19.0% with first-year law students recording 
the lowest prevalence and second-year law students recording the highest prevalence (Bogowicz et al., 2018). A lon-
gitudinal study among law students in the northeastern part of the United States America (USA) found that one 
out of every five students smoked or consumed marijuana at least three times weekly (Buick, 2000). About one out 
of every ten French lawyers used drugs such as anxiolytics, antidepressants, and hypnotics (Leignel et al., 2014).

Regarding the onset of substance use, most U.S. law students started using alcohol before they turned 18 years 
old (Buick, 2000). By contrast, most law students in the same study started using cocaine, amphetamines, seda-
tives, and hallucinogens after their 18th birthday (Buick, 2000).

Substance Use Problems Among Lawyers and Law Students

A cross-sectional study to screen for alcohol use disorders among U.S. lawyers established that one out of every 
five participants engaged in problematic drinking (Krill et al., 2016). Additionally, 36.4% of the attorneys ex-
hibited scores that reflected hazardous drinking or possible abuse or dependence (Krill et al., 2016). A similar 
study conducted among Polish lawyers found that 22.3% of lawyers were at risk of alcohol addiction (Chrobak-
Kasprzyk & Jośko-Ochojska, 2020). According to another study in Poland, 3% of lawyers were battling alcohol 
addiction (Buick, 2000). Using self-administered questionnaires, researchers observed alcohol abuse among 16% 
of French lawyers (Leignel et al., 2014). 

In Canada, a cross-sectional study using the Drug Abuse Screening Test and Michigan Alcoholism Screening 
Test revealed that 37.2% of law students registered potential alcohol dependence and abuse (Murdoch, 2004). 
Also, potential drug abuse was observed in 7.6% of the law students (Murdoch, 2004). In the United Kingdom, 
clinical levels of alcohol dependence were observed among 10% of law students (Bogowicz et al., 2018).
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Commonly Used Substances Among Lawyers and Law Students

Without factoring in alcohol, tobacco was the most used substance among U.S. attorneys (Krill et al., 2016). 
About 6% of the attorneys used opioids (Krill et al., 2016). Findings from a secondary analysis of clinical 
data, collected in Florida, revealed that about one in every four lawyers used cocaine (Sweeney et al., 2004). 
Pertaining to law students, cannabis was the most used substance among British law students (Bogowicz et al., 
2018). This was followed by cocaine and nitrous oxide (Bogowicz et al., 2018). Cigarettes were the most used 
substance among Indian students, and this was followed by hookah (Gupta et al., 2019). Marijuana was the 
most used substance among some U.S. students (Reed et al., 2016). About 1% of the students used cocaine 
(Reed et al., 2016). 

Factors, Drivers, and Health Effects of Substance Use Among Lawyers and Law Students

Male lawyers were more likely to consume alcohol than female lawyers (Chrobak-Kasprzyk & Jośko-Ochojska, 
2020; Gupta et al., 2019). Alcohol consumption and the likelihood of problematic drinking decreases with age 
(Chrobak-Kasprzyk & Jośko-Ochojska, 2020; Krill et al., 2016). The number of hours that attorneys worked 
did not show a significant relationship with alcohol consumption (Chrobak-Kasprzyk & Jośko-Ochojska, 2020). 
Lawyers who were married, and also lawyers who had children, were less likely to consume alcohol (Chrobak-
Kasprzyk & Jośko-Ochojska, 2020). 

Family history had a relationship with substance use among law students (Buick, 2000; Gupta et al., 2019). In-
dian law students who had a family history of tobacco use were three times more likely to use tobacco than those 
who did not have a family history of substance use (Gupta et al., 2019). Likewise, a family history of substance 
use was associated with substance use among American law students (Buick, 2000). 

Law students who had more than five drinks per occasion were more likely to show higher mean scores on the 
Beck Depression Inventory II than law students who had less than five drinks per occasion (Buick, 2000). The 
onset of cocaine usage before the age of 18 years increased the clinical symptoms associated with its use (Buick, 
2000). These included symptoms of interpersonal sensitivity, anxiety, hostility, phobic anxiety, psychoticism, 
obsessive-compulsive, paranoid ideation and somatization (Buick, 2000). Peer pressure accounted for 66.5% of 
tobacco use among law students in India (Gupta et al., 2019).

Substance use did not only contribute to sickness among lawyers, but also to death. Substance abuse accounted 
for 15.2% of suicides among lawyers (Stack & Bowman, 2023). Alcohol addiction among attorneys was at-
tributed to legal strategy (Seear, 2023). Alcohol addiction reflects throughout the legal process (Seear, 2017). Its 
impact is felt from client intake through the litigation process and other parts of the life cycle of a lawsuit (Seear, 
2017, 2023). 

Treatment and Interventions

Only about 7% of attorneys sought treatment for their substance use problems (Krill et al., 2016). Treatment 
and substance use interventions produced results (Rosky et al., 2022; Sweeney et al., 2004). The average duration 
of treatment for substance use was eleven weeks (Sweeney et al., 2004). Those who sought treatment were less 
likely to record clinically significant levels of substance use than their peers who did not seek treatment (Krill et 
al., 2016). Special interventions that are tailored to the substance use needs of lawyers resulted in about a 80% 
treatment completion rate (Sweeney et al., 2004). By contrast, the completion rate of treatment for substance use 
among the lawyers before the special intervention was 47% (Sweeney et al., 2004). 

Discussion
The lowest prevalence of alcohol among law students was recorded in India (26.6%) and the highest prevalence 
of alcohol use was observed among midwestern students in the United States (90.4%). Among lawyers, a French 
study established that the prevalence of alcohol consumption was around 53%. The findings from this study 
largely differ from findings in previous studies that investigated the prevalence of alcohol use among lawyers and 
law students. A study in the 1990s found that the lifetime prevalence of alcohol consumption among lawyers and 
law students was 82% and 75% respectively in the United States (Organ et al., 2016). The prevalence of alcohol 
consumption within the profession has not substantially changed even though various efforts have been aimed at 
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reducing the prevalence of alcohol use in the profession indicates that a lot of work remains to be done (Rothstein, 
2008). Perhaps the prevalence of alcohol use steadied due to these interventions, but the consensus is that more 
needs to be done to stem alcohol consumption among lawyers (Organ et al., 2016; Rothstein, 2008). 

The difference in alcohol consumption observed among law students in India and the United States is not 
surprising. Within the general population, patterns of alcohol consumption in India and the United States differ. 
The prevalence of alcohol consumption in the general population in India is about 60% lower than the prevalence 
of alcohol consumption in the United States, and these differences likely accounted for the differences among law 
students too (Sivapuram et al., 2020; NIAAA, 2024). Based on the findings of this study and the findings among 
the general population of India and the United States, the prevalence of substance use among university students 
is higher compared to the general population (Sivapuram et al., 2020; NIAAA, 2024; Reed et al., 2016; Gupta et 
al., 2019). This underscores a unique alcohol use among law students. 

The findings on alcohol use-related disorders demonstrate the susceptibility of lawyers and law students to 
problematic alcohol use. Over 50% of American lawyers engaged in binge drinking, which is more than the 
prevalence of binge drinking among the general public ((Reed et al., 2016 ; Cheng et al., 2015). Predictably, 
depressive symptoms were common among some American law students who consumed more than five drinks 
in one sitting (Buick, 2000).

Substance use did not only result in morbidity among some lawyers, but it also contributed to mortality in 
certain cases. Substance abuse accounted for 15.2% of the suicides among lawyers (Stack & Bowman, 2023). 
Alcohol addiction among attorneys was attributed to legal strategy (Seear, 2023). Alcohol addiction reflects 
throughout the legal process (Seear, 2017). Its impact is felt from client intake through the litigation process 
and other parts of the life cycle of a lawsuit (Seear, 2017, 2023). Various forms of problematic drinking were 
observed among a substantial proportion of the lawyers (Chrobak-Kasprzyk & Jośko-Ochojska, 2020; Krill 
et al., 2016). The finding on problematic alcohol consumption in the U.S, among lawyers is higher than the 
prevalence of problematic alcohol drinking among physicians in the U.S., which was recorded at 16.8% (Hal-
sall et al., 2023). Likewise, the proportion of U.S. nurses who engaged in problematic drinking was 27.0% 
(Halsall et al., 2023). Similarly, the proportion of lawyers engaged in problematic drinking was over three times 
the proportion of the general American population that was engaged in problematic drinking (NIAAA, 2024; 
Krill et al., 2016). In sum, the legal profession seems to be confronted with a peculiar, cultural challenge regard-
ing alcohol consumption. 

This situation is worrying, especially since our study established that 30% of lawyers drink during business 
hours (Shore, 2001). The majority of drinking by lawyers is done outside working hours, but there is a risk that 
drinking during work hours could become a norm. Another worrying observation on substance use among law-
yers was that the problem is resulting in deaths. Substance abuse accounted for 15.2% of suicides among lawyers 
(Stack & Bowman, 2023). This represents a substantial proportion of lawyers who lose their lives due to substance 
use. 

Findings were also made on the prevalence of tobacco smoking among lawyers and law students, which ranged 
from 10.6% among British law students to 26% among French lawyers (Leignel et al., 2014; Bogowicz et al., 
2018). This finding is generally consistent with tobacco smoking among the public, including other profession-
als. Global and regional studies have demonstrated that the average prevalence of tobacco smoking is about 18% 
(Cornelius et al., 2022; Nilan et al., 2019; WHO, 2019). It does not appear, therefore, that lawyers and law 
students have peculiar issues with tobacco use. 

Instances of using illegal substances also occurred. In the United States, some lawyers and law students use 
contraband substances such as cocaine and cannabis (Bogowicz et al., 2018; Buick, 2000; Krill et al., 2016; 
Sweeney, 2004). This is a concern as lawyers are meant to be the custodians of the law (Rothstein, 2008). For 
this reason, the law is a self-regulating profession in many jurisdictions (Rothstein, 2008). Here, the findings 
showed that not all lawyers, and aspiring lawyers, are accountable to themselves. Some lawyers break the law to 
suit their cravings. There were likely more lawyers and law students who engaged in the use of illicit substances 
than those who reported doing so. People are not always candid about subjects like substance use (Aidam & 
Adawudu, 2023). 

This study also highlighted drivers and associated factors of substance use among lawyers and law students. 
Male lawyers were more likely to consume alcohol than female lawyers. Various mainstream studies have estab-
lished a relationship between substance use and gender (Cornelius et al., 2022; Degenhardt et al., 2018; Htet 
et al., 2020; Lorant et al., 2013; Nilan et al., 2019; WHO, 2019). This finding was, therefore, not surprising. 
Lawyers are a subset of society. It makes sense that certain observations on the association between demographic 
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characteristics and substance use in the general society were reflected among lawyers. Additionally, this study 
proved that alcohol consumption and the likelihood of problematic drinking decreases with age. The explanation 
could be that older lawyers, who are likely more experienced, learn how to manage alcohol consumption over 
time (Berger & Zhang, 2016; Coulton et al., 2012; Shaw et al., 2012). Reasons such as risk-taking, experimenta-
tion, social pressure, positive expectations and inadequate support systems could explain why younger attorneys 
consume more alcohol than older attorneys (Gray & Brown, 2009; Wild et al., 2001; Veerbeek et al., 2019).

The role of social systems in alcohol use among lawyers was underscored in this study in two respects. First, it 
was discovered that the marital status of lawyers had a significant relationship with alcohol consumption in the 
sense that lawyers who were married, and also, lawyers who had children, were less likely to consume alcohol. 
Second, a family history of substance use increased the likelihood of substance use among law students. These 
two findings are consistent with the extant literature on the role of social support and family history regarding 
substance use (Birkeland et al., 2021; Lookatch et al., 2019; Polcin & Korcha, 2017). Social support systems, 
such as spouses, can make a difference in substance use (Birkeland et al., 2021; López et al., 2021). Also, chil-
dren can motivate parents to avoid potentially destructive behavior such as substance use (Birkeland et al., 2021; 
Lookatch et al., 2019; Polcin & Korcha, 2017). Conversely, a family history of substance use encourages people, 
including law students and lawyers, to do likewise (Beaulieu et al., 2021; Birkeland et al., 2021; Lookatch et al., 
2019).

This study also proved that interventions targeting the prevention of substance use are effective. Lawyers who 
participated in such interventions experienced improvements in their mental health and wellbeing (Sweeney, 
2004). This finding supports the established view that substance use problems are not death sentences; they are 
treatable (Baldwin, 1991; López et al., 2021). Substance use prevention programs, especially vertical programs, 
were effective in creating awareness among lawyers and law students as well as improving their mental health 
seeking behavior (Baldwin, 1991; Beaulieu et al., 2021; López et al., 2021). The effectiveness of substance use 
interventions gives hope to lawyers who are battling any form of problematic substance use.  

Strenghts and Limitations
This study is the first to investigate substance use among lawyers and law students on a large scale using a rigor-
ous methodology. The study includes literature from different parts of the world, describing various substances. 
This study is not without limitations. Eliminating a bulk of studies that were initially retrieved because they 
were not peer-reviewed articles resulted in the relative lack of a high volume of studies on the subject. Also, 
even though the aim of scoping reviews is to provide an overall overview of the subject rather than a detailed 
insight into a specific geographical location, the patterns of changes in substance use over time and varying 
socio-demographic factors make it difficult to compare findings across different geographical locations and 
timelines. Furthermore, most of the studies used screening tools to collect data in cross-sectional studies. A 
more accurate source of data would have been a secondary analysis of clinical data. Finally, this study included 
only studies that were published in English. As a result, certain studies that were published in other languages 
may have been omitted. 

Conclusion, Implications and Future Directions
Substance use has morphed into a cultural and historical problem in the legal profession. Because of the critical 
role that lawyers play in society, their substance use issues can be consequential for themselves, their families, and 
even society. A substantial portion of lawyers drink during work hours, which is an indictment of their profes-
sionalism. Interventions that are tailored to the needs of lawyers are generally effective. There was a geographical 
imbalance in the available studies. This scoping review did not include any studies from the Middle East and 
Africa due to the paucity of literature on the subject in these regions. Also, analytical studies that use secondary 
data, collected from clinical sources, would present more accurate diagnostic data on substance abuse and disor-
ders among lawyers and law students. Leaders in the legal profession should capitalize on these measures to stem 
the problem of substance use among lawyers. Some of these measures include lawyer assistance programs to help 
lawyers struggling with substance use, substance use health promotion and education, and regulating working 
hours. These interventions should be extended to law students because the problems start even before law students 
become lawyers. 
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Integration of Perinatal Mental Health 
into Maternal and Child Care: Progress 
and Challenges from the World Health 
Organization’s Perspective
Rocío PARICIO-DEL-CASTILLO   1  

Introduction: Perinatal mental health is essential for maternal and child 
well-being, and its promotion has the potential to improve health out-
comes while reducing social and healthcare costs in both the short and 
long term. The World Health Organization (WHO) is making efforts to 
integrate mental health into maternal and child health services on a global 
scale.
Areas covered: Since 2001, the WHO has addressed mental health in its 
documentation, emphasizing the importance of safeguarding child health 
and supporting caregivers. However, perinatal mental health has primarily 
been developed within maternal and child health care strategies. The pub-
lication of the “Guide for Integration of Perinatal Mental Health in Ma-
ternal and Child Health Services” (2022) marks a significant advancement 
through providing specific recommendations for implementing perinatal 
mental health within healthcare systems.
Expert opinion: Despite these advances, integrating perinatal mental health 
into healthcare systems faces challenges, including the integration of care 
for fathers and families, training healthcare professionals, and considering 
women’s lived experiences. Barriers include gender and age discrimination, 
mental health stigma, and deficiencies in healthcare infrastructure, particu-
larly in low- and middle-income countries (LMICs).
Conclusion: Comprehensive maternal and child health care has the poten-
tial to improve maternal and child well-being while reducing long-term 
costs. To enhance perinatal mental health globally, it is essential to integrate 
it at all levels of healthcare, incorporating user experiences, strengthening 
professional training, and ensuring adequate resources within healthcare 
systems.

Keywords: World Health Organization, mental health, perinatal mental 
health, mother-child health, human rights
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Introduction
The right to mental health is a fundamental human right, constituting an essential part of individuals’ health and 
well-being; a key element for individual, community, and socio-economic development (WHO, 2006; WHO, 
2022e; WHO, 2022f ). The World Health Organization (WHO) is the United Nations agency responsible for 
promoting the highest possible level of health for all people, and its recommendations are critical in shaping 
healthcare system policies. Over the past quarter-century, the WHO has developed a framework to recognize, 
protect, and promote mental health, which has progressively incorporated the specificities of the perinatal period 
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(WHO, 2022a). It is estimated that one in five women experience some form of mental health issue during 
pregnancy and/or the first year postpartum (WHO, 2022a). Scientific evidence has demonstrated that promot-
ing maternal health and positive experiences during the perinatal period and early childhood yields short- and 
long-term benefits for both maternal and child health and well-being (United Nations, 2003; Powell et al., 2022; 
Roque et al., 2022). Additionally, perinatal mental health problems carry an extremely high economic burden, 
often requiring healthcare, social and judicial resources in the short and medium term (Conecta Perinatal, 2022). 
A 2014 study by the London School of Economics found that 28.0% of the additional costs are directed toward 
maternal care, while 72.0% are allocated to the care of children over their lifetimes (Bauer et al., 2014). This study 
estimates that the long-term costs of perinatal depression, anxiety disorders and psychosis reach £8.1 billion per 
birth cohort per year. Therefore, the early detection and treatment of perinatal mental health disorders can be 
highly cost-effective strategies for healthcare systems.

Despite this, perinatal mental health care remains insufficient in many regions of the world (Tripathy, 2020; 
Paricio del Castillo, 2024). In part, this is due to a historically prevailing approach to maternal and child health 
that focuses on mother-baby survival rather than on promoting well-being, given the dramatic maternal and 
infant mortality rates that still persist in many countries (WHO, UNICEF, UNFPA, 2023). However, with the 
arrival of the 21st century, the WHO has intensified its efforts to achieve the highest possible level of health and 
well-being for mothers and their babies, beyond mere survival. In parallel with the WHO’s work, numerous au-
thors have recognized the value of preventing and addressing maternal distress, and this has begun to materialize 
in clinical practice. In several countries, clinical practice guidelines have been implemented, encouraging obstetric 
and medical teams to assess the emotional state and stress adaptation of pregnant women. A notable example is 
the guideline issued by the National Institute for Health and Care Excellence (NICE) in 2007, which advocated 
for the routine evaluation of maternal mental health in the prenatal context (NICE, 2007).

This paper conducts the WHO’s documentary review to outline the historical evolution of the organization 
protecting perinatal mental health and developing its comprehensive perinatal care model. The review also aims 
to assess the challenges faced and opportunities arising in healthcare systems worldwide in implementing the 
WHO’s integrated maternal and child healthcare model.

WHO’s Work in Protecting Perinatal Mental Health
The WHO has been a pioneering organization in recognizing the importance of mental health care within health-
care systems. In 2001, the WHO’s annual report on world health addressed mental health for the first time in a 
dedicated monograph (WHO, 2001b). That same year, the “Mental Health Atlas” was published, a document 
that has since been updated several times, with the most recent version released in October 2021 (WHO, 2001a; 
WHO, 2021b). These documents marked a turning point through acknowledging the need for measures to re-
duce the burden of mental disorders and to improve the capacity of nations to respond to the challenges posed 
by these disorders’ prevalence. The WHO highlighted that mental health issues incur significant economic costs 
and are inadequately resourced, further noting that individuals with mental disorders often suffer severe human 
rights violations.

In 2002, the 55th World Health Assembly endorsed the WHO’s “Global Mental Health Action Programme”, 
which placed mental health on the global public health agenda (WHO, 2002). Subsequently, in 2008, the WHO 
launched the “Mental Health Gap Action Programme” (mhGAP), aimed at low- and middle-income countries 
(LMICs), to expand mental health services by means of increasing financial and human resources through govern-
ment and stakeholder commitments (WHO, 2008b). This program emphasized the integration of mental health 
care into non-specialized healthcare services, an approach that would later become crucial in developing the 
framework for perinatal mental health care. In that same year, under Bertolotto’s leadership, the WHO convened 
a group of experts to analyze pregnant and postpartum women’s mental health and its impact on child survival 
and well-being (WHO, 2008a).

Over a decade later, in 2019, the WHO launched the “Special Initiative for Mental Health (2019-2023): Universal 
Health Coverage for Mental Health”, a five-year program backed by a $60 million investment aimed at ensuring 
affordable access to quality care for individuals with mental disorders in 12 priority countries (WHO, 2019). 

In response to the 2012 World Health Assembly resolution on the global burden of mental disorders and the 
need for a comprehensive, coordinated response by countries’ health and social services, the WHO adopted the 
“Comprehensive Mental Health Action Plan 2013-2020” (WHO, 2013). This global plan provided guidance for 
national action plans and highlighted strategies for mental health promotion and prevention. However, by 2022, 
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after the “Mental Health Atlas 2020” revealed insufficient progress in several countries, the WHO updated this 
plan as the “Comprehensive Mental Health Strategic Plan 2013-2030”, approved during the 74th World Health 
Assembly (WHO, 2022c). This updated plan seeks to improve mental health through more effective governance, 
emphasizing mental health promotion, prevention for at-risk populations, and ensuring universal coverage for 
mental health services through community-based approaches. It also stresses the importance of strengthening 
mental health research.

In 2022, the WHO released the “World Mental Health Report: Transforming Mental Health for All”, which 
asserts that improving a country’s mental health would yield significant societal progress and calls on governments 
to accelerate its implementation (WHO, 2022e). The report identifies two key strategies for mental health re-
form: promoting mental health for all and protecting those at risk, especially children and adolescents. It empha-
sizes that mental health care should be provided within communities and integrated into general health services, 
ensuring that responsibility for mental health care extends beyond the health sector alone.

Chapter 6 of this report underscores the need for “multisectoral promotion and prevention for all”, with 
particular attention given to early childhood, childhood, and adolescence as critical periods of vulnerability and 
opportunity in mental health (WHO, 2022e, p. 7). The report recognizes the profound impact that early caregiv-
ing and childhood experiences have on mental health across the lifespan: “Supportive caregiving and learning 
environments can be enormously protective of future mental health. Conversely, adverse childhood experiences 
increase the risk of mental disorders” (WHO, 2022e, p. 8). The strategies proposed to reduce risks and promote 
protective factors for child mental health policies feature supporting mental health, caregiver support, and the 
improvement of community and digital environments.

Although the WHO’s mental health documents acknowledge the importance of promoting the mental health 
of caregivers and ensuring supportive childhood environments, they do not explicitly describe the need to protect 
perinatal mental health, which is often addressed under the broader scope of “youth health” (United Nations, 2022). 
Critics have pointed out that initiatives like the pan-European Mental Health Coalition, which aims to improve 
mental health across Europe through inclusive policies, prevention, and access to quality services, have only partially 
integrated perinatal mental health into these efforts (WHO, 2022b). The lack of a specific focus on perinatal mental 
health risks underestimating its importance, highlighting the need to address it as a distinct priority.

Conversely, in the WHO’s documents and strategies related to maternal and child health, there is a long-stand-
ing focus on perinatal mental health, with considerable attention given to maternal well-being and child care. 
Based on a human rights framework, the WHO emphasizes the importance of centering women’s preferences, 
values, and autonomy in the healthcare provided throughout their reproductive processes, encouraging active 
participation in improving care quality and promoting positive experiences. The WHO also supports integrating 
psychosocial care into health promotion activities during pregnancy, childbirth, and the postpartum period.

Women’s rights in reproductive health, as well as the significance of their experiences with maternity care, 
are prominently reflected in the 2014 statement “Prevention and Elimination of Disrespect and Abuse during 
Facility-based Childbirth” (WHO, 2014c). This declaration calls attention to the global mistreatment of women 
during childbirth, which not only violates their right to respectful care but also threatens their rights to life, 
health, physical integrity and non-discrimination. It urges stronger “action, dialogue, research, and support to 
address this major public health and human rights issue” (WHO, 2014c, p. 1).

Between 2016 and 2022, the WHO updated its recommendations on pregnancy, childbirth, and postnatal 
care, presenting a trilogy of guidelines where women’s experiences and their perceived quality of care play a central 
role. This is evident in the titles of the recommendations: “Antenatal Care for a Positive Pregnancy Experience”, 
“Intrapartum Care for a Positive Childbirth Experience” and “Postnatal Care for the Mother and Newborn for a 
Positive Postnatal Experience” (WHO, 2016; WHO, 2018; WHO, 2022d).

In 2020, the WHO published its guidelines on “Improving Early Childhood Development”, identifying ma-
ternal mental health as a foundational pillar for child development (WHO, 2020). The document highlights that 
achieving optimal child development requires affectionate caregiving, and often, caregivers need support to pro-
vide this. It also emphasizes the need to integrate specific psychological interventions for maternal mental health 
support into early childhood health and development services.

However, the first WHO document specifically dedicated to perinatal mental health was the “Guide for Inte-
gration of Perinatal Mental Health in Maternal and Child Health Services” (WHO, 2022a). This guide represents 
a major milestone, due to not only placing perinatal mental health at the forefront but also providing specific 
recommendations for integrating maternal mental health care into service provision and evaluating the impact of 
established programs. It outlines a comprehensive approach to perinatal mental health, ranging from promoting 



R. PARICIO-DEL-CASTILLO	 Integration of Perinatal Mental Health into Maternal and Child Care

Eur. J. Ment. Health 2024, 19, e0032, 1–7.	 4

mental health and preventing disorders to treating affected mothers, providing early mental health interventions 
within maternal and child services, and addressing vulnerable groups. The guide proposes a personalized and 
stepped-care intervention model, tailored to each woman and context of care.

In Annex III, the guide includes a list of quality indicators for assessing the proper implementation of mental 
health care within maternal and infant care services (WHO, 2022a). Key metrics to monitor these include men-
tal health promotion, screening and detecting mental health issues, social support, psychological interventions, 
medication, health professional training, provider supervision, and service coordination. For each of these areas, 
it suggests various indicators, such as the number of perinatal mental health programs, the number of women 
served, their satisfaction levels, screening coverage, the number of women identified with perinatal mental health 
problems, medication prescriptions, the types of psychotropic drugs used, the number of psychological interven-
tions provided, the number of professionals trained to perform first-level psychological interventions, among 
others (WHO, 2022a).

Implementation of Perinatal Mental Health Services: A Critical Discussion
As advocated by the WHO, perinatal mental health care includes its integration into pediatric and maternity 
services (WHO, 2022a). Developing maternal and child health services with comprehensive care requires signifi-
cant structural changes. Some of these changes entail training and educating the professionals involved, allocating 
resources for service coordination, involving fathers and families in care, and taking the experiences into consid-
eration as reported by the women using the services, among other issues (WHO, 2022a).

The challenges to integrating perinatal mental health into maternal and child healthcare are numerous. Some 
of the barriers to achieving adequate perinatal mental health care are the same as those that hinder the compre-
hensive care of mental health in healthcare systems. The WHO notes that, despite the increase in resources al-
located to mental health in recent years, most health systems worldwide still fail to adequately invest in its care 
(WHO, 2018). Furthermore, individuals with mental health issues often suffer the unfavorable effects of other 
social determinants of health, such as poverty, violence, or unequal power relations, and often become stigmatized 
within healthcare systems (WHO, 2013). As a result, people with mental health issues often face greater difficul-
ties in receiving adequate, quality, and non-discriminatory healthcare.

In the case of perinatal mental health care, additional gender-based discrimination against women and age-
based discrimination in early childhood also come into play. The discrimination that many women still face in 
healthcare is evident in cases such as obstetric violence (WHO, 2014c; United Nations, 2019). Therefore, it is 
essential to train healthcare professionals in gender perspectives and fight against women’s structural discrimina-
tion within healthcare systems (WHO, 2014c; López-Martín, 2021; United Nations, 2023). On the other hand, 
infants and young children, who have not yet developed a verbal language, are often not treated as full individuals, 
and healthcare efforts are not always made to ensure good communication with them (WHO, 2014a; WHO, 
2014b; WHO, 2017).

The inequalities arising from different levels of economic development between countries cannot be ignored. 
According to WHO data, almost 800 women died each day in 2020 due to preventable causes related to preg-
nancy and childbirth, equivalent to nearly one maternal death every two minutes globally, and 95.0% of these 
deaths occurred in LMICs (WHO, 2023). Therefore, in many parts of the world, the primary investment in 
maternal and child health aims at training and educating maternity professionals (mainly midwives) to combat 
this scourge. In health systems where a large number of women are not even attended to during childbirth by spe-
cialized healthcare professionals, additional training in perinatal mental health competencies unfortunately poses 
a significant challenge. Nevertheless, the WHO has also been a key actor in efforts to integrate mental health care 
into maternal health services in LMICs. These initiatives have included task-shifting to non-medical profession-
als, such as nurses or social workers, and training community members to implement basic interventions aimed 
at improving maternal mental health (WHO, 2015).

It cannot be overlooked that improving the living conditions in which maternity and child-rearing take place 
means an essential part of protecting women’s and early childhood mental health; this, however, goes beyond the 
competencies of health systems (WHO, 2022a). Indeed, social and economic policies are needed to adequately 
protect women from all discrimination based on maternity, ensuring paid maternity leave, decent working and 
housing conditions, and adequate public childcare systems, among other necessary measures.

Despite the challenges and difficulties, the WHO’s efforts to improve perinatal mental health globally offer un-
deniable opportunities. In addition to improving access to mental health care for women who contact healthcare 
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systems for the first time for the care of their pregnancies and childbirths, the organization’s comprehensive model 
can facilitate the therapeutic adherence of those reluctant to attend specific psychiatric services (WHO, 2022a). 
Furthermore, protecting and promoting perinatal mental health offers a privileged opportunity to improve popu-
lation health, as the investment in this vital stage not only enhances the health of affected women and their babies 
but has been associated with long-term health improvements. Finally, and no less importantly, the early treatment 
of perinatal mental health disorders could reduce the significant economic costs associated with them in the short, 
medium, and long term (Bauer et al., 2014).

Conclusion
Paraphrasing the WHO’s motto, “there is no health without mental health” (WHO, 2001b), we can also assert 
that there is no maternal and child health without perinatal mental health. Comprehensive care for mothers and 
their babies is a strategy that can improve population health by means of reducing the disease burden, while also 
contributing to the sustainability of healthcare systems by lowering associated economic costs.  

The WHO’s efforts to promote an integrated maternal and child healthcare model, which also includes peri-
natal mental health care, culminated in 2022 with publishing its first and only document dedicated specifically 
to perinatal mental health. This document represents a critical step toward achieving comprehensive, quality 
healthcare for mothers and their babies worldwide.  

However, there are barriers that hinder the development of this model within healthcare systems, such as the 
discrimination faced by women and young children, the persistent stigma surrounding individuals with mental 
health issues, and the severe shortcomings in maternal and child healthcare that many healthcare systems, par-
ticularly in LMICs, still exhibit.  

Although the prospect of adequate global perinatal mental health services remains distant, the current aware-
ness of its importance is encouraging. To advance in this direction, it is essential for governments, international 
organizations, and stakeholders to work together to implement the WHO’s recommendations, promoting poli-
cies and programs that integrate perinatal mental health into all levels of care.  

Furthermore, it is crucial to strengthen the training of healthcare professionals in this field, ensure sufficient 
resources, and promote ongoing research on best practices in perinatal mental health care, incorporating the ex-
periences of mothers, fathers, and families into healthcare services.  

Only through a sustained and collective effort can a true transformation in maternal and child mental health 
care be achieved, ensuring that all mothers and babies receive the support and care they need to reach their full 
health and well-being potential.
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Introduction: While personality traits and early maladaptive schemas 
(EMSs) can affect an individual’s behavior and well-being, the links be-
tween these constructs are under-researched, especially in non-clinical sam-
ples. 
Aims: Two studies were conducted to address these links, intending to ex-
plore their specifics, as previous research evidenced various associations’ 
models. 
Methods: In Study 1, the sample consisted of 120 respondents (65.0% 
females) living in the UK and the USA. In Study 2, the sample consisted 
of 244 respondents (68.0% females) living in Lithuania. In both studies, 
most of the respondents were aged 18-25. The survey was administered 
online. Studies 1 and 2 applied the Big Five Inventory and Young Schema 
Questionnaire.
Results: In Study 1, neuroticism was significantly positively associated with 
17 EMSs. Extraversion stood significantly negatively related to 12 EMSs, 
conscientiousness was significantly negatively related to 15 EMSs, open-
mindedness stood significantly negatively related to 2 EMSs, but signifi-
cantly positively related to admiration, and agreeableness appeared signifi-
cantly negatively related to 9 EMSs. 
In Study 2, neuroticism was significantly positively associated with 16 
EMSs. Extraversion stood significantly negatively related to 9 EMSs, con-
scientiousness was significantly negatively related to 12 EMSs, open-mind-
edness and agreeableness were significantly negatively related to 10 EMSs. 
Conclusions: Study 2 partly failed to replicate the results of Study 1, which 
implies that the model of links between EMSs and personality traits could 
be impacted by cultural factors, and needs further investigation.

Keywords: personality traits, Big Five, early maladaptive schemas, non-
clinical samples, well-being
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Introduction
Early maladaptive schemas (EMSs) are dysfunctional core beliefs about self, others, and the world, primarily 
developed during childhood due to an adverse environment and unmet needs (Young, 1999). EMSs, as negative 
patterns of thoughts, arise in the early years because of negative valence experiences/interactions, mainly with 
caregivers (Young, 2014). EMSs gradually evolve as “conceptual templates” that shape how individuals perceive 
themselves and the world around them and might profoundly affect feelings and behaviors, supposedly, signifi-
cantly impacting mental health and psychological well-being (Young, Klosko, & Weishaar, 2003). 

Personality traits are relatively stable patterns of thoughts, feelings, and behaviors commonly used to describe 
and understand individuals (Soto & John, 2017b). In the “Big Five” model, personality traits are organized into 
five broad dimensions: extraversion, agreeableness, conscientiousness, neuroticism, and openness to experience 
(McCrea & Costa, 1987). EMSs are not typically used to describe or understand personality traits but can pre-
sumably interact with them and affect them.

Previous research demonstrated that personality and EMSs are related and can interact with each other in 
complex ways (Bilge & Balaban, 2021; Etemadnia et al., 2021; Güler & Özgörüş, 2022; Pauwels et al., 2016; 
Shojaati, Kalantari, & Mulavi, 2019; Shorey, Stuart, & Anderson, 2014; Stavropoulos et al., 2020; Thimm, 
2011; Yığman et al., 2021). However, the relationship between these constructs still remains an area of ongoing 
research. Some studies explored links between EMSs and personality traits in clinical and non-clinical samples. 
The findings revealed that while the links between EMSs and personality traits are more or less evident in clinical 
samples (Bilge & Balaban, 2021; Esmaeilian et al., 2019; Güler & Özgörüş, 2022; Pauwels et al., 2016; Shojaati, 
Kalantari, & Mulavi, 2019; Shorey, Stuart, & Anderson, 2014; Yığman et al., 2021), the associations between 
EMSs and personality traits in healthy individuals need deeper investigation. This research aimed to explore the 
links between EMSs and personality traits in healthy individuals (without a clinical diagnosis of mental illness). 

Early Maladaptive Schemas

EMSs are systems of thoughts that develop in childhood and persist into adulthood, possibly leading to emotional 
and relationship difficulties (Young, 1999). EMSs are defined as ‘self-defeating emotional and cognitive patterns 
that begin early in our development and repeat throughout life’ (Young, Klosko, & Weishaar, 2003, p. 7). Young 
(2014) described 18 EMSs which are presented in Table 1.

Unaddressed EMSs, activated in adulthood, can lead to a wide range of mental health problems, such as anxi-
ety, depression, or personality disorders (Bilge & Balaban, 2021; Güler & Özgörüş, 2022; Jain & Singh, 2022; 
Shorey, Stuart, & Anderson, 2014; Stavropoulos et al., 2020). However, EMSs can be addressed through psy-
chotherapy; e.g., cognitive-behavioral therapy (CBT), including schema therapy, which might help individuals 
identify and challenge their negative schemas and develop more adaptive ways of thinking, feeling, and behaving 
(Young, 2014). 

Previous research linked EMSs to various personality disorders (Koppers et al., 2021; Bilge & Balaban, 2021), 
but the links between EMSs and personality traits were under-researched, even though their analysis can provide 
crucial information on the specifics of maladaptive cognitions related to each personality trait.

Personality Traits

The Big Five Personality Theory, initiated by Goldberg (1990) in the 1990s and later developed by McCrea and 
Costa (McCrea & Costa,1987; Costa & McCrae, 1990), is a widely researched and accepted theory of personal-
ity, which describes five broad dimensions of personality, each represented by a set of qualities, that can be used to 
describe an individual’s personality: 1) openness, which encompasses qualities such as imagination, creativity, and 
a willingness to experience new things; 2) conscientiousness, which encompasses attributes such as responsibility, 
organization, and dependability; 3) extraversion, which encompasses characteristics such as outgoingness, socia-
bility, and assertiveness; 4) agreeableness, which encompasses qualities such as kindness, cooperativeness, and em-
pathy; 5) neuroticism, which encompasses characteristics such as anxiety, moodiness, and emotional instability. 
These traits, which can be measured through self-report questionnaires, are considered relatively stable through-
out an individual’s life, and are believed to be impacted by both “nature” and “nurture” (McCrea & Costa, 1987).

In previous studies, openness to experience has been proven to be related to intelligence, as individuals who 
scored high on crystallized intelligence were also more open to experiences (Schretlen et al., 2010). Conscientious-
ness was linked to a strong sense of responsibility and good timekeeping skills (Stieger et al., 2020). Extraversion 
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was linked to seeking attention from others (Wilt & Revelle, 2009) and getting support from others (Barańczuk, 
2019). Agreeableness was linked to the ability to work in teams (Graziano et al., 2007). Neuroticism was linked 
to higher levels of worry, limited ability to cope with daily stressors, and less happiness in couple relationships 
(Headey, Muffels, & Wagner, 2010).

It is not easy to verify whether EMSs predict personality traits or if personality traits can contribute to the 
activation of EMSs. Young, Klosko, and Weishaar (2003) have mentioned that even though schemas develop in 
early life, the child’s actual temperament (which, according to Caspi, Robert, & Shiner, 2005, reflects personality) 
can play a significant role in the development of schemas. 

Previous studies demonstrated some links between EMSs and personality traits across different samples. A 
study by Muris (2006) on adolescents (around 13 years old) explored the relationship between EMSs and per-
sonality traits: neuroticism was related to all the EMSs, and the unrelenting standards schema was associated with 
extraversion, openness to experience, and conscientiousness. The schema of self-sacrifice stood positively related 
to agreeableness, and the schema of vulnerability to harm was also positively associated with openness (Muris, 
2006). A study by Thimm (2010) on an adult outpatient sample yielded similar results of neuroticism associated 
with most EMSs and found that self-sacrifice stood positively associated with agreeableness. The same study also 
demonstrated that disagreeableness was associated with mistrust and insufficient self-control schemas (Thimm, 

Table 1. Early maladaptive schemas and their explanations

Early maladaptive schema Explanation

Abandonment/Instability The belief that others will leave/abandon them, linked to the fear of abandonment or losing 
someone important based on past experiences of loss or instability in relationships.

Mistrust/Abuse The belief that others will harm, exploit, or deceive the individual based on past experiences 
of betrayal or abuse.

Emotional Deprivation The belief that others will not meet one's needs for emotional support based on past experi-
ences of neglect or emotional unavailability.

Defectiveness/Shame The belief that one is inherently flawed, fundamentally defective, or inadequate, causing 

intense shame and low self-esteem.

Social Isolation/Alienation The belief that one is fundamentally different from others and does not fit in, causing feelings 
of loneliness and disconnection.

Dependence/Incompetence The belief that one cannot function effectively on one's own, cannot handle responsibilities, 
and necessitates others to take care of them or make decisions for them, leading to exces-
sive reliance on others.

Vulnerability to Harm or 
Illness 

The belief in being physically or emotionally harmed or becoming ill, linked to excessive fear of 
physical or psychological harm or illness.

Enmeshment/Undeveloped 
Self 

Fusion of one's identity with others, excessive emotional closeness with others, neglecting 
one's own needs and goals, leading to loss of individuality.

Failure The belief that one will fail, be unable to meet expectations, or will not succeed at essential 
tasks, causing feelings of inadequacy.

Subjugation The belief that one must subjugate one's own needs to meet the demands of others, sur-
rendering one's own needs and desires to the needs and desires of others, leading to feelings 
of powerlessness.

Self-Sacrifice The belief that one must sacrifice one's own needs to meet the needs of others, excessive 
focus on the needs of others at the expense of one's own needs and desires.

Approval/Recognition  
Seeking 

Excessive need for approval or recognition from others, leading to feelings of inadequacy or 
low self-esteem

Negativity/Pessimism  Pervasive negative attitudes and expectations about life and the future, causing feelings of 
hopelessness or despair.

Emotional Inhibition Suppression of spontaneous emotion or expression of emotion, difficulty expressing emo-
tions, leading to a sense of disconnection from others and oneself.

Unrelenting Standards/
Hyper-criticalness 

The belief that one must strive for perfection and be overly critical of oneself and others, ex-
cessively high and rigid personal standards, causing feelings of inadequacy and self-criticism.

Punitiveness The belief that people should be harshly punished for mistakes, assumption that others (in-
cluding oneself) deserve to be punished, leading to feelings of anger and resentment.

Entitlement/Grandiosity  The belief that one is superior to others and entitled to special privileges and exempt from 
rules, leading to a sense of entitlement and arrogance.

Insufficient Self-Control/Self-
Discipline

Difficulty in controlling/regulating impulses, behaviors, and emotions, leading to problems 
with addiction, impulsivity, or self-destructive behavior.
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2010). EMSs were also linked to low agreeableness and high neuroticism (Sava, 2009). Even though ample re-
search into EMSs and personality traits exists, the findings still remain inconsistent, and there is a lack of studies 
in non-clinical samples.

Current Research

The current research addresses intercorrelation between the EMSs and personality traits.
Based on previous studies and the conceptual theory of EMSs, it could be assumed that early maladaptive 

schemas can be related to the five personality traits (Shojaati, Kalantari, & Mulavi, 2019). 
We conducted two cross-sectional studies in non-clinical samples to analyze the links between EMSs and 

personality traits to replicate the results of Study 1 in Study 2. Studies 1 and 2 focused on the cross-correlational 
links between EMSs and five personality traits, and, specifically, on the links between EMSs and neuroticism. In 
Studies 1 and 2, we hypothesized associations between EMSs and personality traits (Figure 1), still assuming no 
significant differences in EMSs and personality traits in Study 1 and Study 2 (H1).

In Studies 1 and 2, we explicitly presumed positive links between EMSs and neuroticism (H2), and negative 
links between EMSs and extraversion, open-mindedness, conscientiousness, and agreeableness (H3). 

Methods
Participants

In Study 1, the respondents were 120 individuals (without a clinical diagnosis at the time of the survey) living in 
English-speaking countries, including the UK and the USA. Of those, 78 were females (65.0%). 

In Study 2, the respondents consisted of 244 individuals (without a clinical diagnosis at the time of the survey) 
living in Lithuania. Of those, 166 participants were females (68.0%). 

Sociodemographic characteristics of participants at baseline in Studies 1 and 2 are presented in Table 2.

Measures

Big Five Inventory - Personality traits 

In Study 1, we applied the Big Five Inventory – 2 Short Form (BFI-2SF; Soto & John, 2017b). In Study 2, we ap-
plied the Big Five Inventory – 2 (BFI-2; Soto & John, 2017a). Big Five Inventory – 2 is a 60-item instrument, and 
Big Five Inventory – 2 Short Form is a 30-item instrument that asks respondents if they agree with the descrip-
tions provided: ‘I am someone who’… Examples of the items are: ‘Is dominant, acts as a leader’ for extraversion, 
‘Is compassionate, has a soft heart’ for agreeableness, ‘Is reliable, can always be counted on’ for conscientiousness, 

Early Maladaptive 
Schemas

Neuroticism

Extraversion 
Open-mindedness 
Conscientiousness 

AgreeablenessNegative links

Posit
ive

 lin
ks

Figure 1. Conceptual model of the links between EMSs and personality traits
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‘Worries a lot’ for neuroticism, and ‘Is fascinated by art, music, or literature’ for open-mindedness. The response 
pattern follows a Likert form with a scale ranging from 1 (disagree strongly) to 5 (agree strongly). In a study by 
Soto and John (2017a), the Cronbach’s α for the BFI-2SF subscales ranged from .73 to .83. If Cronbach’s α val-
ues were less than .5, it would be indicative of poor reliability and the need to redesign the scales. In Study 1, the 
Cronbach’s α of the BFI-2SF subscales ranged from .51 to .61, and indicated moderate reliability, while in Study 
2, the Cronbach’s α of the BFI-2F subscales ranged from .68 to .89. 

Young Schema Questionnaire – Short Form – 3rd Version - Early maladaptive schemas 

Young Schema Questionnaire – Short Form – 3rd Version (YSQ-SF3; Young & Brown, 2005) was used to assess 
the early maladaptive schemas. The permission to use the instrument for research was acquired by purchasing the 
Schema eBook through the original website. This 90-item self-report instrument measures 18 EMSs. Each item 
presented is rated on a Likert scale from 1 (completely untrue of me) to 6 (describes me perfectly). Examples of 
the items are: ‘I feel that people will take advantage of me’ (Mistrust), ‘I think that if I do what I want, I am only 
asking for trouble’ (Subjugation). The participants were instructed to rate each statement based on the options 
that best describe them over the last year or base the answer on their feelings instead of what they think is true. 
In previous studies, the convergent and congruent validity of the YSQ-SF3 was found at a satisfactory level, and 
Cronbach’s α for the subscales ranged from .63 to .85, suggesting good reliability (Phillips et al., 2017). In Study 

Table 2. Sociodemographic Characteristics of Participants at Baseline in Studies 1 and 2

Baseline characteristic
Study 1 (N = 120) Study 2 (N = 244)

n % n %

Gender

     Female 78 65.0 166 68.0

     Male 40 33.4   66 27.0

     Non-binary   1   0.8

     Prefer not to answer   1   0.8   12   5.0

Age

     18-25 years old 45 37.6 196 80.4

     26-35 years old 30 25.0   29 11.8

     36-45 years old 18 15.0   15   6.2

     46-55 years old 20 16.6     3   1.2

     56+ years old   7   5.8     1   0.4

Education

     Bachelor's degree 47 39.2   49 20.2

     Doctorate degree   1   0.8    2   0.8

     Health and Social Care Levels 1 and 2   1   0.8

     High/Secondary school graduate 29 24.3 167 68.4

     Master's degree 10   8.3   11   4.5

     No schooling completed 13 10.8     2   0.8

     Trade/technical/vocational training 19 15.8   13   5.3

Student status

     Student at the moment 35 29.2 197 80.7

     Not studying at the moment 85 70.8   47 19.3

Employment

     Employed (Full-time/Part-time) 52 43.3   92 37.7

     Not employed 68 56.7 152 62.3
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1, the Cronbach’s α of EMSs subscales ranged from .52 to .77, while in Study 2, the Cronbach’s α of EMSs sub-
scales ranged from .63 to .84.

Table 3 presents Cronbach’s α and McDonald’s ω values that show the internal consistency regarding the scales 
used in Studies 1 and 2.

Procedure

The survey was administered online, the data for Study 1 being collected from October 2022 to December 2022 
through social media networks, and the data for Study 2collected from September 2021 to March 2023 on the 
website www.psytest.online. It was part of a larger project on links between various psychological variables, in-
cluding mental health and psychological well-being. The participants of both studies were informed about the 
study’s purpose, the researchers’ contacts, and the possibility of discontinuing participation at any time while fill-
ing in the questionnaire. The questionnaires took approximately 20-30 minutes to complete. 

All respondents provided an informed consent to participate in the study. The procedure followed the guide-
lines in the Declaration of Helsinki; Study 1 was approved by the Institutional Review Board of the Institute of 
Management and Psychology (No. VIPI-INT-2022-02), and Study 2 was approved by the Institute of Manage-
ment and Psychology, based on the approval of the Biomedical Research Ethics Committee at KU (No. STIMC-
BMTEKP03). 

Table 3. Cronbach’s α and McDonald’s ω Values Showing the Internal Consistency regarding the Scales used in Studies 1 and 2

Variables
Cronbach’s α McDonald’s ω

Study 1 Study 2 Study 1 Study 2

Personality Traits

Extraversion .51 .82 .51 .84

Agreeableness .52 .78 .52 .78

Conscientiousness .52 .84 .52 .84

Neuroticism .55 .89 .56 .91

Open-mindedness .61 .68 .61 .71

Early  
Maladaptive  
Schemas

Abandonment .79 .81 .79 .82

Mistrust .76 .84 .76 .84

Emotional deprivation .68 .74 .69 .74

Defectiveness/ Unlovability .77 .75 .77 .76

Social Isolation / Alienation .65 .83 .66 .84

Practical Incompetence / Dependence .72 .74 .72 .74

Vulnerability to Harm or Illness .69 .68 .70 .70

Enmeshment .75 .8 .75 .8

Failure to Achieve .73 .83 .74 .84

Entitlement / Superiority .52 .63 .54 .67

Insufficient Self Control / Self Discipline .71 .76 .71 .76

Subjugation .71 .8 .71 .81

Self-sacrifice .77 .63 .77 .67

Admiration / Recognition Seeking .73 .69 .73 .70

Pessimism / Worry .75 .76 .76 .77

Emotional Inhibition .64 .84 .64 .85

Unrelenting Standards .63 .74 .63 .74

Self-Punitiveness .69 .67 .70 .68

http://www.psytest.online/
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Statistical Analyses

To test the validity of the instruments, we applied the confirmatory factor analysis (CFA) using JASP (0.16.04.0) 
software. For the rest of the statistical procedures, we applied SPSS (version 29.0) software. 

First, we assessed the scales’ reliability (Cronbach’s α and McDonald’s ω). Next, the normality of data distribu-
tion was evaluated (Shapiro Wilk test, skewness, and kurtosis). We then performed Pearson correlation and mul-
tiple linear regression (enter method) analyses to examine the associations between personality traits and EMSs.

Results
The results of CFA showed a weak validity of the instruments, as the values of CFI, TLI and NFI were < .9, some 
of the values of RMSEA were > .08, and values of SRMR were > .05; these results may indicate the limitations 
due to the samples’ sizes. 

In Study 1 and Study 2, although the Shapiro-Wilk test was mainly significant, the skewness and kurtosis (Table 
4) suggested that the data may be considered normally distributed as most of the data falls within the range of +/-2 

Table 4. Descriptive statistics, skewness, kurtosis, and the results of comparing samples in Studies 1 and 2

Study 1 (N = 120) Study 2 (N = 244)

Variables M SD S K M SD S K t(353) p Cohen’s d

Early Maladaptive Schemas

   Emotional Deprivation 2.58 0.92 .25 -.21 2.67 1.05 .20 -.65 -0.887 .376 -0.10

   Abandonment 2.62 0.99 .66 .61 2.57 1.13 .58 -.32 0.870 .385 0.10

   Mistrust 2.66 0.99 .71 .61 2.33 1.12 .81 -.03 2.942 .003 0.33

   Isolation/alienation 2.69 0.84 .38 .54 2.52 1.10 .80 .14 1.900 .058 0.21

   Defectiveness/unlovability 2.69 0.84 .38 .54 2.47 1.05 .61 -.06 1.871 .062 0.21

   Failure to achieve 2.64 0.94 .53 .74 2.35 1.16 .79 -.24 2.614 .009 0.29

   Practical incompetence 2.52 0.92 .72 1.42 2.51 1.02 .52 .11 0.023 .982 0.003

   Vulnerability to Harm 2.52 0.90 .35 -.27 2.64 0.96 .31 -.02 -1.165 .245 -0.13

   Enmeshment 2.45 0.94 .68 .44 2.40 1.13 .86 .15 0.349 .727 0.04

   Subjugation 2.60 0.88 .46 -.08 2.54 1.11 .79 .11 0.550 .582 0.06

   Self-sacrifice 2.90 1.00 .73 .43 2.72 0.92 .51 -.06 1.941 .053 0.22

   Emotional inhibition 2.71 0.88 .51 .13 2.37 1.13 .67 -.28 3.058 .002 0.34

   Unrelenting Standards 3.00 0.91 .56 .28 2.76 1.06 .37 -.31 2.338 .020 0.26

   Entitlement/superiority 2.66 0.76 .42 .17 3.02 0.97 .15 -.13 -3.559 < .001 -0.40

   Insufficient self-control 2.83 0.96 .64 .42 2.69 1.01 .46 -.14 1.498 .135 0.17

   Admiration 2.76 0.94 .79 .94 2.91 .97 .24 -.26 -1.371 .171 -0.15

   Pessimism 2.71 0.94 .71 .97 2.58 1.07 .55 -.42 1.270 .205 0.14

   Self-punitiveness 2.65 0.91 .57 .76 2.63 0.91 .69 .95 0.523 .601 0.06

Personality Traits

   Extraversion 2.97 0.69 -.14 .44 3.27 0.59 -0.07 -0.25 -6.325 < .001 -0.71

   Agreeableness 3.26 0.70 .26 -.12 3.54 0.52 -0.31 0.26 -5.051 < .001 -0.57

   Conscientiousness 3.19 0.72 .29 .31 3.41 0.59 -0.21 -0.10 -2.751 .006 -0.31

   Neuroticism 2.98 0.72 -.32 .19 2.99 0.76 0.09 -0.43 -1.784 .075 -0.20

   Open-mindedness 3.18 0.77 -.10 .07 3.61 0.47 -0.32 0.02 -9.154 < .001 -1.03

Note: M = Mean; SD = standard deviation; S = skewness; K = kurtosis.
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(George & Mallery, 2010), so the parametric statistics could be applied. The means, standard deviations, skewness, 
kurtosis of the variables, and results of the Independent samples’ t-test in Study 1 (English-speaking countries sam-
ple) and Study 2 (Lithuanian sample) are presented in Table 4.

In both samples, the data on EMSs were positively skewed, while most of the data on personality traits were 
negatively skewed. No transformations for further analyses were applied due to moderated skewness and kurtosis.

Although both samples were non-clinical, the mean scores showed that groups were to some extent not ho-
mogenous in EMSs and personality traits, possibly due to cultural factors or the characteristics of the samples. 
However, Independent samples’ T-test partially confirmed H1, which assumed no significant differences in the 
samples’ EMSs and personality traits. The means involving schemas of mistrust, failure to achieve, emotional in-
hibition, unrelenting standards stood higher in Study 1, while the mean of entitlement / superiority stood higher 
in Study 2, but no significant differences exhibited in other EMSs. There were also no significant differences in the 
means of neuroticism in Studies 1 and 2, although the other personality traits’ scores were significantly different. 

Furthermore, we applied the models of associations separately for Study 1 and Study 2. Although differences in 
the samples were found, we still expected to identify similar patterns of links between EMSs and personality traits.

Study 1

The correlation analysis in Study 1 (Table 5) partially confirmed H2 and H3, which assumed links between 
EMSs and personality traits. The results revealed that extraversion was significantly negatively related to almost all 

Table 5. Intercorrelations for study variables in Study 1

Variables
Extraversion Agreeableness Conscientiousness Neuroticism Open-mindedness 

  r   p   r   p   r   p   r   p   r   p

Abandonment -.38 .000 -.17 .062 -.17 .062 .48 .000 -.15 .094

Mistrust -.19 .040 -.19 .030 -.26 .018 .39 .000 -.05 .577

Emotional Deprivation -.14 .120 -.28 .002 -.25 .006 .25 .005 -.11 .217

Defectiveness / Unlovability -.32 .000 -.19 .029 -.34 .000 .44 .000 -.08 .370

Failure to Achieve -.32 .000 -.28 .002 -.22 .014 .35 .000 -.10 .273

Isolation / Alienation -.32 .000 -.19 .029 -.34 .000 .44 .000 -.08 .370

Practical Incompetence / 
Dependence 

-.35 .000 -.31 .000 -.29 .001 .38 .000 -.12 .195

Vulnerability to Harm -.16 .091 -.37 .000 -.27 .003 .31 .001 -.22 .016

Enmeshment -.08 .401 -.14 .136 -.24 .009 .24 .009 -.38 .000

Subjugation -.24 .008 -.13 .152 -.26 .003 .42 .000 -.11 .222

Self-Sacrifice -.02 .984 .08 .391 .012 .898 .23 .013 .02 .874

Emotional Inhibition -.27 .003 -.08 .374 -.18 .047 .28 .002 -.08 .389

Unrelenting Standards -.21 .023 .07 .435 .04 .686 .36 .000 .14 .119

Entitlement / Superiority .03 .978 -.12 .209 -.22 .016 .15 .092 -.13 .164

Insufficient Self-Control -.33 .000 -.05 .614 -.42 .000 .34 .000 .05 .629

Admiration -.15 .115 -.07 .450 -.24 .008 .35 .000 .20 .025

Pessimism -.29 .002 -.28 .002 -.20 .026 .45 .000 -.10 .274

Self-Punitiveness -.24 .008 -.29 .001 -.18 .046 .35 .000 .03 .741
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EMSs. Similarly, conscientiousness was significantly negatively related to almost all EMSs, except for abandon-
ment, self-sacrifice, and unrelenting standards. Open-mindedness was significantly negatively related to vulner-
ability to harm and enmeshment, but, unexpectedly, significantly positively related to admiration, and no other 
significant correlations were observed. Agreeableness was significantly negatively related to mistrust, emotional 
deprivation, defectiveness/unlovability, failure to achieve, isolation/alienation, practical incompetence/depend-
ence, vulnerability to harm, pessimism/worry, and self-punitiveness, but no other significant correlations were 
found. Finally, as expected, neuroticism was significantly positively associated with most maladaptive schemas - 
17 EMSs, except for entitlement/superiority.

Furthermore, a multiple linear regression analysis was performed (enter method) to explore the specifics of 
associations between neuroticism and early maladaptive schemas (H2). Neuroticism represented the dependent 
variable, while the predictors were the eighteen EMSs, as some previous research indicated that early maladaptive 
schemas start forming in the earliest stages of infancy and might contribute to the development of personality 
traits, especially neuroticism (Bahramizadeh & Ehsan, 2011). Table 6 displays the results.

We found a significant regression equation (F(17, 102) = 3.24, p < .001, R2 = 0.35). A schema of abandon-
ment contributed significantly to the model, indicating significant positive associations between abandonment 
and neuroticism in Study 1.

Table 6. Regressions of Associations between Neuroticism and Early Maladaptive Schemas in Study 1

Variables B SE β t p 95.0% CI

(Constant) 1.99 .24 8.26 .000 [1.51, 2.47]

Emotional Deprivation 0.08 .09 .12 0.94 .348 [-0.09, 0.25]

Abandonment 0.18 .09 .27 2.00 .048 [0.00, 0.35]

Mistrust 0.07 .09 .11 0.76 .446 [-0.11, 0.24]

Defectiveness / Unlovability 0.08 0.11 .10 0.73 .466 [-0.14, 0.30]

Failure to Achieve 0.06 0.09 .09 0.66 .511 [-0.13, 0.25]

Practical Incompetence / Dependence 0.04 0.09 .05 0.38 .700 [-0.16, 0.23]

Vulnerability to Harm -0.11 0.09 -.15 -1.24 .217 [-0.21, 0.06]

Enmeshment 0.03 0.08 .04 0.33 .744 [-0.14, 0.19]

Subjugation 0.12 0.11 .16 1.17 .243 [-0.08, 0.33]

Self-Sacrifice -0.14 0.08 -.22 -1.75 .083 [-0.31, 0.02]

Emotional Inhibition -0.09 0.09 -.12 -0.92 .356 [-0.28, 0.10]

Unrelenting Standards 0.11 0.08 .15 1.27 .204 [-0.06, 0.28]

Entitlement / Superiority -0.18 0.09 -.21 -1.89 .061 [-0.37, 0.01]

Insufficient Self-Control -0.03 0.08 -.04 -0.35 .722 [-0.19, 0.14]

Admiration 0.06 0.08 .08 0.73 .466 [-0.10, 0.22]

Pessimism 0.12 0.09 .17 1.22 .222 [-0.07, 0.31]

Self-Punitiveness -0.02 0.09 -.02 -0.17 .866 [-0.19, 0.16]

Note. Dependent Variable: Neuroticism.
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Study 2

The correlation analysis in Study 2 (Table 7) also partially confirmed H2 and H3 which presumed links between 
EMSs and personality traits. However, the patterns of the associations in Study 2 were somewhat different than 
those in Study 1. The results revealed that extraversion remained significantly negatively related to much fewer 
EMSs, namely just to mistrust, social isolation, failure to achieve, insufficient self-control, subjugation, self-
sacrifice, pessimism, emotional inhibition, and unrelenting standards. Conscientiousness was significantly nega-
tively related to 12 EMSs, and some pattern similarities were observed. Conscientiousness, like in Study 1, was 
not significantly related to abandonment, self-sacrifice and unrelenting standards but additionally, in Study 2, 
no significant correlations with enmeshment and pessimism/worry were observed. Open-mindedness in Study 
2 was significantly negatively related to 10 EMSs, including enmeshment, like in Study 1, but no significant 
links with vulnerability to harm or admiration were observed. Agreeableness was also significantly negatively 
related to 10 EMSs, and, like in Study 1, we found negative links regarding mistrust, emotional deprivation, 
defectiveness/unlovability, failure to achieve, isolation/alienation, and vulnerability to harm. Finally, neuroticism 
was significantly positively associated with 16 EMSs. As in Study 1, neuroticism was not significantly related 
to entitlement/superiority, and, additionally, in Study 2, neuroticism was not significantly related to emotional 
deprivation.

Next, we performed a multiple linear regression analysis (enter method) to explore the specifics of associations 
between neuroticism and early maladaptive schemas in Study 2. The dependent variable was the neuroticism, 

Table 7. Intercorrelations for Study variables in Study 2

Variables
Extraversion Agreeableness Conscientiousness Neuroticism Open-mindedness 

  r   p   r   p   r   p   r   p   r   p

Abandonment -.11 .080 -.09 .132 -.12 .061 .27 .000 -.16 .013

Mistrust -.25 .000 -.16 .011 -.19 .003 .24 .000 -.18 .005

Emotional deprivation -.03 .607 -.27 .000 -.19 .002 .10 .121 -.11 .108

Defectiveness/ Unlovability -.01 .882 -.21 .001 -.11 .089 .16 .014 -.12 .065

Social Isolation / Alienation -.26 .000 -.21 .001 -.18 .005 .17 .007 -.14 .038

Practical Incompetence / 
Dependence

-.11 .102 -.10 .111 -.7 .009 .14 .032 -.14 .032

Vulnerability to Harm or Illness .01 .984 -.17 .008 -.16 .014 .19 .003 -.10 .118

Enmeshment -.12 .059 -.10 .126 -.11 .089 .15 .026 -.19 .003

Failure to Achieve -.25 .000 -.15 .023 -.24 .000 .27 .000 -.21 .001

Entitlement / Superiority -.05 .406 -.12 .066 -.15 .021 -.01 .837 -.18 .005

Insufficient Self Control/ Self 
Discipline

-.14 .035 -.24 .000 -.27 .000 .25 .000 -.15 .024

Subjugation -.15 .018 -.16 .015 -.15 .021 .21 .001 -.19 .004

Self-sacrifice -.14 .033 .01 .931 -.12 .053 .21 .001 -.09 .183

Admiration Recognition  
Seeking

-.04 .560 -.19 .002 -.17 .009 .23 .000 -.07 .275

Pessimism Worry -.13 .050 -.05 .395 -.10 .128 .17 .010 -.10 .138

Emotional Inhibition -.37 .000 -.19 .003 -.20 .002 .19 .004 -.20 .002

Unrelenting Standards -.16 .016 -.10 .113 -.04 .524 .27 .000 -.03 .698

Self-Punitiveness -.06 .357 -.12 .067 -.16 .015 .22 .001 -.02 .804
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while the predictors were the eighteen EMSs, and we expected to replicate the findings of Study 1. Table 8 dis-
plays the results.

A significant regression equation was found (F(18, 216) = 2.74, p < .001, R2 = 0.19). The schema of un-
relenting standards contributed significantly to the model, indicating significant positive associations between 
unrelenting standards and neuroticism in Study 2. However, entitlement / superiority was negatively related to 
neuroticism. Thus, Study 2 failed to replicate the results of Study 1.

Discussion
The present study was based on the Big Five Personality Theory (McCrea & Costa, 1987; Costa & McCrae, 
1990) and EMSs (Young, 1999; Young, Klosko, & Weishaar, 2003) models, which propose distinct but related 
constructs of personality traits and early maladaptive schemas. Both personality traits and EMSs remain stable 
and consistent over time (e.g., Calvete, Orue, & González-Diez, 2013); they shape how individuals perceive 
themselves and the world around them and can have a significant impact on psychological well-being. 

This research assessed the relationship between EMSs and five personality traits in two samples of mentally 
healthy individuals. However, the samples represented two different cultural backgrounds. The findings comple-
mented previous research on associations between personality traits and EMSs but also implicated some serious 
considerations related to the role of cultural factors or the specifics of the sample.

Table 8. Regressions of Associations between Neuroticism and Early Maladaptive Schemas in Study 2

Variables B SE β t p 95.0% CI

(Constant) 2.4 .21 10.99 .000 [1.97, 2.83]

Emotional Deprivation .02 .06 .03 0.37 .705 [-0.10, 0.15]

Abandonment .08 .05 .11 1.41 .158 [-0.03, 0.19]

Mistrust .12 .07 .19 1.82 .070 [-0.01, 0.26]

Isolation / Alienation -.12 .08 -.17 -1.35 .178 [-0.29, 0.05]

Defectiveness / Unlovability .03 .07 .04 0.43 .666 [-0.12, 0.18]

Failure to Achieve .08 .06 .13 1.29 .196 [-0.04, 0.21]

Practical Incompetence / Dependence .07 .07 .09 0.94 .348 [-0.07, 0.21]

Vulnerability to Harm .09 .08 .12 1.16 .245 [-0.06, 0.26]

Enmeshment -.09 .07 -.14 -1.26 .208 [-0.23, 0.05]

Subjugation .03 .08 .04 0.33 .737 [-0.14, 0.20]

Self-Sacrifice -.03 .08 -.03 -0.38 .704 [-0.19, 0.13]

Emotional Inhibition -.03 .07 -.04 -0.37 .710 [-0.18, 0.12]

Unrelenting Standards .16 .06 .24 2.43 .016 [0.03, 0.30]

Entitlement / Superiority -.18 .06 -.24 -2.68 .008 [-0.31, -0.04]

Insufficient Self-Control .10 .07 .13 1.33 .182 [-0.04, 0.24]

Admiration .04 .06 .06 0.72 .471 [-0.08, 0.17]

Pessimism -.18 .07 -.27 -2.34 .020 [-0.34, -0.03]

Self-Punitiveness .08 .08 .10 1.02 .306 [-0.07, 0.24]

Note. Dependent variable: Neuroticism.
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Neuroticism and EMSs

Based on previous studies (e.g., Bahramisadeh & Ehsan, 2011; Mącik, Łysiak, & Mącik, 2019), we assumed that 
neuroticism is associated with more EMSs than any other personality trait, as out of five personality traits, only 
neuroticism was linked to adverse effects on psychological well-being. As presumed, this study confirmed posi-
tive links between most of the EMSs and neuroticism. Previous research into the adaptive schema questionnaire 
(ASQ), created as a positive counterpart of the YSQ, showed that neuroticism was weakly negatively correlated 
with all subscales of the 6 ASQ (Jain & Singh, 2022). Studies 1 and 2 showed that neuroticism was positively 
linked to almost all of the 18 EMSs. The findings are somewhat in line with previous studies that demonstrated 
associations between negative thinking and worry (Stavropoulos et al., 2020), or evidenced that individuals with 
high levels of neuroticism tend to have more negative and severe schemas than those with low levels of neuroti-
cism (Bahramisadeh & Ehsan, 2011; Mącik, Łysiak, & Mącik, 2019; Muris, 2006; Thimm, 2010), as individuals 
with high levels of neuroticism may probably be more susceptible to activating EMSs due to their tendency to 
experience negative emotions. 

Previous research also evidenced that EMSs can contribute to developing certain personality traits. Study 
1 showed that the abandonment schema might contribute to neuroticism which is also in line with previous 
research (Shojaati et al., 2019; Mącik, Łysiak, & Mącik, 2019). Several studies revealed links between the do-
main of disconnection/rejection, which includes the abandonment schema, and neuroticism (Mącik, Łysiak, 
& Mącik, 2019) or directly evidenced links between abandonment and neuroticism (Bahramisadeh & Ehsan, 
2011). 

In Study 1, entitlement/superiority was not associated with neuroticism, and this finding does not align with 
previous research, which demonstrated links between neuroticism and entitlement/superiority (Muris, 2006), 
although the results might reflect the specifics of the sample. The results of Study 2 showed that neuroticism was 
positively associated with unrelenting standards and negatively associated with entitlement/superiority, which is 
in line with previous research (Muris, 2006). It should be considered that Study 2 failed to replicate the results 
of Study 1, in which the schema of abandonment positively predicted neuroticism. The failure to replicate the 
results with a different sample demonstrates that the links between neuroticism and EMSs are complex. More 
research is needed to understand EMSs contributing to neuroticism across culturally different clinical and non-
clinical samples.

Conscientiousness and EMSs

Based on previous research (e.g., Lungu & Stomff, 2017), we also assumed links between conscientiousness and 
EMSs. Previous research has shown that individuals with high levels of conscientiousness may have fewer and less 
severe schemas than those with lower conscientiousness (Muris, 2006; Lungu & Stomff, 2017). In Study 1, con-
scientiousness was negatively associated with almost all EMSs, with the exception of abandonment, self-sacrifice, 
and unrelenting standards. In study 2, conscientiousness was significantly negatively related to 12 EMSs, and, as 
in in Study 1, was not significantly related to abandonment, self-sacrifice, and unrelenting standards but addi-
tionally, in Study 2, no significant correlations were observed with enmeshment and pessimism. A previous study 
found that conscientiousness and domains of over-vigilance, inhibition, disconnection, and rejection exhibited 
significant correlation (Lungu & Stomff, 2017). The schema of isolation/alienation falls within these domains, 
supporting the findings of Study 1 and 2. 

Overall, this study’s findings confirmed that conscientiousness and early maladaptive schemas are related con-
structs, but the relationship between them is complex and needs further investigation, especially with large sam-
ples across different cultural contexts.

Extraversion and EMSs

In this research, we also assumed links between EMSs and extraversion, as previous studies, to some extent, 
evidenced that individuals with high levels of extraversion may have fewer and less severe schemas than those 
with lower levels of extraversion. In Study 1, extraversion was significantly negatively related to 12 EMSs, but 
no significant correlations were observed with emotional deprivation, vulnerability to harm, enmeshment, self-
sacrifice, entitlement, and admiration. In Study 2, extraversion was significantly negatively related to fewer 
EMSs, namely just to mistrust, social isolation, failure to achieve, insufficient self-control, subjugation, self-sac-
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rifice, pessimism/worry, emotional inhibition, and unrelenting standards. Previous research evidenced a correla-
tion between extraversion and entitlement, social isolation, and emotional inhibition (Bahramizadeh & Ehsan, 
2011), as well as a correlation between extraversion and the domain of disconnection/rejection, which includes 
the abandonment schema (Lungu & Stomff, 2017). The same study found a weaker but still significant cor-
relation between the domain of other-directedness and extraversion. The domain of other-directedness includes 
the schema of self-sacrifice, suggesting that the findings in Study 1 and 2 partially align with previous studies. 
Moreover, previous research has shown a link between extraversion and abandonment, emotional deprivation, 
failure to achieve, enmeshment, and unrelenting standards (Etemadnia et al., 2021), which partially falls in line 
with the findings of this research.

Although Study 1 and Study 2 replicated the result of negative links between extraversion and several EMSs, 
this subject needs more research to understand associations between EMSs and extraversion across culturally dif-
ferent clinical and non-clinical samples.

Open-mindedness and EMSs

In this research, we also assumed that individuals with high levels of open-mindedness would have fewer 
and less severe schemas than those with lower levels of open-mindedness. In Study 1, open-mindedness was 
negatively associated with enmeshment and vulnerability to harm and positively associated with admiration. 
Open-mindedness in Study 2 was significantly negatively related to 10 EMSs, including enmeshment, like in 
Study 1, but no significant links were observed with vulnerability to harm or admiration. Previous research 
demonstrated negative correlations between open-mindedness, failure to achieve, and emotional inhibition 
(Thimm, 2010). 

Overall, it is challenging to explain significant links between open-mindedness and EMSs (Rahnemazade & 
Khanmohammadiotaghsara, 2015; Zeighami, 2021); the relationship between these constructs needs further 
examination with large samples across different cultures.

Agreeableness and EMSs

Finally, we assumed that individuals with high levels of agreeableness might have fewer and less severe schemas 
than those with lower agreeableness. In Study 1, agreeableness was significantly negatively related to mistrust, 
emotional deprivation, defectiveness/unlovability, failure to achieve, isolation/alienation, practical incompetence/
dependence, vulnerability to harm, pessimism/worry, and self-punitiveness, but no other significant correlations 
were found. In Study 2, agreeableness was significantly negatively related to 10 EMSs, and, like in Study 1, nega-
tive links were found regarding mistrust, emotional deprivation, defectiveness/unlovability, failure to achieve, 
isolation/alienation, and vulnerability to harm. Previous research indicated links between agreeableness and self-
sacrifice (Thimm, 2010) or between agreeableness and vulnerability to harm and self-sacrifice (Lungu & Stomff, 
2017), suggesting a consistency in results on links between agreeableness and some EMSs across different samples. 
Interestingly, previous research has confirmed negative links between the domain of disconnection and rejection 
and particular music preferences, which were also related to agreeableness (Yığman, 2021), suggesting that the 
schemas of emotional deprivation, alienation, emotional inhibition, defectiveness, and mistrust may have a nega-
tive correlation with agreeableness, but this presumption requires further research. Generally, although evidence 
exists that agreeableness and early maladaptive schemas are negatively related, more research is needed to under-
stand the specifics of these links.

Overall, the findings revealed that personality traits and EMSs are related constructs in complex ways, but their 
links are still an area of future research. Most importantly, in Study 2, we partly failed to replicate the results of 
Study 1, which implies that the model of links between EMSs and personality traits is not established yet and 
should be approached cautiously. Most importantly, although the findings contribute to the global understand-
ing of links between EMSs and five personality traits, they are specific to culturally different samples. Thus, the 
findings show that it’s important to consider cultural and contextual factors in interpreting results on the links 
between EMSs and Big Five personality traits, and cross-cultural studies could highlight how cultural norms are 
related to the manifestations of EMSs and Big Five personality traits.
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Strenghts and Limitations
On the whole, the results from Studies 1 and 2, examining the relationship between Big Five personality traits 
and EMSs in two culturally distinct samples, present several intriguing findings and raise important questions for 
future research.

Both studies established that neuroticism was positively associated with almost all of the 18 EMSs, indicat-
ing a general trend across cultures. However, specific differences emerged. In Study 1, neuroticism was not 
linked to entitlement/superiority, contrasting with previous research and suggesting potential sample-specific 
characteristics or cultural influences. In Study 2, neuroticism was positively related to unrelenting standards 
and negatively to entitlement/superiority, aligning with prior findings. This discrepancy between the two stud-
ies could be attributed to cultural differences or distinct sample characteristics. It highlights the necessity of 
further investigation to determine whether these differences are rooted in cultural factors or in the specific 
characteristics of the samples. Future research should focus on examining EMSs and big-five personality traits 
across a range of culturally diverse clinical and non-clinical samples to better understand the underlying reasons 
for these variations.

Next, several methodological considerations present themselves. The small sample size and the high number 
of items in the measurement tools used in these studies might have limited the reliability of CFA. Therefore, the 
results should be interpreted with caution, although Cronbach’s α, a measure of internal consistency, can provide 
a degree of confidence in the reliability of the instruments used, even in the context of small sample sizes.

Thus, the current research’s most significant limitation is the sample sizes and the specifics of the samples, 
especially combined with the large item numbers of the measurement tools. Due to the small sample sizes and 
high number of items in the measurement tools, the reliability of CFA in these studies might be compromised; 
therefore, the findings should be regarded with concern. In future research, we recommend analyzing the data of 
at least 800 individuals, preferably with genders represented equally and from homogenous cultural backgrounds 
and age groups, to obtain significant results. Next, due to a cross-sectional study design, predictions should be 
considered with criticism.

Subsequently, we would suggest applying additional measures to evaluate the participants’ mental health in 
future research, as in this survey, we trusted the participants’ opinions on their mental health. 

Third, the BFI-2SF demonstrated a relatively low reliability and validity in Study 1, so to explore big-five per-
sonality traits, we suggest choosing the BFI-2 (as applied in Study 2) or other instruments instead of the BFI-2SF. 

Next, this study was administered online, which might also impact the results; thus, generalizations should be 
made with concern.

Conclusion, Implications and Future Directions
The relationships between Big Five personality traits and early maladaptive schemas (EMSs) were examined in 
two studies. Both of these highlight the complex interplay between personality traits and early maladaptive sche-
mas, with notable differences and similarities in their associations across two culturally diverse samples.  

Study 1 Findings: Extraversion displayed a significant negative correlation with most EMSs, except for emo-
tional deprivation, vulnerability to harm, enmeshment, self-sacrifice, entitlement, and admiration. Conscien-
tiousness showed a significant negative relationship with nearly all EMSs, but not with abandonment, self-sac-
rifice, and unrelenting standards. Open-mindedness was negatively associated with vulnerability to harm and 
enmeshment, but positively correlated with admiration. Agreeableness had a significant negative correlation with 
various EMSs, including mistrust, emotional deprivation, defectiveness/unlovability, failure to achieve, isolation/
alienation, practical incompetence/dependence, vulnerability to harm, pessimism, and self-punitiveness. Neu-
roticism was positively related to most EMSs (17 in total), except for entitlement/superiority, and had a notable 
positive association with abandonment.

Study 2 Findings: Extraversion negatively correlated with mistrust, social isolation, failure to achieve, in-
sufficient self-control, subjugation, self-sacrifice, pessimism, emotional inhibition, and unrelenting standards. 
Conscientiousness negatively associated with 12 EMSs, similar to Study 1, having no significant relationship 
with abandonment, self-sacrifice, unrelenting standards, enmeshment, and pessimism/worry. Open-mindedness 
showed negative correlations with 10 EMSs, including enmeshment (as in Study 1), but no significant link with 
vulnerability to harm or admiration. Agreeableness negatively correlated with 10 EMSs, consistent with Study 1, 
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including mistrust, emotional deprivation, defectiveness/unlovability, failure to achieve, isolation/alienation, and 
vulnerability to harm. Neuroticism was positively associated with 16 EMSs and showed a significant positive link 
with unrelenting standards.

Although some results are partly in line with previous research, the findings revealed that personality traits 
and EMSs are related constructs in complex ways, and their links still constitute an area of future research. Most 
importantly, Study 2 partly failed to replicate the results of Study 1. 

While this research enhances the global comprehension of the relationship between EMSs and Big Five person-
ality traits, its findings are distinct to samples from diverse cultural backgrounds. This emphasizes the significance 
of acknowledging cultural and contextual influences when interpreting the connections between EMSs and Big 
Five personality traits. Conducting comparative researches in various cultural settings with large samples can aid 
in discerning the universal and context-specific aspects of the relationship between EMSs and the Big Five per-
sonality traits. 

Analyzing the results from Studies 1 and 2, which focused on the relationship between Big Five personality 
traits and EMSs in two culturally distinct samples, we can draw several insights and implications for future re-
search.

Both studies universally found a positive link between neuroticism and the majority of the 18 EMSs. This 
consistency suggests a robust relationship between neuroticism and EMSs across different cultural contexts. In 
Study 1, however, no association was found between neuroticism and entitlement/superiority, contradicting pre-
vious research (Muris, 2006). This discrepancy might be attributed to the sample’s specific characteristics, possibly 
reflecting unique cultural influences or sample-specific traits. Conversely, Study 2 aligned with earlier findings, 
showing a positive association between neuroticism and unrelenting standards and a negative association with 
entitlement/superiority. The difference in these results compared to Study 1 could be due to cultural variations, 
as the two studies involve samples from different backgrounds. On the whole, the differences in the association 
between neuroticism and the EMSs across the two studies highlight the necessity of further investigation to de-
termine whether these differences are rooted in cultural factors or sample characteristics.

The inconsistency in the relationship between Big Five personality traits and EMSs across the two studies high-
lights the complexity of these relationships and the need for further research. Future studies should specifically 
explore which EMSs consistently predict neuroticism in diverse cultural contexts to gain a deeper understanding 
of its underlying dynamics.

Then, participants in the previous studies were mainly outpatients from psychiatric clinics who suffered from 
various symptoms, and the participants of the present study were mentally healthy individuals. Previous research 
found a much higher score in 16 of the 18 EMSs in a clinical group compared to a non-clinical group (Shorey, 
Stuart, & Anderson, 2014). We suggest considering differences in the activation of EMSs in clinical and non-
clinical samples.

Overall, this research underscores the necessity to explore how cultural differences and sample-specific char-
acteristics may influence the relationship between personality traits and EMSs. Future studies should aim to 
disentangle these factors to gain a clearer understanding of their respective impacts. This could involve using 
larger, more diverse samples and employing methodologies that specifically address cross-cultural comparisons. 
Additionally, exploring these relationships in various clinical and non-clinical settings could provide valuable 
insights into how these dynamics manifest in different populations.

Finally, in future research, we recommend exploring links between EMSs, personality traits, and adaptive sche-
mata, as these explorations might provide hopeful suggestions for professionals working in the healthcare sector. 
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Features of Polypharmacy in Dutch Older 
Outpatients with Personality Disorders:  
A Cross-Sectional Study 
Julie E. M. SCHULKENS   1, 2   , Sebastiaan (Bas) P. J. VAN ALPHEN    2, 3, 4, 
Frans R. J. VERHEY    1 , and Sjacko SOBCZAK   2, 5

Introduction: Pharmacotherapy in older adults with personality disorders 
(PDs) can be even more complicated compared to younger adults, because 
older adults stand at risk for polypharmacy and its negative consequences 
due to somatic comorbidities and biological age-related changes. 
Aims: This study’s primary objective serves to describe the point preva-
lence of polypharmacy in older adults with PDs. Next, we described 1) 
the number of psychotropics employed, 2) classes of psychotropics, 3) the 
number of somatic medication, and 4) the anticholinergic burden of the 
total medication. 
Methods: This cross sectional study was performed at a clinical center of 
excellence for older adults with PDs in the Netherlands. Fifty outpatients 
aged 65 years and older with a primary diagnosis of a PD were selected 
from an alphabetically ordered list. Data from the files on polypharmacy 
(use of five medications or more daily), use of medication and the anti
cholinergic burden (ARS score) was collected.
Results: Polypharmacy was present in 72% of older adults with PDs. The 
mean number of psychotropics was 2.0 (SD = 1.4) psychotropics per per-
son, for somatic medication the mean was 6.2 (SD = 3.6). Antidepressants 
were the most frequently prescribed (used by 62%), followed by anxiolytics 
(used by 40%). The mean ARS score was 1.1 points (SD = 1.7).
Conclusions: The prevalence of polypharmacy in older adults with PDs 
stands high, due to the high use of both psychotropics and somatic medica-
tion. Although this study provides important and new information on the 
use of medication in older adults, its representation of the population may 
be limited due to the tertiary care setting and small sample size excluding 
certain PDs (e.g., schizoid or obsessive-compulsive PD). Also, we did not 
register or measure the consequences of polypharmacy. 

Keywords: polypharmacy, pharmacotherapy, anticholinergic burden, per-
sonality disorders, geriatric psychiatry
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Case Study

Mrs. B., a 67-year-old woman known to suffer from lacunar stroke and hypertension, visited 
our Clinical Center of Excellence for Older Adults with Personality Disorders and was diagnosed 
with borderline personality disorder (BPD). She was voluntarily admitted to a psychiatric emer-
gency department for older adults for 11 months because of suicidal ideations. Subsequently she 
was followed up at our outpatient clinic. 

From the age of 25, she had an extensive history of recurrent depressions and anxiety disor-
ders. Throughout the years, she was treated at various institutions and clinical wards, and thus 
received many psychiatric treatments prescribed by various psychiatrists. Treatments for depres-
sion consisted of pharmacotherapy, intensive group-therapy, and mindfulness. Treatment be-
came more focused on pharmacotherapy, activation, and structuring daily life, as psychotherapy 
was not effective. Pharmacotherapy was mostly symptom-based, not always following existing 
guidelines. This could be due to the lack of continuity by the treating physicians, but also due to 
the high level of suffering that the patient expressed.   

At the start of the 11-month admission, Mrs. B. was using eight medications. Nortriptyline 75 
mg daily (plasma level of 96 ug/L) with mirtazapine 15 mg daily augmentation was indicated for 
the treatment of depression, while olanzapine 10 mg daily was prescribed off-label for insomnia. 
Amlodipine 5 mg daily, clopidogrel 75 mg daily, hydrochlorothiazide 25 mg daily and simvas
tatin 40 mg daily were prescribed for the treatment of hypertension and lacunar strokes and 
pantoprazole 40 mg daily was prescribed for stomach complaints. During the stay at our ward 
and outpatient follow up, several medications were changed by various psychiatrists and general 
practitioners for various indications. To treat depression, first lithium 400 mg (plasma level 0.58 
mmol/L) was added. After three months the treatment was discontinued due to its inefficacy 
and the patient developing a tremor. Subsequently, nortriptyline was discontinued because of a 
prolonged QT interval (475 msec), which normalized after cessation (441 msec). Both were re-
placed by escitalopram 10 mg daily. Sometime around the start the patient developed a tinnitus. 
Tinnitus is reported as a possible side effect of escitalopram. The patient could not cope with 
tinnitus and developed suicidal thoughts. She was therefore no longer willing to use the escita
lopram, but discontinuation did not improve the tinnitus. Escitalopram was then replaced by 
bupropion 150 mg daily. The patient became more active, but the subjective feeling of depressed 
mood did not improve. To treat mood instability and impulsivity related to BPD, valproic acid 
1200 mg daily (plasma level 74 mg/L) was started. Several informants, such as practitioners and 
family, reported a positive influence on mood stability. The patient herself did not experience any 
improvement. For the treatment of insomnia, zopiclon 7.5 mg was prescribed. This did not have 
an effect, which is why it was replaced by temazepam 20 mg. Because of insufficient response, 
promethazine 25 mg was added (off-label). To treat anxiety, alprazolam 0.5 mg daily was added 
for a short period of time. To treat tension headache, diazepam 2 mg as well as fentanyl patches 
(50 ug/hour 1 patch every three days) were prescribed, the latter because of a spondylolisthesis as 
a result of falling. At the end of this period, Mrs. B. was using 14 medications daily.

She developed several somatic signs and symptoms that could be related to drug side effects: 
tremor (could be a side effect of lithium), prolonged QT interval (could be due to nortriptyline 
use), tinnitus (known side effect of escitalopram and amlodipine), weight gain (possibly related 
to olanzapine), sedation and falling incidents (both can be caused or worsened due to the seda-
tive effects of psychotropics and the high anticholinergic burden of the total medication). At 
the outpatient clinic, pharmacotherapy was thoroughly evaluated by means of a medication 
review. Together with the pharmacist, indications for all the prescriptions were checked. After 
this, sedative medication (fentanyl, diazepam, alprazolam and promethazine) was tapered and 
discontinued. Mrs. B. became more active and less sedated. 
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Introduction
As the case description above illustrates, pharmacotherapy in older adults with personality disorders (PDs) can be 
complicated, which can easily lead to polypharmacy. Multiple definitions of polypharmacy exist in literature, but 
the most commonly used is the use of five or more drugs daily (regardless of ATC code) (Masnoon et al., 2017). 
Other used terms are excessive polypharmacy (use of 10 or more drugs daily) (Kann et al., 2015), psychiatric poly-
pharmacy (use of 2 or more psychotropics daily) (Sarkar, 2017) and appropriate versus inappropriate polyphar-
macy (often using tools such as the Beers criteria to assess appropriateness) (Beers, 1997; Maggiore et al., 2010). 

The prevalence of polypharmacy increases substantially with age and multimorbidity (Slabaugh et al., 2010). 
In the Netherlands, polypharmacy occurs in 44.3% of community dwelling older adults (aged 65 years and older) 
(Dijk et al., 2009). Over the last few decades, several studies have reported an increase in the use of prescription 
medication worldwide (Charlesworth et al., 2015; Nishtala & Salahudeen, 2015; Wastesson et al., 2016). 

A recent review showed that, due to changes in pharmacodynamics, older adults are even more vulnerable 
to the consequences of polypharmacy (Kratz & Diefenbacher, 2019). Altered dopaminergic, serotonergic, and 
cholinergic systems can lead to an increased risk for extrapyramidal symptoms, agitation, urinary retention and 
even delirium (Kratz & Diefenbacher, 2019). Polypharmacy has also been associated with drug-drug interactions 
(Doan et al., 2013), adverse drug events (Bourgeois et al., 2010), falling (Fried et al., 2014), frailty (Gutiérrez‐
Valencia et al., 2018), mortality (Leelakanok et al., 2017) and cognitive impairment (Jyrkkä et al., 2011), includ-
ing dementia (Park et al., 2017).  Other potentially negative consequences of polypharmacy are the increased risk 
for potentially inappropriate medications (PIMs) (Tian et al., 2022) and increased anticholinergic burden, which 
means the cumulative drug effects of taking one or more drugs with anticholinergic properties (Tune, 2001; Mate 
et al., 2015). Use of drugs with high anticholinergic activity has been linked with cognitive impairment (Fox et 
al., 2014) and impaired physical functioning in older adults (Lampela et al., 2013). 

In psychiatric populations, polypharmacy is a common issue; up to one-third of adult and older adult patients 
visiting an outpatient psychiatric department use three or more psychotropic drugs (Mojtabai & Olfson, 2010). 
In younger adults with PDs (six years after psychiatric admission), 10% of all patients use five or more medica-
tions daily (Zanarini et al., 2004). It is likely that older adults with PDs are exposed to even more polypharmacy, 
because they bear a higher risk of multimorbidity and they are more likely to use somatic medication (Slabaugh 
et al., 2010); however, due to the lack of research data, no exact percentages are known.

PDs are highly prevalent in older adults; rates of 10.6–14.5% in community dwelling older adults to 57.8% in 
nursing home residents are reported (Penders et al., 2020). Polypharmacy and its consequences may thus impact 
on healthcare facilities and the patients’ quality of life (Montiel-Luque et al., 2017). 

Medication reviews by a clinical pharmacist are an effective strategy to reduce inappropriate polypharmacy in 
older adults with mental disorders, reducing the total number of medications, PIMs, and potential drug-drug 
interactions (Stuhec & Lah, 2021). We performed a descriptive cross-sectional study in our tertiary outpatient 
clinic for PDs in older adults. This study’s primary objective was to describe the point prevalence of polyphar-
macy in older adults with PDs. Next, we described 1) the number of psychotropics that were used, 2) classes of 
psychotropics, 3) the number of somatic medications and 4) the anticholinergic burden of the total medication.

Methods
Participants and Procedure

This study was performed in the month of May in 2017, in a Clinical Center of Excellence for Older Adults 
with Personality Disorders (tertiary care) at Heerlen, the Netherlands. We studied 50 consecutive patients from 
our outpatient department with a primary diagnosis of a PD according to the Diagnostic and Statistical Manual 
of Mental Disorders (DSM) IV (American Psychiatric Association, 1994), age 65 years or older. Comorbidity 
was allowed, as long as the primary diagnosis was a PD. It was estimated that fifty older adults with PDs would 
be enough to explore and give insight in the use of medication, which was the aim of this study. A patient case 
file study was carried out in fifty patient files of patients older than 65 years and with a primary PD diagnosis, 
obtained randomly from our population of older adults being treated for a PD at our outpatient clinical center. 
To obtain a sample that accurately represents our patient population and to avoid selection bias, patients were 
selected from an alphabetically ordered list of all patients receiving care at the Clinical Center of Excellence for 
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Older Adults with Personality Disorders at the time of inclusion. When 50 patients aged 65 years and older with 
a primary PD diagnosis were selected, the selection process was finished. For all participants, an informed consent 
to participate in scientific research was recorded in the patient files, as this is a standard procedure in our patient 
care process. We informed the participants that we would like to collect data on the use of medication to explore 
our treatment population. We informed the participants that their data would be anonymized and could not be 
tracked back to their personal data. They could agree or refuse, which was recorded in their file. We chose this 
design of consent because of the non-invasive and observational nature of this study. This study was not subject 
to the WMO (Dutch legislation for medical research in humans), because participants were not subjected to ac-
tions nor were behavioral rules imposed on them. It was therefore not obligatory to have it reviewed by a medical 
ethical committee. European General Data Protection Regulation (GDPR) only started in 2018, a year after this 
study took place.

Personality assessment was carried out using a standardized procedure based on the LEAD (Longitudinal, 
Expert, All Data) standard (Spitzer, 1983), which integrates information from the patient, informants, and ad-
ditional psychological tests. These provisional PDs diagnoses were then discussed in a multidisciplinary team 
(psychiatrist, psychologist(s) and psychiatric nurse(s)) in order to reach consensus for a definite diagnosis of PD. 

This was a cross-sectional study. The study follows the STROBE protocol for cross-sectional studies. 

Measurements

Information on demographics (age and gender) and DSM-IV mental disorders at the date of the research as-
sessment was extracted from ‘mijnQuarant’, an electronic health record. The electronic prescribing system of 
mijnQuarant contains the medication mentioned in the referral letter. When this information was unclear or 
no longer up to date, informed consent was asked from the treating physician to check the current medication 
use via contacting the patient’s pharmacy. Polypharmacy was defined as the use of five medications or more 
daily, regardless of ATC3-code or dosage (Masnoon et al., 2017). Medication was categorized by indication into 
the subtypes of psychotropics or somatic medication. In case medication could be prescribed for both somatic 
and psychiatric indication (e.g., promethazine can be prescribed to treat allergy symptoms or to sedate in case 
of sleeping disorders or anxiety), we checked what the indication was, or if this information were not available, 
who prescribed the medication (e.g., a psychiatrist, which makes psychiatric indication more likely, or a general 
practitioner). Anticholinergic burden was assessed using the Anticholinergic Risk Scale (ARS) (Rudolph et al., 
2008). The ARS is a ranked categorical list of commonly prescribed medications with anticholinergic potential, 
which predicts the risks of anticholinergic adverse effects at a given point in time. The ARS ranks medications for 
anticholinergic potential on a 3-point scale (0: no or low risk; 3: high anticholinergic potential). The ARS score 
reflects the total sum of points.

Data collection took place when the DSM IV’s classification system was used in clinical practice in the 
Netherlands. All classifications are therefore recorded in DSM IV terms. 

Statistical Analysis

We used descriptive statistics to describe the percentage or range, mean, and standard deviation (SD) of demo-
graphic variables, point prevalence of polypharmacy, use of psychotropics and somatic medication, and ARS 
score. Following a rule of thumb (Allende-Alonso et al., 2019), every group of PD would have to contain 30 
patients to be able to detect differences between groups with statistical tests. We aimed to include only 50 patients 
in total, since the objective of this study was to explore and describe the use of medication, instead of testing. 
Therefore, no power analysis was performed.

Statistical analyses were performed using SPSS 19.0 for Windows.

Results
The mean age of the total study population was 73.2 years (ranging from 65 to 92 years) and 64% were female. 
Most patients (54%) were diagnosed as PD Not Otherwise Specified (NOS). Patients with paranoid, schizoid, 
schizotypal, histrionic or obsessive-compulsive PD were not included in this study. Polypharmacy was present in 
72% of older adults with PDs and in 76.9% of older adults with BPD. Results are shown in Table 1.
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Antidepressants were the most pre-
scribed psychotropics in the total study 
population; 62% of included patients used 
antidepressants, followed by anxiolytics 
(used by 40%). Results were also reported 
for various types of PDs (Table 2). 

The number of psychotropics in the 
total study population ranged between 0 
and 6 prescriptions, with a mean of 2.0 
(SD = 1.4) psychotropics per person. 

The number of somatic medications 
in the total study population ranged 
between 0 and 14 prescriptions, with a 
mean of 6.2 (SD = 3.6) somatic medica-
tions per person (Figure 1).

In the total study population, the an-
ticholinergic burden, represented by the 
ARS score, ranged from 0 to 6 points, 
with a mean of 1.1 points (SD = 1.7) 
(Figure 2). The BPD group showed the 
highest mean and the largest variation in 

Table 1. Patient characteristics in a study sample of older adults with person-
ality disorders

Characteristic N = 50

Sex, n (%)

Males, n (%) 	 18	 (36%)

Females, n (%) 	 32	 (64%)

Age in years, M(SD) 	 73.2(6.4)

Subtype of personality disorder, n (%)

Borderline 	 13	 (26%)

Narcissistic 	 2	 (4%)

Avoidant 	 4	 (8%)

Dependent 	 4 	 (8%)

NOS 	 27 	 (54%)

Polypharmacy, n (%) 	 36 	 (72%)

Number of comorbid psychiatric disorders, M(SD)  0–4  2.0(0.9)

ARS score M(SD) 0–6  1.1(1.7)

n = sample size, SD = standard deviation, PD = personality disorder,  
NOS = not otherwise specified, ARS = anticholinergic risk scale

Table 2. Use of various psychotropics for every group of personality disorder in older adults of the study sample

Variables Total Borderline Narcissistic Avoidant Dependent NOS

N(%) 	 50	 (100%) 	 13	 (26%) 	 2	 (4%) 	 4	 (8%) 	 4	 (8%) 	 27	 (54%)

Use of antipsychotics, n (%) 	 17	 (34%) 	 4	 (30.8%) 	 0	 	 1	 (25%) 	 1	 (25%) 	 11	 (40.7%)

Use of antidepressants, n (%) 	 31	 (62%) 	 10	 (76.9%) 	 0	 	 4	 (100%) 	 2	 (50%) 	 15	 (55.6%)

Use of mood stabilizers, n (%) 	 4	 (8%) 	 1	 (7.7%) 	 0	 	 1	 (25%) 	 0	 	 2	 (7.4%)

Use of anxiolytics, n (%) 	 20	 (40%) 	 6	 (46.2%) 	 0	 	 2	 (50%) 	 2	 (50%) 	 10	 (37%)

Use of sleep medication, n (%) 	 16	 (32%) 	 6	 (46.2) 	 0	 	 0 	 0	 	 10	 (37%)

NOS = not otherwise specified, n = sample size
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Figure 1. Distribution of data on use of medication amongst various groups of personality disorders in older adults of the study sample

PD = personality disorder, NOS = not otherwise specified, n = sample size
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ARS score, compared to the total group and compared to the other PD groups. However, no statistical tests were 
performed to test for significance. 

Discussion
This study aimed to describe rates and features of polypharmacy, such as the use of psychotropics, use of somatic 
medication, and anticholinergic burden. To summarize, 72% of our sample including older adults with PDs had 
been exposed to polypharmacy. The mean number of psychotropics was 2.0 prescriptions per person, while the 
mean number of somatic medications was 6.2 prescriptions per person, and the mean anticholinergic burden in 
our study sample was 1.1 points.

In the Netherlands, 44.3% of community dwelling older adults use five or more medications daily (Dijk et 
al., 2009) and 20% use ten or more medications daily (Lemmens & Weda, 2015). In our study, focusing on a 
population of older adults with PDs, these numbers were even higher; 72% and 32%, respectively. The observed 
rate of polypharmacy in our study stands not only higher compared to community dwelling older adults, but also 
compared to younger adults with PDs, in whom rates of 10% have been reported (Zanarini et al., 2004).

There are some explanations for the high prevalence of polypharmacy in older adults with PDs. First of all, older 
adults with PDs, and older adults with mental disorders in general, are often excluded from randomized controlled 
trials. Due to this paucity of efficacy studies in older adults with PDs, treatment recommendations are based on stud-
ies with patients up to 50 years of age (American Psychiatric Association Practice Guidelines, 2001). Experts in treat-
ment of PDs in older adults were consulted on their view on pharmacotherapy in older adults with PDs. They agreed 
that pharmacotherapy can be appropriate in older adults with PDs for the symptom based treatment of PDs, but the 
experts commented that psychiatrists have to rely on guidelines and studies which are aimed at younger to middle-
aged adults with PDs, and therefore have to depend on their own knowledge, intuition, and clinical experience to 
translate recommendations to older adults (Schulkens et al., 2021). Lack of evidence-based recommendations may 
lead to an inappropriate prescribing and polypharmacy. Besides, somatic comorbidities are in general more prevalent 
in older adults compared to younger adults (Taylor et al., 2010), which can lead to a larger use of somatic medica-
tions, contributing to polypharmacy. Our data confirmed that the use of somatic medication constituted the most 
substantial component of polypharmacy in older patients with PDs, compared to the use of psychotropics. In line 
with our findings, in older adults having mental-physical multimorbidity living in geropsychiatric nursing homes, a 
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Figure 2. Distribution of the Anticholinergic Risk Scale-score, representing anticholinergic burden, amongst various groups of personal-
ity disorders in the study sample of older adults

ARS = anticholinergic risk scale, PD = personality disorder, NOS = not otherwise specified, n = sample size 
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median number of seven somatic medications and a mean 2.3 psychotropics were reported per person (van den Brink 
et al., 2017). Although we did not investigate somatic comorbidities in our study, it is known that patients with PDs, 
and especially BPD, possess a significantly higher risk for somatic conditions, such as diabetes, hypertension, and 
osteoarthritis (Frankenburg & Zanarini, 2004). This can lead to multimorbidity, which is associated with polyphar-
macy (Slabaugh et al., 2010). This emphasizes the importance of monitoring somatic health in patients with PDs.

Older adults from this study population used two psychotropics on average, and were diagnosed with a mean 
of two comorbid psychiatric diagnoses. However, it is unlikely that psychotropics were prescribed only for these 
comorbid psychiatric disorders; having a PD seems to be a risk factor for polypharmacy, even more than other 
psychiatric diagnoses such as depression (Bender et al., 2001). Patients with PDs are more likely to be prescribed 
anxiolytics, mood stabilizers, antipsychotics, and antidepressants, compared to patients with a major depressive 
disorder (Bender et al., 2001). This can be related to the wide variety of symptoms being expressed in patients 
with PDs, which may lead to the prescription of several different psychotropics, e.g., antidepressants for depressed 
mood or anger, antipsychotics for suspiciousness and anxiety, etc. (American Psychiatric Association, 2001). Con-
sequently, polypharmacy and psychotropic prescriptions can be the result of symptom-based prescribing, rather 
than the treatment of psychiatric comorbidity. 

The anticholinergic burden in our study sample was on an average of 1.1 points, which remains higher com-
pared to community dwelling older adults (mean ARS score 0.7 points) (Jun et al., 2020) or outpatients with de-
mentia (mean ARS score of 0.31 points) (Watanabe et al., 2018). Antidepressants were the most commonly pre-
scribed psychotropics in our study population. Tricyclic antidepressants, such as amitriptyline and nortriptyline, 
but also antidepressants such as mirtazapine and paroxetine impact the ARS score. Higher ARS scores have been 
associated with cognitive and physical impairment (Pasina et al., 2013) and anticholinergic adverse effects (such 
as falls, dry mouth, dizziness, and confusion) (Rudolph et al., 2008) in older adults. Older adults with PDs are 
therefore at risk for these adverse effects. Regular (at least yearly) medication reviews performed by psychiatrists 
and clinical pharmacologists should become routine in treating older adults with PDs, to reduce inappropriate 
polypharmacy, inappropriate prescriptions, and anticholinergic burden.

Based on our findings, there are some indications that the issue of polypharmacy is even more pronounced in 
older adults with BPD (point prevalence 76.9%) compared to the total study population. Predominantly, the use 
of somatic medication appears to be higher in older adults with BPD (mean 8.3 prescriptions, SD 4.3) compared 
to the total study population (mean 6.2, SD 3.6) resulting in a higher ARS score (mean 1.9 in BPD, compared to 
1.1 in the total study population). This is, however, a preliminary finding that has not been tested for statistical 
significance due to the small size of the investigated population, but it calls for further research. 

Strengths and Limitations
This study explores an important and understudied topic. Information on the use of medication in older adults 
with PDs is much needed. The population in which this study was conducted is very heterogeneous, due to 
complex comorbidity, which is possibly one of the reasons that these people are often not included in studies. 
However, it remains the population that visits many psychiatrists, making this study highly clinically relevant. 
This study’s descriptive nature is appropriate to explore the use of medications.

However, this study also has several limitations. Firstly, this study was performed at a tertiary care clinic – 
which possibly induced some selection bias via selecting older adults with more complex and more severe PDs. 
This may have resulted in overestimating the prevalence of polypharmacy in older adults with PDs. Secondly, 
patients with paranoid, schizoid, schizotypal, histrionic or obsessive-compulsive PD had no representation in our 
sample, which may have decreased the study’s external validity. Thirdly, the study was underpowered for detect-
ing statistically significant differences among the various subtypes of PDs, because the groups were unequal in 
size. While the number of patients with narcissistic, avoidant, and dependent PDs remained small, there was an 
overrepresentation of PD not otherwise specified, similarly to the frequency observed in younger adult popula-
tions (Verheul & Widiger, 2004). In our study, this overrepresentation may also have been caused by the limited 
applicability of diagnostic tests and criteria to older adults, making them less likely to fulfill the diagnosis of a 
specific PD (Penders et al., 2020). For this reason, we presented descriptive statistics. Fourthly, we did not take 
into account possible consequences of polypharmacy, such as side effects or complications, which could have 
emphasized the importance of reducing polypharmacy. This will be an important focus in our future research. 
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Reflection on the Case of Mrs. B.

We experienced that the lack of guidelines for the treatment of PDs in older adults, a high level of suffering and 
help seeking behavior and the presence of a wide variety of symptoms were contributing to suboptimal pharma-
cotherapy. Mrs. B. was prescribed medication which are considered potentially inappropriate for people aged 65 
years and older (TCAs) (Holt et al., 2010; Mann et al., 2023) and without proper indication (e.g., quetiapine 
for insomnia).  However, when the treating psychiatrist and a clinical pharmacist performed a proper medication 
review, multiple medications (especially those with high anticholinergic burden) were tapered and discontinued, 
which led to an improvement in the patient’s functioning and well-being.

Conclusion, Implications, and Future Directions
We conclude that the prevalence of polypharmacy in older adults with PDs was high due to the high use of both 
psychotropics and somatic medication. Polypharmacy is associated with adverse outcomes, such as falling, mortal-
ity and drug-drug interactions. Conducive to developing guidelines for a safer and more effective treatment, more 
research is essential. Research should focus more on older adults. The consequences of polypharmacy, such as 
side effects and complications, should be more appropriately investigated by means of empirical research. Similar 
research in the future should include larger sample sizes and investigate long-term effects in a prospective design. 
We think it is also important to include control groups in studies, such as younger to middle-aged adults with 
PDs and other older adults (e.g., without mental disorders). Treatment guidelines focusing on older adults with 
PDs should regard polypharmacy as an important risk in pharmacotherapy, and should include approaches to 
avoid polypharmacy, such as yearly systematical medication reviews.
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Factors Associated with Depression  
Symptoms in the Peruvian Population  
Analysis of a National Health Survey 
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Introduction: Worldwide, approximately 280 million people suffer from 
depression, which results from complex interactions. 
Aims: Determining the prevalence of depressive symptoms and their associ-
ated factors in the Peruvian Population. 
Methods: Analytical cross-sectional study. The odds ratios together with 
their 95% confidence intervals were calculated. For evaluating the strength 
of association between the variables of interest, a generalized linear model 
of the Poisson family was performed with robust variance. 
Results: The factors associated with exhibiting symptoms of depression 
were: the female sex; the age group older than 70 years; the year 2021; 
being married, cohabiting and being separated; residents in the region of 
Lima, the rest of the coast, mountains and jungle; possessing a level of high-
er education; living in a rural area; physical disability; drinking alcoholic 
beverages; having type 2 diabetes mellitus; having hypertension; medium 
and high fruit consumption.  
Conclusions: All the variables evaluated, except for the wealth index, to-
bacco consumption, health insurance, and body mass index, were associ-
ated with depressive symptoms.
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Introduction
Depression is a common disease globally, since at the time of composing this article, approximately 280 mil-
lion people are estimated to suffer from it (Evans-Lacko et al., 2018). The World Health Organization (WHO) 
predicts that this disease will be the main cause of worldwide morbidity by 2030 (World Health Assembly 65, 
2012). In Latin America, the prevalence of depression stands at approximately 4.9% (Kohn et al., 2005), while in 
Peru, in 2021, MINSA (National Ministry of Health) reported the care of 313,455 depression cases, evidencing 
an increase of 12% compared to those treated during 2019 (Minsa, 2022). 

Peru presents unique characteristics in prevalence and intervention regarding depression that distinguish it 
globally. Peru has a history of political violence, particularly during the internal armed conflict in the 1980s and 
1990s. The effects of this historical trauma may contribute to a unique form of depression, with individuals ex-
periencing symptoms related to collective trauma and loss (Ruiz Effio, 2020). For instance, recent studies have 
shown that at least one in ten military personnel in Peru are at risk of suicide, underscoring the need for specific 
interventions in this group (Valladares-Garrido et al., 2022). Implementing mental health screening technologies 
in the primary care setting has revealed a high prevalence of unidentified psychological symptoms, indicating the 
need for more effective and accessible interventions (Diez-Canseco et al., 2018).
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Depression results from complex interactions between social, psychological and biological factors (World 
Health Organization, 2023), characterized by a depressed mood, loss of interest in previously enjoyed activities 
plus the inability to carry out activities of daily living for at least two weeks (Pan American Health Organization, 
n.d.; Martina et al., 2017). During the COVID-19 pandemic, the loss of personal freedoms and control, uncer-
tainty about the immediate future, increased workload, personal concerns, and those of family members or close 
people were added to the factors previously explained (Huremović, 2019). These additions contributed to an in-
crease in the prevalence of depression up to seven times worldwide (Bueno-Notivol et al., 2021), mainly affecting 
those who were quarantined alone or whose family or close friends were isolated in some way (Lei et al., 2020). 
Therefore, the COVID-19 pandemic exacerbated depressive symptoms in several sociodemographic groups, re-
sulting in the necessity of an interventional approach adapted to the specific needs of each population, especially 
one such as the Peruvian population, which is characterized by socioeconomic challenges including poverty and 
the presence of vulnerable groups (Zegarra-López et al., 2022).

Approximately 92% of people without treatment continue to experience depressive symptoms (Mekonen 
et al., 2022) and 75% of affected people in developing countries do not receive any treatment (World Health 
Organization, 2023); due to this statistics, in a population such as the Peruvian, where an overall prevalence of 
depressive symptoms stood five times higher during the COVID-19 pandemic than previously reported nation-
ally in 2018 (Antiporta et al., 2021), studying the associated factors, including sociodemographic variables such as 
sex, age, and economic status (Martina et al., 2017; Molés Julio et al., 2019) is essential to develop more effective 
and culturally appropriate intervention strategies (Eappen et al., 2018).

It is relevant to analyze the elements related to depressive symptoms in a society such as the Peruvian since these 
findings could have applicability in other Latin American societies characterized by low income. Furthermore, 
this would facilitate the identification of the most prominent factors, with the possibility of reducing expenditures 
aimed at combating depression in highly developed nations.

The present study, therefore, had the objective of determining the prevalence of depressive symptoms and their 
associated factors in the Peruvian population.

The exploratory research questions were: What is the prevalence of depressive symptoms in the Peruvian popu-
lation, and what are the factors associated with the manifestation of these symptoms?

Methods
Design and Study Population

In total, 35,419 people were interviewed in 2019; 34,242 in 2020, and 35,847 in 2021. This investigation comprises 
an integrative summary of a survey encompassing three distinct cross-sectional analytical studies within a unified 
framework. A secondary analysis of the Demographic and Family Health Survey (ENDES by its acronym in Spanish: 
Encuesta Demográfica y de Salud Familiar) 2019, 2020, and 2021 was carried out. These are surveys implemented at 
the national level that consist of a probabilistic, two-stage, stratified, and independent sampling at the departmental 
level and by urban and rural areas in charge of the National Institute of Statistics and Informatics (INEI by its 
acronym in Spanish). Every year, this survey is carried out with a large sample of Peruvian residents, always exceed-
ing 30,000 people, so the sample selected in each edition reflects the entire population (ENDES, 2019; INEI, 2019; 
INEI-Perú, 2021).

In the ENDES survey, there are three questionnaires: 1) household questionnaire, 2) individual woman ques-
tionnaire and 3) health questionnaire, the latter collects information on non-communicable diseases including 
information on mental health.

Variables and measures

The study’s dependent variable was the presence of clinically relevant depressive symptoms. According to WHO, 
depressive disorder encompasses a prolonged period of low mood or a diminished capacity to experience pleasure or 
interest in activities (World Health Organization, 2023). In the context of this study, we use the term “depressive 
symptoms” to refer to a range of emotional, cognitive, and physical indicators commonly associated with the clini-
cal state of depression. The presence of these symptoms does not necessarily indicate a clinical diagnosis of depres-
sion, but does suggest the need for a more detailed evaluation. We think it is pertinent to note that we use this term 
(“depressive symptoms”) because the ENDES does not directly evaluate depression. Its main focus involves collect-
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ing information on various aspects of the population, such as demographics, housing, education, employment and 
health. For measuring these symptoms, we employed the PHQ-9 questionnaire (Patient Health Questionnaire-9), 
which is a validated and widely used tool in mental health research with internal consistency (Cronbach’s alpha = 
.90) (Huarcaya-Victoria et al., 2020). This questionnaire is an instrument used for depression screening that has been 
validated in Peru. The PHQ-9 was validated to reliably compare according to sociodemographic characteristics in the 
Peruvian population. The PHQ-9 instrument consists of nine questions that assess the presence of depressive symp-
toms; the responses measure the severity of these symptoms within a range of 0 (never) to 3 (almost every day) with a 
total score of 0 to 27 points. The score is classified into five categories: minimal (0–4), mild (5–9), moderate (10–14), 
moderately severe (15–19), and severe (20–27). For this study, two categories were used to classify the dependent 
variable depending on the presence or absence of clinically relevant depressive symptoms, with the cut point ≥ 4.

The study’s independent variables (measured in the same way) were: sex (female vs. male), categorized age 
(15–35, 36–59, 60–69, and 70 and over), year (2019, 2020, and 2021), marital status (single, married, cohabit-
ing, widowed, divorced, and separated), region of residence (metropolitan Lima, rest of the coast, highlands, and 
jungle), education (no level, primary, secondary, and higher), wealth index (poorest, medium, rich, and more 
rich) area of ​​residence (urban vs. rural), physical disability (no vs. yes), smokes daily, drinks alcohol – those who 
drink alcoholic beverages once or twice per year were categorized in the same way as those who drink alcoholic 
beverages daily (no vs. yes), health insurance (no vs. yes), Body Mass Index (BMI, underweight – less than 18.49 
kg/m2, normal weight – 18.5–24.9 kg/m2, overweight – 25–29.9 kg/m2, and obesity – 30 kg/m2 or more), type 2 
diabetes mellitus (T2DM, no vs. yes), high blood pressure – 140/90 mmHg or more (no vs. yes), and consump-
tion of fruits five times per day or less (divided into tertiles: low, medium, and high).

Statistical Analysis

Data were analyzed using the statistical program STATA v.17 (Stata Corporation, College Station, Texas, USA). 
For the statistical tests, a statistically significant value of less than .050 (p < .050) was considered.

Sociodemographic characteristics were described using absolute frequencies, and the chi-square test was used 
for the bivariate analysis regarding variations among the variables of interest. Odds ratios along with their 95% 
confidence intervals (95% CI) were calculated. To evaluate the strength of association between the variables of 
interest, a generalized linear model of the Poisson family was used with robust variance. The association measure 
used was the crude prevalence ratio as well as the ratio adjusted for the variables: sex, categorized age, year, region 
of living, education, wealth index, residence area, physical disability, drinking alcoholic beverages, health insur-
ance, type 2 diabetes mellitus, high blood pressure, and fruit and vegetable consumption.

Results
In total, 105,512 people were surveyed during the previously mentioned three years; the overall prevalence of people 
with depressive symptoms was 23.2%. Of the total, 51.6%, 51.5%, and 51.7% were found to be females during 
the survey carried out in the years 2019, 2020, and 2021 respectively. Regarding age, we observed that the majority 
stood in the range of 15 to 35 years of age, with the respondents from the year 2021 being those who presented the 
highest percentage with 42.9%. In all the years of surveys included in the present study, a marked difference was 
found between the number of residents of urban areas and the number of residents of rural areas (Table 1).

Regarding harmful habits, daily smoking and alcohol consumption, each year, the majority of those surveyed 
stated that they did not have them. In contrast, differences were found in terms of fruit and vegetable consumption 
depending on the year of the survey. For example, in 2019, 20.5% of people reported having a low consumption of 
fruits and vegetables, in 2020 this number came to 59.8% and in 2021 the number was 27.7% (Table 1).

After controlling for confounding factors, the factors associated with presenting symptoms of depression were 
found to be: male (PRa: 0.58; 95% CI 0.56–0.61); the age group older than 70 years (PRa: 1.23; 95% CI 
1.12–1.35); surveyed in 2021 (PRa:1.08; 95% CI 1.03–1.13) resident of the rest of the coast (PRa: 0.84; 95% 
CI 0.80–0.89), highlands (PRa: 1.30; 95% CI 1.23–1.38) and jungle (PRa: 0.89; 95% CI 0.84–0.95); possessing 
a higher education level (PRa: 0.62; 95% CI 0.46–0.84); living in a rural area (PRa: 0.92; 95% CI 0.87–0.97); 
if you have a physical disability (PRa: 1.59; IC 95% 1.43–1.77); if you drink alcoholic beverages (PRa: 1.10; 
95% CI 1.02–1.19); present T2DM (PRa: 1.35; 95% CI 1.24–1.48); have hypertension (PRa: 1.36; 95% CI 
1.28–1.46); and medium (PRa: 0.86; 95% CI 0.82–0.91) and high (PRa: 0.94; 95% CI 0.89–0.99) consump-
tion of fruits (Table 2).
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Table 1. Descriptive Analysis of the Characteristics of the Study Population in 2019, 2020, and 2021

Characteristics

Survey year

2019 2020 2021

n (% weighted) n (% weighted) n (% weighted)

Sex
Female 	 18,268	 (51.6) 	 17,645	 (51.5) 	 18,548 	 (51.7)

Male 	 17,151	 (48.4) 	 16,597	 (48.5) 	 17,299 	 (48.3)

Age groups

15 to 35 years old 	 14,975 	 (42.3) 	 14,484 	 (42.3) 	 15,359 	 (42.9)

36 to 59 years old 	 14,332 	 (40.5) 	 13,841 	 (40.4) 	 14,359 	 (40.1)

60 to 69 years old 	 3,227 	 (9.1) 	 3,132 	 (9.2) 	 3,269 	 (9.1)

70 years old or more 	 2,884 	 (8.1) 	 2,785 	 (8.1) 	 2,858 	 (8.0)

Marital status

Single 	 7,825 	 (22.1) 	 8,431 	 (24.6) 	 7,798 	 (21.8)

Married 	 9,712 	 (27.4) 	 8,961 	 (26.2) 	 8,486 	 (23.7)

Cohabitant 	 12,232 	 (34.5) 	 11,291 	 (33.0) 	 12,916 	 (36.0)

Widowed 	 1,835 	 (5.2) 	 1,820 	 (5.3) 	 2,212 	 (6.2)

Divorced 	 342	 (1.0) 	 291 	 (0.9) 	 300 	 (0.8)

Separated 	 3,473 	 (9.8) 	 3,446 	 (10.1) 	 4,133 	 (11.5)

Region of living

Metropolitan Lima 	 13,479 	 (38.1) 	 13,017 	 (38.0) 	 12,655 	 (35.3)

Rest of coast 	 8,998 	 (25.4) 	 8,631 	 (25.2) 	 9,626 	 (26.8)

Highlands 	 8,678 	 (24.5) 	 8,420 	 (24.6) 	 8,851 	 (24.7)

Jungle 	 4,264 	 (12.0) 	 4,173 	 (12.2) 	 4,714 	 (13.2)

Education

No level 	 66 	 (0.2) 	 58 	 (0.2) 	 60 	 (0.2)

Primary 	 6,939 	 (20.3) 	 6,185 	 (18.6) 	 6,574 	 (19.0)

Secondary 	 15,367 	 (45.0) 	 15,808 	 (47.6) 	 16,690 	 (48.1)

Superior 	 11,816 	 (34.6) 	 11,169 	 (33.6) 	 11,356 	 (32.8)

Wealth index

Poorest 	 6,560 	 (18.5) 	 6,255 	 (18.3) 	 6,792 	 (19.0)

Poor 	 7,516 	 (21.2) 	 7,014 	 (20.5) 	 7,310 	 (20.4)

Medium 	 7,311 	 (20.6) 	 7,274 	 (21.2) 	 7,451 	 (20.8)

Rich 	 7,049 	 (19.9) 	 6,923 	 (20.2) 	 7,180 	 (20.0)

Richer 	 6,982 	 (19.7) 	 6,774 	 (19.8) 	 7,113 	 (19.8)

Residence area
Urban 	 28,603 	 (80.8) 	 27,637 	 (80.7) 	 28,941 	 (80.7)

Rural 	 6,816 	 (19.2) 	 6,605 	 (19.3) 	 6,906 	 (19.3)

Physical disability Yes 	 684 	 (1.9) 	 1,175 	 (3.4) 	 947 	 (2.6)

Daily smoking Yes 	 565 	 (1.6) 	 426 	 (1.2) 	 432 	 (1.2)

Drinking alcoholic beverages Yes 	 4,613 	 (13.0) 	 3,406 	 (10.0) 	 3,209 	 (9.0)

Health Insurance Yes 	 25,950 	 (73.3) 	 25,814 	 (75.4) 	 27,861 	 (77.7)

Body Mass Index

Underweight 	 441 	 (1.3) 	 1,639 	 (6.4) 	 1,326 	 (3.7)

Normal weight 	 12,310 	 (34.8) 	 7,867 	 (30.7) 	 11,170 	 (31.2)

Overweight 	 14,189 	 (40.1) 	 9,744 	 (38.0) 	 13,766 	 (38.4)

Obese 	 8,469 	 (23.9) 	 6,384 	 (24.9) 	 9,577 	 (26.7)

Type 2 Diabetes mellitus Yes 	 1,356 	 (3.8) 	 1,518 	 (4.4) 	 1,752 	 (4.9)

High blood pressure Yes 	 3,566 	 (10.1) 	 3,450 	 (10.1) 	 3,498 	 (9.8)

Fruit and vegetable  

consumption

Low 	 7,263 	 (20.5) 	 20,469 	 (59.8) 	 9,913 	 (27.7)

Medium 	 20,532 	 (58.0) 	 10,145 	 (29.6) 	 18,655 	 (52.0)

High 	 7,624 	 (21.5) 	 3,628 	 (10.6) 	 7,279 	 (20.3)

Source: self made
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Table 2. Crude and Adjusted Multivariate Regression Analysis of the Factors Associated with Depression in People Surveyed in 
2019, 2020, and 2021

Characteristics*

Symptoms of depression
Crude model

PRc (CI 95%)

Adjusted model

PRa (CI 95%)
No Yes

n (%) n (%)

Sex
Female 	 42,890 	(84.0) 	 8,159 	(16.0) Ref. Ref.

Male 	 39,428	 (72.4) 	 15,035 	(27.6) 1.73 [1.7–1.8] 0.58 [0.6–0.6]

Age groups

15 to 35 years old 	 36,233 	(80.8) 	 8,586 	(19.2) Ref. Ref.

36 to 59 years old 	 33,444 	(78.6) 	 9,909 	(21.4) 1.16 [1.1–1.2] 1.02 [1.0–1.1]

60 to 69 years old 	 7,042 	(73.1) 	 2,587 	(26.9) 1.40 [1.3–1.5] 1.07 [1.0–1 .1]

70 years old or more 	 5,598 	(65.6) 	 2,930 	(34.4) 1.79 [1.7–1.9] 1.23 [1.1–1.3]

Year

2019 	 27,988 	(79.0) 	 7,432 	(21.0) Ref. Ref.

2020 	 26,559 	(77.6) 	 7,684 	(22.4) 1.07 [1.0–1.1] 1.05 [1.0–1.1]

2021 	 27,770 	(77.5) 	 8,078 	(22.5) 1.07 [1.0 –1.1] 1.08 [1.0–1.1]

Marital status

Single 	 19,078 	(79.3) 	 4,977 	(20.7) Ref. –

Married 	 21,324 	(78.5) 	 5,837 	(21.5) 1.04 [1.1–1.1] –

Cohabitant 	 29,631 	(81.3) 	 6,809 	(18.7) 0.90 [0.7-0.9] –

Widowed 	 3,717 	(63.4) 	 2,151 	(36.7) 1.77 [1.6–1.9] –

Divorced 	 710 	 (75.9) 	 225 	 (24.1) 1.16 [0.9–1.5] –

Separated 	 7,857 	(71.1) 	 3,196 	(28.9) 1.40 [1.3–1.5] –

Region of living

Metropolitan Lima 	 30,897 	(78.9) 	 8,255 	(21.1) Ref. Ref.

Rest of coast 	 22,181 	(81.4) 	 5,074 	(18.6) 0.88 [0.8–0.9] 0.84 [0.8–0.9]

Highlands 	 18,629 	(71.8) 	 7,321 	(28.2) 1.34 [1.3–1.4] 1.30 [1.2–1.4]

Jungle 	 10,609 	(80.6) 	 2,543 	(19.3) 0.92 [0.9–1.0] 0.89 [0.8–0.9]

Education

No level 	 111 	(62.9) 	 68 	(37.1) Ref. Ref.

Primary 	 14,076	 (71.5) 	 5,623 	(28.5) 0.77 [0.6–1.0] 0.88 [0.6–1.2]

Secondary 	 37,608	 (82.9) 	 10,257 	(21.4) 0.58 [0.5–0.7] 0.77 [0.6–1.0]

Superior 	 28,475 	(82.9) 	 5,868 	(17.1) 0.46 [0.3–0.6] 0.62 [0.5–0.8]

Wealth index

Poorest 	 14,718 	(75.1) 	 4,890 	(24.9) Ref. Ref.

Poor 	 16,918 	(77.5) 	 4,923 	(22.5) 0.90 [0.9–0.9] 1.03 [1.0–1.0]

Medium 	 17,187 	(78.0) 	 4,850 	(22.0) 0.88 [0.8–0.9] 1.03 [0.9–1.1]

Rich 	 16,466 	 (7.8) 	 4,687 	(22.2) 0.89 [0.8–0.9] 1.07 [1.0–1.2]

Richer 	 17,028 	(81.6) 	 3,843 	(18.4) 0.74 [0.7–0.8] 0.91 [0.8–1.0]

Residence area
Urban 	 66,968 	(78.6) 	 18,215 	(21.4) Ref. Ref.

Rural 15,350 (75.5) 	 4,979 	(24.5) 0.82 [0.7–0.9] 0.92 [0.9–1.0]

Physical disability Yes 	 1,596 	(56.9) 	 1,212 	(43.2) 2.01 [1.9–2.2] 1.59 [1.4–1.8]

Daily smoking Yes 	 1,143 	(80.3) 	 281 	(19.7) 0.90 [0.7–1.01] –

Drinking alcoholic 
beverages Yes 	 9,131 	(81.3) 	 2,099 	(18.7) 0.84 [0.8–0.9] 1.10 [1.0–1.2]

Health Insurance Yes 	 20,492 	(79.2) 	 5,392 	(20.8) 0.93 [0.9–1.0] 1.04 [1.0–1.1]

Body Mass Index

Underweight 	 2,646 	(77.7) 	 762 	 (22.4) Ref. –

Normal weight 	 24,476 	(78.1) 	 6,873 	(21.9) 0.98 [0.9–1.1] –

Overweight 	 29,776 	(79.0) 	 7,926 	(21.0) 0.92 [0.8–1.0] –

Obesity 	 18,776 	(76.9) 	 5,655 	(23.2) 1.04 [0.2–1.2] –

T2DM Yes 	 2,989 	(64.6) 	 1,639 	(35.4) 1.66 [1.5–1.8] 1.35 [1.2–1.5]

High blood  
pressure Yes 	 6,851 	(65.2) 	 3,665 	(34.9) 1.70 [1.6–1.8] 1.36 [1.3–1.5]

Fruit and  
vegetable  
consumption

Low 	 28,070 	(74.6) 	 9,577 	(35.4) Ref. Ref.

Medium 	 39,483 	(80.0) 	 9,850 	(20.0) 0.78 [0.7–0.8] 0.86 [0.8–0.9]

High 	 14,765 	(79.7) 	 3,767 	(20.3) 0.80 [0.7–0.8] 0.94 [0.9–1.0]

*  Each factor has been independently adjusted for sex, categorized age, year, region of living, education, wealth 
index, residence area, physical disability, drinking alcoholic beverages, health insurance, type 2 diabetes mellitus, high 
blood pressure as well as fruit and vegetable consumption. 
PR: Prevalence ratio. CI 95%: Confidence interval at 95%
Source: self-made
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Discussion
In this study, 23,194 Peruvians with depressive symptoms were found (23.2% of the total). Concerning the 
sociodemographic variables, we observed that males were more likely to present symptoms of depression. This 
result is consistent with numerous previously conducted studies supporting a morphologic and pathophysiologic 
basis for a differential presentation and response by sex (Birur et al., 2017; Calvó-Perxas et al., 2015; Eid et al., 
2019; Hernández-Yépez et al., 2022; Kong et al., 2013; Sramek et al., 2016); for example, a study by Kong et 
al. (2013), demonstrated that sex differences exist in the morphological alterations of the cortico-limbic-striatal 
system in patients with depression. Finally, in an investigation carried out by Birur et al. (2017), sex differences 
were found in the peripheral immune system in patients with depression since depressed females, unlike healthy 
or depressed men, had elevated levels of interleukin (IL)-6 and leptin; in addition, compared to the non-depressed 
females, men had elevated levels of IL-8, interferon-γ, and leptin, and reduced levels of IL-5.

Regarding the region, we found that residents of the highlands of Peru were more likely to manifest depres-
sive symptoms. In the year 2022, an investigation was conducted on the adult population of Peru utilizing 
data derived from the Encuesta Nacional de Hogares (ENDES) spanning the years 2018 to 2020. Following a 
meticulous geospatial analysis, a discernible correlation was observed, indicating a concurrence of depressive dis-
order across the three years under examination, particularly within the departments of the southern highlands, 
which concurrently represented regions characterized by pronounced economic depression (Martina Chávez 
et al., 2022).  

In contrast to the results found in this research where males had a greater tendency to depression, the evidence 
points out that the presence of depressive symptoms in females may be associated with the social and cultural 
challenges faced by this gender, as was found in a cohort study carried out on child-bearing women, in which de-
pressive symptoms were significantly higher among women who reported gender discrimination compared with 
women without perceived gender discrimination (Stepanikova et al., 2020).

Regarding age, being 70 years or older was also associated with the presence of depressive symptoms. This result 
is consistent with that published by Baldeón-Martínez et al. (2019), who observed that being older than 75 was a 
sociodemographic variable related to depression. Similarly, a study by Martina et al. (2017) based on the ENDES 
identified that 30% of the Peruvian elderly were 75 years of age or older and that this age range was significantly 
associated with depression symptoms. Older adults have many comorbidities and have witnessed the loss of sev-
eral close people, which could explain the frequent depressive manifestations (Baldeón-Martínez et al., 2019).

Furthermore, an association was established between the residence’s location and the presence of depressive 
symptoms, with the inhabitants of rural areas showing the least probability of exhibiting depression; this could 
be due to a more communal and less stressful lifestyle compared to urban areas. Our results agree with the study 
conducted by Saltos et al. (2021), where higher levels of depression were recorded in the urban area: people in this 
area had very high levels of depression, with a prevalence of 48.7%. In contrast, another study revealed that rural 
residents perceive less social support, experience greater loneliness, and have a less precise and defined purpose in 
life (Salinas, 2020).

Higher education was found to be associated with depression; however, compared to the study by Liu et al. 
(2019), whose results indicated an increase in depressive symptoms in proportion to the time of academic train-
ing, probably due to the pressure of studying more specialized courses and financial concerns; in this study, the 
results showed that having a higher education decreased the probability of presenting depressive symptoms.

Having some physical disability proved to be associated with depression. In line with these results is the retro-
spective cohort study by Luna-Orozco et al. (2020), where the authors revealed that adults with physical limita-
tions compared to those without limitations presented a 68% increased risk for the development of depressive 
symptoms. Likewise, our article is in agreement with the study by Chao (2014), in which the researchers found 
that physical disability can contribute to the presence of depression due to the reduction of physical activities and 
social support.

Another associated factor found was the consumption of alcoholic beverages. Similarly, an investigation carried 
out in Peruvian male adults revealed that drinking alcohol was a risk factor associated with depression (Estrada-
Durand & Salinas-Salas, 2019). Nevertheless, our results differ from those found by Gémes et al. (2019), who 
argue that those who did not drink alcohol had a higher risk of depression than those who consumed up to seven 
alcoholic drinks per week. Since alcohol intoxication affects the brain, it is expected that alcohol addiction is as-
sociated with numerous mood disorders, among which depression stands out. The consumption of this substance 
generates biological changes in the brain, such as an increase in protein monocyte chemoattractant-1 and high-
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sensitivity C-reactive protein, the same as those observed in men, but not women, with clinical depression (Kelley 
& Dantzer, 2011).

Furthermore, the presence of T2DM or hypertension were factors associated with depression; these chronic 
conditions can contribute to psychological stress and have a negative impact on the quality of life, which could 
exacerbate depressive symptoms. In accordance with this result is the work of the Mexican researchers Galindo-
Vázquez et al. (2020), who observed a high presence of depressive symptoms in individuals who manifested one or 
more medical comorbidities. Similarly, Collazos-Perdomo et al. (2020) found a difference in prevalence between 
patients with and without hypertension, 17.4% and 12.6% correspondingly; there is probably a bidirectional 
relationship (Collazos-Perdomo et al., 2020) influenced by the abnormal functioning of the autonomic nervous 
system in connection with an increased sympathetic activity and poor vagal control in affected individuals (Scalco 
et al., 2005).

Consuming fruits and vegetables influenced the presence of depressive symptoms; Ocean et al. (2019) uncov-
ered that the effects of increasing the frequency of fruit and/or vegetable consumption on mental well-being were 
comparable to the effects of many shocking events in life. For example, if an individual who consumed vegetables 
daily stopped eating them completely, they would thereby suffer a loss of mental stability greater than that of 
being widowed.

The novel associated factor was referring to the year in which the data had been collected since there was a 
greater probability of finding people with depression among those surveyed during 2021 than those surveyed 
during the years 2019 and 2020. This finding may be due to the greater time in quarantine accumulated due to 
confinement by COVID-19, since it has been shown that spending less time outdoors is associated with severe 
symptoms of depression (Young et al., 2022). Furthermore, in a study carried out by Lei et al. (2020) research 
revealed that the prevalence of depression in people affected by COVID-19 was higher than in those who had 
not been affected.

Strengths and Limitations
It is crucial to point out this work’s strengths. First, we employed a nationally representative database, rigorously se-
lecting the study population and subsequent sampling. Furthermore, it is essential to clarify that the ENDES uses 
mechanisms to avoid the duplication of participants in the different cycles of the survey. In other words, it is doubt-
ful that the same individual has been tested in more than one of these years. This is achieved through a rigorous 
sampling design and selection procedures intended to ensure that each year’s participants are different. Therefore, 
although we cannot state with absolute certainty that no duplication of participants exists, the methodologies used 
by ENDES significantly minimize this possibility, allowing us to treat the data as independent sets for each year.

It remains nevertheless also essential to highlight some limitations due to the nature of the study. As this is a 
cross-sectional study, it is not possible to determine the causal relationships between the variables of interest. In turn, 
the PHQ-9 instrument only allows the assessment of depressive symptoms within the 14 days prior to the survey.

Conclusion, Implications, and Future Directions
In conclusion, we have identified in this study several factors associated with depressive symptoms among the 
Peruvian population, including sex, age (70 years or older), survey year, residence in a rural area, educational level, 
regional residence, physical disability, alcohol consumption, presence of Type 2 Diabetes Mellitus, high blood 
pressure, higher-than-low fruit consumption, and the year the survey was conducted.

Given our findings, several implications become manifest for the Peruvian mental healthcare system. Firstly, 
targeted interventions could be developed for individuals in identified high-risk categories, such as those living 
in rural areas or those over the age of 70. Secondly, the association between higher education and depressive 
symptoms necessitates further investigation to develop educational interventions that could be integrated into 
mental health promotion programs. We also recommend that the Peruvian mental healthcare system place a 
greater emphasis on holistic care, taking into account the interaction between physical health conditions, such as 
T2DM and high blood pressure, and mental health. This could include integrating mental health services into 
primary care settings or developing multidisciplinary teams comprising general practitioners, psychologists, and 
other specialists.
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For future research, it would be beneficial to delve deeper into the causative relationships between these as-
sociated factors and depressive symptoms, possibly through longitudinal studies or randomized controlled trials. 
This could further inform targeted interventions and public health policies aimed at reducing the prevalence of 
depression in Peru.
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Introduction: Emotional factors are often specified as playing an important 
role in the context of problematic alcohol use and alcohol addiction. 
Aims: This study focused on examining the relationship between difficul-
ties in emotion regulation, perceived personal problems, and problematic 
alcohol use. 
Methods: 374 participants from the general population in Slovenia and 
Croatia (34.8% men, 65.2% women) with an average age of 44.28 years 
(range: 26 to 74 years) completed the Alcohol Use Disorders Identification 
Test (AUDIT), Individual Problems and Strengths Scale (IPS) and Diffi-
culties in Emotion Regulation Scale – Short Form (DERS-SF).
Results: A higher level of problematic alcohol use positively correlated 
with difficulties in emotion regulation and the assessment of individual 
problems (p ≤  .010). Multiple linear regression analysis demonstrated that 
higher AUDIT scores were positively associated with two dimensions of 
difficulties in emotion regulation: impulse control difficulties (β = 0.22, p = 
.008) and lack of emotional awareness (β = 0.15, p = .010). Difficulties in 
emotion regulation completely mediated the effect of individual problems 
on problematic alcohol use (indirect effect: 0.18, CI [–.06, –.31]; p  < .001): 
higher levels of individual problems contribute to higher levels of problem-
atic alcohol use through the effect of difficulties in emotion regulation.
Conclusions: The findings indicate the vulnerability of individuals with 
difficulties in emotion regulation to problematic alcohol use. Difficulties in 
emotion regulation are an important factor to consider for understanding 
the development, maintenance, and treatment of alcoholism and problem-
atic alcohol use.

Keywords: emotion regulation, alcoholism, stress, problem-solving, 
addiction
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Introduction
Alcohol is the most common and most widely abused drug in our sociocultural environment and, as such, rep-
resents a major public health and social problem. According to the World Health Organisation’s (WHO, 2018) 
estimate, the average global alcohol consumption stands at 6.2 liters of pure alcohol per person per year. Although 
socially acceptable in many settings, the harmful use of alcohol is a significant issue, with 2.3 billion people world-
wide consuming alcoholic beverages. WHO (2024) reports that alcohol consumption is responsible for 7.1% 
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and 2.2% of the global burden of disease for men and women, respectively. It contributes to three million deaths 
annually as well as disabilities and health issues for millions of people. Harmful use of alcohol is responsible for 
5.1% of the global burden of disease.

The consequences of harmful alcohol use are multifaceted. They affect the individual (e.g., feeling unwell,  
health deterioration, problems in relationships and at work, traffic and other accidents), their family (e.g., 
worsened relationships or violence, mental health problems in children and other loved ones), the wider envi-
ronment (problems in the workplace, conflict in relationships, misunderstandings, crime) and society (poorer 
population health, premature deaths, loss of income due to reduced efficiency, increased costs of medical ex-
aminations and treatments, costs of police work) (Simonič & Osewska, 2023; Solis et al., 2012; VanGeest et 
al., 2017). 

The use of various psychotropic substances (alcohol, drugs, and medicines) can range from unproblematic so-
cial use to abuse and addiction (Straussner, 2004). There is no clear definition available for distinguishing between 
“use” and “abuse”. Each use remains problematic in its own way, as it involves the consumption of an often toxic 
and psychoactive substance with potentially addictive properties. Substance abuse means the continuous use of 
substances regardless of whether the individual experiences social, psychological, or physical problems as a result 
(Ashenberg Straussner, 2011). Repeated harmful use of substances, including alcohol, often leads to an addiction 
syndrome, which is characterized by specific behavioral, cognitive, and psychological symptoms: a strong need for 
the substance, difficulties in controlling its use, continued use of the substance despite harmful effects, prioritizing 
the substance over other commitments and activities, increased tolerance (more and more of the substance for the 
same effect) and sometimes withdrawal symptoms (WHO, 2007). 

Excessive and problematic alcohol use and alcoholism are complex phenomena, and a combination of several 
factors, differing from individual to individual, contributes to their development. The causes that contribute to 
problem drinking, alcoholism and its continuance are manifold and include a combination of genetic, biological, 
psychological, social and environmental factors interacting with each other (Jerebic & Jerebic, 2012). Psycholog
ical factors which contribute to the development of alcoholism include certain psychological issues such as anxiety, 
depression, acute and chronic stress, low self-esteem and problems with managing emotions (Kushner et al., 
2000; Schick et al., 2020). Individuals often turn to alcohol as a way to cope with stress, anxiety, depression and 
other emotional problems. 

Excessive consumption of alcohol can temporarily alleviate heavy feelings of stress but can lead to addiction in 
the long term (Boden & Fergusson, 2011; Hussong et al., 2011; Sinha, 2001). In the context of general processes 
of coping with stress, the use of substances can be understood as an emotion-focused strategy that is more aimed 
at reducing emotional distress than at changing stress-causing factors in the environment (Aldwin & Yancura, 
2004). It also remains possible that individuals with less effective strategies for coping with stress are more likely 
to abuse substances to cope with negative emotions (Sudraba et al., 2015). Individuals having low self-esteem or 
problems with self-regulation (impulse and behavior control) may be more inclined to drink alcohol excessively 
to improve their mood or to avoid negative feelings (Sher & Rutledge, 2007). Individuals who feel lonely and 
isolated or have difficulty establishing healthy interpersonal relationships may seek psychological relief from the 
intoxication achieved by drinking alcohol (Hasking et al., 2011; Moos & Moos, 2006). 

Individuals who are prone to negative affectivity (e.g., negative emotions, neuroticism, negative moods, and 
poor coping strategies) use alcohol more often to cope with their negative moods more easily (Sinha, 2022). They 
do so to overcome fears, shame, anxiety, and other negative, less tolerable or painful emotions. Individuals thus 
“self-medicate” with alcohol to reduce discomfort, distress, and especially anxiety, as binge drinking in particular 
can have anxiolytic and antidepressant effects (Fetzner et al., 2011; Simon et al., 2023). Alcohol also offers a 
short-term solution to the fear of intimacy, insecurity in relationships and conflicts that the individual cannot 
resolve alone (Gostečnik et al., 2010). The stupor caused by the consumption of alcohol can thus be understood 
as a mechanism when a person is unable to face their emotions and, rather than becoming aware of them, under-
standing them and accepting them, fears or rejects them and thus avoids them instead. 

In theories of drinking and alcohol problems, emotional factors are often specified as playing an important or 
even key role. Many researchers emphasize that emotions and their appropriate regulation are central to human 
life (Philippot & Feldman, 2004). This is also connected to the problem of drinking and, even more broadly, to 
the entire phenomenon of substance use. While it is true that not all alcohol use lies exclusively based on ����emo-
tional motives, the desire to regulate both positive and negative emotions remains an important motivation for its 
use. In addition to promoting positive emotions, people often use alcohol to overcome negative emotions (Kober 



B. SIMONIČ ET AL.	 The Role of Emotion Dysregulation in Problematic Alcohol Use and Coping with Problems

Eur. J. Ment. Health 2024, 19, e0018, 1–15.	 3

2014; Sher & Gerkin, 2007). Alcohol is thus considered one of the psychoactive substances that can be used to 
regulate emotions; therefore, drinking alcohol to alleviate one’s emotional state can be perceived as an emotion 
regulation strategy (Ashton et al., 2017; Berking et al., 2011; Dragan, 2015; Jakubczyk et al., 2018; Kelly & 
Bardo, 2016; Petit et al., 2015; Sayette, 2017). 

Emotion regulation is a complex construct for which no single widely accepted and recognised definition or 
consensus exists regarding its main characteristics (Thompson et al., 2008). In general, it refers to internal proc
esses that allow an individual to maintain emotions to a degree that is still bearable for them (Dermody et al., 
2013). Gross (1998) defines this concept as the internal and external processes by which individuals influence 
what emotions they have, when they have them, and how they experience and express them. Gratz and Roemer 
(2004) provide a conceptualisation of the fundamental aspects of emotion regulation, which includes: a) aware-
ness and understanding of emotions, b) acceptance of emotions, c) the ability to control impulsive behavior and 
behave in accordance with desired goals when negative emotions are expected, and d) the ability to use emotion 
regulation strategies appropriate to the situation flexibly to form emotional responses. According to this multidi-
mensional model, emotion dysregulation – i.e., difficulties in emotion regulation – is associated with the lack of 
one or more of these abilities. 

Emotion dysregulation can be defined as poor awareness, understanding, and acceptance of one’s own emo-
tions as well as problems in controlling impulsive behavior and acting in accordance with personal goals when up-
set (Gratz & Roemer, 2004). The concept of emotion dysregulation forms the basis of many models of psychopa-
thology, as it assumes that individuals with poor emotion regulation skills employ more inappropriate behaviors 
to regulate their unpleasant emotions (escape or silence them), thereby creating a risk for many other disorders 
(Tice et al., 2001). Difficulties in emotion regulation therefore contribute to inappropriate coping strategies for 
stress-related emotions, resulting in unsuccessful self-regulation and impulse control (Tice & Bratslavsky, 2000). 
It is also more likely that individuals who experience increased emotional stress will attempt to avoid it through 
activities that promise immediate pleasure (e.g., consuming alcohol and other substances) (Tice et al., 2001). 
Research confirms that difficulties in emotion regulation are broadly related not only to symptoms of emotional 
disorders but also to problematic alcohol use and alcohol-related consequences (Berking et al., 2011; Dvorak et 
al., 2014). Problematic alcohol use serves as an effective but inappropriate emotion regulation strategy, especially 
in individuals prone to emotion dysregulation (Horvath et al., 2020). 

Considering that problematic alcohol use often appears as a regulator of perceived stress and distress and that 
this is related to emotion dysregulation, in our research, we therefore examined the relationship between per-
ceived individual problems, difficulties in emotion regulation and problematic alcohol use. We were interested in 
the role of emotion dysregulation in the context of perceived individual problems and problematic alcohol use. 
We used a multidimensional measure of emotion regulation to investigate the various influences of this construct. 

Methods
Participants and Data Collection 

374 participants took part in the research. The average age of the participants stood at 44.28 years (SD = 11.87; 
min = 26, max = 74). Sociodemographic characteristics of participants are presented in Table 1.  

The research employed a cross-sectional method using a mediation model. The sample population consisted of 
the general population of Slovenia and Croatia. The inclusion criteria required that the participants be 25 years 
old or older (we assumed that by the age of 25 individuals have completed the period of adolescence when emo-
tional maturity is also formed and a more stable pattern of emotion regulation has been established) and able to 
give consent. The research questionnaire was prepared in electronic form via www.1ka, an open source application 
for online surveys. An invitation to participate in the research with a link to the questionnaire was sent to various 
addresses and public forums. The ethics of the research were approved by the Medical Ethics Commission of the 
Republic of Slovenia (No. 0120-7/2021/5) and the management of the clinic for the treatment of alcoholism in 
Croatia (No. 251-29-11-21-01-7). The survey was conducted from June 2021 to May 2022. Participation in the 
survey by completing the questionnaire remained voluntary and no formal exclusion criteria existed except for an 
individual’s lack of capacity to give consent or inability to answer the questions. The sampling method in both 
countries was convenience sampling.
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Measures

The first part of the research questionnaire collected data on demographic characteristics via questions concerning 
participants’ gender, age, employment status and marital status. This was followed by three psychological ques-
tionnaires (AUDIT, IPS, and DERS-SF). 

Alcohol Use Disorders Identification Test (AUDIT) 

We employed the Alcohol Use Disorders Identification Test (Saunders et al., 1993) to screen for hazardous and 
harmful alcohol use and to identify current drinking problems (e.g., harmful alcohol use, alcohol abuse, and alco-
hol addiction). In addition to the general dimension of problematic alcohol use, the test measures three aspects of 
alcohol abuse: hazardous alcohol use (amount and frequency), symptoms of alcohol addiction (tolerance, ability 
to control), and problems related to alcohol use. The test consists of 10 questions. Questions 1–8 are evaluated 
on a 5-point scale and questions 9 and 10 on a 3-point scale. The maximum possible score is 40. Higher scores 
indicate a greater likelihood of hazardous and harmful alcohol use. A score of 8 or more indicates hazardous or 
harmful alcohol use as well as the possibility of alcohol addiction (Saunders et al., 1993). Cronbach’s α of the 
AUDIT subscales ranged from .84 to .92 (Cronbach’s total score α = .95) and indicated good reliability. 

Individual Problems and Strengths Scale (IPS)

The Individual Problems and Strengths Scale is an element of the Systemic Therapy Inventory of Change (STIC) 
instrument (Pinsof et al., 2009). Researchers employ it to assess an individual’s weaknesses and strengths. It 
contains 22 items divided into areas which assess the state of the subject’s weak and strong areas: expression of 
negative affect (depression, anxiety), lack of inhibition regarding strong impulses (disinhibition), life function-

Table 1. Sociodemographic Characteristics of Participants

Baseline characteristic n %

Gender
Female 244 65.2

Male 130 34.8

Age

25–30 years old 47 12.7

31–40 years old 111 29.6

41–50 years old 110 29.4

51–60 years old 61 16.4

61–70 years old 36 9.5

71+ years old 9 2.4

Employment status

Student 26 7.0

Unemployed 42 11.3

Employed 237 63.4

Retired 53 14.1

Other (e.g., sick leave, etc.) 16 4.2

Marital status

Single 78 21.1

Married 164 43.8

In an intimate relationship (unmarried) 92 24.6

Divorced 24 6.3

Widowed 9 2.4

Did not specify 7 1.8

Problematic alcohol use (AUDIT)
Hazardous and harmful alcohol use 99 26.5

No hazardous and harmful alcohol use 275 73.5

Note. n = number of participants; % = proportion of participants; AUDIT = The Alcohol Use Disorders Identification Test.
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ing, open expression, (in)flexibility and resilience, self-misunderstanding, substance abuse and self-acceptance. 
Participants evaluate individual items on a 5-point Likert-type scale (from 1 = not at all/not at all true to 5 = all 
the time/very true). In our research, we included only the dimension of individual problems, which consists of 
the following dimensions: expression of negative effects, lack of inhibition regarding strong impulses, (in)flex-
ibility/resilience, misunderstanding of oneself and substance abuse. The higher the results, the more difficulties 
and problems individuals experience. Cronbach’s α of the Individual Problems subscale with 11 items was .68.

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

The short form of the Difficulties in Emotion Regulation Scale with 18 items was used to assess different aspects 
of emotion dysregulation or inappropriate emotion regulation (Kaufman et al., 2016). The original version (Gratz 
& Roemer, 2004) consists of 36 items. In the shortened version (DERS-SF) (Kaufman et al., 2016), 18 items 
assess emotional responses in six areas: 1. Non-acceptance of emotional responses, 2. Difficulties engaging in goal-
directed behavior, 3. Impulse control difficulties, 4. Lack of emotional awareness, 5. Limited access to emotion 
regulation strategies, and 6. Lack of emotional clarity. Participants evaluate individual items on a 5-point Likert-
type scale (from 1 = almost never to 5 = almost always). A higher score indicates a stronger presence of difficulties 
in emotion regulation. Cronbach’s α of the DERS-SF subscales ranged from .74 to .88 (Cronbach’s total score α 
= .83) and indicated acceptable reliability. 

Statistical Analysis

We calculated the results using the IBM SPSS 25 software package. The internal consistency of all scales used 
was calculated using Cronbach’s α coefficient. The data distribution was evaluated both descriptively with the 
measure of symmetry (skewness) and “tailedness” (kurtosis) as well as with the Shapiro-Wilk statistical test. As the 
data were not normally distributed, Spearman correlations were calculated between individual problems, emotion 
dysregulation and alcohol misuse. Multiple linear regression (enter method) was used to assess the simultaneous 
effects of several independent variables (emotion dysregulation subscales) on alcohol misuse as a dependent vari-
able. The residuals were normally distributed, ensuring the validity of the analysis. Next, we used a mediation 
model employing bootstrapping, which makes no assumptions about the sampling distribution of the indirect 
effect (Hayes, 2013). Using the PROCESS macro, analyses were conducted to determine whether emotion dys-
regulation mediated the relationship between individual problems and alcohol misuse. A nonparametric boot-
strap method of 5,000 samples using a confidence interval of 95% was used to test the indirect effect of individual 
problems on alcohol misuse through the pathway of emotion dysregulation. 

Results
Descriptive statistics

The participants achieved an average score of 8.14 (SD = 10.45) on the AUDIT scale’s total dimension. A total 
score of 8 or more on this scale indicates hazardous or harmful alcohol use as well as the possibility of alcohol 
addiction (Saunders et al., 1993). 73.5% of the participants did not display hazardous and harmful alcohol use, 
while 26.5% did demonstrate hazardous and harmful alcohol use. Alcohol addiction was also recorded in 16.0% 
of the participants. The average value on the DERS-SF is 37.26 (SD = 12.05) and 32.24 (SD = 9.42) on the IPS 
Individual Problems subscale. Table 2 shows descriptive statistics for the entire sample.

Correlations Between Variables

We examined how the level of problematic alcohol use correlates with difficulties in emotion regulation and the 
level of perceived individual problems.  

Table 3 shows the correlations between problematic alcohol use (by subdimensions and for the total score on 
the AUDIT questionnaire), difficulties in emotion regulation (by subdimensions and for the total score on the 
DERS-SF questionnaire) and Individual Problems (IPS subscale). All variables are positively and statistically 
significantly correlated. There is a tendency that the more difficulties individuals have with emotion regulation 
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(regarding the overall dimension and on each of the subdimensions); the more hazardous the way they use alcohol 
(higher quantity and frequency), the more symptoms of addiction (lower tolerance and less ability to control) 
they display and the more problems and consequences associated with alcohol use (harmful use of alcohol) they 
experience. A tendency also exists that the more individuals experience singular/specific problems, the higher their 
level of problematic alcohol use (more hazardous consumption, more symptoms of addiction, and more ������conse-
quences of drinking). The correlations are low but statistically significant (ranging between r = .17** and r = .31**). 

Multiple Linear Regression

We were interested in how much of the variance in problematic alcohol use can be explained by individual di-
mensions of difficulties in emotion regulation, so we conducted a multiple linear regression analysis. Preliminary 
analyses have shown that all assumptions are correct. The results are presented in Table 4. A significant equation 

Table 3. Correlation Coefficients (Spearman’s ρ) Between the Level of Individual Problems, Difficulties in Emotion Regulation, 
and Problematic Use of Alcohol

AUDIT

Measure Variable
Hazardous 

use
Symptoms of 

addiction
Consequences 

of drinking
AUDIT-total

DERS-SF

Non-acceptance of emotional responses .17** .22** .23** .19**

Difficulties engaging in goal-directed behavior .18** .23** .22** .22**

Impulse control difficulties .20** .30** .26** .23**

Lack of emotional awareness .24** .23** .22** .23**

Limited access to emotion regulation strategies .22** .26** .27** .25**

Lack of emotional clarity .17** .23** .20** .17**

DERS - TOTAL .24** .31** .30** .26**

IPS Individual Problems .20** .26** .25** .23**

Notes. DERS-SF = Difficulties in Emotion Regulation Scale = Short Form; IPS - Individual Problems and Strengths Scale;  

AUDIT = The Alcohol Use Disorders Identification Test; ** = the results are significant if the p-value is below .010. 

Table 2. Descriptive Statistics on the Scales of Problematic Alcohol Use, Problems in Emotion Regulation, and Individual Prob-
lems for the Entire Sample

Measure Variable Min Max M SD Sk Kt

AUDIT

Hazardous use 0 12 3.94 3.50 0.82 –0.46

Symptoms of addiction 0 12 1.48 3.06 2.13 3.39

Consequences of drinking 0 16 2.77 4.67 1.57 0.94

AUDIT – TOTAL 0 39 8.14 10.45 1.53 1.03

DERS-SF

Non-acceptance of emotional responses 3 15 6.31 2.96 1.20 1.02

Difficulties engaging in goal-directed behavior 3 15 7.48 3.06 0.85 –0.07

Impulse control difficulties 3 14 5.12 2.31 1.29 1.43

Lack of emotional awareness 3 15 6.75 2.85 0.44 –0.62

Limited access to emotion regulation strategies 3 15 6.13 2.63 1.13 1.27

Lack of emotional clarity 3 15 5.80 2.40 0.92 0.83

DERS - TOTAL 18 76 37.26 12.05 0.89 0.61

IPS Individual problems 16 63 32.24 9.42 0.80 0.50

Note. AUDIT = The Alcohol Use Disorders Identification Test; IPS = Individual Problems and Strengths Scale; DERS-SF = Difficul-
ties in Emotion Regulation Scale = Short Form; Min = Minimum; Max = Maximum; M = Mean; SD = Standard deviation;  
Sk = Skewness; Kt = Kurtosis.
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was found with the explained total variance of 14%. Impulse control difficulties and lack of emotional awareness 
indicate significant positive associations with problematic alcohol use.

Mediation Analyses

To examine the relationship between the DERS and the IPS Individual Problems subscale as well as their predic-
tion of scores on the AUDIT, a mediation analysis was performed. From the results shown in Figure 1, we can see 
that individual problems explain difficulties in emotion regulation, while difficulties in emotion regulation also 
significantly explain problematic alcohol use. The results show that individual problems bear no direct effect on 
problematic alcohol use, b = .16, BCa CI [–.01, .32] in the presence of a mediator, while the indirect effect was 
statistically significant and positive, b = .18, BCa CI [.06, .31]. Accordingly, higher levels of individual problems 
do not directly contribute to higher levels of problematic alcohol use. The results indicate that difficulties in emo-
tion regulation fully mediate the relationship between individual problems and problematic alcohol use. Higher 
levels of individual problems were significantly associated with higher levels of problematic alcohol use via emo-
tion dysregulation.

Discussion
This study analyzed the relationship between perceived individual problems, difficulties in emotion regulation, 
and problematic alcohol use. The main objective was to investigate the role of emotion dysregulation in problem-
atic alcohol use, which may serve as a strategy for regulating individual problems and distress.

The correlation analysis revealed that a higher level of individual problems and difficulties in emotion regula-
tion is correlated with a higher level of problematic alcohol use. Individuals who experience more difficulties in 

Table 4. Regression Coefficients for DERS Subscales

Independent variable B SE B β t p R2

Non-acceptance of emotional responses .11 .30 .03 0.37 .713 0.14

Difficulties engaging in goal-directed behavior .02 .28 .01 0.08 .935

Impulse control difficulties .98 .37 .22 2.66 .008

Lack of emotional awareness .56 .22 .15 2.58 .010

Limited access to emotion regulation strategies .12 .39 .03 0.32 .749

Lack of emotional clarity .32 -.33 .07 0.96 .336

Notes. B = beta value; SE B = standard error for the unstandardized beta; β = standardized beta; t = coefficient of the inde-
pendent variable; p = statistical significance; R2 = coefficient of determination.

b = .21, p = .002

Difficulties in emotion 
regulation (DERS)

Individual problems 
(IPS Problems)

Problematic alcohol use
(AUDIT)Direct effect b = .16, p = .066

Indirect effect b = .18, p < .000

b = .89, p < .001

Figure 1. Results of Testing the Model With Difficulties in Emotion Regulation as a Mediator in the Relationship Between Individual 
Problems and Problematic Alcohol Use



B. SIMONIČ ET AL.	 The Role of Emotion Dysregulation in Problematic Alcohol Use and Coping with Problems

Eur. J. Ment. Health 2024, 19, e0018, 1–15.	 8

all dimensions of emotion regulation show more hazardous alcohol use (higher quantity and frequency), more 
symptoms of addiction (lower tolerance and lower ability to control), and more alcohol-related problems and 
consequences (harmful use of alcohol). Similarly, higher scores on individual problems correlate with higher levels 
of problematic drinking. 

The correlation between difficulties with emotion regulation and perceived individual problems with alcohol 
was also researched in other studies, which returned similar results (Dvorak et al., 2014; Tripp & McDevitt-
Murphy, 2015). All of them confirm the correlation between these three constructs. It is important to note that 
these findings are correlational and do not necessarily imply causation (however, according to the results of the re-
gression analysis, a relationship appears to exist in a particular direction, with emotion dysregulation contributing 
to problematic alcohol use). It has been found that there is a correlation between variables, but it remains unclear 
whether one variable influences the other or whether a third variable influences both. Despite this, the find-
ings provide insights in at least two directions. On the one hand, these results suggest that perceived individual 
problems and difficulties in emotion regulation may be the result of problematic alcohol use, as the individual’s 
functionality is reduced. Substance abuse can have a range of negative consequences for individuals and increases 
the stress associated with the abuse itself (VanGeest et al., 2017). Chronic use of substances triggers changes in 
the brain, where there are centers or circuits related to stress and emotions as well as their regulation (Murphy et 
al., 2012). As such, it lowers an individual’s ability to regulate perceived stress and negative moods (Thorberg & 
Lyvers, 2006). These are important dimensions that need to be taken into account when understanding the etiol-
ogy and treatment of alcoholism (Stellern et al., 2023).

On the other hand, problematic alcohol use may be the result of perceived individual problems and difficul-
ties in emotion regulation. Individuals having more personal problems and thus experiencing higher levels of 
stress and negative affectivity may seek different strategies for dealing with these challenges. Some of these strat-
egies can be less than functional. The main purpose of stress coping strategies in the face of perceived problems 
is to regulate unpleasant emotions. It is more likely that individuals who feel increased emotional stress will try 
to escape it through activities that promise immediate pleasure (Tice et al., 2001), which is made possible by 
consuming various substances, including alcohol; this is a dysfunctional strategy for coping with stress (Corbin 
et al., 2013).

In general, research has shown that negative mood and negative affectivity are reliably associated with higher 
levels of problematic alcohol use (Dora et al., 2023; Martens et al., 2008). While it remains true that not all 
alcohol use is based exclusively on emotional motives, the desire to regulate both positive and negative emotions 
serves as an important motivation for its use. In addition to promoting positive emotions, alcohol is often used 
to regulate negative emotions. Alcohol is thus considered one of the psychoactive substances that can be used to 
regulate emotions and drinking alcohol to influence the emotional state can be understood as an emotion regu-
lation strategy (Dragan, 2015). Problematic alcohol use may serve as an effective, but inappropriate, emotion 
regulation strategy, particularly for those prone to emotion dysregulation (Horvath et al., 2020).

To examine whether emotion dysregulation can contribute to problematic alcohol use, we used multiple linear 
regression analysis to test the magnitude and direction of the effect of the independent variable (difficulties with 
emotion regulation) on the dependent variable (problematic alcohol use). The results indicate that all dimensions 
of difficulties with emotion regulation explain 14% of problematic alcohol use. Difficulties with emotion regula-
tion can contribute to problematic alcohol use to some extent. Among the individual dimensions of difficulties 
with emotion regulation, two explain a higher level of problematic alcohol use: impulse control difficulties and lack 
of emotional awareness. Other dimensions of difficulties with emotion regulation did not appear to be predictors 
of problematic alcohol use in our research.

Adequate emotion regulation is composed of the appropriate abilities to be aware of, understand, and accept 
emotions, the ability to control impulsive behaviors and behave to achieve set goals when psychological stress 
increases as well as the ability to use situationally appropriate emotion regulation strategies flexibly to achieve 
desirable emotional responses (Gratz & Roemer, 2004). If any of these dimensions is missing or is affected, the 
person has difficulties with emotion regulation and is more likely to resort to problematic alcohol use, which will 
also serve as an emotion regulation strategy. 

Impulse control refers to an individual’s ability to inhibit or manage undesirable impulses, tendencies or behav-
ior and to use reason and judgment in decision-making. Difficulties with impulse control manifest in impulsive 
behavior that is reckless as it is based on a sense of urgency, lack of premeditation, lack of perseverance, and sen-
sation seeking (Karyadi & King, 2011). Individuals with impulse control problems have difficulty maintaining 
control over impulsive behavior when experiencing negative emotions (Gratz & Roemer, 2004). The more prob-
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lems individuals have in this domain, the higher the level of problematic alcohol use. Alcohol use can represent 
a mode of impulsive behavior where the individual feels the need to react to perceived negative emotional states 
while failing to establish a coherent and deliberate response to perceived distress (Verdejo-García et al., 2008). 
These individuals may start drinking recklessly to relieve negative and unpleasant emotions and then continue to 
drink excessively as a way of self-medicating, which can also lead to alcohol addiction (Karyadi & King, 2011). 
It makes sense to consider interventions which would simultaneously aim at reducing negative emotions and en-
able the development of the individual’s abilities to inhibit and manage impulses and improve self-control (Shin 
et al., 2012). 

Emotional awareness refers to the tendency to attend to and acknowledge emotions (Gratz & Roemer, 2004). 
It is a matter of conscious attention to and reflection on the emotional experiences that the individual also experi-
ences on a physical level (Ghafaryan Shirazi et al., 2023). Attention and reflection make it possible to obtain in-
formation that is important for further emotional response, as they help a person to conclude what an emotional 
experience means to them, what they need in this situation, and how to act further. Emotional awareness there-
fore allows an individual to do something with the emotional information (Lane & Smith, 2021). Problems with 
emotional awareness are often characterized by the term alexithymia, which refers to problems with recognising 
and describing emotions. This also includes difficulties in differentiating feelings from physical sensations during 
emotional arousal (Silani et al., 2008), which often leads to confusion. This is reflected in difficulties with manag-
ing emotions (increased emotional reactivity or with calming down when experiencing intense feelings, which 
affects mental well-being) (Mennin et al., 2007). Solving problems is made more difficult, as a lack of emotional 
awareness can hinder identification of an appropriate solution and decision-making (Gratz & Roemer, 2004). 
As emotional confusion therefore increases, further perpetuated by a lack of emotional awareness, alcohol use is 
more likely to be used as a way to cope with emotions and internal discomfort (Sinha, 2001; Sudraba et al., 2015). 
When dealing with alcoholism, it is therefore important to emphasize the importance of developing emotional 
awareness. With interventions that are focused on the awareness and recognition of emotions, it makes sense to 
teach individuals how to recognise important and useful information when experiencing emotions, in order to 
achieve adequate responses in certain situations. 

Given that problematic alcohol use often occurs in connection with perceived stress, we were interested in 
whether perceived individual problems, in which the individual also experiences negative emotions, have an im-
pact on problematic alcohol use. Here we found that no direct influence manifests, which means that it is not self-
evident that individuals who experience problems also resort to alcohol as a way of regulating perceived stress and 
negative effects. When we included difficulties with emotion regulation in this model, difficulties with emotion 
regulation proved to act as a mediator in the relationship between perceived individual problems and problem-
atic alcohol use. Difficulties with emotion regulation therefore partly explain the connection between individual 
problems and problematic alcohol use. Individuals with more problems may have more difficulty regulating their 
emotions, which leads to difficulties in dealing with stressful and problematic aspects of life. Stress associated with 
poor emotion regulation can be reflected in problematic alcohol use. In this case, it remains possible that alcohol, 
in the absence of other appropriate emotion regulation strategies, can serve as a way of regulating stress and nega-
tive affectivity in the face of perceived problems. 

These findings provide valuable insights for future research and intervention strategies, challenging common 
assumptions that perceived individual problems and stress alone lead to problematic alcohol use. The relationship 
between stress, negative emotions, and alcohol consumption is complex and requires a consideration of multiple 
factors. Therefore, it is important to understand and address alcohol misuse holistically. Furthermore, identifying 
difficulties with emotion regulation as a mediator in the relationship between individual problems and problem-
atic alcohol use provides a clearer understanding of the underlying mechanisms. This indicates that developing 
skills to regulate emotions could be an effective approach for preventing or addressing problematic alcohol use 
among individuals experiencing various stressors or negative emotions.

These findings also suggest potential avenues for developing interventions. Interventions aimed at improving 
emotion regulation skills may assist individuals in coping with stress and negative emotions, thereby reducing 
the likelihood of resorting to alcohol as a maladaptive coping mechanism. Furthermore, these findings highlight 
the necessity of personalized interventions that take into account individual differences in emotion regulation 
and address the specific needs of those who are struggling with emotional difficulties and alcohol use. Overall, 
these findings suggest that there is potential for more nuanced and effective approaches to addressing problem-
atic alcohol use, particularly within the context of perceived individual problems and difficulties with regulating 
emotions.
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Similar conclusions were also reached by Paulus et al. (2016), where negative affectivity did not show a direct 
impact on alcohol-related outcomes, but was significantly associated with problematic alcohol use and depend-
ence symptoms through emotion dysregulation. Thus, problematic alcohol use may not be a direct result of 
negative mood, but rather a result of the poor regulation of negative mood. This indicates the vulnerability of 
individuals having more difficulties with emotion regulation to develop problematic alcohol use and addiction 
in the face of perceived difficulties. Interventions which promote adequate emotion regulation are thus an im-
portant preventive and curative element in the context of problematic alcohol use. Therapeutic approaches for 
managing emotion dysregulation in the context of problematic alcohol use should involve a comprehensive and 
integrated strategy. Cognitive behavioral therapy (CBT) and dialectical behavior therapy (DBT) are both effec-
tive in targeting maladaptive thoughts and behaviors associated with emotional distress and alcohol misuse and 
enhancing emotion regulation skills to reduce reliance on alcohol for coping. Mindfulness-based interventions, 
such as mindfulness-based relapse prevention (MBRP), promote awareness and a non-judgmental acceptance of 
emotions. Motivational interviewing (MI) helps individuals to explore and resolve ambivalence about change. 
Family therapy addresses systemic issues, involving support networks in the recovery process. It is important to 
tailor interventions to individual needs to ensure a holistic approach fostering sustained recovery and emotional 
well-being.

Strengths and Limitations
Even though the results of this study contribute to understanding the role of emotion regulation difficulties in 
problematic alcohol use, we think it important to highlight some of its limitations. We based this study on a 
cross-sectional design, which is useful for obtaining initial information on the relationships between risk factors. 
However, cross-sectional studies cannot prove a causal relationship between a risk factor and an outcome, as they 
do not follow participants over time. Additional research, such as cohort (longitudinal) studies or experimental 
studies, is often needed to establish the causality and dynamics of risk factor-outcome relationships. However, the 
study offers valuable insights into the relationship among individual problems, difficulties with emotion regula-
tion and problematic alcohol use. While causation cannot be established, identifying significant associations can 
guide further research and generate hypotheses for future studies. 

The research was conducted on a sample of participants from the general population, but the sample was not 
representative, so the results cannot be generalized to the entire population. In addition, a smaller proportion of 
men appeared in the research sample, which may affect the results, as some research confirms that differences exist 
between men and women in the level of problematic alcohol use as well as in emotion regulation. Furthermore, 
the level of hazardous and harmful alcohol use in the sample stood rather low, so it would make sense to include 
more participants with hazardous and harmful alcohol use, which could give even clearer results regarding the 
correlation between difficulties with emotion regulation and problematic alcohol use. 

The dimension of individual problems represents a general assessment of an individual’s perceived problems 
but not an assessment of the perceived stress associated with it. Nevertheless, we can conclude based on other 
research (Pinsof et al., 2009) that its level increases with these dimensions. It would make more sense to assess 
perceived stress and other symptoms such as depression, anxiety, etc. and to check the predictive value of these 
dimensions on problematic alcohol use. It would also be important to consider other circumstances such as the 
possible presence of other substance uses or psychiatric disorders, which were not included in our study. Substance 
abuse and psychiatric disorders can interact with individual problems, emotion dysregulation, and problematic 
alcohol use, which may impact the results. For example, this complex interplay of biological, cognitive and social 
factors creates a cycle in which substance abuse exacerbates psychiatric symptoms and untreated mental health 
problems hinder efforts to manage alcohol use.

Although the instruments included in the research are often used in this field of research and their validity is 
well documented, it should be noted that these are self-report instruments. Since self-report instruments focus 
on how the individual evaluates their characteristics or conditions, it remains important to bear in mind that the 
answers are subjective and may be subject to some biases. Among these biases is also the desire of individuals to 
present themselves in the best light, which can affect their answers. The research is cross-sectional and the data 
were obtained at a specific point in time. This must be taken into account when interpreting the results and de-
riving practical implications, since here, it is not possible to draw complete conclusions about the nature of the 
relationship between difficulties with emotion regulation and the problematic use of alcohol. 
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Conclusion, Implications, and Future Directions
Despite the limitations of this study, which has a cross-sectional design and does not allow for the establishment of 
a causal relationship between risk factors and outcomes, the results provide valuable insights into the relationship 
between individual problems, difficulties with emotional regulation, and problematic alcohol use. These findings are 
significant for future research, as they point to the importance of studying difficulties with emotion regulation for 
understanding the development, maintenance, and treatment of various disorders, including alcohol addiction and 
problematic alcohol use. The correlation between perceived problems, negative affectivity, and alcohol use is com-
plex, thus creating a need to assess direct and indirect factors influencing this correlation. The importance of an indi-
vidual’s response to emotional distress is increasingly highlighted. The strategies one uses to regulate one’s emotions 
affect the way one experiences and copes with distress. Based on our results, it can be assumed, at least in part, that 
people with difficulties regulating psychological distress are more likely to use substances to relieve said distress. Fur-
ther longitudinal studies are needed, however, to monitor the relationship between these variables at different points 
in time and in different settings while simultaneously taking other factors into account. The results suggest the im-
portance of emotional dysregulation in problematic alcohol use and point to the importance of research in this area, 
including qualitative studies. Investigating other external factors that might influence the association between the 
variables would also be worthwhile. It is important to recognise that there may be a third variable which explains the 
association between the observed variables. Longitudinal studies which follow variables over time may support causal 
inferences better and include other factors than those in cross-sectional studies. A cross-sectional study can serve as a 
starting point for further research, but should never be the sole underlying evidence for a causal relationship.

Persons who have difficulties with emotion regulation are more vulnerable to problematic alcohol use and 
alcohol-related disorders. In the future, it would make sense for further research to focus even more specifically 
on which groups or individuals have an increased risk of emotional problems and the occurrence of problematic 
alcohol use, which aspects of emotion regulation problems are important and which interventions are the most 
effective in overcoming these problems. It is also important to consider the various areas where emotion (dys)
regulation plays an important role. Emotion dysregulation can be understood as a risk factor for problematic alco-
hol use, as a factor which maintains problematic alcohol use, as a consequence or symptom of problematic alcohol 
use, as a treatment target and as a mechanism of change. Emotion regulation can become a goal of prevention and 
a treatment pathway that leads to change. 

Reflection is also necessary on the etiology of emotion dysregulation and, as a result, its negative impact on 
an individual’s quality of life. The causes of emotion dysregulation are often intertwined, as it can result from a 
combination of several factors. In addition to genetic and biological/neurological factors (Phillips et al., 2003), 
developmental-relational factors may also contribute to emotion dysregulation, such as unsatisfied basic needs 
in early childhood, lack of emotional support, attunement and empathy from parents, traumatic experiences 
and chronic stress (Schore, 2001, 2003; Siegel, 2012; Rothschild, 2017). Thus, various interventions aimed at 
promoting emotion regulation skills (awareness, clarity, understanding of emotions, acceptance of emotions and 
appropriate response to them) can indirectly contribute to the prevention and reduction of problematic alcohol 
use. Here, cognitive, behavioral and experiential techniques as well as the mindfulness-based method make sense, 
as does a deeper psychotherapeutic treatment, which enables an in-depth addressing and processing of the deeper 
psychodynamics on which dysfunctional emotion regulation is based. 
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The Role of Social Comparison and Online 
Social Support in Social Media Addiction 
Mediated by Self-Esteem and Loneliness 
Bettina F. PIKO   1   , Hedvig KISS   1, Alice HARTMANN 1 , Csaba HAMVAI  1 ,
and Kevin M. FITZPATRICK   2

Introduction: The diversity of information on social media provides a ubiqui-
tous possibility for social comparison. Online social comparisons have both 
detrimental and beneficial effects; besides lowering one’s self-esteem, 
heightening loneliness and addiction, they also bring together people with 
similar interests which may offer a form of social support. 
Aims: This study examines a path model for understanding the link be-
tween social comparison and social media addiction while examining on-
line social support, loneliness, and self-esteem. 
Methods: Hungarian university students (N = 201, 70.6% women, aged 
between 18 and 30 years, SD = 2.77) completed an online survey in the 
spring of 2022. 
Results: The final path model suggests that social comparison can directly 
contribute to social media addiction. This link was mediated by loneli-
ness and self-esteem, resulting in a path with different outcomes: a) social 
comparison may strengthen loneliness (β = .22, p < .001) which can lead to 
lower self-esteem (β = .60, p < .001), and b) social comparison may have a 
negative effect on self-esteem (β = -.22, p < .001) which can reduce social 
media addiction (β = -.26, p < .001). In addition, social comparison may 
help obtain online social support (β = .15, p < .050) which can reduce 
loneliness (β = -.41, p < .001) but increase the likelihood of addiction (β 
= .26, p < .001). 
Conclusions: These findings draw attention to the double-edged sword of 
social comparison and online social support: we need to learn to conscious-
ly manage online social comparison tendencies.

Keywords: social comparison, online social support, social media addic-
tion, loneliness, self-esteem
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Introduction
Social media includes various internet-based websites, services, and related tools that provide space for social-
izing, entertaining, and sharing content. Social networking sites are widely accessible and can help individuals 
with maintaining existing social connections or creating new ones, reading messages and comments, disclosing 
personal information, and seeking social support (Boyd & Ellison, 2007; Winstone et al., 2021). Social media has 
become one of the most essential platforms in our everyday life (Cheng et al., 2021). For university students, it 
provides important sources of information in terms of managing their studies (sharing school-related experiences, 
searching for notes and books). The most articulated reason for using it, however, is to communicate with other 
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people (Koo et al., 2015). Interestingly, people tend to be more sociable online than in face-to-face settings, partly 
due to differences in interacting styles, types of feedback, or cue systems (Mantzouranis et al., 2019). Among oth-
ers, social comparison plays a decisive role in forming our attitudes and behavior in a virtual environment, which 
constitutes this study’s primary focus. More precisely, we are interested in the link between social comparison and 
social media addiction, also including a beneficial online activity; namely, online social support, together with 
other psychological variables in a complex path model. 

Social comparison theory, a concept initially proposed by Festinger (1954), states that individuals evaluate 
their own opinions and abilities by comparing themselves to others. While using upward social comparison, we 
compare ourselves to those we perceive as superior since they are above us in terms of physical attractiveness or 
abilities, downward comparison acts in the opposite way; whether these two serve as a self-enhancement or not is 
related to the similarity or contrast relative to others (Suls et al., 2002).

Comparing ourselves to others remains a fundamental social need, and on social networking sites, the diver-
sity of information provides a ubiquitous possibility for social comparison. Social media provides a context for 
social comparison processes while viewing a number of profiles or contents which may lead to dissatisfaction, 
particularly generating a great exposure to upward social comparison (Haferkamp & Krämer, 2011). This form 
of social comparison can lead to worsening psychological well-being, lower self-esteem, and even an increase in 
the reporting of depressive symptoms (Appel et al., 2016; Burnell et al., 2019; Hawes et al., 2020; Vogel et al., 
2014). Unfortunately, due to the nature of social media, users of these sites tend to be more prone to upward 
rather than downward social comparison since many people use these platforms to present positive self-image, life 
events, and success stories – often showing off some slightly improved version (Xiaojun et al., 2019). In the case 
of receiving favorable responses, the level of self-worth would be expected to rise, but this scenario does not apply 
across the board and can result in conflicting ideas that may lead to lower self-esteem and well-being, anxiety, or 
even depression (Alsunni & Latif, 2021; Samra et al., 2022; Wang et al., 2017). Consequently, depending on the 
users’ personality and their actual psychological well-being, social comparison can either help self-enhancement 
or increase the likelihood of negative mental health consequences. 

Among the different online activities, social networking sites are the most addictive platforms (Baccarella et 
al., 2018). Although social media addiction (or problematic social media use) is not officially listed and defined 
in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5, American Psychiatric Association, 2013), 
the guidelines foreshadow that this phenomenon has become a well-known concept in the general well-being 
literature (Pellegrino et al., 2022; Sun & Zhang, 2021). A person becomes overly engaged with social media and 
cannot control the urge to log on to or use social media. This behavior interferes with other important areas of 
life, such as neglecting social relationships or deteriorating academic performance (Kitsantas et al., 2016). When 
normal use develops into a problematic behavior, it may bring unfavorable health consequences including depres-
sive symptoms (Vidal et al., 2020), worsening physical fitness (Shimoga et al., 2019), disordered eating (Wilksch 
et al., 2020), increased suicide risk (Sedgwick et al., 2019), and anxiety (Vannucci et al., 2017). Despite the ex-
pansive research reporting on social media addiction, further clarification is warranted on the direct and indirect 
roles of social comparison and other potential mediators, such as loneliness, self-esteem, or social support. 

Despite contradictory experiences, social comparison processes may directly or indirectly be related to social 
media addiction (Kim et al., 2021). In this study, social media addiction was highly positively correlated with 
overall social comparison tendencies and also with all dimensions of social comparison including inspiration but 
also envy or anger. All these suggest that social comparison as a background variable of social media addiction 
should get more attention in research. 

Not surprisingly, loneliness stands as one of the most important reasons for individuals to spend time on social 
network sites where they can easily interact with friends or strangers (Caba Machado et al., 2023; Mahapatra, 
2019). Social media meets the human need for belongingness and prevents social isolation through positive self-
disclosure (Park et al., 2016). Besides the feeling of social connectedness, it can also be beneficial in terms of 
obtaining social support (Savci et al., 2022). However, the need for belongingness does not necessarily lead to a 
greater level of perceived social support (Wong et al., 2019). We therefore need to know more about the positive 
and negative aspects of online communication, social interactions, social support, and their relationships with 
social media activities and any related media addiction.

Besides loneliness, self-esteem is also a relevant psychological construct regarding the use of social networking 
sites and social media addiction. As a subjective perception of one’s overall personal worth (Rosenberg, 1979), it 
has a great influence on behavioral decisions. Studies usually find a negative relationship between self-esteem and 
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the addictive use of social media (Andreassen et al., 2017). On the other hand, social networking sites seem a safer 
place for people with low levels of self-esteem to present themselves as compared to the offline world. Besides, 
self-esteem bears a direct link to well-being; social comparison and social support also play a role in whether the 
outcome is favorable or not (Wang et al., 2017). 

Among predictors of social media addiction, researchers emphasize social support factors (Wang & Wang, 
2013). While offline social support is often found to be a protective factor insulating individuals against internet 
and social media addiction (van Duin et al., 2021), the results of online social support are contradictory. At one 
level, online social interactions tend to be positively associated with prosocial behavior that may promote vol-
untary activities, such as guiding and helping (Li et al., 2022). It may serve as a form of social capital, a resource 
of useful information, and emotional or instrumental support, even when stemming from weak ties (Maksl & 
Young, 2013). A great advantage is that social media can bring people together into specific groups with similar 
interests, thereby providing support to members when needed (Eastin & LaRose, 2005). At a much different 
level, online social support can contribute to internet and social media addiction (Luchtefeld & Jordan, 2022; 
van Duin et al., 2021). As the relationship between online social support and the latter one remains only scarcely 
studied, we believe that it warrants a closer inspection.

The present study builds on the above-mentioned work and explores the roles of social comparison and on-
line social support in social media addiction. While the majority of studies concentrate on these separately, the 
interrelationship among them and the joint common role in social media addiction is not entirely clear. In ad-
dition, as previous studies suggest, we consider other relevant factors including self-esteem and loneliness. More 
precisely, we examine a path model for social comparison and social media addiction with online social support, 
loneliness, and self-esteem (see Figure 1 for the hypothesized model). Besides a direct positive link between social 
comparison and social media addiction, and loneliness and social media addiction, we also hypothesize a positive 
role of online social support and self-esteem’s negative role in social media addiction. Furthermore, we expect that 
social comparison would be negatively associated with self-esteem and positively with online social support and 
loneliness. Finally, we assume that online social support would be negatively related to loneliness, while positively 
related to self-esteem. It should be noted that no study to date has examined these hypothesized relationships as 
we have stated here. We believe that this path model, going beyond simple regression models, allows us to see 
these associations in their complexity. Such a model can serve as a useful tool for understanding correlations of 
background variables predicting outcome variables in a cross-sectional study, even though it does not confirm 
cause-and-effect relationships.

loneliness

online social 
support

self-esteem

social 
comparison

social media 
addiction

+

+

+

+

+

+–

–

–

Figure 1. The Hypothesized Model
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Methods
Participants and Data Collection 

The present study is based on data from a cross-sectional online survey. The study procedures were carried out in 
accordance with the Declaration of Helsinki. The study protocol was approved by the Institutional Review Board 
of the Doctoral School of Education, University of Szeged, Hungary (No. 6/2021). All subjects were informed 
about the study and all provided informed consent. After obtaining the ethical permission, data were collected in 
the spring of 2022. Students of the University of Szeged were recruited via an online questionnaire package hosted 
on Google Forms. Calls for participation were posted on different social networking sites as well as in specific 
university groups and communities in which we expected higher rates of engagement. Participation was voluntary 
and confidential: to be eligible, students had to be 1) at least 18 years old, 2) Hungarian citizens, and 3) willing to 
participate in the study. Respondents were informed about the details of the study and their consent was obtained. 

A total of 201 participants (70.6% women, aged between 18 and 30 years, M = 21.80 years; SD = 2.77) com-
pleted the questionnaire. We note the higher engagement of females while recognizing that this phenomenon is 
not unusual in online surveys, due to the higher willingness of women to take part and feel more comfortable 
responding to online surveys.

Measures

Bergen Social Media Addiction Scale (BSMAS)

The Hungarian validated version (Bányai et al., 2017) of the six-item Bergen Social Media Addiction Scale 
(Andreassen et al., 2017) was used to assess the level of social media addiction. The scale was adapted from the 
previously validated Bergen Facebook Addiction Scale (Andreassen et al., 2012). The items concern experiences 
occurring over the past 12 months and are rated on a five-point Likert scale ranging from 1 (very rarely) to 5 
(very often) (e.g., “How often during the last year have you used social media so much that it has had a negative 
impact on your job/studies?”). Participants’ ratings were summed across the six items of the scale to form a total 
“problematic social media score”, with higher scores indicating a greater level of problematic use. The overall scale 
was reliable with a Cronbach’s α = .74.

Iowa Netherlands Comparison Orientation Measure (INCOM)

The Hungarian version (Piko et al., 2005) of the Iowa Netherlands Comparison Orientation Measure (Gibbons & 
Buunk, 1999) was used to explore social comparison tendencies. The scale included 11 items (e.g., “I often compare 
myself to others with respect to what I have accomplished in life.”). Participants could rate their agreement with 
each statement on a five-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). A higher score 
reflects a greater tendency to make social comparisons. The overall scale was reliable with a Cronbach’s α = .82.

Online Social Support Scale (OSSS)

For measuring the level of online social support, the authors translated and back-translated the 40-item Online 
Social Support Scale (Nick et al., 2018). This self-report inventory evaluates various forms of online social sup-
port, such as guidance or attachment (e.g., “People tell me things I want to know online.”), which showed evi-
dence of a single underlying (unidimensional) factor. Answers were scored on a five-point Likert-type scale from 1 
representing “never” to 5 representing “a lot”; higher summary scores reflect greater levels of online social support. 
The overall scale was reliable with a Cronbach’s α = .97.

Rosenberg Self-Esteem Scale (RSE) 

The Hungarian validated version (Sallay et al., 2014) of the Rosenberg Self-Esteem Scale (Rosenberg, 1979) was 
applied to measure individual self-esteem. The scale included ten items assessing positive and negative self-cog-
nitions. Replies were scored on four-point Likert scales ranging from 1 (strongly disagree) to 5 (strongly agree). 
Negative items were first reverse-scored and then added to the sum of the positive items. Higher scores suggest 
greater levels of self-esteem. The overall scale was reliable with a Cronbach’s α = .92.
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UCLA Loneliness Scale (revised form) 

We measured loneliness using the Hungarian version (Csóka et al., 2007) of the UCLA Loneliness Scale (revised 
form) (Russell et al., 1980). The scale contains 20 items (e.g., “I have nobody to talk to.”) with ten reverse-scored 
items (e.g., “There are people who really understand me.”). Responses were coded from 1 to 4 (indicating levels 
of agreement with each statement). The overall scale was reliable with a Cronbach’s α = .94.

Statistical Analysis

First, after testing our data for normal distribution, descriptive statistics and correlation coefficients were calculat-
ed for study variables. As the main focus of our study, we ran structural equation modeling by IBM SPSS AMOS 
24.0 to test the goodness of fit for our hypothesized model. Although the cross-sectional design does not allow 
us to justify cause-and-effect relationships, this model might provide useful information on associations among 
study variables. We based the path analysis on the maximum likelihood estimation method, and acceptable model 
fit criteria consisted of the following: nonsignificant chi-square value, root mean square error of approximation 
(RMSEA) ≤ .06, comparative fit index (CFI) ≥ .95, and standardized root mean square residual (SRMR) ≤ .08 
(Hu & Bentler, 1998). Coefficients of direct and indirect effects were estimated with a bias-corrected percentile 
method, 2000 bootstrap samples, and a 95% confidence interval. We applied a user-defined estimated function 
to determine specific indirect effects within the model.

Results
Table 1 shows descriptive statistics (mean, SD, minimum and maximum values) for the scales, as well as zero-
order correlations among the study variables. The social media addiction score was positively correlated with 
online social support, social comparison, and loneliness, while negatively with self-esteem: correlations varied 
from weak to moderate. Online social support was negatively associated with loneliness and positively (but only 
slightly) with social comparison and self-esteem. A moderate positive relationship existed between loneliness and 
social comparison, with the latter being negatively (and also moderately) related to self-esteem. Finally, we found 
a strong negative correlation between loneliness and self-esteem.

Regarding the hypothesized model, there was a significant chi-square value (χ2 = 86.49, df = 2, p <.001), CFI 
= .57; RMSEA = .05; SRMR = .14, suggesting a poor model fit. Thus, we introduced a new path due to a strong 

Table 1. Descriptives and Correlations (N = 201).

Variables
(Min.–Max.)

Mean (SD)
Skewness (SE)
Kurtosis (SE)

1 2 3 4 5

1. Bergen Social Media Addiction Scale 
(BSMAS)
(6–30)

	 15.54	 (4.64)
	 0.11	 (.17)
	 –0.47	 (.34)

1 .03 .37 .71 0.14

2. Online Social Support Scale (OSSS)
(40–191)

	111.31	 (34.26)
	 –0.07	 (.17)
	 –0.64	 (.34)

.24** 1

3. Iowa Netherlands Comparison  
Orientation Measure (INCOM)
(15–55)

	 39.14	 (7.62)
	 –0.57	 (.17)
	 0.02	 (.34)

.29*** .15* 1

4. UCLA Loneliness Scale (revised 
form) 
(20–77)

	 38.38	 (12.18)
	 0.57	 (.17)
	 –0.33	 (.34)

.15* –.37*** .16* 1

5. Rosenberg Self-Esteem Scale (RSE) 
(10–40)

	 27.90	 (7.37)
	 –0.08	 (.17)
	 –0.80	 (.34)

–.27*** .16* –.32*** –.63*** 1

Notes. Correlation coefficients. *p < .050. 
**p < .010.
***p <.001.
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correlation between loneliness and self-esteem. The implementation of an additional path from loneliness to self-
esteem resulted in a path model which had a good fit with indicators of a nonsignificant chi-square (χ2 = 1.31; df 
= 1; p > .050); CFI = .99; RMSEA = .04; SRMR = .01 (see Figure 2).

Only one path from online social support to self-esteem was found to be non-significant in the hypothesized 
model (b = -.01; p > .050), thereby we excluded it from further analyses. Social comparison was positively associ-
ated with social media addiction (b = .16; p = .020), loneliness (b =.22; p < .001), and online social support (b = 
.15; p = .030), while it was negatively associated with self-esteem (b = -.22; p < .001). Loneliness was a negative 
correlate of self-esteem (b = -.60; p < .001). Online social support was associated with social media addiction (b 
= .26; p < .001) and it was negatively related to loneliness (b = -.41; p < .001). Finally, self-esteem was negatively 
associated with social media addiction (b = -.26; p < .001) “(see Figure 2 and Table 2).

The specific indirect effect of social comparison on social media addiction via the mediators, that is, loneli-
ness and self-esteem, was significant. Moreover, this same effect was mediated by online social support which 
was significant, as well. As we expected, based on previous literature, this investigated indirect effect mediated by 
self-esteem was also significant. Finally, the specific indirect effect of social comparison on social media addiction 
mediated by online social support and loneliness was found to be significant (see Table 3).

loneliness
R2=.19

online social 
support
R2=.02

self-esteem
R2=.44

social 
comparison

Direct path
Indirect path

social media 
addiction
R2=.18

.22***

.15*

–.41***

.26***.16*

–.22*** –.60***
–.26***

Figure 2. The Final Model of Social Media Addiction with Significant Paths, Standardized Estimates and Explained Variance

*p < .050, **p < .010, ***p < .001.

Table 2. Unstandardized Parameters of Path Analysis

Path B S.E. C.R. p Label

social comparison   →   online social support .69 .31 2.21 .030 p5

social comparison   →   loneliness .36 .10 3.44 .000 p1

online social support   →   loneliness –.14 .02 –6.27 .000 p3

social comparison   →   self-esteem –.21 .05 –3.99 .000 p8

online social support   →   self-esteem –.01 .01 –0.48 .630 p7

loneliness   →   self-esteem –.36 .04 –10.31 .000 p4

online social support   →   social media addiction .04 .01 3.85 .000 p6

social comparison   →   social media addiction .10 .04 2.374 .020 p2

self-esteem   →   social media addiction –.17 .04 –3.78 .000 p9

Notes. Abbreviations: SE: Standard error of regression weight estimate; CR: Critical Ratio.
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Discussion
Our study aimed to further explore the role of social comparison combined with online social support, loneliness 
and self-esteem, and their relationship to social media addiction with special emphasis on their opposing inter-
relationships. This contradiction may stem from both beneficial and unfavorable consequences of social com-
parison and online social support on social media platforms. Our results suggest that social comparison does ap-
pear to directly contribute to social media addiction. In addition, the association between online social support 
and social media addiction was also significant. Several paths – including online social support, loneliness, and 
self-esteem – mediated the link between social comparison and social media addiction.

Our result concerning the direct relationship of social comparison with social media addiction stands consist-
ent with previous findings (Kim et al., 2021; Vogel et al., 2014). Despite the fact that upward social comparison 
may lower one’s self-worth and help develop envy and even anxiety or depression (Appel et al., 2016; Haferkamp 
& Krämer, 2011; Hawes et al., Vogel et al., 2014; Wang et al., 2017), it may also strengthen one’s positive self-
concept and provide feelings of inspiration, drive, or even contentment (Kim et al., 2021). Our findings on 
the negative association with self-esteem and the positive one with loneliness may also support these expected 
relationships. Comparing ourselves to others remains a basic human need that can urge people to overuse social 
media to the point of addiction. This may be an explanation for social networking sites being the most popular 
and addictive platforms on the internet (American Psychiatric Association, 2013).

Moreover, social comparison is not necessarily upward in its direction and the individual can experience not 
only negative but also positive experiences from the social comparison processes. Our study also suggests that 
social comparison may help develop online groups for people with similar interests which results in online social 
support as a source of social capital (Li et al., 2022). Our results on the negative association between online social 
support and loneliness also imply that online social support may be a remedy for loneliness. Based on all this, 
we can say that social media is Janus-faced. Those having strong social comparison tendencies are more likely to 
experience loneliness (Dibb & Foster, 2021). However, obtaining online social support can reduce feelings of 
loneliness.

Despite these aforementioned beneficial effects, online social support can strengthen addiction. In the current 
study, online social support was positively associated with social media addiction. This finding supports previous 
work on the addictive role of online social support (Luchtefeld & Jordan, 2022). Those seeking and receiving so-
cial support on social media enjoy these favorable effects (Caba Machado et al., 2023; Luchtefeld & Jordan, 2022; 
van Duin et al., 2021). While recent studies have reported that offline social support might serve as a protective 
factor against internet and social media addictions (van Duin et al., 2021), our data support the controversial 
role of online social support. Thus, due to several differences from offline social support, relationships with social 
media addiction needed further examination.

Besides a direct positive contribution to social media addiction, loneliness and self-esteem also mediated the 
link between social comparison and social media addiction, resulting in a path with a different outcome. Namely, 
social comparison may strengthen loneliness, which has a negative effect on self-esteem, and finally, self-esteem 
can reduce the use of social networking sites and services. Self-esteem had been previously found to be a protective 
factor against social media addiction (Andreassen et al., 2017). This path suggests that when people do not benefit 
from online activities, such as obtaining social support – as these may increase loneliness and lower people’s self-
esteem – they are less predisposed to addiction due to negative experiences. 

Table 3. Estimates of Specific Indirect Effects

Specific indirect effect Estimate Lower Upper p

social comparison → loneliness → self-esteem → social media addiction –.010 –.022 –.001 .019

social comparison → online social support → social media addiction .024 .003 .058 .030

social comparison → self-esteem → social media addiction     .035 .013 .075 .001

social comparison → online social support → loneliness → social media addiction –.002 –.004 –.001 .001
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Strengths and Limitations
The current study provides evidence to the multiple links between social comparison, online social support, lone-
liness, self-esteem and social media addiction. To the best of our knowledge, this is the first study investigating 
these associations among the younger Hungarian population, therefore this can be understood as another novelty 
of our study. Despite the uniqueness of the study, we note some limitations. First, the cross-sectional study design 
does not allow us to justify cause-and-effect relationships. Since our data were exclusively based on self-reporting, 
biases may happen in evaluation of certain feelings. We included only university students (specifically students of 
one university whom we could reach easily on special Facebook groups). Whereas our experience indicates that 
this procedure would elevate the validity of replies, the nonrepresentative sampling may lower the level of gener-
alizability. The sample size stood relatively low due to the small willingness of university students to participate; 
however, we decided to include only motivated and voluntary students without any pressure or providing them 
with financial or academic benefits. All in all, we really think that these preliminary findings would motivate fur-
ther investigations into these associations with greater sample size, particularly in relation to online social support 
and social comparison. Future research should also include various dimensions of social comparisons in analyzing 
social media addiction, both online and offline. Other variables may also be included in future models, e.g., social 
anxiety or depression.  

Conclusion, Implications, and Future Directions
In conclusion, we highlight the importance of paying attention to the double-edged sword of social comparison 
and online social support: despite their beneficial role in bringing together people with similar interests, they may 
lead to addiction. On social networking sites, people can easily get into contact with others and obtain online 
social support (Caba Machado et al., 2023). They may feel that belonging to an online community can satisfy 
their social needs which may lower their loneliness (Koo et al., 2015). While self-esteem may be protective against 
addiction, negative experiences through social comparison can bear a detrimental effect on one’s self-worth and 
increase loneliness. Although online social support may foster prosocial behavior (Li et al., 2022), the more time 
spent online, the greater the chance to develop an addiction, thus neglecting other parts of our social life; e.g., 
offline social relationships (Haferkamp & Krämer, 2011; Koo et al., 2015; Mantzouranis et al., 2019). 

It is a great challenge to avoid the trap of getting addicted to social media when we experience temporary 
beneficial events in online activities. We underscore the importance of learning to consciously manage social 
comparison tendencies (online, offline), which may contribute to negative cognitive concepts such as envy or 
anxiety, and even social media addiction. While media literacy: i.e., a skill to interpret media messages, has been 
recognized a long time ago, we also need to develop a training/course for university students about social media 
literacy to understand not only the risks and negative social and health consequences but also positivity biases 
on social media (Schreurs & Vandenbosch, 2022). Future research should thus focus on effective interventions 
towards reasonable online activities in order to avoid the trap of social media addiction without missing out on 
the benefits of online social support.
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Contrasting the Treatment-Related 
Perceptions of Parents and Their Children: 
Using Data from Child and Adolescent Brief 
Mental Health Services Recipients in Canada 
Stephen ELLENBOGEN   1   , Keith B. POWER   2 , Heather J. HAIR   1 , June KIRKLAND 
SMITH   1 , and Kristen HYNES BROTHERS   1 

Introduction: Discrepancies between parental and child perceptions of 
problems and their therapeutic expectations can negatively impact mental 
health treatment efficacy.      
Aims: We sought to explore concordance and discrepancy in families re-
ceiving brief, client-centered, and strengths-based mental health services, 
specifically by contrasting parents’ and children’s perceptions of the child’s 
presenting issues; treatment expectations; and levels of concern pre- and 
post-treatment. We also examined the psychometric properties of a thera-
peutic scaling question on the level of concern, by examining associations 
with scores from the Strengths and Difficulties Questionnaire.  
Methods: Using a mixed-methods approach, we examined data from open- 
and closed-ended questions, some used as part of the treatment. This in-
cluded brief descriptions of perceived presenting issues and treatment ex-
pectations, and levels of concern on a scale of 1 to 10. 
Results: Parent and child descriptions of issues were judged generally congru-
ent 66% of the time. Respectively, minor and major non-congruence was 
observed 25% and 9% of the time. In terms of treatment expectations, par-
ents were more likely to express a desire to understand the issues and improve 
communication in the family. Children were more likely to express no expect
ancies or respond with simple statements (e.g., feel better). Parents initially 
rated their children’s problems as more severe than did their children.  We 
found that the scaling question demonstrated a modest association with the 
level of concern from the Strength and Difficulties Questionnaire (SDQ).  
Conclusions: Even though most parents and their children broadly agree 
on presenting mental health issues for which they seek counseling, impor-
tant differences manifest in how they perceive them and what they want 
accomplished during sessions. Practitioners need to consider, assess, and 
accommodate such discrepancies.

Keywords: child and adolescent mental health services, parent-child agree-
ment, informant discrepancy, brief therapy, mixed methods
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Introduction
When employing a medicalized model, the initial step in mental health therapy would be to complete a full 
assessment using standardized instruments to determine the presence or absence of clinical conditions. For 
Child and Adolescent Mental Health Services (CAMHS), researchers consider a combination of parent and 
child reports as best practice as it provides more complete assessments (De Los Reyes & Kazdin, 2005; Kuhn 
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et al., 2017). However, a robust research base shows that children and parents often provide discrepant views 
related to the child’s functioning (Bajeux et al., 2018; Edelbrock et al., 1986) and that child and parent ratings 
are often discrepant from clinicians’ diagnoses (van der Meer et al., 1986). A low agreement exists on clinical 
diagnoses and desired treatment goals, and parents report greater severity of clinical issues (Achenbach et al., 
1987; De Los Reyes et al., 2022; Goolsby et al., 2018; Yeh & Weisz, 2001). One can view this discrepancy as a 
complication that negatively impacts treatment. For instance, concordant dyads attend a higher number of ap-
pointments than non-concordant dyads (Williams et al., 2011), and parent-child discrepancy at the beginning 
of CAMHS is positively associated with a poorer treatment response (Goolsby et al., 2018). An initial treatment 
objective in CAMHS, therefore, should be the reduction of parent-child disagreement, when it exists. However, 
this could engender disagreement among family members and delays in dispensing therapy, thereby adding to 
the frustration of help-seekers and increasing the likelihood that they will discontinue treatment (Barrett et al., 
2008). 

Recently, scholars and clinicians have questioned whether informant discrepancy truly represents a treatment 
complication, arguing that different interpretations of the presenting problem often provide valuable assessment 
information, the investigation of which could allow for more nuanced and effective therapeutic strategies (De 
Los Reyes et al., 2011, 2022, 2023; Fitzpatrick et al., 2023). De Los Reyes and colleagues argue that some disa-
greements in perceptions of child functioning (e.g., whether a child is depressed, anxious, aggressive, etc.) are 
attributable to the observers’ social locations, and thus provide insight into differences in adjustment at school, at 
home, and among peers. These insights can help determine the need for targeted or global treatment plans and 
even identify issues that are largely environmental rather than psychological. Some treatment models accommo-
date informant discrepancies. Shared Decision-Making, which seeks to foster understanding and collaboration 
between multiple stakeholders, is gaining currency in youth psychotherapy (Fitzpatrick et al., 2023; Langer & 
Jensen-Doss, 2018). 

Based on research regarding parent and child expectations from participating in CAMHS, the areas of 
greatest agreement are in desiring to reduce emotional and behavioral problems, and accomplish school-
related goals (Garland et al., 2004; Jacob et al., 2016; Krause et al., 2021; Ronzoni & Dogra, 2012). In terms 
of discrepancies, Garland and colleagues found that parents are more likely to desire that their children talk 
about their feelings, obey parents, and improve self-esteem. Children are more likely to desire improved 
concentration. Jacob and colleagues concluded that parent goals focus more on the management of child 
behaviors, and child goals relate more to internalizing/personal difficulties and coping with specific issues. 
Krause and colleagues studied depression therapy goals, finding that parents prioritized academic function-
ing, whereas children gave precedence to coping. Thus, one could speculate that parent goals focus more on 
child capacity for control and fitting in, whereas child goals seem to revolve more around coping and internal 
adjustment.

Brief Client-Centered and Strengths-Based Therapy

Proponents of brief, client-centered and strengths-based (BCCSB) therapeutic models advocate for less medi-
calized CAMHS (Bannink, 2007; Lethem, 2002). Rather than employing standardized diagnostic instruments 
to guide interventions and monitor treatments, BCCSB therapists work with clients in a collaborative and co-
constructive manner, guiding them in developing solutions to their problems and drawing upon inner resources, 
strengths, and resiliencies (Franklin, 2015; Kim, 2008; Perkins, 2006). To facilitate the process, uncomplicated 
questions are asked, like, “What do you want to talk about today? What concerns you the most?”; and client 
progress is monitored through scaling questions, such as, “On a ten-point scale, how close are you to achieving 
your goal? How much do these issues concern you today?”

There is growing evidence that BCCSB therapies can effectively treat an array of mental health problems, 
delivering services through flexible networks that adapt well to diversity and young people’s needs (Barwick et 
al., 2013; Bond et al., 2013; Ellenbogen et al., 2019; Gingerich & Peterson, 2013; Kim & Franklin, 2009). BC-
CSB models are also suggested to be less stigmatizing. Because diagnoses are not a focus, service users do not feel 
labeled as mentally unfit. Likewise, parents are less liable to express culpability for contributing to their children’s 
diagnosis, or as has been noted in prior research, blame both themselves and the child (Goldberg & Campbell, 
1997; Lethem, 2002; Partridge et al., 1999; Wheeler, 2001). Through self-directed inquiries, BCCSB therapies 
help families seek understanding and devise treatment plans. These processes encourage families to believe that 
their problems are no different than anyone else’s and that help-seeking is only required because on this occasion 
they face an overwhelming confluence of factors.
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Service outlets offering BCCSB are an increasingly common feature in public CAMHS systems. Their brief 
nature ensures that help-seekers access services quickly, experience less psychic discomfort, and gain control of 
their situation in a timely manner (Hair et al., 2013; Kim, 2008; Miller & Slive, 2004; Stallard & Sayers, 1998). 
Although parent–child discrepancy might also impede BCCSB treatments, these models are theoretically suited 
to dealing with such issues because they focus on working toward a shared understanding of the children’s prob-
lems and co-constructing solutions. 

Change Clinic Counseling Service

In response to a need for innovation to reduce CAMHS waiting times and client attrition in the province of 
Newfoundland & Labrador Canada, a community-university participatory partnership was established in 2009 
to develop a BCCSB mental health service for children, youth, and families (Government of Newfoundland & 
Labrador, 2005). Blending principles from solution-focused, narrative, single session and other approaches to 
counseling, the Change Clinic (CC) model presented a timely response. Using a collaborative process, the treat-
ment is organized with a mindset of addressing the whole of families’ current needs in one session. Clients can 
choose to extend the treatment for one or two additional sessions (Ellenbogen et al., 2019; Hair et al., 2013); 
however, in a few cases, the clinician agreed to fourth and fifth sessions.

The first clinic in Newfoundland & Labrador to offer BCCSB therapy to families seeking mental health ser-
vices, CC operated out of the Janeway Family Centre. The Janeway receives approximately 850 referrals each 
year for children and adolescents dealing with emotional, social, behavioral, and psychiatric problems. Licensed 
social workers and psychologists offer a variety of services, including traditional individual and family counseling, 
and psycho-educational group therapies. The service came about through consultations between the faculty in 
the School of Social Work at Memorial University and the Janeway program. It should be noted that since the 
time of data collection, CC services have been transitioned into a walk-in service called Doorways and are offered 
province-wide.	  

Study Aims and Research Questions

Our current study represents an exploration of concordance and discrepancy between perspectives of parent 
and child clients of a BCCSB service called CC. Specifically, we conducted a concurrent mixed methods study 
(Creswell & Plano Clark, 2011) of client reports, contrasting children’s and parents’ descriptions of presenting 
issues, treatment expectations, and pre- and post-treatment levels of concern. We also tested the validity of a 
single-item scaling question on the level of concern with child issues, by examining correlations with items from a 
standardized mental health questionnaire. To our knowledge, no one has examined discrepancies in families avail-
ing of BCCSB services; extant research has focused on associations between diagnostic scores of different raters 
in the context of traditional therapies. Additionally, this research adds to the limited qualitative research base on 
discrepancy. The research questions were:

1.	How do parents and their children describe the issues for which they are attending CC, and is there congru-
ence and discrepancy between their descriptions?

2.	What do parents and their children expect from CC, and is there congruence and discrepancy between their 
descriptions? 

3.	Are there parent-child and pre-post treatment differences in scores from a single item rating regarding the 
level of concern with child presenting issues?

4.	How do single-item ratings correlate with scores from clinical diagnostic tests?

Methods
Participants and Procedure

The Interdisciplinary Committee on Ethics in Human Research approved the research (Ref. No. 20130817-SW). 
The data was gathered from a convenience sample of families who sought CAMHS from CC between June 2013 
and April 2014. The clinic had been operating one day per week for three years prior to the start of data col-
lection. Upon their first arrival to the clinic, a male graduate student acting as research assistant approached all 
families and read a script inviting them to participate in the study, explaining that their participation is voluntary 
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and confidential, and that refusal will not affect the quality of services received. Service users over 16 who agreed 
to participate completed an informed consent form. Parental consent was obtained for children under 16 who 
agreed to participate.

Of 68 families that were approached to participate, 55 agreed. However, attrition was high for follow-up data 
and children were not involved in some data collection. This affected the feasibility of some quantitative analy-
ses. Twenty-five child/adolescent participants identified as male and thirty as female. Eighteen were adolescents 
(12–17 years) and thirty-seven were children (4–11 years).  Forty-five parent participants identified as the child’s 
mother and ten as the father. Participants reported they were attending CC services for a range of internalizing 
behaviors (e.g., anxiety, sadness), externalizing behaviors (e.g., acting aggressively towards others, self-harming), 
and other psychological issues (e.g., obsessive-compulsive behaviors, eating-related issues). 

Data Collection

Prior to receiving services, participants completed the Pre-Interview Questionnaire (PIQ) and Strength and Dif-
ficulties Questionnaire (SDQ) in an empty room before their first CC session. If children drew pictures reacting 
to the PIQ questions, a research assistant asked the child to describe the pictures and took note of their responses. 
After each session, the participants answered a questionnaire containing the scaling questions. If completed, ser-
vice providers viewed and discussed the completed PIQ forms as part of the therapeutic sessions, but they did not 
see the post-treatment responses.  

Measurements

Pre- and Post-Treatment Concerns and Expectations of Change Clinic 

The self-report PIQ is a clinical form that clinicians designed to help service users choose a priority concern and 
identify their expectations for the first meeting with their service provider. Clinicians across various mental health 
service agencies in Canada developed it to gather information that is therapeutically congruent with brief therapy. 
The PIQ contains non-intrusive, present-focused, and future-oriented questions that allow the clinician to guide 
the therapeutic conversation toward an outcome that is manageable in a single session (Miller & Slive, 2004). This 
instrument proved useful to our study objectives because it gathers clinical information that is specifically relevant 
to BCCSB treatment and thus helps assess the degree to agreement between family members as to what should be 
the focus of the session. To our knowledge, no one has ever tested the psychometric properties of the PIQ.

The questionnaire consists of seven items. Six are open-ended questions, three of which were employed to 
gather background information about the service users’ mental health concerns (e.g., “What concern do you want 
to talk about today?”, “How does it affect you and other people in your family?”, “What do you need us to know 
today about the concern?”); two of which concerned their expectations from CC (e.g., “What would be the best 
thing that could happen in our meeting today?”); and one question asked “What have you tried to do to help with 
the problem and what has worked?” The seventh item is a scaling question; it asks participants to rank their level 
of concern regarding the problem on a scale of 0–10 (not at all to a lot). Adults and adolescents completed the 
full version. Children at 6–11 years of age completed an adapted and abridged version. Forty-three parents (36 
mothers; 7 fathers), 27 children (10 females; 17 males), and 12 adolescents (11 females; 1 male) completed the 
pre-treatment questions. The scaling question was asked again at the end of the first session and following subse-
quent sessions. The scores from the final meeting were selected as post-treatment ratings, which were completed 
by 28 parents (25 mothers; 3 fathers), 13 children (7 females; 6 males), and 8 adolescents (6 females; 2 males).  

Introduced by de Shazer and colleagues (1986), the scaling question represents an important facet of Solution-
Focused Therapy, among other brief therapeutic models. Although the validity and reliability of single items 
cannot be fully assessed and they fail to capture the dimensionality of constructs, they remain appropriate in 
therapy. Some have argued that scaling questions provide accurate and stable measurements of overall wellness 
(e.g., Abdel-Khalek, 2006; Fischer, 2004; West et al., 2009; Willits et al., 2016). 

Strengths and Difficulties Questionnaire

Developed by Goodman and colleagues (1998), this widely used child and adolescent mental health diagnostic 
tool contains four subscales: emotional difficulties, conduct problems, hyperactivity/inattention, peer relationship 
problems (parental perceptions: Cronbach’s a  = .79, .65, .75, .61, respectively). The 34-item measure is normed 
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and possesses satisfactory validity and reliability (Goodman, 2001). We examined associations with two parent- 
and child-rated global assessments: total score of the four mental health dimensions (Range 0–40) and Question 
26, “Overall, do you think your child has [you have] difficulties in one or more of the following areas: emotions, 
concentration, behavior, or being able to get on with other people?” (answered on a four-point scale: no, yes minor 
difficulties, yes definite difficulties, and yes severe difficulties). Analyses of changes in mental health prior to and after 
CC, using this questionnaire, are reported elsewhere (Ellenbogen et al., 2019). 

Data Analysis

Thematic analysis was used on qualitative data, drawing from Braun and Clark’s (2006) six-step framework. First, 
Ellenbogen and Power familiarized themselves with the data through repeated contrasting of parent and child re-
ports while searching for examples of congruence, non-congruence, and therapeutic expectations. Second, initial 
codes were generated based on semantic and latent meanings and then grouped into meaningful units. Third, the 
codes were used to generate broad categories of: (1) congruence and non-congruence in family members’ under-
standing of the issues for which they are seeking CAMHS and (2) what they expect from treatment. Fourth, the 
themes were reviewed to ensure coherent patterns existed and that the themes accurately reflected the meanings 
evident in the dataset as a whole. At this stage, Ellenbogen and Hynes Brothers separately coded the responses of 
nine dyads and met to compare results and make refinements to the themes and coding process. The process was 
repeated using the responses of another nine dyads, and then the remaining data was coded.  Fifth, the themes 
were named and defined to reflect the essence of the theme. Sixth, Ellenbogen and Hynes Brothers searched the 
qualitative data for exemplary quotes, and deepened the descriptions of themes. MAXQDA software was used to 
code and organize the data.

Due to small sample sizes, we did not attempt advanced statistics. The main comparisons were examined 
through paired t-tests as these are found to be robust and produce acceptable analyses of data with minor non-
normality (Boneau, 1960; Snijders, 2011). Normality was assessed using Shapiro-Wilk’s tests. To examine the 
psychometric properties of the scaling question, Pearson’s r was used. We examined inter-rater agreement by using 
weighted Kappa.

Results
Almost half (49.1%; n = 27) of the 55 families who participated attended only one session; 23.6% (n = 13); 
16.4% (n = 9), 9.1% (n = 5), and 1.8% (n = 1) of the families attended two to five sessions, respectively. Of the 21 
parents who completed both the pre- and post-measures, 47.6% (n = 10), 33.3% (n = 7), 9.5% (n = 2), 4.7% (n = 
1), and 4.7% (n = 1) attended one to five sessions, respectively. Of the 16 children and adolescents who completed 
both pre- and post-measures, six (37.5%) attended one session. 37.5% (n = 6), 18.7% (n = 3), and 6.3% (n = 1) 
attended two, three, and four sessions, respectively.

Qualitative Analysis

A total of 44 families entered qualitative information on the PIQ. However, only one family member completed 
some of the questionnaires; other surveys were only partially completed. Details on attrition were provided for 
each analysis. It should be noted that adolescents’ descriptions exhibited greater depth as compared to those of 
children. Also, the analysis of all the answers on the PIQ revealed that families present a broad range of present-
ing issues, often describing complex challenges and extenuating circumstances. To ensure coding is informed by 
these nuances, we considered the entirety of responses in rating the level of concordance between parent and child 
responses, and treatment expectations. Finally, initial examination of the data revealed that insufficient informa-
tion, in terms of quantity and depth of child responses, existed to permit contrasts between parents’ and children’s 
expected outcome from CC. Therefore, we analyzed and categorized their responses separately. 

Parent and Child Perceptions of Presenting Issues

It was impossible to compare the perceptions of 12 parent/child dyads due to missing child forms (6), missing 
parent form (1), and missing/uncodable child responses to questions on the presenting problems (5). Thus, a 
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comparison of the data of 32 dyads 
was undertaken. The analysis of parent 
and child perceptions regarding the 
presenting problem resulted in four 
categories (see Table 1). The efforts 
of two coders to categorize the data 
according to this schema produced a 
moderate level of interrater reliability 
(κ = .71), see McHugh (2012).

Generally Congruent Perceptions of 
Presenting Issues

In 21 (65.6%) dyads, parent and child 
descriptions of the presenting prob-
lems at pretreatment were considered 
to be generally congruent, despite 
minor differences in how parents and 
children described the issues. For ex-
ample, one parent reported, “[child] 
anxiety, fears e.g., elevators. Currently 
doesn’t want to leave me, panic at-
tacks, won’t leave house... .” In con-
trast the child wrote, “I’m afraid that 
my mom won’t be there for me ‘cause 
she’s been there so much even though 
she always is... I can’t live my life without my mom. I don’t wanna go to my friends’ houses.” Other congruent 
responses pertained to: not sleeping in one’s own bed, cutting/self-harming, dealing with abuse, dealing with 
parental break-ups, eating problems, aggression, and disliking school.

Similar Presenting Issues – Differences in Severity

In two cases (6% of dyads), we judged that the topics of the presenting issues were generally congruent; however, 
we considered the parents’ and their children’ descriptions to be different with respect to the seriousness of the 
issues. In one case, the adolescent wrote, “I want to talk about how I get frustrated and feel bad when I don’t have 
to” and “because there are only a few things that frustrate me…it’s not like 10 things.” In contrast, the parents 
wrote, “[child] becoming over-anxious with various daily issues and simple tasks” and “how [child] is going to 
‘react’ is always a concern.” The contrasting descriptions could reflect exaggeration on the part of the parent or 
the child underappreciating the severity of the issues. 

Minor Differences in Descriptions of Presenting Issues

In six dyads (18.8%), we noted minor but clinically relevant differences in descriptions of the presenting issue. In 
one example, a mother-daughter conflict was identified by both respondents as a key issue; however, the adoles-
cent also noted having anger issues that “affects my day, sometimes schoolwork, sometimes my social skills, and 
often my sleep.” She added, “I don’t think [my family notices], I’m good at hiding my feelings.” In contrast, the 
father commented, “Perhaps it’s deeper than that, but I think that is the biggest thing”, adding, “it doesn’t affect 
[the family] and she is generally a happy child.” In another example, both respondents specifically mentioned the 
child’s anxiety and frustration as the central issue, but expressed markedly different interpretations of how family 
dynamics are impacting this issue. The mother wrote, “very open conversations, stressing [she can] talk to me 
about anything”, in response to a question on what was done to help with the problem. In contrast, the adolescent 
child wrote, “My mom doesn’t understand how she makes me feel and often gets angry if I tell her I am feeling 
angry because of her ... I tried talking to her, didn’t work.” Thus, the parent thought that she and her daughter had 
good lines of communication; however, the daughter felt communication constituted a key issue.  

Table 1. Distribution Across Categories of Congruence Between Parent and 
Child Perceptions of the Issues and Therapeutic Expectation

Coding Categories n %

Congruence in Presenting Issues (N = 32)

Generally congruent 21 65.6

Similar issue-difference in severity 2   6.3

Minor difference in presenting issue 6 18.8

Substantial disparity 3   9.4

Parent Expected Outcomes of Therapy* (N =  41)

Help for the child 27  65.9

Improved communication 10 22.4

Parent can better understand and help child 20 48.8

Self-help for parent 4   9.8

Child Expected Outcomes of Therapy* (N = 24)

Resolve the issue and feel better 19  79.2

Learning what do to improve things 15  62.5

Facilitate communication 3  12.5

Note. * Percentage does not total 100 because respondents can express 
multiple categories of expectations.
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Substantial Disparity in Descriptions of Presenting Issues

In three dyads (9.4%), substantial disparities were identified. Even if some overlap in parents’ and children’s de-
scription was noted, cases were coded as disparate when parents and children focused on largely distinct issues. For 
example, a child wrote, “Life, I just don’t understand a lot of things and why people do certain things and act a 
certain way.” In answer to a question on how it was affecting self and family, they wrote, “not handling things well; 
have changed a lot; family members dislike it. Mostly mom.” In comparison, the parent wrote, “[child] seems sad, 
confused-anxiety-depressed? Really want to see what I can do to help improve emotional health and stability…
Unhealthy friend group/risky behaviors (drinking)/problems at school... [child]s self-confidence is low.” In answer 
to a question on how it was affecting self and family, they wrote, “I probably am not dealing with it as well as I 
should be; very hard to see her so confused and upset ... Increased conflict in the household.” In this case, there may 
be elements of congruence between family members’ descriptions of presenting issues (e.g., a stressful child crisis, 
characterized by confusion and anxiety, and family conflict). However, coders agreed that there was substantial 
disparity in their descriptions because the child’s central concern pertains to confusion over changes she is experi-
encing, whereas the parent alludes to extrinsic (problematic friendships, substance use) and self-confidence issues. 

In another example, a child expressed a need to talk about her nerves, panicking in elevators, and dad who is 
“sometime ... mean to me.” According to the parent, the key issue is that the child is anxious and having difficulty 
dealing with the parents’ separation. In this case, the child does not mention the parents’ separation and the par-
ent does not mention the child’s panic attacks, both relevant topics for counseling.

Expected Outcomes from CC for Parents 

Questions from the PIQ were used to determine expectations; these are described in the subsection entitled Pre- 
and Post- Treatment Concerns and Expectations of CC. The 41 parents who provided responses to questions 
about expected outcomes reflected four categories of expectations (see Table 1). A comparison of the two coder’s 
response categorizations yielded a moderate interrater reliability score (κ = .71). The four main categories were:

 (1) Help for the child in dealing with their issues. Twenty-one parent responses indicated a desire to gain access 
to guidance and coping strategies that could help their children. One parent wrote, “Just giving us some steps to 
proceed with will help me.” Others wanted, “info and suggestions to help [her daughter] fight the thoughts and 
behaviors” and for their child to “find a way to deal with their anger.” 

(2) Improved communication. The answers of ten parents pertained to improving communication with their chil-
dren and having their children speak more openly about their problems. In response to the question on how they will 
know the meeting was helpful, one parent wrote his daughter, “opens up and articulates her real frustrations.” Other 
responses include, “if the child talks about what is bothering her” and, “to get him to open up and start talking.”  

(3) Parent can better understand and help child. Twenty parent answers indicated a desire to better understand 
their child’s struggles and be part of a process that improves the situation. For example, one wanted help “to better 
understand his issues” and “find the issue causing the problem.” Another parent explained, “[We] cannot help her 
to deal with what is bothering her as we are unable to find the root of the issue.” Finally, one parent stated the best 
thing that could happen out of today’s session would be if they “had a better understanding of how [child] feels.” 

(4) Seeking guidance, reassurance, and coping strategies for their own issues and general wellness. Four parents indi-
cated that they were having a difficult time coping and wanted help for themselves. Two parents in this category 
recently separated from their partners and were seeking reassurance. One parent indicated she “can’t sleep, no 
appetite”, and in answer to the question on how they know the meeting was helpful, wrote, “hopefully I will feel 
a little more relieved that I made a good decision in leaving and also bring [child] to a new community.” One 
parent, who was struggling with their child’s behavior, admitted needing help in dealing with their own anger and 
sought “coping strategies for us”, adding that the meeting would be helpful “If I can keep a cool head while he 
has his tantrums and not want to pull my hair out and cry.” 

Expected Outcomes from CC for Children 

Child responses aligned with three categories of expectations (see Table 1). We noted that children were less able 
to express expected outcomes. Of the 38 children who were administered the PIQ, 12 did not answer questions 
related to their expectations, two provided uncodable answers, and one stated that they did not know, leaving 23 
codable responses. A comparison of the two coder’s response categorizations yielded a moderate level of interrater 
reliability (κ = .62). The three categories of expectations were:
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(1) Resolving issues and feeling better. This was the most common expectation, aligning with 19 respondents 
(82.6%). Children often expressed this expectation through brief statements like, “make me feel better” and “get 
it to stop.” Other respondents expressed expectations that were specific to their concerns. For example, one child 
hoped to stop fighting with their sibling. In answer to the question about the best thing that could happen today, 
one adolescent wrote “bullying and rumors would stop”, and in answer to how they will know that CC is helpful 
“I would know how to handle the bullying.” 

(2) Learning what I can do to improve things. Fourteen children wanted advice and strategies to help them deal 
with their issues. For example, one child wanted the therapist to “teach me to sleep alone.” An adolescent wanted 
to learn “how to control my anger and stuff to help depression.” Another adolescent wanted the therapist to “help 
me understand why I’m doing this [behavior]” and one other wanted to ask the therapist “a few questions and 
figure things out.” 

(3) Facilitating communication. Three children expressed a desire to address the issues through communication. 
This was expected to take place during the session. An eight-year-old expressed concern with “how my dad treats 
me and how my mom treats me” and started crying; when asked to explain what was the best thing that could 
happen today, the child indicated “that we would talk about it.” Another wrote, “For me to ask a few questions 
and try to figure stuff out.” It should be noted that ten children mentioned having already tried talking to their 
parents or a health professional in answer to a question about what they have done to deal with the problem, two 
adding that it did not help. 

Quantitative Analysis

Normality analyses using boxplots and Shapiro-Wilk’s test revealed univariate normality in all analyses, and mul-
tivariate nonnormality in one analysis, namely a pre-treatment comparison of parent and child/adolescent levels 
of concern (W = 0.93; p = .037). Inspection of a box plot of difference scores (child-parent) revealed a single 
outlier (i.e., more than three box-lengths above the edge of the box). The analysis with the outlier excluded did 
not change the results. The outlier is included in the t-tests presented.

Changes in Level of Concern

Analyses of paired t-tests revealed significant improvements in the level of concern (described in Pre- and Post- 
Treatment Concerns and Expectations section). Mean levels of parent concern pre-CC (M = 8.14, SD = 1.86) 
were significantly higher than post-treatment levels (M = 4.71, SD = 2.87; t(20) = 5.30, p < .001 [2.02, 4.78], d 
= 1.41). A similar effect was found for child/adolescent reports (pre M = 6.53, SD = 3.17; post M = 2.94, SD = 
2.57; t(15) = 4.51, p < .001 [.89, 5.29], d = 1.24). We examined whether families who attended only one session 
reported less change than those attending multiple sessions, as dosage is a plausible moderating factor. We saw 
no evidence of this in parent reports. The mean change from pre- to post-CC was 3.6 and 3.2 for single- and 
multiple-session clients, respectively. The mean changes were greater for children receiving higher dosage; the 
change was 2.2 and 4.4 for single- and multiple-session clients, respectively. However, the sample size is too small 
to permit statistical testing.  

Validity of Single-Item Measure of the Level of Concern 

We conducted analyses to better understand this scaling question as a construct. An association was found be-
tween the child and parent level of concerns pre-CC, r(36) = .42,  p = .014. The level of agreement between child 
and parent is somewhat stronger for SDQ Total Score, r(16) = .59, p = .016.  Sample sizes were sufficient to con-
trast the different parent report measures at pre-treatment. Interestingly, the single item level of concern was not 
associated with SDQ Total Score, r(43) = .24, ns. However, it was associated with item 26 of the SDQ, “overall, 
I think [child] has difficulties in investigated areas,” r(43) = .46, p = .002.

Comparison of Parent and Child Levels of Concern 

Pre-treatment, parents reported significantly higher levels of concern (M = 8.23, SD = 1.74) than did their chil-
dren (M = 7.13, SD = 2.83; t(34) = -2.47, p = .019 [-2.01, -0.19], d = 0.47; the measure is described in the Pre- 
and Post- Treatment Concerns and Expectations section). No post-treatment differences were found, (parent M 
= 4.24, SD = 2.66; child M = 3.24, SD = 2.49; t(16) = -1.18, p = .254 [-2.79, 0.79]). Given concerns with the 
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heterogeneity of variance for this analysis, a Wilcoxon signed-rank test was also used to examine differences. The 
same results were found using the nonparametric test: prior to treatment (z = 2.14, p = .032); and after treatment 
(z = -1.37, p = .170). Given that the mean difference between parent and child ratings remained roughly the 
same pre- and post-treatment, about one point, and the sample size was small, we determined that the results are 
inconclusive with regard to comparing changes in parent and child ratings.  

Discussion
This study adds to the considerable literature on informant discrepancy in CAMHS, by using mixed methods to ex-
amine reports from parent and child recipients of BCCSB treatment. Examining qualitative data, we found moderate 
congruence between parents and children in their perspectives on what were the presenting issues; how these issues 
were impacting respondents and their families; the importance of finding solutions to these issues; and the need to 
gain coping strategies. According to our analyses, only 9.4% of dyads reported substantively different versions of the 
presenting problems. However, we regularly noticed minor discrepancies, suggesting divergent interpretations of the 
presenting problems (e.g., how it came about, the severity of the child’s issues) and treatment expectations. Similar 
to prior discrepancy research, these differences reflected their social locations (De Los Reyes et al., 2022, 2023; 
Fitzpatrick et al., 2023). Parents tended to focus on external influences on the child’s presenting issue, and expecta-
tions included wanting to improve parenting capacity and other references to caregiving. Children tended to focus 
on internal struggles and sometimes qualified family dynamics differently than parents (e.g., greater conflicts). Their 
expectations centered on feeling better and having their concerns subside; many reported having no expectations. 

A minority of parents (22.4%) and children (12.5%) indicated communication as treatment expectations; 
however, these were expressed differently. Parents wanted their children to “open up more”, whereas children 
indicated a desire to have others contribute to the conversation. Given that 34.4% of dyads express some level of 
non-concordance in their perceptions concerning the presenting issues, and that minor differences were noted in 
all dyads, using treatment time to explore and reconcile family members’ perspectives on presenting issues and 
treatment expectations could be beneficial. As noted, treatment success was positively associated with concordant 
perceptions between family members (Goolsby et al., 2018). Moreover, having family members come to an agree-
ment could help build trust, encouraging a shared belief that they can work through future differences. 

In prior research, family members opined that participation in CC inspired hope for change and facilitat-
ed communication between parents and children, leading to greater understanding between them (Hair et al., 
2013). As such, the perceptions of participating families appear to support an assertion that the treatment reduces 
informant discrepancy, thereby contributing to increased motivation. However, it should be noted that the treat-
ment model is not focused on getting family members to agree on the presenting problem. Designed from a social 
constructivist perspective, it allows for multiple interpretations of the presenting problem, without one necessa
rily being more correct than another. Thus, when working with clients who seek to better understand things, Hair 
and colleagues (2013) suggest “that practitioners first explore any expected outcomes … further questions about 
the problem need to be avoided until all participants agree to the focus of the meeting.” (p. 22)

It is notable that many parents experienced difficulties in dealing with their children’s problems and with parent-
ing in general. Even though the intent is to seek treatment for the child, parents also want guidance and strategies to 
help them cope with their own situation. Parents of children with mental health problems are known to experience 
high levels of distress; report being depressed, worried, and tired; doubt their parenting competence; and view their 
children’s problems as causing difficulties in their spousal and family relationships (Angold et al., 1998; Azzi-Lessing, 
2013; Farmer et al., 1997; Friesen & Huff, 1996). As Leon (2014) points out, service providers need to look beyond 
the child’s individual mental health challenges and remember that “children do not live in a vacuum.” (p. 587) De 
Los Reyes and Kazdin (2006) found that mother-child discrepancies in perceived child behavior problems were as-
sociated with mother-child conflict and that maternal stress mediated this relationship. Thus, discrepancies between 
child and parent reports might be a sign that there is more to attend to than just the child’s wellbeing. Some family 
situations might require that clinicians work directly with parents or refer them to appropriate resources for adults.

Quantitatively, parent ratings of their children’s foremost issue were significantly higher than those of their chil-
dren; this result is consistent with prior research (Achenbach et al., 1987; Goolsby et al., 2018). Multiple explana-
tions for this difference can exist. Parents might be predisposed to have greater concern (e.g., because they feel they 
are failing as parents). Children might lack the maturity to accurately assess their problems or underestimate them 
due to a self-preservation bias (Janoff-Bulman, 1989). Alternatively, the differences in the level of concern might be 
a consequence of perceiving different presenting problems, with parents tending to report issues of greater severity.  
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The validation tests revealed that one-item scaling questions used to assess the level of concern have some valid-
ity. The scores on the scaling question were correlated with the SDQ question regarding the level of concern, and 
parent and child reports were also correlated. The low to moderate effect sizes for these correlations are notable, 
highlighting considerable non-concordance between child and parent reports. Also of note, no association was 
found between the scaling question and the SDQ total score at pretest, demonstrating that the concerns assessed 
through this scaling question are not analogous to the gravity of clinical problems. 

Used in solution-focused and other therapies, clinicians administer scaling questions to help clients acquire 
awareness of personal gains. They provide a broad assessment of how far clients feel they have progressed in their 
efforts to drive change. For example, a reduced level of concern might indicate a successful effort to negotiate 
periods of instability and crisis, stem negative thoughts and emotions, and re-establish family and individual func-
tioning. The intention of brief therapies, such as CC, is not to diagnose and treat clinical problems. Therefore, 
the lack of association between the scaling question and the SDQ total score should not be viewed as a validity 
issue. Also, improvements in wellness might be a precursor to clinical improvements. In earlier research, we found 
that CC was associated with reductions in clinical mental health issues (Ellenbogen et al., 2019). Nevertheless, 
all clinicians who employ this scaling question should be mindful that it measures wellness, which is associated 
with but conceptually distinct from the absence of clinical issues; they also need to ensure that clients understand 
this distinction.

Strengths and Limitations
Most research on informant discrepancy involves quantitative comparisons of parent- and child-reported scores 
on standardized mental health instruments. A strength of this study lies in its representing an initial attempt to 
employ qualitative techniques to develop a schema for researching the perceptions of BCCSB service users in 
regard to what they think are the presenting issues and what outcomes they expect from treatment. The results of 
this study can serve to refine clinical and research tools, thereby improving these services’ effectiveness.   

As is common in community-engaged research, data collection was negatively affected by a lack of on-site data 
collection experience, scheduling challenges, infrastructure limitations and client challenges (e.g., lack of time, 
in crisis). Also, our region’s ethics protocols require data collection to take place in a different location than the 
therapy room. In combination, these challenges resulted in a small sample size and high attrition, particularly at 
post-test. This is a problem in two ways: it reduces statistical power and might have inflated the effect size for post 
analyses; i.e., study participants might be less inclined to take the time to complete the questionnaire if they do 
not feel the treatment is helping. The quantitative analyses were also limited by the fact that each participant was 
instructed to identify the presenting problem and rate how much this problem concerns them. This constitutes 
a methodological limitation because it cannot be determined whether parents and children were rating the same 
issue. Another limitation of the study is that it did not collect post-treatment qualitative data or include a com-
parison group. This would have enabled an examination of whether CC encourages convergence between family 
members on perceptions of presenting problems and treatment expectations. Finally, we emphasize that this 
remains a preliminary attempt to gather and analyze BCCSB service user perceptions. Further research is needed 
to assess the usefulness of the coding schema and the consistency of the results. 

Conclusion, Implications, and Future Directions 
Using mixed methods to understand and evaluate informant discrepancies, our study found that parents and 
their children tended to have moderately similar views when asked to describe presenting issues. Parents rated 
issues as more severe. As in prior research, we found therapeutically relevant discrepancies in a minority of cases, 
highlighting the value of relying on multiple informants to assess child and adolescent mental health. Treatment 
expectations were also revealing, with parents seeking ways to be better parents and the children most often want-
ing to feel better or reporting no expectations.

The findings reinforce the need for CAMHS to provide opportunities for children and parents to express their 
views of the presenting issues and their therapeutic expectations, and for clinicians to help families work through 
discrepant perceptions and investigate parent needs for mental health and other help. Even when parents and 
children express generally concordant perceptions, we noted subtle differences of opinion. The initial success in 
resolving discrepancy might initiate the motivation for change. 
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Further research is needed to better understand the meaning of discrepancies and how they impact treatment, 
and to devise strategies for addressing them. These would need to be adapted to different levels and qualities of 
discrepancies, and to the possibility that some circumstances might require a deferring of conversations about 
discrepancy. Also, further examination of the applicability of social constructivist treatment models for helping 
families with discrepant perceptions merits attention.

Before conducting research on BCCSB services, it will be important to first develop and validate methodolo-
gies for researching informant discrepancies. There is a need for strategies that go beyond assessing informant 
perceptions as being either conforming or non-conforming. These strategies could enable the evaluation of the 
theoretical underpinnings of BCCSB therapies and make possible treatment refinements and broader improve-
ments to CAMHS. Researchers should consider devising tools that are accessible and conducive to providing 
in-depth answers, like audio recording. Although the PIQ is a widely used clinical tool that permits acceptable 
preliminary research, several written answers were brief and ambiguous. Finally, to enable valid comparisons be-
tween raters, researchers and clinicians are advised to use scaling questions that assess the overall level of concern.
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Moral Suffering in Frontline Social  
Care Workers: A Study of Moral Injury  
and Moral Distress 
Sara HARPER   1    and Anatoli KARYPIDOU   1 

Introduction: Moral suffering (MS) is psycho-emotional harm derived from 
a conflict between one’s circumstances and one’s deeply held moral values. 
It includes the constructs of moral distress (MD) and moral injury (MI) 
and is characterized by constraints or mandates preventing the perceived 
morally correct event. Evidence has demonstrated the application of MS in 
helping professions, and research has linked MS to a deterioration of men-
tal health, self-identity, worldview, and job-performance. 
Aims: In this study, we examined the relationship between MD, MI, burn-
out, and external/internal constraints in Frontline Social Care Workers 
(FSCWs) in the UK.  
Methods: We employed a quantitative, cross-sectional correlational design, 
recruiting 119 FSCWs (female = 91.6%, tenure 1–2 years = 27.4%) using 
convenience sampling. Participants completed an online survey including 
the Moral Injury Events Scale and the Copenhagen Burnout Inventory. 
Measures for MD, external constraints (stress, time, and resources), and 
internal constraints (psychological safety and preparedness) were informed 
by previous research.
Results: Participants reported a significant prevalence of moderate-to-high 
MD (25.4%), MI (33.3%), and burnout (64.9%), and we found signifi-
cant relationships between the constructs and dimensions. Constraints 
were significant predictors of MS (explaining 35.3% of MD variance and 
30.1% of MI variance), with stress, time, and psychological safety making 
the strongest contributions.  
Conclusions: FSCWs can be examined as a unitary population experienc-
ing morally challenging circumstances that may result in MS and burnout. 
Improved MS measures, increased awareness, and policy shifts are neces-
sary to redefine the paradigm of work-related distress, taking systemic con-
straints and the potential for moral harm into account.

Keywords: moral suffering, moral injury, moral distress, social care, front-
line workers
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Introduction
Frontline social care work (FSCW) includes a wide range of non-medical professions operating daily in direct 
contact with individuals in vulnerable populations (NHS, 2024), advocating for them and supporting them psy-
chologically, emotionally, and practically (UKHSA, 2023). As with other caring sectors, a high level of exposure 
to others’ suffering and vulnerability uniquely defines FSCW, as does a one-way caring relationship with clients 
(Skovholt, 2005), where it is a job requirement to provide care, empathy, and understanding without expecting it 
in return (Skillsforcare, 2013), and professionals are educated in a culture of self-sacrifice (Posluns & Gall, 2020). 
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It is not surprising then, that these professions are at high risk of mental health issues related to caring for 
others, such as compassion fatigue, work stress, burnout, and vicarious PTSD (Ondrejková & Halamová, 2022), 
with one study on UK social workers showing emotional exhaustion prevalence at 73.0% and depersonalization 
at 26.0% (McFadden, 2015). Social care (SC) rates of work-stress and stress- and mental health-related sickness 
absences also stand among the highest compared to all other sectors in the UK (Ravalier et al., 2023). This type of 
work-related mental ill-health carries a very high cost to the individual, with serious physical, psychosocial, and 
financial ramifications (Lederman et al., 2019), as well as to professional organizations and society, with a UK 
report estimating the yearly cost of employees’ mental health issues at £35 billion, including sick-leave, presentee-
ism, and staff-turnover (Parsonage & Saini, 2017).

Among the issues faced by professionals in the SC sector, is Moral Suffering (MS), a form of severe moral 
dissonance which has only recently been given increasing attention (Papazoglou & Chopko, 2017) and that can 
be defined as “the anguish in response to moral adversity, harms, wrongs, or failures, or unrelieved moral stress” 
(Rushton, 2018, p. 10). Two dimensions of MS are Moral Distress (MD) and Moral Injury (MI), and both can 
have a serious impact on professionals’ wellbeing (Sugrue, 2019). A consensus on their definitions and interaction 
has yet to be reached; however, both are a) related to witnessing, committing, or failing to prevent “morally chal-
lenging situations and their potential psychological and spiritual consequences for the individual self-integrity” b) 
due to institutional constraints or mandates, c) in a critical situation (Grimell & Nilsson, 2020, p. 2). The moral 
infraction shakes the individual’s moral core and negatively affects their feelings and beliefs, resulting in MS. 

Constraints to the perceived morally correct action can be internal (e.g., lack of psychological safety or pre-
paredness), and/or external (e.g., systemic/institutional issues, such as lack of funding, resources and time, heavy 
caseloads, inappropriate policies, conflicting interests) (Deschenes et al., 2020; Fourie, 2017). This feature calls 
into question burnout as the main paradigm of occupational distress (Dean et al., 2019). “A syndrome conceptu-
alized as resulting from chronic workplace stress that has not successfully been managed” (World Health Organi-
zation, 2019, para. 3), burnout finds its causes in a failure of the individual to cope with trying circumstances, and 
its solution in the individual’s responsibility to care for themselves (i.e., self-care). MS shifts perspective from an 
individual failing to a failing of the system, since, while self-care strategies offer important support for individual 
mental health, they are far from addressing constraints as the potential systemic roots of occupational distress 
(Dean et al., 2019). 

While sparsely examined, MS remains a very prevalent issue and has been linked to the development of mental 
health disorders (Hall et al., 2021; Hanna, 2004). Recently, a BMA survey of over 1900 UK doctors revealed that 
more than 48.0% of the respondents had not heard of MI, and more than 43.0% had not heard of MD, whereas 
78.4% responded that MD resonated with their work-experience, and 51.0% said the same of MI (BMA, 2021). 
A recent meta-analysis found that potentially morally injurious experiences (PMIEs) accounted for a significant 
variance: 9.4% of PTSD, 5.2% of depression, and 2.0% of suicidality (Williamson et al., 2018). PMIEs were 
also associated with higher levels of anxiety and behavioral issues (i.e., hostility and aggression). MS has also been 
associated with other caring-related issues such as compassion fatigue, vicarious PTSD and burnout (Pehlivan & 
Güner, 2018) and has been consistently linked to occupation, with health and social care, and military and police 
sectors being at especially high risk (Braxton et al., 2021). 

Given the direct link between MS and the (in)ability to provide high ethical standards of care, it has been 
proposed that the COVID-19- and post-pandemic contexts had a strong impact on the prevalence and severity of 
these issues (Williamson et al., 2020), and generally on the mental health of helping professionals (Muller et al., 
2020; Pfefferbaum & North, 2020). For example, the same 2021 BMA survey showed that 96.4% of respondents 
thought that COVID-19 had significantly increased their risk of MD. Moreover, these factors have aggravated the 
existing crisis in the SC sector, with a report showing staff turnover rates at 34.4%, 8.2% job vacancies, and aver-
age worker absences having almost doubled since 2020 (Skillsforcare, 2022/23). The pandemic also highlighted 
and exacerbated the scarcity of resources and systemic issues that may place professionals in morally conflicting 
circumstances (Godshall, 2021). PPE shortages, increased workloads, clients’ increasingly complex needs, and 
lack of resources, constituted some of the obstacles faced by SCW (Ashcroft et al., 2022). Moreover, SC sectors 
such as Violence Against Women and Girls (VAWG) and Social Work are exposed daily to immoral acts and 
acts of interpersonal violence; issues such as intimate-partner violence, domestic violence, and domestic homi-
cides also saw a steep rise (ONS, 2020), whereas resources for clients (refuges, advocacy, child protection, etc.) 
decreased (Romanou & Belton, 2020), pointing to an increase in the external constraints and moral challenges 
known to contribute to MS (Ashcroft et al., 2022). On the other hand, the post-pandemic and post-Brexit con-
text and transitions have not been without unique and acute moral challenges due to factors including the cost-
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of-living crisis, staff and resource shortages, industrial strikes, and the severe strain on services (Waitzman, 2022). 
These factors implicate MS as a topical, prevalent, costly, and understudied issue, related to a host of mental 

health conditions. This study aimed to examine MD and MI in relation to external/internal constraints and burn-
out within the population of frontline social care workers (FSCWs), to gain a clearer picture of the prevalence 
of MS, its roots, and related factors. FSCWs include, but are not limited to, social workers, care home workers, 
VAWG workers, support workers, and care workers. MS has rarely been examined in the context of this popula-
tion (Greason, 2020), and while the challenges faced by individual professions within this population, such as 
social workers (Kinman & Grant, 2010) and care home workers (Kabir et al., 2020), have been looked at, FSCW 
as a whole, and other SC professions (such as VAWG workers), have rarely been examined. This constitutes a 
notable gap in knowledge, given that FSCWs are highly likely to be exposed to the moral conflicts and circum-
stances associated with MS (Webber et al., 2021). This study aimed to help understand MS as experienced by an 
often overlooked population (Lev & Ayalon, 2016), and shed light on the systemic roots of mental health issues 
in caring professions. 

Situating Frontline Social Care Workers

The Social Care Sector in the UK employs over 1.55 million professionals (Foster, 2024; Kulakiewicz et al., 
2022) in a wide range of professions supporting vulnerable individuals from a non-clinical standpoint (NHS, 
2017). Vulnerability is defined as requiring additional care, assistance, or safeguarding due to characteristics 
including age, disability, gender, and background (OHID, 2022). Therefore, vulnerable populations supported 
by SCWs may include children, elderly, disabled, refugees, disadvantaged, and survivors of violence. Here, the 
“frontline” designation describes those SCWs who – as opposed to, for example, management and administra-
tion – have a caseload responsibility and work in direct contact with service users (NHS, 2024). Day-to-day tasks 
for FSCWs may include supporting service users with protection, housing, financial, and legal needs, risk- and 
needs-assessing and safety planning, liaising and advocating with other professionals on service users’ behalf, as 
well as providing for their basic care needs. Necessary values across SC include empathy, reliability, openness, and 
understanding (Professional Standards of Social Work England, 2019), selflessness and compassion (NIA, 2020), 
as well as warmth, a commitment to quality care, the ability to stay calm in a crisis, and to recognize and manage 
one’s own stress (Skillsforcare, 2022). 

While backgrounds and tasks may vary across the population, for the purposes of this paper, we examined 
FSCWs as a unitary population characterized by the features noted above, while individual professions and service 
user groups did not factor in the analysis. 

Background on Moral Suffering

While originating from distinct theories in different sectors, MD and MI have since been included in the general 
construct of moral suffering (Braxton et al., 2021; Mänttäri-van der Kuip, 2020). MS indicates the experience 
of psycho-emotional, social, and existential harm arising from a conflict between circumstances and deeply in-
grained moral values (Sugrue, 2019). Several different definitions have been given for MD and MI, distinguishing 
between 1) job-specifics (e.g., military, nursing, or unrelated to occupation), 2) presence or absence of constraints, 
3) role of the affected individual (witnessing or perpetrating), 4) occurrence of moral conflict by accident or 
by choice, and 5) emotional reaction to such conflicts (e.g., frustration and betrayal). However, a more recent 
broadening of the MI and MD definitions (Campbell et al., 2016; Litz et al., 2009), proposed integrating these 
concepts into the construct of MS. Figure 1 shows a conceptual model featuring the two MS constructs of MI 
and MD for the purposes of this paper. 

While MS and burnout can contribute to each other, share several symptoms (e.g., depression, anxiety, etc.), 
and are both generally linked to occupation, they are distinct constructs with different causes and loci (Dean et 
al., 2019; Fumis et al., 2017; Rushton, Nelson, et al., 2022). Burnout can occur as a reaction to chronic stressors 
at work and the individual’s depleted internal resources (Maslach et al., 2001), whereas MS arises when cir-
cumstances create dissonance with the individual’s moral values, destabilizing their self-identity and worldview 
(Gabel, 2013; Wong, 2020). Similarly, where general- and work-stress relate to psychophysiological responses to 
overwhelming circumstances overtaking one’s ability to cope and threatening one’s wellbeing (Hutmacher, 2021), 
MS results from a threat to profoundly engrained moral values, such as fairness, compassion, respect, and ethical 
practice (Čartolovni et al., 2021).



S. HARPER & A. KARYPIDOU	 Moral Suffering in Frontline Social Care Workers

Eur. J. Ment. Health 2024, 19, e0021, 1–18.	 4

N
ot

e:
 C

re
at

ed
 f

or
 t

he
 p

ur
po

se
s 

of
 t

hi
s 

pa
pe

r, 
ba

se
d 

on
 m

od
el

s 
by

 B
M

A
 (2

0
2

1
), 

M
än

tt
är

i-v
an

 d
er

 K
ui

p 
(2

0
1

9
), 

an
d 

S
ug

ru
e 

(2
0

1
9

). 
S

ha
re

d 
M

or
al

 S
uff

er
in

g 
ch

ar
ac

te
ris

ti
cs

 a
re

 in
 g

re
en

, M
or

al
 In

ju
ry

 c
ha

ra
ct

er
is

ti
cs

 in
 b

lu
e,

 a
nd

 M
or

al
 D

is
tr

es
s 

ch
ar

ac
te

ris
ti

cs
 in

 y
el

lo
w

.

Fi
gu

re
 1

. C
on

ce
pt

ua
l M

od
el

 o
f t

he
 M

or
al

 S
uff

er
in

g 
co

ns
tr

uc
ts

 M
or

al
 D

is
tr

es
s 

an
d 

M
or

al
 In

ju
ry



S. HARPER & A. KARYPIDOU	 Moral Suffering in Frontline Social Care Workers

Eur. J. Ment. Health 2024, 19, e0021, 1–18.	 5

Moral Distress

Originally theorized based on the nursing sector (Jameton, 1984), MD is the emotional and psychological distress 
that occurs when a professional can identify an ethically correct action, especially toward someone in their care, 
but is unable to take it, usually due to institutional constraints (BMA, 2021). In other words, MD is the discom-
fort that arises in a professional, when a mandated behavior contravenes their moral principles. This can be initial 
(the immediate reaction to moral conflict), or reactive (persistent and lingering distress after the event) (Jameton, 
1993). MD can be due to systemic issues such as lack of funding, resources, training, staff, or time, as well as to 
related organizational policies or conflicting interests, that make it impossible for the professional to provide the 
care that meets their moral standards. This construct has been associated with inward- (i.e., mental health and 
self-identity), as well as outward harm (i.e., avoiding interactions with patients, quitting one’s job, and abandoning 
one’s moral values) (Hamric, 2012; Sugrue, 2019). The COVID-19 pandemic has been linked to an intensifica-
tion of MD prevalence and symptoms (Lake et al., 2021; Silverman et al., 2021). MD has been commonly linked 
with burnout and the two have been found to be strongly associated (Fumis et al., 2017). MD has been proposed 
as a root cause of burnout (Dzeng & Wachter, 2019), or as having complex interplay with certain risk factors of 
burnout, such as home-work imbalance (Kok et al., 2021), but a full scope of the relationship is still unclear.

Several nurse studies sought to identify patterns and causes of MD. Some relevant themes are ambivalence 
toward the appropriateness and prioritization of care, distress derived from others’ ethical insensitivity, limited 
autonomy, and conflicts with physicians and policies (Atli Özbaş et al., 2021; Choe et al., 2015). Potential sources 
of MD include the loss of individual decision-making power, the lack of explicit ethical framework in guidelines, 
and lack of organization-wide forums to discuss ethical concerns (Prompahakul et al., 2021; Thomas et al., 2022). 
Bullying, lack of communication and collaboration, as well as concerns over quality, quantity, and consistency of 
care provided, were identified as factors of MD (Henrich et al., 2016; Vincent et al., 2020), whereas frustration 
was identified as the most common emotion associated with MD (Henrich et al., 2017; Rodney, 2017). Anger, 
guilt, and powerlessness were also associated with the construct, as well as a perception of negative impact on 
patient care, and frequent thoughts about quitting (De Brasi et al., 2021; Wiegand & Funk, 2012). MD’s pro-
tective factors include longer tenure, collaborative and supportive working environments, cooperation between 
colleagues and organizations, as well as being based in community rather than hospital settings (Hancock et al., 
2020; Webber et al., 2021). 

Few studies examined MD outside of medical and nursing professions, and fewer still with quantitative meth-
ods. This gap accounts for the absence of a validated measure of MD relevant or adaptable to SC professions 
(Mänttäri-van der Kuip, 2015). For example, the Moral Distress Scale (MDS), MDS-Revised (Epstein et al., 
2019), and the Moral Distress Appraisal Scale (Baele & Fontaine, 2021) are specific to the healthcare population 
both in items and validation, whereas the Questionnaire of Moral Distress Among Long-Term Care Social Work-
ers (Lev & Ayalon, 2016) is specific to care-home workers. One study of social welfare workers in Finland assessed 
MD through reported experiences of impaired mental wellbeing at work and of two independent question-items, 
which were not part of a formal scale; this study found that 11.0% of participants were experiencing MD based 
on all three criteria and 30.2% of the variance was accounted for by the external constraint “perceived insufficient 
resources” (Mänttäri-van der Kuip, 2015, p. 92). Another quantitative study on MD in child welfare caseworkers 
in the US measured MD using two items of the role conflict subscale from the 60-item, 15-dimension CRISO 
Psychological Climate Questionnaire (Gagnon et al., 2009) as well as internal constraints (i.e., psychological 
safety and preparedness), external constraints (i.e., time pressure and job stress), and burnout (He et al., 2021). 
Over 60% of participants reported experiencing one or both MD conditions. Both studies’ findings support the 
hypothesis that a) SCWs experience MD, b) external constraints account for much of the distress, and c) there is 
a need for validated measures of MD in SCWs. 

Moral Injury

MI can be defined as the functional and psychological impairment arising from experiences of moral dissonance 
(Shay, 1995), as well as resulting from sustained MD (BMA, 2021). As a form of trauma, MI can arise when a) 
moral violations are perpetrated (commission or omission), b) by figures of authority (including oneself ) c) in 
high stakes situations; e.g., combat resulting in civilian casualties, being involved in shootings, or killing enemy 
combatants (Shay, 1995). Such instances of commission, omission, or witnessing, are known as PMIEs. MI can 
manifest itself through feelings of shame, guilt, anger, disgust, and betrayal (i.e., feeling betrayed by authority 
figures, institutions, colleagues, etc.), destabilizing an individual’s mental health and moral compass (Shay, 2014). 
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MI was originally coined in reference to military veterans when it became clear that the PTSD diagnosis could 
not account for the moral components of veterans’ distress, which was also resistant to any type of PTSD treatment 
(Williamson et al., 2021). MI has often been proposed as a predictor of PTSD (Jordan et al., 2017), and both 
have been consistently found to coexist in individuals who simultaneously struggle with trauma/mortality and 
with reconciling their moral core with lived experiences (Ferrajão & Oliveira, 2014; Litz et al., 2009; Spence et al., 
2014). Most empirical studies focus on veterans, where PMIEs have been linked to current psychopathology and 
suicidality, with high prevalence in the dimensions of betrayal and witnessed transgressions (Wisco et al., 2017). 
Transgressions by the self are significantly less reported and have been especially associated with mental disorders 
and suicidal ideation, whereas the dimension of betrayal has been associated with suicide attempts.

On the other hand, MI can occur independently of traumatic experiences and has been associated with occu-
pations outside of the military (Williamson et al., 2018); for example, researchers found a high prevalence of MI 
in health care workers after the COVID-19 pandemic, and particularly in nurses (Rushton, Nelson, et al., 2022; 
Rushton, Thomas, et al. 2022). MI has also been specifically associated with the SC sector (Dombo et al., 2013). 
FSCWs operate in morally complex settings (e.g., child protection, jails, hospitals, etc.) where they are likely to be 
exposed to or commit PMIEs and, if unaddressed, such experiences may lead to reduced effectiveness and burnout 
(Haight et al., 2016). While MI, like MD, has rarely been examined in this population, one study of child protective 
services professionals found participants to have comparable MI prevalence to that of military populations (Haight 
et al., 2017). Here, PMIEs were rooted in some of the same external constraints associated with MD: insufficient re-
sources, unfair policies, an adversarial system, and poor service quality. On one hand, this suggests that for FSCWs, 
both MD and MI find some of their roots in external constraints to caring for service users and being exposed to 
morally complex situations; on the other, it supports 
the view of MI as a form of sustained MD (BMA, 
2021), and of MI and MD as dimensions of the same 
construct (MS) (Mänttäri-van der Kuip, 2020).

In this study, we focused on gaining a better un-
derstanding of 1) the prevalence of MI and MD 
among FSCWs, 2) whether a correlation exists 
between MI and MD, and with burnout, and 3) 
whether MI and MD can be accounted for by in-
ternal/external constraints. The results reported in 
this study may help shed light on issues faced by 
FSCWs in the UK and factors underlining psycho-
emotional distress in this population. To the best of 
the authors’ knowledge, this is the first investigation 
examining both MD and MI in FSCWs in the UK.

Methods
The study used a quantitative approach via online sur-
vey with a cross-sectional correlational design and was 
approved by the University’s Research Ethics Com-
mittee (Ethics Approval Number: 2003940_220127). 

Participants and Data-Collection

One hundred and nineteen healthy, UK-based 
FSCWs completed the survey. Participants were pre-
dominantly female (91.6%), with the average age at 
37.8 (SD = 11.54), from various SC professions, and 
with a wide range of tenure (years in the field). Due 
to convenience, much of the recruitment was done 
in Violence Against Women and Girls (VAWG) or-
ganizations, supporting survivors of gender-based vi-
olence and abuse. A summary of descriptive statistics 
can be found in Table 1. Inclusion criteria included 

Table 1. Frequency Distribution for Gender, Title, and Tenure

Sample Characteristics n %

Gender

Female 109 91.6

Male 5 4.2

Non-Binary 5 4.2

Job Title

Advocate 13 10.9

Social Worker 14 11.8

IDVA 19 15.9

ISVA 4 3.4

DAPA 4 3.4

Refuge Worker 7 5.9

Youth Worker 3 2.5

Case Worker 12 10.1

Other Frontline worker 43 36.1

Tenure

1–2 years 32 27.4

3–5 years 21 17.9

6–10 years 27 23.1

11–19 years 19 16.3

20+ years 18 15.3

Note. Demographic questions were formulated based on ONS, 
2016.
IDVA (Independent Domestic Violence Advocate), ISVA (Inde-
pendent Sexual Violence Advocate), DAPA (Domestic 
Abuse Prevention Advocate) are professions in the Violence 
Against Women and Girls (VAWG) sector. 
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being employed in SC, for at least one year within the last six months, with frontline status (i.e., interacting with 
service users daily as part of their job). While backgrounds and tasks may vary across the population, for the pur-
poses of this paper, we examined FSCWs as a unitary population characterized by the features described above, 
while individual professions and service user groups did not factor in the analysis. 

We used convenience sampling, and recruited participants through professional networks, as well as through 
SCWs networks on social media. Sample size parameters were calculated through a priori G*Power analysis. With 
a medium effect size of .15, α at .05, and .80 power, the minimum sample size was 103 participants (Gatsonis 
& Sampson, 1989). 

Participants completed a one-time 10–15-minute online survey, following institutional and BPS ethical guide-
lines (Oates et al., 2021). 

Measures

Due to the absence of relevant validated measures of MD at the time of this study, measures for MD as well as 
all internal and external constraints were drawn from two founding studies examining SCWs with a quantitative 
design: Mänttäri-van der Kuip (2015) and He et al. (2021).

Moral Distress

As per He et al.’s (2021) methods, two items were adopted from the four-item role conflict subscale found in the 
Psychological Climate Questionnaire, a validated and reliable measure of organizational psychological climate 
(Gagnon et al., 2009). The items chosen related to two dimensions of MD; i.e., “I have to do things in my job 
that are against my better judgment” (MD better judgment) and “Too many rules and regulations interfere with 
how well I am able to do my job” (MD rules). The Cronbach’s α for the role conflict subscale (four items) came 
to .74 (Gagnon et al., 2009). Here, the Cronbach’s α coefficient for the two items was .73 and we found the 
inter-item correlation at 0.58, indicating good reliability (Briggs & Cheek, 1986). Two items were taken from 
Mänttäri-van der Kuip’s (2015) methods, measuring two dimensions of MD: “I often have to work in a way that 
conflicts with my professional values” (MD values) and “I often feel that I am unable to do my job as well as I 
want to” (MD unable to perform). All four items were paired with a five-point Likert scale (5 = strongly agree, 1 
= strongly disagree). 

As the four items are not part of a formal scale, we conducted principal component analysis (PCA). With an 
excellent Kaiser-Meyer-Olkin value of .74 (Kaiser, 1974), which verified sample size adequacy, and statistical 
significance for Bartlett’s Test of Sphericity (Bartlett, 1954), one component was extracted with an eigenvalue 
exceeding 1, explaining 60.2% of the variance. All items loaded strongly onto one component suggesting that 
they fall under the same theoretical construct and could be examined together (Pallant, 2010). We also conducted 
reliability analysis for a total MD score of all four items, showing good internal reliability: α = .78, and inter-item 
correlation at .47 (Briggs & Cheek, 1986; Pallant, 2010). Thus, the items were examined both separately and 
together as measuring different dimensions of MD.

Moral Injury 

The Moral Injury Events Scale (MIES) (Nash et al., 2013) is a nine-item tool paired with a six-point Likert scale 
(6 = strongly agree, 1 = strongly disagree) measuring two dimensions of MI: perceived transgressions (witnessed 
and committed) and perceived betrayals in the professional context. An example item is: “I am troubled because I 
violated my morals by failing to do something that I felt I should have done.” The MIES has been found to have 
good internal, discriminant, and concurrent validity (Nash et al., 2013). While originally intended for military 
personnel, it has been used in studies on SCWs (Haight et al., 2017) with small tweaks in language (i.e., “fellow 
service members” to “colleagues” and “U.S. Military” to “organization”). Both in Nash et al. (2013) and in the 
current study α = .90 (.90 for the transgression dimension and .85 for betrayal), indicating excellent internal 
consistency.

Internal Constraints: Preparedness

Preparedness for work was assessed through a three-item subscale of the 14-item Professional Development and 
Preparation for Work Scale, capturing perceived worker preparation (Butler Institute for Families, 2009; He et 
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al., 2021; Leake et al., 2021). The scale is paired with a four-point Likert scale (4 = strongly agree, 1 = strongly 
disagree). An example item is “When I was hired, I received training that prepared me for this job.” In the Butler 
Institute for Families (2009), the Cronbach’s α for the whole 14-item scale was .90, whereas for this study the 
three-item subscale had α = .62 and inter-item correlation at .36, indicating fair internal reliability.

Internal Constraints: Psychological Safety

Based on He et al. (2021), a modified three-item version of the Psychological Safety Scale (Edmondson, 1999) 
was used measuring dimensions of psychological safety in the working environment. Items are paired with a four-
point scale (1 = very inaccurate to 4 = very accurate). An example item is “It is easy for me to ask colleagues for 
help.” Considering the small number of items, the scale exhibited good internal consistency with α = .67 and 
inter-item correlation at .41 (Briggs & Cheek, 1986; Pallant, 2010).

External Constraints: Time Pressure

Based on He et al. (2021), we measured time pressure at work using a three-item subscale from the Instrument 
for stress-related job analysis (ISTA) (Version 6.0) (Malik, 2015; Semmer et al., 1998). The scale is paired with 
a 5-point Likert response scale (5 = almost always, 1 = almost never). An example item is “How often must you 
finish work later because of having too much to do?” The time pressure subscale is reported with good internal 
validity based on standardized items at α = .70. Here, α = .87, indicating excellent internal consistency. 

External Constraints: Resources 

Based on Mänttäri-van der Kuip (2015), the lack of resources and funding was measured with three items con-
cerning budget constraints and insufficient resources, paired with a five-point Likert scale (5 = strongly agree, 1 = 
strongly disagree). An example item is: “Budget constraints affect my work.” For this study α = .82.

External Constraints: Job Stress

As per He et al. (2021), the stress subscale, measuring dimensions of organizational stress in the workplace, was 
used from the CJ Organizational Readiness for Change Program Staff Version (TCU CJ ORC-S) (Institute of 
Behavioral Research, 2004). The scale was paired with a four-point scale (1 = strongly disagree, 4 = strongly agree). 
An example item is “The heavy workload reduces my effectiveness.” For this study α=.83.

Burnout

We assessed burnout through the Copenhagen Burnout Inventory (CBI) (Kristensen et al., 2005). The inventory 
covers three dimensions of burnout: personal (six items), work-related (seven items), and client-related (six items). 
Each item is paired with a five-point scale (5 = always or to a very high degree, 1 = never/almost never or to a very low 
degree). An example item is “Are you exhausted in the morning at the thought of another day at work?” According to 
Kristensen et al. (2005), Cronbach’s α coefficients stand high across the scale and its subscales (.85 – .87). Here, overall 
α = .94 (personal α = .93, work-related α = .86, and client-related α = .87), indicating excellent internal consistency.  

Statistical Analysis 

The present study aimed to examine the relationships among MI, MD, and burnout, as well as the contribution of 
external and internal constraints to MD and MI. To this end, we conducted prevalence, correlations, and standard 
multiple regression analyses (SMLR), which are reported here. Across all analyses, preliminary tests were carried 
out to ensure that parametric assumptions for correlation and SMLR analyses were not being violated, with no 
major concerns detected (Pallant, 2010); therefore, we performed parametric tests that we report below.
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Results
Prevalence of MI, MD, and Burnout in FSCW

On the four items measuring MD in the context of 
work experiences, 72.3% of participants reported 
often feeling unable to do their job as well as they 
would want to (MD unable to perform), 61.8% of 
participants reported that too many rules and regula-
tions interfere with their ability to do their job (MD 
rules), 52.1% reported having to do things against 
their better judgment (MD better judgment), and 
37.0% reported having to work in a way that con-
flicted with their professional values (MD values). 
Overall, 25.4% of respondents moderately-to-
strongly agreed with all four items and, when look-
ing at total MD scores (all four items), 33.9% of par-
ticipants reported moderate-to-high levels of MD. 

In terms of the MIES, 33.3% of participants re-
ported moderate-to-high levels of MI. Specifically, 
56.4% of participants had moderate-to-high scores 
in the betrayal dimension, and 48.6% produced 
moderate-to-high scores in the transgression dimen-
sion, with witnessed transgressions at 60.5% and 
committed transgressions at 25.7%. Burnout scores 
(Creedy et al., 2017) are reported in Table 2. 

Examination of Interrelationships Between Variables 

As the constructs of MI and MD have rarely been examined together and within this population, we examined 
several relationships using Pearson product-moment correlation coefficient. MI, MD, and burnout correlations, 
including subscales, are reported in Table 3. While not all examined relationships were strong, all were positive 
and significant. 

The Impact of Internal and External Constraints on Moral Distress

To understand how internal and external constraints predicted MD, a SMLR was conducted (Uyanık & Güler, 
2013). Total MD was used as a dependent variable. The model was found to explain 35.3% of the variance (using 
adjusted R square due to the sample size as per Pallant, 2010) and constraints were significant predictors of MD 
with F(5, 103) = 12.77, p < .001. We report summary statistics in Table 4. Once burnout was added as a predic-
tor, the model explained 37.1% of the MD variance F(6, 101) = 11.50, p < .001. Here, time (β = .26, p = .013), 
burnout (β = .23, p = .050), and preparedness (β = -.19, p = .049), were all significant predictors. 

The Impact of Internal and External Constraints on Moral Injury

To understand whether and how internal and external constraints predicted MI scores, a SMLR was conducted. 
Results of the regression indicated that the model explained 30.1% of the variance (again, using adjusted R 
square) and that the model also explained a significant amount of MI variance, F(5, 90) = 9.43, p < .001. We 
report summary statistics in Table 5. Once we added burnout to the model as a predictor, the model explained 
35.0% of the variance, and served as a significant predictor of MI scores, F(6, 89) = 9.53, p < .001. Here, only 
burnout (β = .32, p = .010) and preparedness (β = -.22, p = .036) made significant contributions to the model. 

Table 2. Severe and Moderate Burnout Distributions in Percent-
ages

Burnout n %

Overall Burnout

High 29 25.4

Moderate 45 39.5

Personal Burnout 

High 55 46.2

Moderate 40 33.6

Work Burnout

High 41 34.7

Moderate 51 43.3

Client Burnout

High 11 9.6

Moderate 28 24.3
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Discussion
This study aimed to examine the prevalence and interrelationships between MS constructs of MD and MI, their 
relationships with burnout in FSCWs, as well as the role of internal and external constraints in predicting MS. 
A secondary aim was to increase the awareness of MS as affecting both workers’ wellbeing and service provision 
(Epstein & Hamric, 2009; Williams et al., 2020), and of FSCWs as a unitary population liable to experience the 
same MH issues as other helping professions (Gray-Stanley & Muramatsu, 2011), as well as to challenge burnout 
as the main paradigm of work-related distress in such sectors (Dean et al., 2019). 

Results showed concerning amounts of worker distress with over 1/3 of the sample reporting moderate-to-
high levels of MD and MI, and 64.9% of participants reporting moderate-to-high levels of overall burnout. The 
three constructs of MD, MI and burnout had significant medium-to-strong positive relationships. Interrelation-
ships between construct domains ranged from weak to strong and were all positive and significant. Stress, lack 
of preparedness and burnout were significant predictors of both MD and MI, and time constraint also served as 
a significant predictor of MD. In general, constraints and burnout explained 37.1% of the variance in MD and 
35.0% in MI, supporting this study’s hypothesis. 

 In this study, prevalence of MD stands significantly higher than the 11.0% found by Mänttäri-van der Kuip 
(2015). However, part of this difference may be accounted for by the fact that a) this study was conducted with 
somewhat different measures, b) the previous study was conducted in Finland, and system specifics are inherently 
connected to MS’s mandates and constraints, and c) COVID-19 occurred between the two studies, likely caus-
ing a significant increase in MS (BMA, 2021). The MD dimensions of inability to perform, too many rules, and 
having to work against one’s better judgment were present in over half the sample, whereas over a third reported 
sometimes having to work against professional values. 

MI prevalence was comparable with an examination of child protection workers (Haight et al., 2017), as well 
as with results in military populations (Bryan et al., 2016), implicating MI as an equally relevant issue to FSCWs. 
Here, the dimensions of betrayal and witnessed transgressions were especially frequent. On the other hand, com-
mitted transgressions were less reported (25.7%), which also remains consistent with previous results (Haight et 
al., 2017). This may be due to SCWs being more likely to be exposed to others’ transgressions (e.g., child/ elder/ 
intimate partner abuse), and/or to a resistance to recognizing one’s own transgressions. This warrants further 
exploration, as MS may come with its own dissonance-resolution strategies to reduce internal moral conflict. 
Understanding what these are and whether they act as a protective or exacerbating factor may provide key insights 
into MS’s features and treatments. 

Overall burnout appeared more prevalent than in comparable studies (Gómez-García et al., 2019), although, 
here too, the occurrence of COVID-19 and the post-pandemic context are likely to have had a significant effect. 
While over half of participants reported personal and work-related burnout, client-related burnout was reported 
by less than a third. This is an interesting result, as the defining feature of FSCW is direct contact with clients, so 
one might have expected this domain to be a more significant source of burnout. This factor may support MS as a 
crucial concern in FSCWs, where client-work and consequent exposure to others’ suffering may cause less distress 
than the practicalities and institutional constraints of the profession (Parry, 2021). Client burnout exhibited a 
weak relationship with MD but a moderate one with MI, specifically the betrayal domain, which contributes to 
the previous explanation as it may imply that workers who feel more betrayed by organizations and leaders have a 
harder time working with clients. This is also in line with findings linking higher feelings of betrayal with increases 
in mental distress and PTSD symptoms (Park et al., 2023).

The relationships between these constructs should be further examined when aiming to understand the na-
ture of work-related distress in helping professions. What appears clear is that, as previous articles have argued, 

Table 4. Model Summary for MD (total) and Constraints

Model β t p

1. Preparedness -.22 -2.24 .027

2. Psychological Safety -.02 -.16 .871

3. Time .26 2.54 .013

4. Resources -.08 -.98 .332

5. Stress .32 2.92 .004

Table 5. Model Summary for MI and Constraints

Model β t p

1. Preparedness -.26 -2.41 .018

2. Psychological Safety -.19 -1.88 .063

3. Time .02 .21 .832

4. Resources .04 .42 .673

5. Stress .26 2.18 .032
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burnout alone is not sufficient to explain mental health challenges in these populations (Dean et al., 2019; Parry, 
2021). On the other hand, treating MI and MD as fully distinct constructs and relating them to specific profes-
sions seems to offer restricted information regarding the conceptualization and experience of MS. In fact, the 
strong positive correlation between MI and MD is an important finding, which, combined with both constructs 
being significantly predicted by external and internal constraints, supports the view of MS as a unitary model of 
work-related distress (Mänttäri-van der Kuip, 2020; Sugrue, 2019). 

The main predictors of MS we found to be external constraint stress (i.e., heavy workload, pressure, and 
frustration), internal constraint preparedness (i.e., feeling that one did not receive enough information and train-
ing), burnout, and time constraints. While 66.0% of the sample reported medium-to-high levels of insufficient 
resources (M(SD) = 13.08(2.43)), contrary to previous findings (Mänttäri-van der Kuip, 2015) and this study’s 
hypothesis, this was not a significant predictor of either MD or MI. So, while lack of resources remained an 
important concern for most of the sample, it did not seem to make a significant contribution to MS. This un-
expected outcome could possibly be due to the use of general questions, rather than ones discussing resources in 
the context of FSCW; for example, whether workers feel that the lack of resources affects their ability to provide 
high standards of support to clients. 

In general, these results support the theory of MS as a multidimensional construct of worker distress 
(Mänttäri-van der Kuip, 2020), with constraints and burnout making a significant contribution. Moreover, this 
study identified FSCWs as a discrete population, facing unique moral challenges, and reporting comparable 
levels of MS to those seen in health or military professionals. However, from a theoretical viewpoint, the lack 
of consensus on how MS is defined, and it being viewed as job-specific, limits research rigor and the ability 
to generalize results from other sectors. A great deal more research is necessary to understand this construct, 
including further dimensions of MS, comorbidities, constraints and/or mandates, and interactions among these, 
as well as protective factors and treatment (Sugrue, 2019). Along the same lines, a more in-depth examination 
of constraints is needed, including the “external” and “internal” characterization, as, for example, preparedness 
and psychological safety, currently defined as internal constraints (He et al., 2021), are still somewhat anchored 
to external causes; e.g., an organization’s responsibility to adequately train and prepare staff, or to create a safe 
climate for employees to seek help and guidance. In terms of protective factors and interventions, the recent 
theorization of the concept of moral resilience (MR) as “the capacity of an individual to preserve or restore 
integrity in response to moral adversity”, was found to be a valuable protective factor for MS and led to the 
development of interventions focusing on building MR (Rushton, 2023; Spilg et al., 2022). Further research into 
MR, MR-based interventions, and its applications, including in SC, may lead to important results.

Strengths and Limitations
Quantitative examinations of MS and examinations of FSCWs are sparse, and virtually nonexistent in the UK, 
which, combined with the paper’s results, make this a novel contribution to the study of work- and caring-related 
mental health concerns. 

Limitations of this study included the sample size, sampling method, insider research, and the lack of a vali-
dated measure of MD, which warrant caution in interpreting results. While a larger sample would have allowed 
for a closer approximation of the population, this sample was amply within a priori G*Power analysis and no 
major concerns arose in analysis assumptions. While convenience sampling presents generalizability issues and 
this should be considered when examining results (Jager et al., 2017), practical constraints, the wide scope of re-
cruitment, the specificity of inclusion criteria, and SC being a sparsely examined population justify the sampling 
method and speak to the value of the results. Along the same lines, sample size and risks of power biases prevented 
sample homogenization by gender. However, the analysis did not yield any major outliers and, while gender dif-
ferences have been found in moral domains, the evidence of significant gender differences in MS, particularly in 
the SC context, still remains lacking (Maguen et al., 2020; O’Connell, 2014). The issue of insider research was 
mitigated by employing an anonymous online survey, reducing researcher/participant interaction and biases, and 
avoiding the collection of any identifiable data (Evans & Mathur, 2005). Finally, while there are no validated MD 
tools appropriate for FSCWs and no unitary MS tools, the measures for MD used here were based on previous 
research and had good internal reliability. The MIES had previously been used with SCWs and possessed excellent 
internal reliability (Haight et al., 2017; He et al., 2021; Mänttäri-van der Kuip, 2020). 
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Conclusions, Implications and Future Directions
Given the relationship between MS, burnout (Thibodeau et al., 2023), and mental health disorders (Wil-
liamson et al., 2018), as well as the very high rate of work-related mental health concerns in the SC sector 
(Ondrejková & Halamová, 2022), further research is required to fully understand the weight of the moral 
dimension on mental health. Considering the preceding, however, the concept of self-care (the collection of 
practices to promote one’s biopsychosocial wellbeing), which has seen a steep rise in popularity since the start 
of COVID-19 (Miller & Reddin Cassar, 2021), may seem acutely insufficient to fully address the roots and 
ramifications of work-related distress in helping professions (Dean et al., 2019). While self-care has proven to 
be a beneficial practice, maintaining healthy sleep, dietary, exercise, and socialization habits, while also culti-
vating mindfulness and professional growth (Posluns & Gall, 2020), is not only made exceedingly difficult by 
the same stress, overwork and time constraints that contribute to MS, but also burdens the individual, rather 
than institutions, with the responsibility of caring for themselves in the face of problems that may be more 
systemic than personal. 

Future research should also focus on what individual characteristics increase the probability of MS. For 
example, examining the impact of socio-demographic factors, including gender and background, and work-
related factors, including title and tenure, across different populations at risk of MS, would contribute to a 
unitary characterization of the construct. Moreover, there may be a relationship between MS and public ser-
vice motivation (PSM); i.e., the attribute of many helping professionals that explains the inclination to serve 
the public and seek intrinsic (e.g., work-satisfaction) rather than extrinsic (e.g., monetary) rewards (Ritz et 
al., 2016). As individuals with the PSM attribute are likely to choose service/helping professions (Belrhiti et 
al., 2019), they may also be more likely to struggle with the moral dissonance derived from being unable to 
provide high standards of care. 

From a methodological standpoint, future research should focus on a validated and reliable measure of MD, 
adaptable to assess different populations, and a complete measure of MS, integrating the construct’s dimen-
sions (Mänttäri-van der Kuip, 2020). Along the same lines, coupled with or independently of these measures, 
a need exists for a unitary tool assessing the presence of internal and external constraints, including, but not 
limited to, those examined here. Qualitative research on populations at risk of MS could provide insight into 
field-specific mandates and constraints, which would allow for more reliable results and for researchers not 
having to dissect scales and subscales to identify MS predictors and problem areas in the workplace. Moreo-
ver, mixed methods and longitudinal studies would help provide insights into the realities of MS across fields 
and the factors that may be influencing it over time (Parry, 2021). This is especially important in the wake of 
COVID-19 and in the post-pandemic context, when the increased pressures on FSCWs, decreased resources, 
and overwhelmed institutions may foster the surge of each MS domain discussed here, including feeling be-
trayed by leaders and organizations, witnessing (and committing) infractions of care standards, feeling unpre-
pared in the face of unprecedented challenges, and unable to work, or obligated to work in a way that conflicts 
with one’s better judgment and values. The conceptualization of MS and this study’s results suggest the need 
for a systemic shift in the way governing bodies, organizations, and individual teams view and support helping 
professionals. Burnout and MS were shown to be significantly prevalent and linked to a wide range of mental 
health issues that are costly to individuals, organizations, and society (Hanna, 2004; Parsonage & Saini, 2017; 
Pehlivan & Güner, 2018). Appropriately funding and remunerating the SC sector could help reduce turnover, 
workload, and the pressure on individual workers, and could significantly improve access and service provi-
sion, thereby also reducing the occurrence of PMIEs (Idriss et al., 2021). 

In general, reducing the high expectations and culture of self-sacrifice placed on helping professionals and 
focusing on fixing systemic problems (i.e., constraints) could address much of the roots of work-related dis-
tress. Acknowledging the PMIEs inherent to specific fields and providing appropriate resources and organiza-
tion-wide forums for workers to address these collectively (Thomas et al., 2022), may also help FSCWs feel 
empowered, come to terms with moral challenges, and foster collaborative environments which may help 
build moral resilience (Webber et al., 2021). Taking measures to reduce constraints on a systemic level by in-
creasing funding and changing policies, while also providing spaces to address moral challenges and fostering 
moral resilience in workers through forums and training, could go a long way toward addressing MS.
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Daily Variation in Sleep Duration, Affect,  
and Emotions in Croatian Youth:  
An Ambulatory Assessment 
Lucija Šutić   1   , Miranda Novak   1 

Introduction: Sleep habits are related to mood stability and mental health, 
and adolescence may be an appropriate time to address disturbed sleep pat-
terns because it is a critical period for the onset of psychological problems. 
Aims: This study had two aims, namely: to explore associations between 
objectively measured sleep duration and positive and negative affect, as 
well as specific positive and negative emotions at the within-person and 
between-person levels in Croatian adolescents.
Methods: In the present eight-day study, 102 Croatian adolescents with an 
average age of 15 years reported how they felt once a day, while sleep dura-
tion was objectively measured by collecting data from an accelerometer on 
participants’ smartphones. 
Results: Multilevel analyses showed that adolescents express more positive 
affect (Est. = 0.10, p < .050) and feel less distracted (Est. = -0.12, p < .050) 
and happier (Est. = 0.11, p < .050) on days when they sleep longer, with a 
multiverse analysis suggesting that these results are moderately robust. In 
addition, they express higher levels of negative affect, stress and distraction 
on school days, and boys seem to experience more positive and fewer nega-
tive emotions.
Conclusions: A better understanding of daily variations in sleep duration, 
sleep quality, and affect would promote the development of individual-
ized, particularly smartphone-based, sleep interventions. Such interven-
tions could be a valuable tool for preventing mental health problems in 
adolescence.

Keywords: adolescence, mental health, sleep duration, ambulatory assess-
ment, passive sensing data
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Introduction
Scientists are exploring many ways to improve adolescent well-being (UNICEF, 2021; Solmi et al, 2020). One 
interesting pattern in adolescent development is related to their sleep and its quality (Gradisar et al., 2011). 
Adolescence may be a particularly appropriate time to address disturbed sleep patterns, as it is a critical period 
for the onset of psychological problems, but also an important period for the formation of healthy habits (Scott 
et al, 2021; Short et al, 2020). Numerous studies have clearly demonstrated that, on average, adolescents do not 
sleep optimally and that their sleep patterns do not ensure adequate levels of slow wave and rapid eye movement 
sleep (REM) (e.g., Gradisar et al., 2011; Talbot et al., 2010; Scott et al., 2021; Short et al., 2020). Studies refer 
to this phenomenon as the epidemic of sleep deprivation (Millman, 2005) or the great sleep recession (Keyes et 
al. 2015). 
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Cross-sectional (Johansson et al., 2016), longitudinal (Keyes et al., 2015) and actigraphy studies all show that 
adolescents get less than seven hours of sleep on average (Bei et al., 2014) and Bartel et al. (2015) conclude that 
more than 20% of adolescents report sleep disturbances. Without any restriction, adolescents would sleep an 
average of nine hours, but Bartel et al.’s (2015) meta-analysis found that only 14% to 27% obtain that amount of 
sleep during school nights. Fuligni and Hardway (2006) have also used the diary method to examine daily vari-
ations in 14- and 15-year-old adolescents. Although the average sleep duration of their sample was eight hours, 
they found large fluctuations, not only between school nights and weekends, but also within school days. The 
reasons are primarily physiological: the circadian sleep-wake system in adolescence and the homeostatic system 
responsible for sleep pressure are delayed (Carskadon, 2010; Illingworth, 2020). Adolescents are characterized by 
an evening chronotype and given a choice, would prefer late sleep and late wake (Illingworth, 2020). Contextual 
variables play an additional role in, as Carskadon (2010) calls it, a “perfect storm”: parental control decreases, 
many leisure and academic activities occur in the evening, school typically begins early in the morning, and social 
media, an important means of connecting with others, cause adolescents to additionally postpone bedtime.

The Role of Sleep in Stable Mood and Mental Health of Youth

Adolescence is a sensitive period of development: a recent meta-analysis of 192 epidemiological studies by Solmi 
et al. (2022) has shown that 60% to 73% of mental health problems occur by the age of 24, while 40% of these 
are mood disorders. According to recent reports, the prevalence of mental disorders in youth aged 10 to 19 years 
is about 16%, with anxiety and depression being the most common, accounting for more than 55% of all mental 
health disorders in this age group (UNICEF, 2021). Sleep habits and mental health are closely linked. Sarchi-
apone et al. (2014) concluded in their large cross-sectional study of nearly 12,000 participants from 11 European 
countries that sleep deprivation is associated with emotional and behavioral problems, problematic peer relation-
ships, greater anxiety, and suicidal ideation. Talbot et al. (2010) reported that inconsistent sleep habits were even 
related to objective indicators such as increased amygdala reactivity and decreased prefrontal cortex activity. 

Loss of REM sleep, found in youth who tend to sleep less, was also related to repeated negative thinking pat-
terns, more catastrophizing, impulsivity, hostile interpretation of social encounters, and a less favorable interpre-
tation of positive activities (Gujar et al., 2011; Scott et al., 2021; Simon et al., 2020). In addition, several meta-
analyses have found significant evidence that sleep deprivation is related to depression (Lovato & Gradisar, 2014) 
and anxiety in adolescents (Short et al., 2020; Baglioni et al., 2016). Not only did individuals with a history of 
sleep problems exhibit an increased risk of developing mood or psychotic disorders, but adolescents with depres-
sive symptoms were more likely to be awake in bed at night, wake up more frequently, and report subjectively 
poorer sleep quality (Lovato & Gradisar, 2014; Scott et al., 2021).

Possibilities for an Objective Measurement of Daily Variations in Adolescent Sleep Behavior 

Because both mental health problems and sleep behaviors are characterized by individual daily variations and 
different meanings regarding these daily changes to each person, youth research is increasingly interested in the 
temporal dynamics and interplay, which can be assessed using daily reports, passive data collection, and experi-
ence sampling methods (Keijsers & van Roekel, 2018; Nelson & Allen, 2018). Dejonckheere et al. (2019) as well 
as Niemeijer et al. (2022) conclude that researchers in the field are interested not only in how a person feels or 
behaves on average, but also in how often people’s emotions and behaviors vary and how stable they are. 

On a daily level, authors typically operationalize mental health as positive and negative affect (Houben et al., 
2015). A group of Belgian-Dutch authors has formed an Experience Sampling Item Repository (https://esmitem-
repositoryinfo.com/) and have conducted dozens of studies where they measured positive and negative affect 
with various adjectives (Dietvorst et al., 2021; Kirtley et al., 2019, Myin-Germeys et al., 2018). Since emotions 
fluctuate as changes in our environment occur, Dejonckheere et al. (2019) argue that it is important to capture 
their dynamics to make conclusions about individual differences in mental health or psychopathology. Houben et 
al. (2015) have shown that lower well-being is related with more variable and unstable emotions, especially when 
examining negative affect. 

Because sleep is a complex phenomenon, researchers have combined different assessment methods to gain a 
comprehensive understanding of it, progressing from cross-sectional and longitudinal studies that relied on ques-
tionnaires or sleep diaries (Repetti et al., 2015; Sadeh, 2015) to higher accuracy with more sensitive measurement 
methods such as electrophysiological sleep methods (e.g., EEG and EMG) and polysomnography, performed under 
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laboratory and clinical conditions (Baglioni et al., 2016). Practical and methodological challenges led to the up-
take of actigraphy and passive sensing that captures telephone data (Aledavood et al., 2019). Because phones have 
embedded sensors, using mobile phones to collect data also provides non-invasive behavior tracking without inter-
rupting daily habits. Objective measurements are particularly important because previous studies have shown that 
participants’ objective data and subjective reports sometimes do not match. Objectively measured sleep duration 
and time in bed showed a high correlation with subjective impressions (i.e., participants had accurate perceptions), 
but sleep quality and restfulness differed (Difrancesco et al., 2021). Nelson and Allen (2018) describe that smart-
phone-collected sleep data combined with experience sampling questionnaires can address previously stated meth-
odological issues by combining subjective impressions and objective information.  Furthermore, a combination of 
momentary assessments could also enable a deeper understanding of not only group but also individual differences.

Studies using daily reports suggest that better sleep quality predicts a higher positive affect and lower negative 
affect, but when it comes to sleep duration, which has often been found problematic in adolescents, shorter sleep 
duration, when measured objectively, was shown to predict inattention, and is not related to positive or negative 
affect. Moreover, results suggest the bidirectionality of these relationships; however, these still remain inconsistent 
(Bouwmans et al., 2017; Difrancesco et al., 2021; Hennig et al., 2017; van Zundert et al., 2015). Niemeijer et al. 
(2022) conducted a multiverse study in which they tested whether various mobile sensors (accelerometer, charg-
ing, light, physical activity, screen activity, and Wi-Fi) could predict subjective sleep quality, daily negative affect, 
and person-level depression. They concluded that it is possible to explain differences in subjective sleep quality, 
but the study had some limitations. For example, the sample was relatively small (N = 50) and consisted mainly 
of university students. In addition, the accelerometer only collected x-axis data, not y- and z-axis data. While the 
x-axis and the y-axis are parallel to the screen of the device, the z-axis is perpendicular to it. The difference between 
the x-axis and the y-axis is that the first axis aligns with the top and bottom edges, while the second axis aligns 
with the left and right edges. The combination of all three axes allows for the acquisition of more sensitive data.

The Current Study

Adolescents were of interest in only two of the aforementioned studies, and the authors of this paper are not aware 
of any ambulatory studies examining associations between affect and objectively measured sleep duration in Croatia 
or in the wider region. Furthermore, all these studies examined positive and negative affects, but not specific 
emotions. In this study, we mainly focused on exploring associations of objectively measured sleep duration and 
both positive and negative affects at the within-person and the between-person level in Croatian youth. Based on 
cross-sectional and prospective longitudinal studies, we hypothesized lower sleep duration to predict lower posi-
tive affect and higher negative affect on both within-person and between-person levels. To gain new insights into 
adolescent everyday sleep and affect, especially for Croatian conditions, we will use objectively measured sleep 
duration as a predictor. Our second aim is exploratory; i.e., we hope to obtain that lower sleep duration predicts 
lower levels of specific positive emotions and higher levels of specific negative emotions. 

Methods
Participants

We conducted this study within a larger research project Testing the 5C framework of positive youth development: 
traditional and digital mobile assessment (P.R.O.T.E.C.T.), funded by the Croatian Science Foundation. A total of 
102 first-year Croatian high school students participated in this study, with a mean age of 15.13 years (SD = 0.42; 
age ranging from 14 to 17 years). 64% of the participants were female, 32% were male, and 4% of the youth 
preferred not to indicate their gender. While half of the participants attended grammar school (i.e., an educational 
program that prepares for college), the other half attended a three-, four-, or five-year vocational school. All par-
ticipants lived in Croatia, evenly distributed in terms of their place of residence: 35% of them lived in a large city, 
35% in a small town, and 31% in a village.

Procedure

Approval for this study was obtained from the Ministry of Science and Education, the National Agency for Edu-
cation, and the institutional ethics committee. We also procured active parental consent. Participants in the larger 
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longitudinal panel study were asked if they would also like to participate in a mobile study that will last eight days. 
If they expressed their interest by answering yes and leaving their e-mail address, they received an initial e-mail 
with information about the study design, the mobile app used, data to be collected, detailed instructions on how 
to install the EARS mobile app, and the code required to enroll in the mobile study. 

The study was conducted utilizing the Effortless Assessment Research System mobile app (EARS) for Android and 
iOS developed by Ksana Health (Lind et al., 2018). This app uses the participants’ personal smartphone for eco-
logical momentary assessment, but also for passive data collection. More specifically, the app EARS collects data 
generated by the common use of the phone, such as accelerometer, geolocation, or screen time (Lind et al., 2018).

Each participant has been assigned a unique ID for this study, and only the first author had the information on 
which ID is associated with which specific email address. E-mail addresses were kept in a secured file and deleted 
from the final database. After the study was completed, all participants received a gift voucher worth €13.

Sampling Scheme and Compliance

The sampling scheme included eight days with one measurement per day. Data collection took place during the 
school semester but has included both school days and weekends. Participants received a signal at 10 am and 
were asked to report how they felt at the moment; i.e., their morning mood was measured. We decided to send 
the signal at 10 o’clock because at this time all schools have a longer lunch break between classes so the students 
could use their phones and were able to answer the questions. The questionnaire contained eight questions and 
was available to participants for the next five hours. Once a day, the data collected by the mobile sensors were 
encrypted and uploaded to the secured cloud.

Although 496 students expressed interest in participating in this study, only 142 (29%) of them installed the 
app EARS on their smartphones. Thus, 1,136 questionnaires were planned; however, participants only completed 
590 (52%) of them. Since an intensive longitudinal study should include at least five measurements, only the 
participants who completed at least five questionnaires were included in the final database. Finally, there were 102 
participants; i.e., 78% of the 142 students who installed the app completed the study.

Measures

Affect

Participants’ current affect was measured using an ad-hoc questionnaire including eight items that asked them 
how confident, tired, stressed, distracted, optimistic, worried, ashamed, and happy they felt at the moment. 
These items come from the Experience Sampling Item Repository; i.e. they have been used in previous studies 
by at least one of five different research groups in six different countries. Participants rated their emotions on a 
scale from 1 (not at all) to 5 (extremely). If the data are nested, it is recommended to analyze both within-subject 
and between-subject reliability, as estimates at one level do not reflect the true reliability of the scale unless the 
reliability is identical at both levels (Geldhof et al., 2014). The within-subject and between-subject reliability is 
estimated in a multilevel confirmatory factor analysis by using the TYPE = TWOLEVEL analysis in Mplus and 
adding model constraints (Geldhof et al., 2014). The positive affect was formed as a composite consisting of three 
items (confident, optimistic, and happy), showing a moderate reliability for the study sample at the within-person 
level (ωwithin = .78) and a high reliability at the between-person level (ωbetween = .88). The negative affect, on the 
other hand, was formed as a composite consisting of five items (tired, stressed, distracted, worried, and ashamed), 
but also showed a moderate reliability for the study sample at the within-person level (ωwithin = .66) and a high 
reliability at the between-person level (ωbetween = .93).

Sleep Duration

Sleep duration was measured objectively, using data collected by the accelerometer on participants’ smartphones. 
Using a three-axis accelerometer, the app EARS provides data on bedtime, wake time, and sleep duration. This 
should provide more accurate information than a single-axis accelerometer used in previous studies; e.g., Niemei-
jer et al. (2022). Although subjective sleep duration was not estimated and it was not possible to verify the accu-
racy of the data collected, previous authors, such as Difrancesco et al. (2021) state that objectively measured sleep 
duration and time in bed showed a high correlation with subjective impressions. Sleep duration was reported in 
minutes.
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Statistical Methods

Although a three-axis accelerometer should provide accurate data on sleep duration, sleep duration in the present 
study ranged from 0 to 22 hours which has led us to question the most extreme result (see Figure 1). Therefore, 
the plausibility of the obtained results was tested statistically, rather than excluding some results as outliers with-
out any criteria. 

To check the robustness of the statistical results, we performed a multiverse analysis (Steegen et al., 2016), to 
examine models with different sleep duration. More specifically, five additional datasets were prepared in such a 
way that the minimum sleep duration was increased, and the maximum sleep duration was decreased by one hour 
in each subsequent model (see Figure 1). Altogether, six models were tested:

•	 Model A - sleep duration ranging from 0 to 22 hours (data from 451 measurement points),
•	 Model B - sleep duration ranging from 1 to 21 hours (data from 416 measurement points),
•	 Model C - sleep duration ranging from 2 to 20 hours (data from 397 measurement points),
•	 Model D - sleep duration in the range from 3 to 19 hours (data from 373 measurement points),
•	 Model E - sleep duration in the range of 4 to 18 hours (data from 349 measurement points),
•	 Model F - sleep duration in the range of 5 to 17 hours (data from 328 measurement points).

Intraclass correlations (ICCs) greater than .05 (González-Romá & Hernández, 2017) suggest that the relation-
ship between sleep duration and emotions should be modelled at two levels; i.e., within-person and between-per-
son. Therefore, multilevel regression models with sleep duration as predictor and positive affect, negative affect, 
and each of the eight emotions as criterion were estimated with TYPE=TWOLEVEL and ESTIMATOR=MLR 
in Mplus (version 8.8, Muthén & Muthén, 2017). Since Rhemtulla et al. (2012) suggested using the maximum 
likelihood method with five or more categories, and both the DWLS and MLR estimators seem to generate struc-
tural paths equally well (Li, 2021), we decided to treat emotions as a continuous scale and use the MLR estimator. 
In addition, multilevel regression models were estimated with the day of the week (school day vs. weekend) as a 
within-person predictor and gender, age, school type and place of residence as between-person predictors.
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Figure 1. Histogram of the sleep duration distribution from less than 1 hour to more than 20 hours

Notes: The horizontal axis represents sleep duration in hours; e.g. 0–1 hour, 1–2 hour, 2–3 hour, etc. The vertical axis repre-
sents the number of measurements in which certain hours of sleep occurred.
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Results
Descriptive Statistics

As shown in Table 1, students slept an average of seven and half hours per day, with sleep durations ranging 
from less than an hour to as many as 22.5 hours. On average, adolescents reported the highest levels of happi-
ness and the lowest levels of shame, with fatigue showing the greatest variability across days and participants. We 
tested whether the averages of personal mean scores regarding all variables differed on weekdays and weekends by 
performing t-tests for independent samples. In the participants’ responses, no statistically significant differences 
manifested between school days and weekends for sleep duration (t = - 0.92, df = 244, p = .361) and for positive 
affect (t = - 0.96, df = 588, p = .337); however, negative affect was higher on school days (t = 3.02, df = 588, p = 
.003, d = .28; Mweekdays = 2.38, SDweekdays = 0.93; Mweekends = 2.13, SDweekends = 0.89). 

Associations of Affect, Emotions, and Sleep Duration 

The results of the multilevel regression (Table 2) show that objectively measured sleep duration did not corre-
late significantly with negative affect, fatigue, stress, worry, shame, or optimism, either at the within-person or 
between-person level. However, it was indicated that sleep duration serves as a significant positive predictor of 
positive affect, confidence, and happiness and a significant negative predictor of distraction at the within-person 
level. Thus, on days when the adolescents slept longer, they experienced a higher level of confidence, happiness, 
and positive affect as well as a lower level of distraction. In addition, longer sleep duration predicted less fatigue 
at the within-person level in the model in which sleep duration ranged from five to 17 hours.

Appendix A presents a summary listing the main outcomes of the multiverse analysis, while Appendix B il-
lustrates how the p value varied from model A to model F, or in other words, how robust these results were. The 
robustness of the results was demonstrated in three of six models with different ranges of sleep duration for posi-
tive affect, happiness, and distraction. A significant effect for confidence was shown only in the base model, from 
which none of the outliers were removed.

To explain our results and see whether any demographic variables contribute to explaining the variance in af-
fect and specific emotions, we decided to include a within-person variable; i.e., day of the week (school day vs. 
weekend), and between-person variables – gender, age, school type and place of residence – in our model (Table 

Table 1. Descriptive Statistics for Sleep Duration, Positive and Negative Affect, and Specific Emotions

Variable
No. of  

occasions
Min Max M1 Mdn2 25th  

percentile
50th  

percentile
75th  

percentile
SD ICC3

Sleep duration (in minutes) 580 0 1350 458.84 - - - - 296.66 -

Positive affect 590 1 5 3.46 - - - - 0.98 .54

Negative affect 590 1 5 2.31 - - - - 0.92 .63

Confidence 587 1 5 3.44 3.00 3.00 3.00 4.00 1.16 .57

Optimism 589 1 5 3.34 3.00 3.00 3.00 4.00 1.16 .50

Happiness 589 1 5 3.59 4.00 3.00 4.00 4.00 1.13 .47

Fatigue 589 1 5 2.92 3.00 2.00 3.00 4.00 1.39 .57

Stress 590 1 5 2.41 2.00 1.00 2.00 3.00 1.33 .47

Distraction 588 1 5 2.4 2.00 1.00 2.00 3.00 1.26 .45

Worry 587 1 5 2.34 2.00 1.00 2.00 3.00 1.26 .42

Shame 586 1 5 1.5 1.00 1.00 1.00 2.00 0.86 .39

1 Average of personal mean scores.
2 Median of personal mean scores.
3 Intraclass correlation.
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3). Sleep duration remained a signifi-
cant positive predictor of positive af-
fect and happiness even after adding 
the new control variables, which indi-
cates the robustness of these associa-
tions. Specific days of the week proved 
to be significant negative predictors 
of negative affect, stress, and distrac-
tion. In other words, adolescents ex-
perienced more stress, distraction, and 
negative affect than they do on typical 
school days.

At the between-person level, gen-
der proved to be a predictor of confi-
dence, stress, distraction, and shame. 
The results suggest that, on average, 
boys experience higher levels of con-
fidence, and lower levels of stress, 
distraction, and shame. In addition, 
students from vocational schools re-
ported higher levels of confidence, 
while adolescents from large cities re-
ported higher levels of happiness and 
lower levels of fatigue and distraction. 

Table 2. Results of the Multilevel Regression Analysis for Affect, Emotions, and 
Sleep Duration

Within-person Between-person

Est. S.E. Est. S.E.

Positive affect .12* .05 -.09 .21

Negative affect -.08 .05 .08 .24

Confidence .10* .05 -.10 .19

Optimism .08 .04 -.01 .22

Happiness   .12* .05 -.11 .24

Fatigue -.09 .05 .31 .22

Stress -.03 .05 .02 .24

Distraction   -.14** .05 .27 .24

Worry -.04 .05 -.06 .28

Shame .08 .05 -.44 .27

Est. = standardized effects using STDYX standardization in Mplus; S.E. = standard 
errors of the parameter estimates using STDYX standardization in Mplus; signifi-
cance based on two-sided p values of the unstandardized effects: * = p < .050, ** 
= p < .010

Table 3. Summary of the Main Outcomes for the Multiverse Analysis of the Within-Person and Between-Person Correlations of 
Affect and Emotions with Day of the Week, Sleep Duration, Gender, Age, School Type, and Place of Residence

Weekday Sleep duration Gender Age School type Place of residence

Within-
person

Within-
person

Between-
person

Between-
person

Between-
person

Between-
person

Between-person

Est. (S.E.) Est. (S.E.) Est. (S.E.) Est. (S.E.) Est. (S.E.) Est. (S.E.) Est. (S.E.)

Positive affect
.09
(.05)

.11
(.05)*

-.47
(.40)

-.25
(.21)

-.22
(.16)

.37
(.23)

.24
(.16)

Negative affect
-.19

   (.05)**
-.08
(.06)

.39
(.46)

.32
(.22)

.16
(.20)

-.17
(.26)

-.29
(.18)

Confidence
.05
(.06)

.08
(.07)

-.25
(.27)

.37
(.13)**

-.23
(.11)*

.33
(.16)*

.12
(.12)

Optimism
.07
(.05)

.06
(.06)

-.10
(.33)

-.33
(.18)

-.18
(.15)

.12
(.19)

.05
(.14)

Happiness
.07
(.05)

.13
(.06)*

-.32
(.29)

-.25
(.15)

.02
(.11)

.22
(.18)

.25
(.12)*

Fatigue
-.02
(.06)

-.07
(.04)

.24
(.32)

.29
(.17)

.09
(.15)

.12
(.19)

-.26
(.13)*

Stress
-.19

   (.06)**
-.04
(.05)

.18
(.32)

.36
(.17)*

.03
(.13)

-.13
(.20)

-.23
(.15)

Distraction
-.19
(.05)*

-.12
( .05)

.39
(.32)

.39
(.15)**

.15
(.22)

-.01
(.18)

-.34
(.14)*

Worry
-.11
(.05)

-.05
(.06)

.19
(.36)

.35
(.17)

.16
(.18)

-.33
(.18)

-.07
(.17)

Shame
-.04
(.06)

.06
(.06)

-.23
(.32)

.49
(.18)**

-.07
(.13)

.07
(.21)

.08
(.15)

Est. = standardized effects using STDYX standardization in Mplus; S.E. = standard errors of the parameter estimates using STDYX 
standardization in Mplus; significance based on two-sided p values of the unstandardized effects: * = p < .050, ** = p < .010
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Discussion
Participants in the present study slept an average of seven and a half hours per day and showed wide variability in 
sleep duration, ranging from less than one hour to 22.5 hours, which is comparable with findings from Fuligni 
and Hardway (2006). Although the adolescents in the present study received optimal hours of sleep per night, 
as suggested by Paruthi et al. (2016), the variability in sleep duration suggests that sleep disturbances or at least 
inconsistent sleep patterns may be present.

We felt that distinguishing affect from specific emotions would provide a deeper understanding of the impor-
tance of sleep for mental health in adolescence, but we were not aware of any other studies that examined specific 
emotions. In the present study, sleep duration did not predict students’ negative affect, but was a significant pre-
dictor of positive affect at the individual level. Studies subjectively measuring adolescents’ sleep duration showed 
that shorter sleep duration predicted poorer mood in the morning and more anxiety symptoms the next day 
(Cousins et al., 2011; Fuligni & Hardway, 2006; Wrzus et al., 2014). Some authors (e.g., Cousins et al., 2011; 
Fuligni & Hardway, 2006) even found that the relationship between sleep duration and mood was bidirectional. 
On the other hand, Niemeijer et al. (2022) found that mobile sensor sensing data on sleep quality predicted 
subjective sleep quality far better than negative affect. It is possible that subjective sleep quality, and not the sleep 
duration, determines negative affect. Poor sleep and fatigue can reduce the cognitive abilities of adolescents and 
lead to a downward spiral in which poor sleep predicts negative affect and negative affect predicts the quality of 
sleep the next night (van Zundert et al., 2015). In addition, differences between our study and the previous stud-
ies may exist because previous studies examined early- and middle-aged adolescents, whereas the present study 
examined late-aged adolescents. While changes in academic, social, and biological systems lead to changes in 
sleep-wake rhythms in early adolescence (Carskadon & Acebo, 2002), late adolescents may develop socioemo-
tional skills that could help them better withstand these changes. In other words, their coping skills may be less 
affected by poor sleep quality.

When it comes to emotions such as fatigue, stress, worry, shame, and optimism, it has to be noted that other 
daily studies mostly examined positive and negative affect, and not specific emotions. In the present study, par-
ticipants have expressed more positive emotions, especially happiness, and fewer negative emotions, with fatigue 
being the most common. Since these are a person’s average affect levels, this could indicate a healthy emotional 
functioning; i.e., we have included a general, healthy sample, experiencing more positive and fewer negative 
emotions. Authors of previous studies usually aggregated self-reported estimations of specific positive and nega-
tive emotions and it seems possible that statistically significant correlations occurred because of only some of the 
emotions combined in a measure of affect. The present results also support this: daily sleep duration seems to be 
related to daily happiness and distraction. A study from Henning et al. (2017) measuring adolescents’ sleep dura-
tion subjectively showed that shorter sleep duration predicted more self-reported inattention. When compared to 
our study, we have found a similar pattern for distraction (which could relate to inattention) on a within-person 
level, meaning that when a person sleeps less than their own average, they feel more distracted. 

In addition, in the present study, sleep duration only predicted positive affect, distraction, and happiness at 
the individual level. Although estimates on group level were high, no significant differences were found since 
standard errors that inform us on variability were high. This is not consistent with the work by Short et al. (2020), 
who conducted a meta-analysis including 73 studies and attempted to find causal contributions to positive and 
negative mood and emotion regulation. Their results, which included otherwise healthy youth, showed that less 
sleep was associated with a 55% higher likelihood of mood deficits: elevated anger, anxiety, and depressed mood, 
as well as fewer positive emotions. Our results underline the need for including individual approaches, especially 
when planning interventions. If individuals are educated to nurture their sleep regime, that could lead to more 
positive emotions on a daily level. The ability to nurture positive experiences even after shorter sleep nights might 
be crucial and our results could align with that (Gujar et al., 2011; Simon et al., 2020).

 The effects of sleep duration on positive affect were found to be robust in three of the six models tested; i.e., 
they were not significant when the range of sleep duration was reduced to a minimum of three and a maximum 
of 19 hours of sleep. The same results were obtained for happiness and distraction. On the one hand, models with 
a narrower span of sleep duration may contain less measurement error, and robust effects should occur even in 
smaller samples. On the other hand, daily affect exhibits large variability, and the sample size, both of participants 
and of measurement points, may be important for error reduction. While Model A, in which sleep duration 
ranged from 0 to 22 hours, had 451 measurement points, Model D, in which sleep duration ranged from 3 to 
19 hours and effects became insignificant, had 373 measurement points. These results suggest, therefore, some 
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interesting trends regarding the relationship between objective sleep duration and positive affect, happiness, and 
distraction, but should be replicated in a study encompassing more participants, more measurement points (both 
days and beeps on one day), and a combination of objective and subjective sleep duration information to verify 
the accuracy of the passive sensing data.

Additionally, in the present study, we tested whether within-person variables such as day of the week (school 
day vs. weekend), and between-person variables such as gender, age, school type, and place of residence, altered 
the percentage of variance in affect and specific emotions explained by sleep duration. Sleep duration remained a 
significant positive predictor of positive affect and happiness even after adding the control variables. In addition 
to sleep duration, the day of the week, gender, type of school and place of residence also play an important role in 
the adolescents’ affect. The results suggest that school stress, for example school commitments, is associated with 
higher levels of negative affect, which is consistent with previous studies (see Scrimin et al., 2014). Additionally, 
Tsai (2019) reports cross-national evidence from 46 studies that workdays elicit more negative mood reports. Our 
study has shown that on average, boys experience higher levels of confidence and lower levels of stress, distraction, 
and shame. These findings are also consistent with gender differences in subjective well-being and mental health 
(Yoon et al., 2023). Students from vocational schools reported higher levels of confidence, which can be explained 
by less demanding schoolwork and more practical experience.

Strengths and Limitations
The greatest strength of the present study is the use of passive sensing data from participants’ smartphones to 
measure their sleep duration. Most studies examining the relationship between sleep and mood, or mental health, 
have collected subjective reports of sleep duration. When participants are interviewed in daily diaries, they may 
provide accurate information, but passive data are likely to be more accurate. It should be noted, however, that 
these data are collected by sensors on the smartphone and are dependent on phone usage. That is, for example, 
if a person does not use the smartphone before going to bed, it is possible that this passive data is not entirely 
accurate. Additionally, due to technical problems in the collection of data from smartphone accelerometer, more 
measurement points were recorded for affect than for sleep duration. Therefore, the degrees of freedom for sleep 
duration differ from the degrees of freedom for positive and negative affect. Finally, we must question the long 
hours of detected sleep which is a very probable inaccuracy. The main limitation of this study lies in the fact that 
it did not combine objective and subjective measures of sleep, especially questions about the subjective perception 
of sleep duration, sleep disturbance and sleep quality that could shed more light onto an individual’s perception 
of their sleep and how this relates to emotions. This would allow us to compare the effect of objective and subjec-
tive measures and their effects on affect, as well as to verify the accuracy of the data collected. This study did not 
account for circadian preferences and specific differences among adolescents, and that could also play a role in 
mood dynamics since it was measured in the first part of the day. An important flaw of this study consists in the 
fact that affect was measured once per day, in a manner of a diary study, and it would have been far more accurate 
had we used a design with multiple measurements per day. Nevertheless, diary study itself provides us a more 
accurate insight than one time survey measurement. Additionally, this study did not employ important items for 
negative affect that could also be valuable, such as sadness or loneliness.

Conclusions, Implications and Future Directions
Adolescents seem to express more positive affect and happiness as well as less distraction on days when they sleep 
longer. They also express higher levels of negative affect, stress, and distraction on school days. In addition, boys 
report more positive and fewer negative emotions on average. Although the results of the present study demon-
strated moderate robustness in terms of the accuracy regarding measuring sleep duration with the accelerometer, 
they underscore the importance for studying the relationships between sleep quality and positive affect in ado-
lescents’ daily life. Future studies should combine objective and subjective measures of sleep, ideally with several 
measurements per day. In addition, focusing on specific emotions and including some emotions that were not 
considered in the present study, such as sadness or loneliness, would lead to a better understanding of the role 
that sleep plays in adolescents’ mood. Finally, the inclusion of not only demographic variables but also personality 
variables – such as circadian preferences – would help to explain interindividual differences in the associations 
between sleep and affect. As it is well known, and as the current study again demonstrated, regular and adequate 
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sleep is important for adolescent well-being. Therefore, public health efforts to improve sleep health literacy in 
youth are an important avenue for investments.
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Summary of the Main Outcomes of the Multiverse Analysis Regarding the Within-Person and Between-Person Regressions of Af-
fect, Emotions, and Sleep Duration

Model A (0 to 22 hours of sleep) Model B (1 to 21 hours of sleep)

Within-person Between-person Within-person Between-person

Est. S.E. Est. S.E. Est. S.E. Est. S.E.

Positive affect .12* .05 -.09 .21 .10* .05 -.25 .35

Negative affect -.08 .05 .08 .24 -.07 .06 .22 .42

Confidence .10* .05 -.10 .19 .08 .05 -.12 .33

Optimism .08 .04 -.01 .22 .05 .05 -.24 .36

Happiness .12* .05 -.11 .24 .11* .05 -.29 .34

Fatigue -.09 .05 .31 .22 -.09 .05 .61 .41

Stress -.03 .05 .02 .24 -.02 .06 -.05 .42

Distraction   -.14** .05 .27 .24 -.13* .05 .50 .43

Worry -.04 .05 -.06 .28 -.03 .05 -.01 .50

Shame .08 .05 -.44 .27 .07 .05 -.44 .41

Model C (2 to 20 hours of sleep) Model D (3 to 19 hours of sleep)

Within-person Between-person Within-person Between-person

Est. S.E. Est. S.E. Est. S.E. Est. S.E.

Positive affect .11 .06 -.21 .37 .07 .06 .01 .23

Negative affect -.07 .06 -.02 .36 -.03 .06 -.14 .23

Confidence .08 .06 -.07 .34 .05 .06 .11 .22

Optimism .06 .05 -.27 .38 .00 .05 -.06 .24

Happiness .13 .06 -.23 .35 .12 .07 -.02 .23

Fatigue -.08 .05 .49 .36 -.04 05 .24 .26

Stress -.01 .05 -.32 .35 -.02 .06 -.31 .24

Distraction -.12* .06 .16 .41 -.05 .06 -.11 .27

Worry -.04 .05 -.19 .42 -.03 .06 -.26 .28

Shame  .05 .05 -.48 .36 .07 .05 -.45 .23

Model E (4 to 18 hours of sleep) Model F (5 to 17 hours of sleep)

Within-person Between-person Within-person Between-person

Est. S.E. Est. S.E. Est. S.E. Est. S.E.

Positive affect .02 .06 -.04 .20 .01 .06 -.03 .17

Negative affect .00 .07 .08 .20 -.01 .06 .05 .17

Confidence .03 .06 -.02 .20 .02 .06 .01 .16

Optimism -.03 .06 -.09 .20 -.03 .06 -.15 .17

Happiness .05 .07 .03 .20 .02 .07 .06 .17

Fatigue -.05 .06 .26 .21 -.11* .06 .24 .19

Stress .04 .07 -.09 .22 .05 .07 -.08 .18

Distraction -.08 .07 .17 .21 -.07 .06 .07 .18

Worry .03 .07 -.06 .25 .07 .07 -.11 .21

Shame .09 .05 -.18 .23 .07 .05 -.03 .22

Est. = standardized effects using STDYX standardization in Mplus; S.E. = standard errors of the parameter estimates using STDYX 
standardization in Mplus; significance based on two-sided p values of the unstandardized effects: * = p < .050, ** = p < .010
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Appendix B
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The Psychological Immune Competence 
Inventory: A Pilot Validation Study in 
Slovakia 
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Introduction: Psychological immunity refers to an individual’s potential to 
cope with psychological risk factors, as well as to promote and maintain 
mental health and well-being. The method of its measurement is the Psy-
chological Immune Competence Inventory (PICI), which appears to have 
good psychometric parameters. Despite the use of translated versions in 
various foreign studies, the authors have found no studies verifying its fac-
tor structure or reliability.
Aims: In this article, our objective is to present the results of the PICI pilot 
validation in Slovakia. The Slovak version of PICI was expected to have 
psychometric properties comparable to those of the original version.
Methods: We collected data from a research sample of 213 healthcare stu-
dents (162 women and 51 men) aged 19 to 35 years (M = 21.18; SD = 
2.81), and validated the internal structure of the inventory using Structural 
Equation Modeling (SEM) via employing the DWLS estimation method. 
The convergent validity of individual factors was further verified by correla-
tion with personality traits, psychopathological symptoms, preferred cop-
ing strategies and trait emotional intelligence.
Results: The results of the second-order confirmatory analysis indicate an 
acceptable fit of the original model to our data. The convergent validity of 
the observed individual psychological immunity factors was also supported.
Conclusions: The Slovak version of PICI showed promising psychomet-
ric properties. The research serves as a reference to Slovak standardization. 
Nevertheless, further validation is recommended in a representative sample.

Keywords: psychological immunity, Psychological Immune Competence 
Inventory, PICI, validation, SEM, Slovak version
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Introduction
The past five decades have seen an increased interest in developing new mental health paradigms that extend the 
biomedical model of disease. The increasing emphasis on prevention, as well as the early identification and pro-
motion of protective factors, has accelerated attempts to introduce specific concepts of health psychology, such 
as resilience (Block & Block, 1980), coping (Carver, 1997; Lazarus & Folkman, 1984), self-efficacy (Bandura, 
1977), a sense of coherence, or salutogenesis (Antonovsky, 1979). There are also clear efforts to develop more 
comprehensive and applicable models in the field of mental health. Hungarian psychologist A. Oláh (2021) 
introduced a theoretical model of the psychological immune system to integrate the individual’s various adaptive 
and protective competences into a coherent relational framework.
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Although the concept of psychological immunity has not been conceptualized consistently (Bhardwaj & 
Agrawal, 2015; Biela et al., 2015; Gilbert et al., 1998), most authors agree that it can be regarded as a psychologi-
cal equivalent to the biological immune system protecting individuals against psychological risks (Kaur & Som, 
2020; Rosenzweig, 2016). Oláh (2021) conceptualized psychological immunity as a set of competences that serve 
to increase frustration tolerance, foster effective stress reduction, and promote mental health. It includes protec-
tive and supportive variables (Kaur & Som, 2020). The protective component largely operates automatically at 
the unconscious level. The second, proactive component, is conscious and intervenes deliberately to promote the 
healing process. Both components are influenced by cognitive variables. This differs from the early conceptual-
ization of psychological immunity as being unconscious processes of transforming, ignoring, and rearranging 
reality, aimed at reducing and neutralizing the consequences of adverse events (Gilbert et al., 1998). Accordingly, 
former conceptualizations do not work with the idea of proactively and intentionally enhancing the capacity to 
cope. Attaran et al. (2019) suggest that psychological immunity is a dynamic social-psychological construct that 
interpersonal relationships form. According to the authors (ibidem), individuals are active agents in shaping and 
developing their own defenses. They define three key procedures: threat recognition, response generation, and 
self-regulation.

Bhardwaj and Agrawal (2015) proposed a different model of psychological immunity. Their five-factor model 
consists of self-confidence, adaptability, emotional maturity, mental well-being, and positive memories of the 
past. Biela et al. (2015) established a four-component psycho-immunological structure consisting of: strength and 
will of meaningful life (a joy for life and the ability to see meaning in life); a sense of competence in coping (cop-
ing approach to challenges of life); a social support and proactivity (inclusion in a supportive social environment 
in which one can participate effectively and assertively); and autonomous goals (significant values and interests).

Compared to these conceptualizations of psychological immunity, Oláh (2021) presents a more comprehen-
sive model. It includes analogies to established constructs such as hardiness (Kobasa et al., 1982), self-actualiza-
tion (Rogers, 1959), self-efficacy (Bandura, 1977), sense of coherence (Antonovsky, 1979), ego-resiliency (Block 
& Block, 1980), learned optimism (Seligman, 1991), or internal locus of control (Rotter, 1966) and organizes 
these within a meaningful theoretical framework. The concept of psychological immunity resembles the concept 
of resilience, albeit more complex. Unlike resilience, which has no consensus on the work definition (Herrman et 
al., 2011), psychological immunity is clearly defined by specific personality resources. Additionally, the psycho-
logical immune system (Oláh, 2021) refines the transactional model of Lazarus (1966) and Lazarus and Folkman 
(1984) by specifying the cognitive, motivational, and behavioral dimensions that are responsible for the primary 
and secondary appraisal of potential stressors and coping abilities.

Oláh (2021) has also developed a psychological immunity assessment instrument known as the Psychologi-
cal Immune Competence Inventory (PICI). The PICI inventory has a high application potential to identify 
vulnerable individuals and capture impaired competences to cope with stress as well as protective variables using 
personalized profiles.

Factor structure of the Psychological Immune Competence Inventory

The 80-item Psychological Immune Competence Inventory (Oláh, 2021) contains 16 factors merged into three 
subsystems:

A) Approach-Belief subsystem (ABS);
B) Monitoring-Creating-Executing subsystem (MCES);
C) Self-regulating subsystem (SRS).

The approach-belief subsystem is responsible for the primary appraisal process to assess situations as poten-
tially stressful. It controls the attitude of individuals toward self and the environment and directs the tendency to 
approach or avoid the demands of life and self-actualization. Therefore, the subsystem contains: positive think-
ing (personality dimensions that facilitate positive anticipations in situations beyond personal control); sense of 
control (attitude toward perceived control over life circumstances); sense of coherence (belief of meaningfulness, 
comprehensibility and manageableness of life) and sense of self-growth (individual’s stable belief in their own 
ability to continually improve).

The monitoring-creating-executing subsystem, responsible for the secondary appraisal process of evaluating 
coping options when facing potential stressors, includes variables related to the exploration of challenges and new 
experiences, variables needed to  actualize the internal and social resources, and executive variables that are related 
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to the creation of alternative solutions. These are: creative self concept (individual’s strong belief in their own crea-
tive potential, self-worth, and the value of their achievements); self-efficacy (expectation of being able to achieve 
the desired results); goal orientation (ability to maintain motivation and endurance in completing tasks, despite 
obstacles); problem-solving capacity (ability to reconstruct learned experiences to create alternative solutions); 
change and challenge orientation (openness to new experiences, and the perception of change as an opportunity); 
social monitoring capacity (sensitive and selective observation, along with the use of social or environmental 
information to achieve future goals), social mobilizing capacity (ability to manage human resources to achieve fu-
ture goals) and social creation capacity (personal influence on creating social groups, based on inspirational ideas).

The third, the self-regulating subsystem, ensures the stability of the whole system by regulating intrapsychic 
tension that would interfere with the desired goals and contains the following variables: synchronicity (the ability 
to be in congruence with the current external environment or task, while maintaining concentration); impulse 
control (ability to manage an individual’s own behavior by means of rational control over spontaneous and im-
pulsive action); emotional control (ability to regulate negative emotions that are induced by the anticipation of 
failure) and irritability control (ability to constructively regulate the impatience and anger resulting from unmet 
needs). 

The psychometric properties of the inventory’s original Hungarian version have been validated in a series of 
studies (Oláh, 2021) and demonstrate solid results. The Cronbach’s alphas and test-retest correlations in the sam-
ple of 1612 respondents (735 women and 877 men) exhibited high reliabilities. The reliability of the subscales 
ranged from α = .62 to .80 (M = .73), indicating good internal consistency. The high test-retest stability after two 
weeks was confirmed by correlations ranging from .77 to .89 (M = .84).  In cross-sectional studies, the convergent 
and discriminant validity of the 16 factors was confirmed by correlations with personality traits, ego-resiliency, 
coping style, emotional intelligence, burnout syndrome, and psychopathological symptoms (Oláh, 2021). The 
exploratory factor analysis evaluated the internal structure of the inventory in a sample of 1,679 respondents (850 
women and 829 men), which was subsequently validated by confirmatory factor analysis in a sample of 1,073 
respondents (452 men and 621 women).

Rationale and Objectives

Previous research has shown that psychological immunity predicts the level of performance satisfaction (Bóna, 
2014) and is positively associated with life satisfaction (Voitkāne, 2004). The relationship between coping and 
psychological immunity in healthcare professionals has also been proven (Dubey & Shahi, 2011). The authors 
(ibidem) found that active coping was positively correlated with all three subsystems. Bodys-Cupak et al. (2016) 
found that people with a high sense of self-efficacy prefer active coping, planning, and positive reframing in 
stressful situations. Furthermore, active coping is classified as part of the problem-focused coping style (Carver, 
1997; Litman, 2006) and is orientated toward active problem-solving. The monitoring-creating-executing and 
self-regulating subsystems are also positively linked to flow experience (Albert-Lőrincz et al., 2011). Psychologi-
cal immunity has been shown to be a protective factor against burnout syndrome (Gombor, 2009). Within the 
context of psychopathology, previous research on psychological immunity has shown a negative relationship 
between depression and the three subsystems of psychological immunity (Voitkāne, 2004). One of the common-
est comorbidities is that of depression and anxiety (Ballenger, 2000) both of which are associated with repetitive 
negative thinking (Luca, 2019) and negative appraisals of the individual’s ability to cope with challenging situa-
tions (Tahmassian & Moghadam, 2011). 

Although translated versions of the PICI have been used in foreign countries (Dubey & Shahi, 2011; Voitkāne, 
2004), there is a lack of evidence regarding their psychometric parameters or an adaptation process. Despite the 
inventory’s perceived utility, it was studied primarily in Hungary (Oláh, 2021). To our knowledge, to date no 
one has studied the concept of psychological immunity within the social and cultural context of the Slovak Re-
public. This study seeks to explore the factor structure of the Slovak version of PICI and verify its psychometric 
characteristics in a pilot study. In our research, we expected the Slovak version of PICI to have the appropriate 
psychometric properties.

In the context of convergent validity, we hypothesized that psychological immunity and its three subsystems 
would correlate positively with the resilient personality type that is characterized as an optimal constellation of 
personality traits in terms of coping (Asendorpf & Denissen, 2006; Oshio et al., 2018). We anticipated positive 
relationships with openness to experience, extraversion, agreeableness and conscientiousness, and negative rela-
tionship with neuroticism. We also hypothesized a negative correlation between overall psychological immunity 
and its subsystems as well as the actual psychopathological burden.
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At the level of individual psychological immunity factors, we expected associations with selected coping strate-
gies and with factors of emotional intelligence. More specifically, for coping strategies, we proposed a positive 
relationship between active coping and the selected psychological immunity factors: goal orientation, self-efficacy, 
and problem-solving capacity. Due to the similarity between the operational definitions of both constructs, we 
expected a positive correlation between active coping and the problem-solving capacity of the psychological im-
mune system. Similarly, due to semantic proximity, we also expected a positive relationship between the positive 
reframing coping strategy and the psychological immunity factor of positive thinking defined as the facilitation 
of positive expectations. Within the context of emotional intelligence, it was expected that the self-control factor 
of the trait emotional intelligence would be positively correlated with emotional control and irritability control 
within the self-regulating subsystem. Furthermore, it was expected that the sociability factor of emotional intel-
ligence, which represents effective communication and interpersonal skills, would be positively associated to 
those factors of psychological immunity related to soft social skills: social monitoring capacity, social mobilizing 
capacity, and social creation capacity. The well-being factor of the trait emotional intelligence represents perceived 
personal well-being, meaningfulness in life, and self-esteem; hence, it is conceptually close to the factors of posi-
tive thinking, creative self concept, and sense of coherence of psychological immunity. Consequently, a positive 
correlation was expected between well-being and the factors of psychological immunity listed above. At the same 
time, we expected associations with selected symptoms of psychopathology. Since depression and anxiety are 
related to an overwhelming burden, it can be expected that both are negatively linked to personal abilities to 
overcome psychological adversity or to protect oneself against stress, such as positive thinking, sense of coherence, 
sense of self-growth, creative self-concept, synchronicity and emotional control.

Methods
Participants and Data Collection

The final research sample consisted of 213 participants aged 19 to 35 years (M = 21.18; SD = 2.81). Of these, 
76.1% were women (n = 162) and 23.9% were men (n = 51). Participants were healthcare students from the Slo-
vak Medical University in the first and third years of their university studies. We conducted the survey in Novem-
ber 2021. The test battery was administered in paper-and-pencil format in groups during a lecture. Participants 
fully completed all surveys and there were no missing data. The study was carried out according to the ethical 
principles of psychological research and the Declaration of Helsinki (World Medical Association, 2013). Partici-
pants signed an informed consent form and participated voluntarily without compensation. Data are stored in 
coded databases without personal data, and the authors have policies in place to keep data secure. The research 
was reviewed and approved by the Slovak Medical University.

Measures

The Psychological Immune Competence Inventory 

The Psychological Immune Competence Inventory (Oláh, 2021) consists of 80 items that load 16 factors, which 
are merged into three subsystems. Each item is answered by a four-point Likert-type scale. The Slovak version 
of the inventory was translated from the English version of PICI (Oláh, 2021) using a standard back-translation 
technique (Cha et al., 2007), with the author’s approval. Three researchers provided the translation indepen-
dently. After discussion, a consensus was reached on the final version. Another professional psychologist, an 
English expert, provided the back-translation. The back-translated version was compared to the original English 
instrument with a high degree of concept equivalence. In this study, Cronbach’s alphas for the particular scales are 
as follows: Global level of Psychological Immunity (α = .94); Approach-Belief subsystem (α = .84); Monitoring-
Creating-Executing subsystem (α = .89); Self-regulating subsystem (α =.85); Positive Thinking (α = .80), Sense 
of Control (α = .55), Sense of Coherence (α = .74), Sense of Self-Growth (α = .66), Creative Self Concept (α = 
.72), Self-Efficacy (α = .70), Goal Orientation (α = .77), Problem-Solving Capacity (α = .77), Change and Chal-
lenge Orientation (α = .79), Social Monitoring Capacity (α = .75), Social Mobilizing Capacity (α = .77), Social 
Creation Capacity (α = .77), Synchronicity (α = .70), Impulse Control (α = .65), Emotional Control (α = .78) 
and Irritability Control (α = .73).
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The NEO-FFI 

The NEO-FFI (Costa & McCrae, 1992) is based on the five-factor personality model. The answers are given 
on a five-point Likert-type scale. The Slovak version of the inventory was standardized by Ruisel and Halama 
(2007) and is available from the publisher. In this study, Cronbach’s alphas for the particular scales are as follows: 
Neuroticism (α = .85), Extraversion (α = .84), Openness to experience (α = .71), Agreeableness (α = .72), and 
Conscientiousness (α = .85).

The SCL-90®-S 

The SCL-90®-S (Franke, 2014) is a 90-item inventory designed to assess the current psychological burden through 
subjectively perceived physical and psychological symptoms of nine factors (Hostility, Anxiety, Depression, Para-
noid Ideation, Phobic Anxiety, Psychoticism, Somatisation, Interpersonal Sensitivity, and Obsessive-Compulsive 
Symptoms), measuring three global indexes. Items are answered on a five-point Likert-type scale according to 
the severity of the symptom. The version used in recent research was standardized by Pulkrabková (2020) and is 
available from the publisher. In the present study, the reliability of the subscales used is as follows: Depression (α 
= .91), Anxiety (α = .89), and the Global Severity Index (α = .98).

The Brief-COPE Inventory 

The Brief-COPE Inventory (Carver, 1997; Hegarty & Buchanan, 2021) is used to identify three coping styles and 
14 coping strategies. The short version of the inventory has 28 items that are answered on a four-point Likert-type 
scale. The inventory was translated by the first two authors from the original English version and back-translated 
by the third author to achieve concept equivalence. In the present study, the estimates of Cronbach‘s alphas are 
as follows: A) Problem-focused coping (α = .78): Active coping (α = .72), Use of instrumental support (α = .78), 
Positive reframing (α = .65), Planning (α = .68); B) Emotion-focused coping (α = .56): Use of emotional sup-
port (α = .73), Venting (α = .31), Humour (α = .91), Acceptance (α = .44), Religion (α = .87), Self-blame (α = 
.57); and C) Avoidant coping (α = .67): Self-distraction (α = .74), Denial (α = .53), Substance use (α = .86), and 
Behavioural disengagement (α = .68).

The TEIQue-SF 

The TEIQue-SF (Petrides, 2009), standardized in the Slovak language by Kaliská et al. (2015), is a question-
naire designed to measure the total score of trait emotional intelligence and four sub-factors. The questionnaire 
consists of 30 items that are answered on a seven-point Likert-type scale. In the present study, the reliability of 
the subscales used is as follows: Emotional intelligence (α = .89), Well-being (α = .85), Self-control (α = .71), 
Emotionality (α = .66) and Sociability (α = .57).

 
Statistical Analysis

Data were processed using the JASP statistical program, version 0.17.2 (JASP Team, 2023). In the first step, 
we checked the internal consistency of the Slovak version of the Psychological Immune Competence Inventory 
(PICI) using Cronbach’s alpha. To verify the factorial validity of the inventory, we performed a second-order 
confirmatory factor analysis using structural equation modeling (SEM). Finally, to test the convergent validity, 
the PICI subscales were correlated with the Big Five personality traits, perceived psychopathological symptoms, 
preferred coping strategies and facets of trait emotional intelligence.

The data obtained from the responses to the four-point Likert-type scale of the validated instrument were 
treated as ordinal variables. This decision would appear to be the most suitable because data measured by a Likert-
type scale can be considered as interval variables if the scale is longer (Asún et al., 2016), respectively, it has more 
than five categories (Harpe, 2015) and ideally 11 (Wu & Leung, 2017).

Parameter estimates were based on a polychoric correlation matrix, using the diagonally weighted least 
squares method (DWLS) with robust corrections to standard errors. This method of model estimation appears 
to be more suitable than the maximum likelihood method (ML) for ordinal variables, assuming a normal 
distribution of the latent variables rather than the observed variables (Li, 2016). Furthermore, in the confirma-
tory factor analysis of models with ordinal variables, the DWLS method is characterized by more accurate 
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chi-square test values, lower standard errors in parameter estimates, and a better performance of the different 
fit indices (DiStefano et al., 2019). This method was also chosen because neither the exact tests nor the skew-
ness and kurtosis values (Z scores within ±1.96) confirmed the normal distribution of the data (Hair et al., 
2006). Finally, the use of this method is suitable for the validation of models with a larger number of items 
or latent variables and with a smaller research sample (DiStefano et al., 2019; Flora & Curran, 2004), as well 
as for shorter ordinal scales (Soukup, 2021). In the model estimation, we employed the available case analysis 
(pairwise deletion), as recommended by Asparouh and Muthén (2010). To evaluate the fit of the model to 
the research data, the chi-square test (c2), the chi-square and degrees of freedom ratio (c2/df ), and five model 
fit indices were used: root mean square error of approximation (RMSEA); standardized root mean squared 
residual (SRMR); comparative fit index (CFI); Tucker-Lewis index (TLI); and parsimonious normed fit index 
(PNFI).

The chi-square and degrees of freedom ratio (c2/df ) indicates an acceptable fit of the model to the research 
data if its value is less than three. The root mean square error of approximation value (RMSEA) as well as the 
standardized root mean squared error residual value (SRMR) are expected to be less than .08 for a fair model 
fit and less than .05 for an excellent model fit (Mindrila, 2010). Hu and Bentler (1999) defined the cut-off 
scores of the comparative fit index (CFI) and the Tucker-Lewis Index (TLI) for a good model fit as those greater 
than .95, and those greater than .9 for an acceptable fit. However, these are the cut-off scores for the maximum 
likelihood method (ML), which is suitable for interval variables. Although these CFI and TLI cut-off values are 
often used in studies applying the DWLS method, an ongoing debate continues on the evaluation of model 
fit based on these values when using DWLS. It is recommended to use CFI and TLI values above .99 (Xia & 
Yang, 2019), or rather to rely on the value of the SRMR index, which is independent of the estimation method 
(Shi & Maydeu-Olivares, 2020). The optimal suggested value of the parsimonious normed fit index (PNFI) is 
more than .75 in a research sample of 150 participants and more than .76 in a sample size of 250 participants 
(Sivo et al., 2006).

In the context of factor loading, Hair et al. (2006) pointed out that the sample size influences its magnitude 
and, for samples consisting of 200 participants, they set the acceptable factor loading cut-off value at .40. Despite 
that, they recommend a cut-off point of .50 and ideally .70, irrespective of the sample size. However, items with a 
factor loading greater than .45 can be considered as acceptable, greater than .55 as good, greater than .63 as very 
good, and those greater than .71 as excellent (Haugan et al., 2020; Sharma, 1995).

Results
Based on the reliability analysis, satisfactory reliability values were found for the global level of psychological 
immunity (a = .94), all the subsystems (a ranging from .84 to .89) and for most of the factors. The data do not 
show sufficient reliability for three factors of the Slovak version of PICI: Sense of Control (a = .55), Sense of Self-
Growth (a = .66) and Impulse Control (a = .65). The Cronbach’s alphas for the other individual factors range 
from .70 to .80.

Confirmatory Factor Analysis

The results of the confirmatory factor analysis using SEM show that the original second-order factor structure 
of the model (Model 1) fits fairly to the data due to the absolute indexes (RMSEA = .072; SRMR = .094; c2 = 
6409.315; df = 3061; c2/df = 2.09), incremental indexes (CFI = .930; TLI = .927), and even the parsimonious 
normed fit index (PNFI = .847). Standardized factor loadings for the original two-level model with 16 first-order 
factors and 3 second-order factors (Model 1) are presented in Table 2, and intercorrelations of the factors are 
reported in Table 3.

In addition to the original model (Model 1), we also analyzed a modified model to improve its fit indices. 
Therefore, items with a standardized factor loading below 0.45 were removed (Model 2). Specifically, 14 items were 
deleted with the following sequence: 14, 62, 34, 80, 78, 18, 2, 50, 44, 37, 9, 77, 53, 28. The confirmatory factor 
analysis shows a slightly better fit of the modified model to our data than the original model, due to the absolute 
indexes (RMSEA = .068; SRMR = .090; c2 = 4089.712; df = 2060; c2/df = 1.99), incremental indexes (CFI = .952; 
TLI = .950), and even the parsimonious normed fit index (PNFI = 0.871). The modified model indicates a sig-
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nificant difference from the original model (Δc² = 2319.603; Δdf =  1001; p < .001). However, after removing the 
problematic items, an insufficient number of items was left in two factors (one item in the Sense of Control and two 
items in the factor of Impulse Control). Furthermore, this modification has unfavorably affected the reliability of in-
dividual factors. Specifically, the estimates of Cronbach’s alphas for these factors are as follows: Sense of Self-Growth 
(a = .58), Self-Efficacy (.69), Synchronicity (.63), Impulse Control (.48) and Irritability Control (.72). Since in the 
Sense of Control factor, only one item remained after the modification, it was not possible to calculate its reliability.

Convergent Validity

To examine convergent validity, the correlation between the global psychological immunity level (GPI), including 
its three subsystems (ABS, MCES, SRS), and the Big Five personality traits (neuroticism, extraversion, open-
ness to experience, agreeableness, conscientiousness), the general psychological burden of subjectively perceived 
symptoms of psychopathology (GSI), the general level of emotional intelligence (EI) and well-being (WB) were 
examined. We present the results in Table 4. The hypothesized negative correlation between psychological im-
munity and neuroticism, along with the positive correlation with the other four personality factors, was partially 
supported. The results support a moderate to strong negative correlation of neuroticism with global psychological 
immunity (GPI) and also its subsystems (ranging from -.76 to -.53). A positive relationship with extraversion and 
conscientiousness was also supported (ranging from .35 to .62). Agreeableness exhibited a weak correlation with 
psychological immunity (ranging from .15 to .33), and openness to experience did not correlate at all. Psychologi-
cal immunity showed a significant negative relationship with general psychological burden (ranging from -.36 
to -.61), as well as moderate to strong positive relationships with emotional intelligence and well-being (ranging 
from .46 to .79).

Table 1. Descriptive statistics of factors in the Slovak version of the PICI inventory

M SD SK Std. Err. SK KU Std. Err. KU S-W p

Positive Thinking 15.13 3.29 -0.52 0.17 -0.51 0.33 0.95 < .001

Sense of Control 14.13 2.53 -0.04 0.17 -0.07 0.33 0.98 .002

Sense of Coherence 15.49 3.08 -0.62 0.17 -0.28 0.33 0.95 < .001

Sense of Self-Growth 13.74 3.04 -0.25 0.17 -0.05 0.33 0.98 .009

Creative Self Concept 15.13 2.95 -0.54 0.17 -0.17 0.33 0.96 < .001

Self-Efficacy 13.94 3.36 -0.22 0.17 -0.46 0.33 0.98 .003

Goal Orientation 14.54 3.15 -0.32 0.17 -0.35 0.33 0.98 < .001

Problem-Solving Capacity 14.55 2.79 -0.28 0.17 -0.46 0.33 0.97 < .001

Change and Challenge Orientation 13.85 2.91 -0.10 0.17 -0.02 0.33 0.98 .008

Social Monitoring Capacity 13.06 2.96 0.21 0.17 -0.29 0.33 0.98 .003

Social Mobilizing Capacity 15.42 3.29 -0.41 0.17 -0.71 0.33 0.95 < .001

Social Creation Capacity 12.79 2.96 0.08 0.17 -0.11 0.33 0.98 .016

Synchronicity 11.43 3.28 0.01 0.17 -0.68 0.33 0.98 < .001

Impulse Control 13.57 3.20 -0.44 0.17 0.01 0.33 0.97 < .001

Emotional Control 12.27 3.57 -0.22 0.17 -0.68 0.33 0.97 < .001

Irritability Control 12.68 3.46 -0.11 0.17 -0.81 0.33 0.98 < .001

Note. M – Mean; SD – Standard Deviation; SK – Skewness; Std. Err. SK  –  Standard Error of Skewness; KU – Kurtosis; Std. Err. 
KU – Standard Error of Kurtosis; S-W – Shapiro-Wilk test; p – p value of the Shapiro-Wilk test.
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Table 2. Standardized factor loadings for the original two-level model with 3 second-order factors (subsystems) and 16 first-
order factors (Model 1)

Subsystem Factor
Item number 

(standardised factor loading)

Approach-Belief 
subsystem

Positive Thinking
 (.92)

1 
(.63)

17 
(.63)

33
 (.77)

49
 (.78)

65 
(.82)

Sense of Control
(.67)

2
(.45)

18
(.39)

34
(.05)

50
(.56)

66
(.76)

Sense of Coherence
(.91)

3
(.65)

19
(.61)

35
(.85)

51
(.45)

67
(.75)

Monitoring- 
Creating- 
Executing  
subsystem

Sense of Self-Growth
(.92)

5
(.53)

21
(.76)

37
(.44)

53
(.43)

69
(.64)

Creative Self Concept
(1.06)

4
(.63)

20
(.66)

36
(.67)

52
(.54)

68
(.70)

Self-Efficacy
(.93)

9
(.43)

25
(.56)

41
(.56)

57
(.82)

73
(.65)

Goal Orientation
(.67)

13
(.71)

29
(.62)

45
(.81)

61
(.88)

77
(.43)

Problem-Solving Capacity
(.72)

8
(.53)

24
(.60)

40
(.82)

56
(.70)

72
(.76)

Change and Challenge Orien-
tation
(.70)

6
(.61)

22
(.75)

38
(.75)

54
(.80)

70
(.70)

Social Monitoring Capacity
(.32)

7
(.77)

23
(.60)

39
(.79)

55
(.57)

71
(.54)

Social Mobilizing Capacity
(.58)

10
(.81)

26
(.82)

42
(.65)

58
(.53)

74
(.76)

Social Creation Capacity
(.68)

11
(.76)

27
(.72)

43
(.75)

59
(.48)

75
(.72)

Self-regulating 
subsystem

Synchronicity
(.92)

12
(.54)

28
(.45)

44
(.42)

60
(.88)

76
(.75)

Impulse Control
(.83)

14
(.04)

30
(.60)

46
(.82)

62
(.33)

78
(.41)

Emotional Control
(.896)

15
(.63)

31
(.62)

47
(.75)

63
(.55)

79
(.89)

Irritability Control
(.50)

16
(.53)

32
(.75)

48
(.68)

64
(.80)

80
(.35)
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Table 4. Correlation matrix of examined second-order PICI variables

N E O A C GSI EI WB

GPI
CI 95%

-.73**
[-.78, -.66]

.60**
[.51, .68]

.13
[-.01, .26]

.25**
[.12, 37]

.54**
[.44, 63]

-.53**
[-.62, -.43]

.79**
[.74, .84]

.72**
[.65, 78]

ABS
CI 95%

-.64**
[-.71, -.55]

.52**
[.41, .61]

.09
[-.04, .23]

.23**
[.10, .35]

.56**
[.46, .64]

-.48**
[-.58, -.37]

.73**
[.66, .78]

.73**
[.66, .79]

MCES
CI 95%

-.53**
[-.62, -.42]

.62**
[.53, .70]

.17
[.09, .30]

.15
[.02, .28]

.51**
[.40, .60]

-.36**
[-.47, -.24]

.72**
[.65, .78]

.67**
[.59, .74]

SRS
CI 95%

-.76**
[-.81, -70.]

.36**
[.24, .47]

.04
[-.10, .17]

.33**
[.20, .44]

.35**
[.22, .46]

-.61**
[-.69 -.52]

.59**
[.49, .67]

.46**
[.35, .56]

Note. GPI – Global level of psychological immunity; ABS – Approach-Belief subsystem, MCES – Monitoring-Creating-Executing 
subsystem; SRS – Self-regulating subsystem; N – Neuroticism; E – Extraversion; O – Openness to experience; A – Agreeable-
ness, C – Conscientiousness, GSI - Global severity index referring to the general psychological burden of perceived psychopatho-
logical symptoms; EI – Emotional intelligence; WB – Well-being.

*. Correlation significant at .05 level (2-tailed)
**. Correlation significant at .01 level (2-tailed)

Table 5. Convergent validity of examined first-order PICI factors

PICI factor Examined converging factor Spearman’s correlation CI 95%

Positive Thinking

Positive reframing (Brief-COPE)  	 .48**	 [.37, .58]

Well-being (TEIQue-SF) 	 .73**	 [.67, .79]

Anxiety (SCL-90®-S) 	 -.40**	 [-.50, -.28]

Depression (SCL-90®-S)  	 -.56**	 [-.65, -.46] 

Sense of Coherence

Well-being (TEIQue-SF)  	 .63**	 [.55, .71]

Anxiety (SCL-90®-S)  	 -.33**	 [-.45, -.21]

Depression (SCL-90®-S)  	 -.50**	 [-.60, -.40]

Sense of Self-Growth
Anxiety (SCL-90®-S)  	 .36**	 [-.47, -.23]

Depression (SCL-90®-S)  	 -.50**	 [-.60, -.39]

Creative Self Concept

Well-being (TEIQue-SF)  	 .53**	 [.42, .62]

Anxiety (SCL-90®-S)  	 -.21*	 [-.33, - .07]

Depression (SCL-90®-S) 	 -.40**	 [-.51, -.28]

Self-Efficacy Active coping (Brief-COPE)  	 .31**	 [.18, .43]

Goal Orientation Active coping (Brief-COPE)  	 .34**	 [.21, .45]

Problem-Solving Capacity Active coping (Brief-COPE)  	 .24**	 [.10, .36]

Social Monitoring Capacity Sociability (TEIQue-SF)  	 .43**	 [.31, .53]

Social Mobilizing Capacity Sociability (TEIQue-SF)  	 .40**	 [.28, .51]

Social Creation Capacity Sociability (TEIQue-SF)  	 .37**	 [.25, .48]

Synchronicity
Anxiety (SCL-90®-S)  	 -.49**	 [-.58, -.38]

Depression (SCL-90®-S)  	 -.60**	 [-.68, -.51]

Emotional Control

Self-control (TEIQue-SF)  	 .69**	 [.62, .76]

Anxiety (SCL-90®-S)  	 -.56**	 [-.64, -.46] 

Depression (SCL-90®-S)  	 -.61**	 [-.69, -.51]

Irritability Control Self-control factor (TEIQue-SF) 	 .43**	 [.31, .53]

*. Correlation significant at .05 level (2-tailed)
**. Correlation significant at .01 level (2-tailed)
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To verify convergent validity at the level of individual psychological immunity factors, we anticipated relation-
ships with selected coping strategies (active coping and positive reframing in Brief-COPE), perceived psycho-
pathological symptoms (depression and anxiety in SCL-90®-S), and factors of emotional intelligence (well-being, 
self-control, and sociability in TEIQue-SF). Table 5 reports the results. As expected, active coping was positively 
related to goal orientation, self-efficacy and problem-solving capacity, and positive reframing coping strategy was 
positively related to positive thinking. The results also supported assumptions about the association of psychologi-
cal immunity factors with trait emotional intelligence. The anticipated associations were also confirmed in the 
cases of depression and anxiety.

Discussion
Efforts to identify alternative mental health approaches as opposed to the reductionist biomedical paradigm are 
attracting increased attention. The comprehensive model of psychological immunity introduced by Oláh (2021) 
seeks to further this endeavor.  It defines psychological immunity in a multidimensional way as a set of personal 
competences to cope with psychological risk factors, promote mental health and maintain general well-being. 
The inventory designed to measure psychological immunity appears to be a useful diagnostic tool in the field of 
healthcare and prevention. Despite its promising potential, it has mainly been studied in Hungary, and psycho-
metric evidence from other countries remains lacking. Hence, our main objective in the present study was to 
provide evidence regarding the validity of the Slovak version of the Psychological Immune Competence Inventory 
(Oláh, 2021) in a pilot study.

The values of Cronbach’s alpha indicate a high level of reliability for 13 out of a total of 16 factors. The low 
reliability may be due in part to the fact that, for the purposes of the pilot study presented here, we translated 
the English version of the inventory. The inventory’s psychometric properties may also be affected by the speci-
ficity of the research sample. As found in other research (Široká et al., 2023), medical students can perceive an 
increased psychopathological burden. The mean profile of the psychological immune system can provide useful 
information on these students’ functioning. Our data indicate that healthcare students may have problems in the 
self-regulating subsystem. However, self-regulating skills are crucial to dealing with patients, using critical think-
ing, and for meaningful learning. The lowest level was found in the synchronicity factor. This factor is considered 
as an ability to be mentally present in the moment. Reinforcing the self-regulating competences can contribute 
to medical students’ more adaptive functioning in terms of preventing negative consequences of stress, such as 
burnout syndrome.

Based on the second-order confirmatory factor analysis, the original model of the psychological immune 
system proved to be acceptable, although not ideal for our data. Accordingly, we also analyzed a modified 
model. The removal of problematic items has slightly improved the fit indices. However, this modification has 
affected the reliability of individual factors unfavorably. Therefore, we suggest using the original model and 
recommend verifying the psychometric properties of the Slovak version of the PICI inventory on a representa-
tive sample.

Within the context of convergent validity, the research conducted to date has supported the negative relation-
ship of psychological immunity with depression (Voitkāne, 2004), psychopathological symptoms (Oláh, 2021) 
and burnout syndrome (Gombor, 2009) and its selected sections with maladaptive cognitive schemas, experienc-
ing loneliness and negative emotional states (Zábó et al., 2022). On the other hand, psychological immunity has 
been shown to be positively related to mental and physical health (Oláh, 2021), life satisfaction (Bóna, 2014; 
Gombor, 2009), life aspirations (Voitkāne, 2004), emotional intelligence (Oláh, 2021), life meaningfulness, and 
experiencing positive emotions (Zábó et al., 2022).

On a broader perspective, a large amount of scientific evidence has so far supported the partial constructs of 
the psychological immune system. In the field of identifying protective factors of mental health, research has been 
well-documented on optimism (Conversano et al., 2010), self-efficacy (Zhou et al., 2021), sense of coherence 
(Griffiths, 2009) or emotional stability (Aschwanden et al., 2021; Kroencke et al., 2020; Liu et al., 2021). Con-
siderable research interest has also been devoted to the Transactional model of coping with stress (Lazarus, 1966; 
Lazarus & Folkman, 1984).

In the present study, a statistically significant positive correlation was supported between global psychological 
immunity (and its three subsystems) and extraversion, conscientiousness, emotional intelligence and well-being. 
By contrast, a significant negative relationship was indicated with neuroticism and the psychological burden of 
perceived psychopathological symptoms. These results support the construct validity of psychological immunity.
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At the level of psychological immunity factors, we expected convergence with selected coping strategies, per-
ceived burden of psychopathological symptoms and factors of emotional intelligence. In the context of coping 
strategies, our results support the assumption of a positive relationship between active coping and psychological 
immunity factors of goal orientation, self-efficacy, and problem-solving capacity. Our results regarding positive 
relationships between facets of emotional intelligence and factors of the psychological immune system support 
a view of psychological immunity not only as a defense against psychological risks, but also as a capacity to 
proactively maintain mental health and well-being. These results are consistent with findings on the association 
between psychological immunity and mental health (Oláh, 2021), life satisfaction (Voitkāne, 2004) and adaptive 
functioning (Albert-Lőrincz et al., 2011; Gombor, 2009; Stankovic et al., 2022). The negative correlation of de-
pression and anxiety with selected factors of psychological immunity (positive thinking, sense of coherence, sense 
of self-growth, creative self-concept, synchronicity and emotional control) points to the applicability of the Slovak 
version of the PICI in the field of detecting vulnerable individuals with insufficient coping resources.

 

Strengths and Limitations
The findings of this research should be viewed through the prism of certain limitations, one of which is the com-
position of the research sample that consists of a specific group of medical students, mostly in early adulthood. 
The level of psychological immunity is also influenced by developmental factors (Bredács, 2019) and can also vary 
among students from different disciplines (Bredács & Kárpáti, 2012). Furthermore, the research population was 
not balanced by gender, biased in favor of women. Possible limitations are due to the translation from the English 
version of the PICI inventory. In future research, we will perform another translation from the original Hungarian 
version and refine the Slovak version accordingly. 

Further limitations stem from the very nature of cross-sectional studies, which are conducted by self-evalua-
tion methods. Additionally, the verification of psychometric properties would also need to be supplemented by 
test-retest reliability and also by testing the invariance of the model across different age, educational and ethnic 
groups, as well as in terms of gender. Given the limitations, we consider the research findings to be beneficial in 
our particular context, serving as important data for further adapting the Slovak version of the PICI. The study’s 
results also contribute to the topic of the psychological immunity in medical students. The knowledge of strengths 
and limitations of psychological immunity in healthcare students can be used to plan preventative programmes 
and interventions to address stress in medical students.

Conclusions, Implications and Future Directions
 

Psychological immunity is an interdependent system of resource personality factors that protect an individual 
from the harmful consequences of psychological distress and, at the same time, promote mental health. Our 
results, regarding the second-order confirmatory analysis, indicate an acceptable fit of the original model to our 
data. The data also supported the convergent validity of the individual psychological immunity factors observed. 
However, it would be desirable to verify the results in a representative research sample and through longitudinal 
follow-up. The psychological immune system model (Oláh, 2021) appears to be a valuable framework for un-
derstanding the structure of protective personal competences and possesses significant potential for application. 
The Psychological Immune Competence Inventory can be used for effective detection and the dispensarization of 
potentially vulnerable individuals. In addition, personalized profiling can be useful in promoting mental health 
on the level of individuals, not just by detecting potentially impaired functions, but also by defining resource 
variables to reinforce specific competences.
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Introduction: Stigma surrounding mental illness (MI) poses a significant 
obstacle to treatment access, hinders recovery, and may lead to suboptimal 
care. Breaking the chains of prejudice and embracing tolerance are essential 
steps in fostering understanding and compassion for those living with MI.
Aims: This study aims to describe the levels of stigma and discrimination 
against individuals suffering from MI among professionals in Portuguese 
Integrated Continuing Care Units (ICCUs).
Methods: A quantitative, observational, cross-sectional study involving 163 
participants utilized a sociodemographic questionnaire, alongside two as-
sessment instruments – the Attribution Questionnaire (AQ-27) and Com-
munity Attitudes Toward Mental Illness (CAMI).
Results: Results revealed significant differences in stigma levels based on 
education (pprejudice = .001; ptolerance = .007) and occupation (pprejudice = .025), 
higher stigma being associated with lower education levels and specific 
healthcare occupations (medical assistant). Additionally, a positive correla-
tion was found between age and stigma perception (r = -236, pprejudice = .002; 
r = -167, ptolerance = .033).
Conclusions: The findings underscore the urgent necessity for targeted an-
ti-stigma interventions within Portuguese integrated continuing care units, 
focusing on mitigating education-based disparities, and addressing specific 
healthcare occupations that exhibit heightened stigma. Effectively combat-
ing stigma among professionals is crucial for fostering a more inclusive and 
compassionate environment in these care settings.

Keywords: mental illness, stigma, health services, professionals, Integrated 
Continuing Care Units
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Introduction
People will often stigmatize those with mental disorders, discriminating against them, and denying them essential 
rights and care. In addition, such is followed by social isolation, negatively influencing and limiting education and 
employment (Corrigan et al., 2000; WHO, 2022). Thus, the stigma associated with mental illness (MI) stands as 
a major barrier to access treatment and can bear a significant impact on the potential for recovery (Knaak et al., 
2017).  The concept of stigma was proposed by Erving Goffman in 1961 as a complex social process of labeling, 
devaluation, and discrimination involving an interconnection of cognitive, emotional, and behavioral compo-
nents (Goffman, 1963; Knaak et al., 2017; Lyon & Mortimer-Jones, 2020; Moreira et al., 2021). According to 
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Corrigan & Penn (1999), stigma can have even more of an impact on a person’s life than the symptoms of MI 
itself, and can operate at an individual, interpersonal, and social level (Gagné et al., 2023). Therefore, Corrigan 
and Bink (as cited in Kolb et al., 2023) differentiate “public stigma” from “self-stigma”, noting that stereotypes 
about mental illnesses generate discriminatory behaviors in individuals without an illness, while in a person with 
mental illness, experiences of prejudice and discrimination are internalized. 

In healthcare settings, stigmatizing attitudes, the use of stereotypes and the attribution of characteristics to the 
patient before assessing their state of health can have an impact, particularly on the professional’s involvement in 
responding to the health episode or condition, poor prognosis, longer waiting times and verbal abuse (Ghuloum 
et al., 2022; Gras et al., 2015; Lien et al., 2019). In this way, compromising the adequacy of care can contribute 
to the worsening of the individual’s condition. Thus, the stigma related to mental illness in healthcare systems is 
identified as a barrier to treatment and recovery, as well as poorer quality care for individuals suffering from men-
tal illnesses (Del Olmo-Romero et al., 2019; Lien et al., 2019; Rivera-Segarra et al., 2019). In addition, in many 
healthcare settings, stigmatization can cause more harm than the disease itself, and can significantly contribute to 
a decrease in the healthcare service users’ quality of life (Carrara et al., 2019). 

Research shows that health professionals are just as likely to have stigmatizing beliefs and behaviors towards 
people with MI as the general population – since they share stigmatizing attitudes, regarding people with MI as 
incompetent, violent, and dangerous (Rivera-Segarra et al., 2019). In addition, qualitative studies show that users 
of general and mental health services complain about stigmatizing and discriminatory attitudes on the part of 
professionals (Del Olmo-Romero et al., 2019). It is therefore important for healthcare professionals to be aware 
of the adverse effect that stigmatizing attitudes and discriminatory behavior can produce on healthcare consumers 
(Carrara et al., 2021). 

Schizophrenia and depression are the most common mental disorders to be stigmatized (Jauch et al., 2023; 
Rivera-Segarra et al., 2019). It should be noted: recent studies have found that professionals stigmatize people 
with schizophrenia more than those with depression. In addition, they often perceive people with personality 
disorders as manipulative and thus less deserving of care, and demonstrate a similar attitude towards people with 
suicidal ideation and substance abuse (Rivera-Segarra et al., 2019).

According to the study by Rivera-Segarra et al. (2019), the attitudes and beliefs health professionals carry can 
generate a direct influence on their interventions. One example from the same study reveals that the narratives 
given by professionals show they actively ignore mental illness patients’ complaints and only refer them to a men-
tal health professional, even though their main complaint is physical (Rivera-Segarra et al., 2019). 

MI related stigma in health services is an area that has been analyzed and identified as a cause for concern. 
Therefore, a strong impetus exists to carry out research into this issue (Jauch et al., 2023). Interventions through 
anti-stigma education have been carried out all over the world as a way of combating this problem (Ghuloum et 
al., 2022; Lien et al., 2019; Raj, 2022). In Portugal, a recent study showed that healthcare professionals exhibit 
better attitudes and behaviors towards people with MI compared to other professionals in the education and so-
cial fields, and that these results are justified due to a greater training and daily contact with people having MI in 
their jobs (Simões de Almeida et al., 2023). However, there is no evidence available in Portugal in other specific 
settings, such as Integrative Continuing Care Units (ICCUs).

ICCUs in Portugal are a set of services that aim to provide a response to people in dependency situations and 
in need of specialized care. They were created in 2005 by Decree-Law no. 101/2006, of 6th June, and became the 
Portuguese National Network for Integrated Continuing Care (NNICC) (Armindo & Dourado, 2022; Mon-
teiro et al., 2013). Their objectives are to provide health care and social support in a continuous and integrated 
manner to people who, regardless of age, live in a dependency situation as a result of illness or in need to prevent 
the worsening of a chronic illness (Armindo & Dourado, 2022; Monteiro et al., 2013; Unidade de Gestão e 
Acompanhamento da Rede Nacional de Cuidados Continuados Integrados, 2022). The NNICC is made up more 
specifically of areas such as medicine, nursing, physiotherapy, occupational therapy, speech therapy, psychology, 
and social work. In Portugal, as of March 2023, there are a total of 672 institutions (Serviço Nacional de Saúde, 
2023; Unidade de Gestão e Acompanhamento da Rede Nacional de Cuidados Continuados Integrados, 2022). 

Since no research has ever been published in Portugal evaluating stigma and discrimination among NNICC 
professionals, the aim of this present study is to describe the levels of stigma and discrimination towards people 
with MI among professionals working in general ICCUs.
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Methods
A quantitative, cross-sectional study was conducted from May to July 2023 using an online questionnaire avail-
able to the participants in the Google® Forms platform. Participants needed to meet the following criteria for 
inclusion in the study: to work in ICCUs and to be able to read and understand Portuguese. 

Participants and Data Collection

The sample numbered 163 participants, with a mean age of 34.36 (SD = 8.80) years, 146 (89.6%) females, 83 
(50.9%) married or in a de facto relationship, and 94 (57.7%) living in the North of Portugal. Most of the partici-
pants were therapists – physical, occupational, speech and language therapists (n = 58; 35.6%) or medical doctors 
and nurses (n = 49; 30.1%), had a bachelor’s degree (n = 105; 64.4%), and working in ICCUs for less than five 
years previously (n = 88; 54.0%) (Table 1). 

No official information is available regarding the total number of professionals working in the general ICCUs; 
therefore, the authors do not know to what degree the sample represents the population.

The sampling method consisted of a non-probabilistic snowball sampling (Marôco, 2018). 
Data was then collected via sharing an online questionnaire with professionals from various ICCUs – e-mails 

were sent to the units. In order to take part in the study, participants had to complete a declaration of informed 
consent, in accordance with the Declaration of Helsinki (WMA, 2001). Ethical approval was sought from the 
ESS, Polytechnic University of Porto Ethics Committee (CE0049D).

Table 1. Sociodemographic Characterization of the Sample

Variables n (%)

Gender Male 17 (10.4)

Female 146 (89.6)

Occupation Medical doctor/nurse 49 (30.1)

Therapist (OT, PT, SLT) 58 (35.6)

Others social and healthcare professionals 31 (19.0)

Medical assistant 25 (15.3)

Education High School 27 (16.6)

Bachelor’s degree 105 (64.4)

Master’s degree 31 (19.0)

Marital status Single/ Divorced/ Widowed 80 (49.1)

Married/De facto relationship 83 (50.9)

Country regions North 94 (57.7)

Center 44 (27.0)

South 25 (15.3)

Working in ICCUs (years) 0 – 5 88 (54.0)

5 – 10 40 (24.5)

> 10 35 (21.5)

Variable

Age (years) 34.36 (SD = 8.80)

Notes. M – Mean; SD – Standard Deviation; OT – Occupational Therapist; PT – Physical Therapist;  
SLP – Speech and Language Therapist; ICCU - Integrative Continuing Care Unit.
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Measures

To carry out this study, a sociodemographic questionnaire and two assessment instruments were used: the 
Attribution Questionnaire (AQ-27) and the Community Attitudes Toward Mental Illness (CAMI).

In order to characterize the sample, the research team developed a sociodemographic questionnaire that con-
sisted of questions such as age, gender, marital status, educational level, occupation, and length of time working 
in an ICCU.

The Attribution Questionnaire (AQ-27) 

The Attribution Questionnaire (AQ-27) is an assessment tool that involves nine dimensions of stigma: Blame, 
Pity, Irritation, Dangerousness, Fear, Help, Coercion, Segregation, and Avoidance (Sousa et al., 2008). The AQ-
27 is made up of different items with variations in the characteristics of the MI being assessed, especially the 
condition’s severity. The AQ-27 comprises a report of an individual with schizophrenia, followed by 27 statements 
that must be scored using a 9-point Likert-type scale, where 1 means “not at all” and 9 means “very much”. The 
results are calculated using the average scores obtained for the items that make up each dimension. The Avoidance 
questions are scored inversely. Higher scores correspond to greater stigma towards people with MI and each of the 
dimensions of the AQ-27 varies between 3 and 27 points (Pinto et al., 2020; Sousa et al., 2012). The preliminary 
version of the AQ-27 in Portuguese has a Cronbach’s α of .88, close to that reported in other studies carried out 
in Portugal, namely .76 and .83 (Ferrari et al., 2020; Sousa et al., 2012). In this study, AQ-27 has a Cronbach’s α 
= .82 (subscales Cronbach’s α: Coercion - .33; Segregation - .76; Avoidance - .69; Fear - .87; Dangerousness - .83; 
Help - .76; Pity - .68; Anger - .63; Blame - .54).

The Community Attitudes towards Mental Illness (CAMI) 

The Community Attitudes towards Mental Illness (CAMI) is an instrument validated for the Portuguese popu-
lation and developed by Taylor & Dear in 1981 to assess the general public’s attitudes towards people with MI 
(Lopes, 2020; Taylor & Dear, 1981). Initially, this questionnaire consisted of 40 questions, but later adjustments 
were made to employ a scale with 27 questions and a shorter one with 12 questions. This study used the 27-ques-
tion scale, which has been validated for the Portuguese population. The scale is divided into two factors, specifi-
cally prejudice and exclusion, corresponding to questions 1–3, 11–18, 25 and 26, as well as tolerance and support 
in the community, corresponding to questions 4–10, 19–24, and 27. The classification is made according to a 
Likert-type scale from 1 “strongly agree” to 5 “strongly disagree” in questions 1–3, 11–18, 25 and 26, while in 
questions 4–10, 19–24, and 27 it is made inversely, with 5 being “strongly agree” and 1 being “strongly disagree”. 
The higher the score, the less stigmatizing the attitudes. Cronbach’s α for prejudice and social exclusion was .70 
and for tolerance and support in the community, .63 (Lopes, 2020). This study has a Cronbach’s α of .71 for 
prejudice and exclusion and .67 for tolerance and support.

Statistical Analysis

After collecting the data, a statistical analysis was carried out using the Statistical Package for the Social Science 
(SPSS) 28.0 for Windows software with a significance level of .05 and a 95% confidence interval for all the 
statistical tests applied (Marôco, 2018; Pestana Maria, 2014). The sample’s characteristics were analyzed using 
descriptive statistics. Normality was checked for all variables using skewness (between -0.05 and 1.79) and kur-
tosis (between 0.12 and 5.16), aiming for values of skewness less than |2.0| and kurtosis less than |9.0| (Gignac, 
2019; Cain et al., 2017). Comparisons between the assessment instruments (total score and subscales) and the 
variables were made using independent Student’s t-tests and one-way ANOVA. Pearson’s and Spearman’s correla-
tion coefficients were used to assess the association between the instrument values and age and years of experience 
in ICCUs (Marôco, 2018). Multiple Linear Regressions models using a stepwise method were implemented to 
predict the value of dependent variables (total CAMI, subscales prejudice and tolerance, and total AQ) starting 
from the knowledge of several independent variables (age, education and occupation). Using stepwise methods 
for variable selection in multiple regression can save time and effort, particularly with many potential predictors. 
Categorical variables (education and occupation) were added to the model as ordinal variables. The assumptions 
for the analysis (linear relationship between the independent and dependent variables, using scatter plot; absence 
of multicollinearity, using values of tolerance Variance Inflation Factor (VIF); independence of the residuals, us-
ing Durbin-Watson’s test; constant variance, using a graph of “standardized residuals” against the “standardized 
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predicted value” – and normal distribution of residuals — using a quantile-quantile (Q-Q) plot; and presence of 
outliers, using Cook’s distance values less than 1) were tested and verified (Marôco, 2018).

Results
Table 2 shows the values of perceived stigma, measured by CAMI - 115.60 (SD = 9.82) and AQ - 100.93 (SD 
= 20.78) for the total sample. Analyzing these values according to sociodemographic variables, also in Table 2, 
it is visible that, statistically significant differences exist between occupation [CAMI: F(3) = 3.83, p = .011; AQ: 
F(3) = 3.58, p = .015] and educational level [CAMI: F(2) = 8.14, p < .001; AQ: F(2) = 3.62, p = .029], in both 
instruments. Post-hoc tests (Bonferroni) show differences in total CAMI between those with high school educa-
tion [109.41 (9.42)] and those with bachelor’s [(116.17 (9.69); p = .003] and master’s degrees [119.06 (8.34); p 
< .001], as well as between medical doctors and nurses [116.51 (9.39)], and medical assistants [109.68 (9.38); p 
= .025], and lastly with therapists [117.05 (10.16)]; p = .009]. In the total AQ, there were differences between 
those possessing high school education [109.78 (27.11)] and those having master’s degree [95.65 (19.41); p = 
.029], and between therapists [98.10 (19.68)] and medical assistants [112.56 (26.99); p = .020], and lastly with 
other professionals (p = .024). A negative association between the age of participants and CAMI was also present 
(Spearman’s Rho = -.22; p = .004), with the older participants showing more stigma.

Table 2. Stigma Measures According to Sociodemographic Variables and Total Sample

Variables
CAMI total AQ total

M (SD) p Effect size M (SD) p Effect size

Total sample 	115.60	 (9.82) 	 100.93 	(20.78)

Gender a

   Male
   Female 

	112.88	 (9.84)
	115.92	 (9.80)

.229 -.31 	 102.65 	(29.26)
	 100.73 	(19.69)

.796 .09

Occupation b

    Medical doctor/nurse
    Therapist (OT, PT, SLT)
Others social and healthcare 
    professionals
    Medical assistant

	116.51	 (9.39)
	117.05	(10.16)

	116.23	 (8.82)
	109.68	 (9.38)

.011 .07

	 101.08 	(18.09)
	 98.10 	(19.68)

	 96.61 	(18.51)
	 112.56 	(26.99)

.015 .06

Education b

    High School
    Bachelor’s degree
    Master’s degree

	109.41	 (9.42)
	116.17	 (9.69)
	119.06 	 (8.34)

< .001 .09
	 109.78 	(27.11)
	 100.22 	(18.74)
	 95.65 	(19.41)

.029 .04

Marital status a

    Single/ Divorced/ Widower
    Married/De facto relationship

	115.79 	(10.10)
	115.42	 (9.59)

.813 .04 	 102.96 	(23.02)
	 98.98 	(18.30)

.222 .19

Country regions b

    North
    Center
    South

	115.68 	(10.04)
	115.89 	 (9.96)
	115.20 	 (9.02)

.961 .00
	 101.22 	(20.19)
	 103.75 	(22.16)
	 94.88 	(20.05)

.230
70

(.70)

Working in ICCUs (years) b

    0–5
    5–10
    >10

	116.85 	 (9.35)
	115.88 	 (8.06)
	112.14 	(12.02)

.054 .04
	 100.56 	(20.71)
	 100.63 	(18.63)
	 102.23 	(23.68)

.918 <.01

Rho c p Rho c p

Age (years) -.22 .004 .04 .597

Notes. M – Mean; SD – Standard Deviation; OT – Occupational Therapist; PT – Physical Therapist; SLP – Speech and 
Language Therapist; ICCU - Integrative Continuing Care Unit.  Effect size - eta-squared, Cohen’s d; a – Independent 
samples t-test with Cohen’s d as effect size. b – One-Way ANOVA with eta-squared as effect size;  c – Spearman’s 
correlation
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Tables 3 and 4 demonstrate the values of CAMI and AQ subscales according to education and occupation. 
Both CAMI subscales (Table 3) show statistically significant differences among the participants’ various levels of 
education, with bachelor’s and master’s degree holders having a lower level of stigma than those with high school 
education [F(2)prejudice = 7.07, p = .001; F(2)tolerance = 5.10, p = .025]. Post-hoc tests show differences in the subscale 
“Prejudice” between those possessing high school education [54.67 (6.46)] and those having earned bachelor’s 
[58.24 (5.21); p = .005] and master’s degrees [59.60 (3.87); p = .001]. 

Regarding occupation, differences occurred between occupations [F(3)prejudice = 3.21, p = .025]. Post-hoc tests 
show differences between medical doctors/ nurses [58.56 (4.46)] and medical assistants [54.88 (6.60); p = .034] 
and, also, between the latter and therapists [58.43 (5.64); p = .035].

In the subscale “Tolerance”, there were differences between high school education [54.74 (4.72)] and bach-
elor’s [57.93 (5.97); p = .033] and master’s degrees [59.45 (5.80); p = .007] (post-hoc data not shown but available 
upon request).

The association between age and CAMI subscales indicates that stigma increases with age: the older the par-
ticipant, the higher his/her perception of stigma (Spearman’s Rho prejudice = -.24 and pprejudice = .002; Spearman’s 
Rho tolerance = -.17 and ptolerance = .033).

The subscales of AQ (Table 4), in most part, did not exhibit significant differences, either in levels of education 
or in types of occupation, except for the subscales “Coercion” and “Segregation”. Regarding education levels, the 
subscale “Segregation” shows lower levels of segregation by the participants with bachelor and master levels in 
relation to people with mental conditions [F(2)segregation = 131.89, p < .001]. In the comparisons between types of 
occupation, both the subscales “Coercion” and “Segregation” show lower stigma in therapists and other health 
and social professionals [F(3)coercion = 44.53, p = .042; F(3)segregation = 108.04, p < .001]. Post-hoc tests indicate dif-
ferences, in the subscale “Segregation” between those with high school education and those with bachelor’s 
(p = .008) and master’s degrees (p = .001), as well as between medical doctors, nurses and medical assistants 
(p = .001), medical assistants and therapists (p < .001), and between other health and social professionals and 
medical assistants (p = .003). In the subscale “Coercion”, differences emerged between other health and social 
professionals and medical assistants (p = .035) (post-hoc data not shown but available by request).

The association between age and AQ subscales also demonstrates that stigma increases with age, but only in the 
subscale “Blame”: the older the participant, the higher his/her perception that people with mental problems were 
to blame for their condition (Spearman’s Rho = .19 and p = .010).

Table 3. CAMI Subscales Measures According to Occupation and Education

Variables

CAMI subscales

Prejudice Tolerance

M (SD) p Effect size M (SD) p Effect size

Occupation a

   Medical doctors & nurses
   Therapist (OT, PT, SLT)
   Others social/healthcare professional
   Medical assistant

	 58.56 (4.46)
58.43 (5.64)
58.39 (4.70)
54.88 (6.60)

.025 .06
57.98 (6.12)
58.62 (6.36)
57.84 (5.16)
54.80 (4.34)

.054 .05

Education a

   High School
   Bachelor’s degree
   Master’s degree

54.67 (6.46)
58.24 (5.21)
59.60 (3.87)

.001 .08
54.74 (4.72)
57.93 (5.97)
59.45 (5.80)

.007 .06

Rho b p Rho c p

Age (years) -.24 .002 -.17 .033

Notes. M – Mean; SD – Standard Deviation; r – Spearman’s correlation; OT – Occupational Therapist; PT – Physical 
Therapist; SLP – Speech and Language Therapist; a – One-Way ANOVA with eta-squared as effect size; b – Spearman’s 
correlation
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Multivariate linear regression (Table 5) revealed statistically significant models for the total CAMI [F(2,160) 
= 10.43; p < .001; R2 = .10] and for both the prejudice sub-scale [F(3,159) = 6.44; p < .001; R2 = .11] and the 
tolerance sub-scale [F(2,160) = 9.61; p < .001; R2 = .07] of CAMI. Education level (B = .20; t = 3.36; p < .001) 
and age (B = 4.18; t = -2.40; p = .017) were found to be predictors of stigma in the total CAMI, as were education 
level (B = 1.93; t = 2.47; p = .015) and age (B = -.12; t = -2.43; p = .016) predictors of the existence of prejudice, 
and age (B = -.09; t = -2.52; p = .013) and education level (B = 2.08; t = 3.04; p = .003) predictors of tolerance. 
In the multivariate regression [F(1,161) = 6.71; p = .010; R2 = .03], stigma as measured by AQ-27 was shown 
to be predicted only by education level (B = -6.96; t = -2.59; p = .010). This model explains a very low variance. 

Discussion
This study aims to analyze stigma and discrimination towards people with MI by professionals working in general 
ICCUs. Our sample shows low levels of stigma and discrimination against people with MI, in comparison with 
the medium values of the scales used. This could be a positive factor in raising awareness and the acceptance of 
MI and, consequently, promoting a greater recovery for people with MI (Avdibegović & Hasanović, 2017; Pinto 
et al., 2020). 

Concerning occupation, medical assistants stand out, showing greater stigma towards people having MI. 
When a person suffering from MI is approached in healthcare, the knowledge that the person has a diagnosis of 
MI could increase the desire for social distancing, as well as the discomfort in assessing and treating the person 
in a medical emergency context (Henderson et al., 2014). In addition, people with MI tend to be particularly 
rejected and are often considered difficult, manipulative, and less deserving of care (Knaak et al., 2017; Minas et 
al., 2011). Professionals reveal negative attitudes when caring for people with MI, displaying attitudes of futil-
ity and reporting that it is difficult to build a relationship with people having MI (Tyerman et al., 2020). The 
lower stigma observed among therapists, nurses and medical doctors, and other social/ healthcare professionals 
compared to medical assistants may be attributed to differences in education, training, and professional exposure. 
Those in higher education professions often undergo extensive education and training in mental health, which 
may contribute to increased knowledge, empathy, and reduced stigma. In contrast, medical assistants may have 
less specialized training in mental health and fewer years of education, leading to a comparatively higher level of 
stigma (Aflakseir et al., 2019; Marangu et al., 2021). 

Literacy and education levels play pivotal roles in shaping individuals’ attitudes and perceptions, particularly 
concerning sensitive topics such as mental health stigma. Higher literacy and education levels are often associ-
ated with increased awareness, open-mindedness, and a more nuanced understanding of mental health issues. 
Individuals with higher educational attainment are likely to have been exposed to diverse perspectives, mental 
health education, and anti-stigma campaigns, thus fostering a more empathetic and informed outlook. On the 
contrary, lower literacy levels and limited access to education can contribute to misconceptions, stereotyping, and 
heightened stigma surrounding mental health conditions. Efforts to combat stigma should thus prioritize educa-

Table 5. Multiple Regression Models to Analyze CAMI Total and Subscales and ASQ With Sociodemographic Variables

total CAMI tolerance subscale CAMI prejudice subscale CAMI total AQ

Constant 114.12 (4.25) 56.39  (2.61) 58.38 (2.81) 115.01 (5.67)

Education level -0.20** (0.08) 2.08**  (0.77) 1.93* (0.79) -6.96 ** (2.68)

Age 4.18 * (1.24) -0.09* (0.05) -0.12* (0.05)

Occupation -0.20 (0.46)

R-squared .10 .07 .11 .03

Notes. Standard errors are reported in parentheses.
*, ** indicate significance at the 95%, and 99% level, respectively. 
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tional initiatives, aiming to enhance literacy and promote awareness to create a more inclusive and understanding 
society (De Silva et al., 2020; Sweileh, 2021).

As for the association between age and increased stigma perception, several factors could contribute. Older 
individuals may have been exposed to historical societal attitudes that stigmatize mental health conditions, lead-
ing to ingrained beliefs. Additionally, older individuals may have had limited exposure to contemporary mental 
health education and awareness initiatives, potentially influencing their perceptions. Socialization and cultural 
influences over time may also contribute to generational differences in stigma levels as well as older people having 
more beliefs and more inflexibility. It is important to note that these are potential explanations, and the complex 
interplay of various factors influencing stigma requires further investigation (Farrer et al., 2008; Chesser et al., 
2016). In fact, while the variables education level, age, and occupation are significant in our study, they only 
explain 10% of the stigma, which leads to the need for a broader understanding of this phenomenon and further 
research. The effects of stigma on people with mental illness are known to differ depending on social and demo-
graphic categories; a recent narrative review (Ahad et al., 2023) highlights the significance of cultural nuances 
in contributing to stigma and emphasizes the need to develop cultural sensitivity to combat stigma and raise the 
awareness of mental health issues worldwide.

Moreover, although this study revealed low levels of stigma and discrimination, its presence is inevitable. It 
is known that researchers identify lack of awareness as the main factor for the presence of stigma in MI in some 
social groups. At the same time, interpersonal factors such as social skills, physical appearance, positive and nega-
tive symptoms of mental illness, personal experiences, peer relationships and the image that the media displays 
of people with MI also contribute to the presence of stigma (Ansari et al., 2008; Edwards & Kotera, 2021). A 
study of medical students in Portugal suggests that theoretical training and contact with people suffering from 
MI constitute factors that contribute to changes in attitudes and stigma. Students who had already studied or 
interned in psychiatric wards showed fewer attitudes and greater willingness to include people with MI in the 
community (Pinto et al., 2020). Thus, practices such as social contact, including testimonies from people with 
lived experience of MI and educational approaches are fundamental strategies for reducing stigma in healthcare 
(Carrara et al., 2019; Knaak et al., 2017).

Strengths and Limitations
Possible limitations of this study include a restricted and non-representative sample, as participants were solely 
recruited online, raising concerns about the generalizability of findings to broader populations or different con-
texts. The potential for selection bias cannot be ignored, given that participants were volunteers, introducing the 
possibility that they may differ in characteristics from the general population of healthcare professionals working 
in ICCUs. Additionally, there is a risk of social desirability bias in responses, particularly when addressing sensi-
tive issues such as attitudes towards patients with mental illnesses. Self-reported data collection introduces social 
desirability and subjectivity, affecting the reliability of these results. Careful consideration of these limitations 
remains crucial for interpreting and applying the study’s results accurately. 

In this sample, differences were found in the perception of stigma according to education levels and occupa-
tions. These differences were more visible with the CAMI scale than with the AQ-27, which may be due to the 
specificities of each one – the CAMI scale divides stigma into two constructs (prejudice and tolerance) while the 
AQ-27 divides it into nine dimensions, which represent different discriminatory attitudes. We can hypothesize 
that these attitudes do not contribute the same weight to the stigma construct, and this may be the reason why not 
only the total values ​​are lower, but also why some of its subscales do not present significant results when analyzed 
in the present sample.

On the other side, strengths of this study lie prominently in its pioneering nature as the first investigation 
targeting this specific population – professionals working in ICCUs. Through encompassing diverse professional 
roles, the research is positioned to uncover nuanced insights into the similarities and differences in attitudes across 
various healthcare domains. Furthermore, the study’s nature promotes a comparative analysis of attitudes among 
different healthcare professionals, enabling the identification of profession-specific factors that may influence per-
ceptions. This multi-professional assessment not only contributes to the current understanding of mental health 
attitudes but also serves as a catalyst for future research endeavors seeking to address mental health challenges 
across a spectrum of healthcare occupations.
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Conclusions, Implications and Future Directions
This study aims to describe the levels of stigma and discrimination against people with mental illness (MI) among 
professionals working in general Integrated Continuing Care Units (ICCUs).

The study reveals that the level of stigma towards individuals with MI among professionals in general ICCUs 
is low. This may be attributed to a greater willingness to accept MI and an increase in initiatives supporting men-
tal health following the COVID-19 pandemic. Another contributing factor involves the indirect contact these 
professionals have with the MI population in their professional context. Results indicate that stigma levels vary 
according to occupation and education, with higher levels of stigma associated with certain healthcare fields (e.g., 
medical assistants) and lower educational levels. Additionally, a positive correlation was found between age and 
stigmatizing attitudes, suggesting that stigma increases with age. Cultural and contextual value systems, which 
differ over time and between contexts, also influence stigma (Subu et al., 2021). Specifically, more stigmatizing 
attitudes were observed among medical assistants, likely due to insufficient education or training on mental health 
issues. This lack of understanding can contribute to stereotypes and misconceptions about mental illness.

In summary, stigma levels varied significantly based on education and occupation, with higher levels of stigma 
observed among those having lower education levels and in certain healthcare professions. This highlights the 
need for targeted anti-stigma interventions within Portuguese ICCUs to address these disparities and promote a 
more inclusive environment. Emphasizing the importance of mental health literacy initiatives, such as psychoedu-
cation, can increase the involvement and integration of individuals with MI in the community, leading to better 
approaches by healthcare professionals in the ICCUs.

Therefore, more awareness-raising activities should be incorporated into the training curriculum for these 
professionals. Creating initiatives such as educational or literacy programs focused on mental health appreciation, 
alongside promoting direct contact with individuals having MI, is crucial to reducing stigma and discrimination. 
These initiatives allow professionals to gain a better understanding of MI symptoms and consequently improve 
their approach to individuals with MI in the ICCUs. Reducing stigma towards people with MI brings significant 
benefits, thus contributing to their successful recovery.
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Mental Health Literacy Level of University 
Students Enrolled in Health Departments:  
A Descriptive Study in Turkey 
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Introduction: Good mental health literacy (MHL) enables an individual 
to access, understand, and use information in a way that promotes and 
maintains good mental health and facilitates early referral to mental health 
services. The literature reports that MHL levels among adolescents are 
gradually increasing, but still remain at low/moderate levels, and that this 
situation bears a negative impact on both individual and societal health.
Aims: The Authors of this study aim to determine the level of MHL among 
university students engaged in the field of health, the factors that influence 
this level, and the differences between the various fields. 
Methods: The sample of this cross-sectional study consisted of 1,227 stu-
dents enrolled in a university health department between 1 December 
2022 and 20 January 2023. Data were collected online using a question-
naire designed by the researchers, and applying the MHL Scale (MHLS). 
We used descriptive statistics, one-sample t-test, one-way ANOVA test, 
multiple comparison tests (Tukey) and multiple linear regression in the 
statistical analysis. 
Results: The mean MHLS score of health faculty students was moderate 
(15.88, SD = 3.30). Female students, students aged >20 years and medi-
cine, dentistry or nursing students had higher MHLS scores than others 
(p < .050).
Conclusions: We observed that university students in the health sector 
did not have the desired or expected level of MHL. Improving MHL has 
the potential to facilitate early intervention, ensuring effective community 
mental health promotion and support; therefore, educational programs 
should be developed for this group.

Keywords: health department, university student, mental health literacy 
level, mental health, health education
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Introduction
Mental disorders account for one-third of young people’s disease burden worldwide (Auerbach et al., 2018; 
Elyamani et al., 2021; Jung et al., 2016). An international study conducted in 2018 showed that the lifetime 
prevalence of mental illness among university students stood at 35.3% (Auerbach et al., 2018). Owing to the 
COVID-19 pandemic, whose global effects have been ongoing for almost three years, the incidence of mental 
disorders has increased, making mental health a priority (Aguirre Velasco et al., 2020; Gavin et al., 2021; Lai et 
al., 2022; Nobre et al., 2021). COVID-19 has now been effectively brought under control through the collective 
efforts of society as a whole; social order has gradually improved; and psychological distress has been alleviated 
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with the pandemic’s effective prevention and control. Nevertheless, more research remains needed to determine 
the impact of this pandemic on public mental health, the prevalence of mental illness in the short and long term, 
and how it may shape needs related to this issue (Gavin et al., 2021).

Most mental disorders (75.0%) begin in adolescence (12–24 years) but are usually detected later (Aguirre 
Velasco et al., 2020; Auerbach et al., 2018). Poor mental health negatively affects all aspects of young people’s 
lives, particularly education and health; it bears a lasting impact on their health and social functioning in adult-
hood; and increases the risk of premature death (Aguirre Velasco et al., 2020; Elyamani et al., 2021; Morgado 
et al., 2021; Reis et al., 2022). Researchers therefore recognize mental disorders in young people to be a global 
public health issue (Aguirre Velasco et al., 2020; Auerbach et al., 2018; Elyamani et al., 2021; Morgado et al., 
2021; Nobre et al., 2021; Reis et al., 2022). Despite this huge burden of disease, however, studies worldwide 
show that 70.0%–80.0% of young people do not seek the required mental health services they need due to the 
lack of information as well as negative and false beliefs (Aguirre Velasco et al., 2020; Nobre et al., 2021, Seki Öz, 
2021). Mental health literacy (MHL) is the knowledge and skills needed to improve mental health (Elyamani et 
al., 2021; Jung et al., 2016; Kutcher et al., 2016; Morgado et al., 2021; Nobre et al., 2021). In other words, men-
tal health literacy (MHL) refers to the understanding and competencies that are essential for improving mental 
well-being and constitutes a key determinant of mental health status. (Elyamani et al., 2021; Jung et al., 2016; 
Kutcher et al., 2016; Morgado et al., 2021; Nobre et al., 2021; Reis et al., 2022). Low levels of MHL can lead to 
young people being unaware of mental health problems in themselves or those around them, being unable to ac-
cess professional help, or seeking inappropriate help and not receiving effective treatment (Jung et al., 2016; Polat 
Olca, 2023). Therefore, defining the knowledge, beliefs, and attitudes of individuals, especially young people, 
towards mental health problems is the first step in developing services and policies for community mental health 
(Elyamani et al., 2021; Jung et al., 2016; Kutcher et al., 2016).

MHL is an important strategy to encourage society to take action for better mental health (Aguirre Velasco 
et al., 2020; Morgado et al., 2021). Good MHL will enable individuals to access, understand, and use informa-
tion in a way that promotes and maintains good mental health and facilitates referral to mental health services as 
early as possible (Jung et al., 2016). However, inadequate MHL is a global problem, particularly in developing 
countries (Kutcher et al., 2016).

Although most of the international literature on MHL before the COVID-19 pandemic focuses on developed 
countries, these studies report that MHL levels of the general population and adolescents have gradually increased 
but remain low/moderate and that low MHL is responsible for poor health outcomes and high suicide rates in 
societies (Kutcher et al., 2016; Nobre et al., 2021; Özer & Altun, 2022). Gaps exist in the literature regarding 
MHL after the COVID-19 pandemic in developing countries with diverse cultures, such as Turkey, so more stud-
ies are needed (Özer & Altun, 2022; Kantaş Yılmaz & Ünkür, 2023). Turkey, classified as a developing country, 
is characterized by its young population. Considering that most mental disorders occur in the young population, 
Turkey stands at risk in terms of mental disorders (Özer & Altun, 2022). 

We conducted this study to determine the MHL among students in health departments and the factors influ-
encing them. We included health department students because the responsibilities they will be taking on in the 
future will enable themselves, and the group they will serve, to protect and improve mental health, improve atti-
tudes towards people with mental illness, reduce stigma, and encourage people with mental illness to benefit from 
health services at an optimal level. In Turkey, medical education has a curriculum of six years, dentistry five years, 
nursing four years and health services two years. In the future, these students will also assume decisive and influ-
ential roles in public health as health professionals. All these measures will have a positive impact on the quality of 
patient care and the community’s mental health (Özer & Altun, 2022; Öztaş & Aydogan, 2021; Seki Öz, 2021). 

Methods
Participants and Data Collection

We employed a descriptive and cross-sectional design in this study. The reporting of this study conforms to the 
Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) statement guidelines for the 
reporting of observational studies (Ghaferi et al., 2021). 

We conducted the study between 1 December 2022 and 20 January 2023 with 1,665 students enrolled in the 
health faculties (nursing, medicine, dentistry and the vocational school of health services) of Harran University, 
and continuing active education. Research data were collected by sharing an online survey link with the students. 
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We created the survey with Google forms, explained the study’s purpose to the participants via the online link, 
and obtained their consent. Consents and forms collected by the researchers were recorded and stored digitally. 
The confidentiality of student responses was ensured, and responses on Google forms were only viewed through 
the researchers’ e-mail accounts. The response time for the questionnaire ranged between 5–10 minutes.

To conduct the study, the necessary permissions were obtained from the relevant institution, the University 
Clinical Research Ethics Committee (Date: 31.10.2022, Issue: HRU.22.21.03), the Rectorate, and the health 
departments of the relevant university. Permission to use the MHLS was obtained from the researchers who 
conducted the Turkish reliability and validity study of the measurement instruments used. Before completing the 
survey, we informed the students about the study on the first page of the online link, asking them to check “I 
agree to participate in the study” if they agreed to participate in the study. Students were informed that they had 
the right to withdraw from the study at any time and that their participation in the study was voluntary. Students 
who completed the form online were considered to have agreed to participate in the study.

This study used convenience sampling to reach individuals. Out of the 1,665 students of the health faculties, 
the study was completed with 1,227 students who voluntarily agreed to participate (participation rate: 75.0%). 
As the online survey link was used for the research data, 300 people never accessed the link and 138 people did 
not answer all the questions in the survey. The mean age of the students participating in the study stood at 
20.87 (SD = 2.50) years (17-39), and 71.9% of the students were women. Almost all of the students were single 
(97.0%). Table 1 shows other characteristics of the students. It was found that almost all of the students failed to 
receive any mental health help (92.7%), had no family members with a medical diagnosis related to mental health 
(87.0%), and 85.7% of the students did not receive any training on mental health.

Table 1. Sociodemographic Characteristics of Students

Characteristics n %

Gender
Males 345 28.1%

Females 882 71.9%

Place of Longest Residence

City 778 64.4%

District 270 22.0%

Village 179 14.6%

Current Residence

At Home With Family 626 51.0%

Home alone or with Relatives    98 8.0%

Dormitory 503 41.0%

Department

Medical or Dental 163 13.3%

Nursing 454 37.0%

Vocational School of Health Services 610 49.7%

Year of Education

First year 472 38.5%

Second year 369 30.0%

Third ≥ year 386 31.5%

Previous Mental Health Training
Yes 176 14.3%

No 1,051 85.7%

Note. N = 1,227. Participants were on average 20.85 years old (SD = 2.50)
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Measures
Research data were collected using a researcher-developed survey form, as well as the MHL Scale (MHLS). The 
form consisted of seven questions describing socio-demographic characteristics (age, gender, education, etc.) and 
five questions about mental health and health status  (“Have you ever received professional mental health help?”, 
“Are you taking psychiatric medication?”, etc.).

Mental Health Literacy Scale (MHLS)

The original MHLS was developed by Jung et al. (2016). The Turkish validity and reliability of the scale was 
conducted by Göktaş et al. (2019). The MHLS consists of 22 items and three sub-dimensions. There are ten 
items in the knowledge-oriented MHL (KO-MHL) sub-dimension, eight items in the belief-oriented MHL 
(BO-MHL) sub-dimension, and four items in the resource-oriented MHL (RO-MHL) sub-dimension. The 18 
items in the scale’s first two sub-dimensions are from the six-point Likert-scales. The four items in the RO-MHL 
sub-dimension are answered as “yes” and “no.” The scores are calculated by assigning one point to “strongly agree,” 
“agree,” and “yes” responses and no points to any other responses. Items 11–18 of the scale are coded inversely. 
The total score that can be obtained from the scale varies between 0 and 22 (Göktaş et al., 2019). The total score 
provides information about the individual’s MHL level. The higher the score on the scale, the better the MHL 
level. A cut-off score was not calculated for the scale. Cronbach’s alpha coefficient we calculated at α = .71 by 
Göktaş et al. (2019), and it was found to be α = .84 for knowledge-oriented MHL, α = .75 for belief-oriented 
MHL, α = .73 for resource-oriented MHL, and α = .72 for total MHL. The validity of the MHL scale was not 
measured, only the reliability. 

Statistical Analysis

The statistical analysis of the data was performed using the SPSS 20.0 package program. The dependent variable is 
the perceived level of MHL. The independent variables are: students’ department, year of education, place of resi-
dence, place of longest residence, gender, age, educational status, and mental health knowledge level. We found 
that the data showed a normal distribution, skewness and kurtosis. Descriptive statistics (numbers, percentages, 
and mean values), the one-sample t test, one-way ANOVA test, and multiple comparison tests (Tukey) were ap-
plied to evaluate the data. We performed multiple linear regression analysis with the variables having significant 
differences. Multiple linear regression analysis was performed between the total scores of the scale and the stu-
dents’ age and grade. p < .05 was accepted as a significant difference in all analyses.

Results
As Table 2 shows, it was found that the health students’ mean scores on the total and sub-dimensions of the MHL 
scale stood at a moderate level compared to the maximum score that could be obtained. 

Table 3 shows the MHLS scores with respect to the students’ socio-demographic characteristics. Accordingly, 
in the KO-MHL, BO-MHL sub-dimension and total MHL, women students exhibited significantly higher 
scores than men students did.

Table 2. Mean MHLS Scores of the Students

Overall Scale and Subscales
Full 

M SD Min Max Value Sk Kt

Knowledge-Oriented MHL 7.78 2.40 0 10 10 -1.58 2.24

Belief-Oriented MHL 5.87 2.05 0 8 8 -1.48 1.80

Resource-Oriented MHL 2.22 1.51 0 4 4 -0.20 1.42

Total 15.88 3.30 2 22 22 -0.52 -0.41

Notes. Mental Health Literacy. M: Mean, SD: Standard Deviation, Min: Minimum, Max: Maximum Sk = Skewness; Kt = Kurtosis. 
N = 1,227.
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When the age variable was taken into account, we found that the mean scores of the KO-MHL, RO-MHL 
sub-dimensions and the total MHL scores of students aged 20 years and under were statistically significantly 
lower than those of students aged 20 years and over. 

It was found that the mean scores on the total and sub-dimensions of the MHL scale were not statistically 
significant according to the place where the students had lived the longest and the place where they were staying.

When we examined the mean scores on the total and sub-dimensions of the MHL scale according to the 
students’ department, we found that the group of students exhibiting the lowest score on the KO-MHL sub-
dimension were the persons studying at the Vocational School of Health Services, and the difference between the 
groups was due to this group. As for BO-MHL and Total MHL, it was found that the mean score of the individu-
als studying at the Vocational School of Health Services stood lower than that of the other departments and the 
difference was significant due to this group.

On the RO-MHL scale, we found that persons studying in the Faculties of Medicine and Dentistry demon-
strated lower scores than did students in the Nursing and Health Professions Schools, and the difference between 
the groups was due to this group. 

When the students’ mean scores on the scale were examined according to their university class status, we found 
that first-year students reached the lowest mean score on the KO-MHL and the difference between the groups 
existed due to the first-year students compared to the second and third year and above students. In BO-MHL, 
the lowest mean score belonged to the second-year students and the statistical difference between the groups was 
due to the second-year students. 

When the total MHLS and sub-dimension scores were examined according to whether the students received 
any mental health education, it was observed that the KO-MHL, RO-MHL, and total MHLS scores of the stu-
dents who stated that they received mental health education stood significantly higher than those of the students 
who did not receive any education.

In this study, we found that there was a positive correlation between the total MHL level with increasing age 
and years of education, and that female gender and previous mental health education positively increased the 
MHL level. On the other hand, it we found that being a student at a vocational school for health services de-
creased the MHL level. 

Discussion
Identifying the mental health knowledge and beliefs of prospective health professionals is an integral part of de-
veloping targeted education and mental health promotion initiatives. It is apparent, therefore, that a need exists 
for university students to be well informed about mental health so that they are able to independently take action 

Table 4. Regression Coefficients and MHL Scale Total Scores

Independent variable B SE(B) β t p

Age 0.78 0.21 .11 3.66 .001

Year of Education 0.17 0.21 .02 0.81 .418

Gender 
  1 = Female
  0 = Male

1.44 0.20 .19 6.97 .001

Previous Mental Health Training 
  1 = Yes 
  2 = No

1.66 0.26 .16 6.04 .001

Department 
  1 = Vocational School of Health Services 
  2 = Medical or Dental or Nursing

-0.69 0.19 .10 -3.63 .001

Notes. R2 = .08, F(5, 1221) = 22.89, p < .001 
B = unstandardized regression coefficient; SE(B) = standard error for the unstandardized regression coefficient; β = standardized 
regression coefficient
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when at risk, build foundational knowledge of how to recognize symptoms, and appropriately seek help (Reis et 
al., 2022). The mean MHLS score of the university students engaged in the departments of nursing, medicine, 
dentistry, and the vocational school of health services was 15.88 (SD = 3.30). In a study conducted in Turkey 
with the same scale and health students, the total MHL was 14.53 (SD = 3.31) (Kantaş Yılmaz & Ünkür, 
2023). Considering that the highest score that can be obtained on this scale is 22, the students’ knowledge level 
is moderate. We observed that the students’ mean sub-dimension scores stood at a moderate level, similar to the 
total score of the MHLS. A study examined the MHL-level of healthcare workers in Turkey at the beginning of 
the COVID-19 pandemic (between March and May 2020), when there were many uncertainties and anxiety 
increased accordingly. The healthcare workers’ mean MHLS score was found to be 16.96 (SD = 3.30), and it was 
found that the MHL levels of healthcare workers were not at the desired level (Öztaş & Aydogan, 2021). Another 
study was conducted between September 8 and 10, 2021, among individuals living in a city center. The study 
examined the level of MHL and found that the mean MHLS score was 14.76 (SD = 3.67) (Seki Öz, 2021). The 
COVID-19 pandemic had a negative impact on the mental health of the population, and its effects are still on-
going, albeit less intensely compared to previous years. University students actively experienced the COVID-19 
pandemic and had the opportunity to see its effects on mental health both in themselves and in society. Under 
these conditions, university students in the health department are expected to increase their mental health related 
knowledge and practice; however, the scores obtained from the scale are not at the desired level. It was found that 
the health students’ MHL levels did not differ from the results in the research done with other groups (Lee et al., 
2020a; Lee et al., 2020b; Miles et al., 2020; Seki Öz, 2021). According to our results, these students’ expected 
higher MHL awareness remains insufficient; therefore, the content of the courses they take on the topic of mental 
health should be reconsidered. It is thus necessary to investigate why young people’s knowledge and practices 
regarding mental problems are not at the desired level.

In the present study, we found that female students scored higher than male students on the total scale and 
the KO-MHL sub-dimension than male students. This finding is also consistent with other studies conducted 
during the pandemic (Kantaş Yılmaz & Ünkür, 2023; Lee et al., 2020a; Lee et al., 2020b; Miles et al., 2020; Seki 
Öz, 2021). However, one study reported no difference between men and women participants (Öztaş & Aydogan, 
2021). These findings indicate that women have more knowledge about mental health, are better able to recognize 
mental disorders, and are more likely to seek professional mental health services.

In the present study, total MHLS and sub-dimension scores increased with increasing age. One study reported 
that participants in the 28–32 age group had higher levels of MHLS (Miles et al., 2020). Other studies did not 
report age-related results (Lee et al., 2020a; Lee et al., 2020b; Öztaş & Aydogan, 2021; Seki Öz, 2021). This is 
most likely because as the age of university students enrolled in health departments increases, their knowledge of 
and experience with mental health also increases. In this study, a low correlation was found between age and the 
total MHL scale. This result suggests that more important factors than age should be considered in the mental 
health literacy level of students. 

In the present study, it was found that the lowest mean score on the KO-MHL belonged to first-year students 
and the difference between the groups was due to this specific group, while the highest score on the total-MHL 
belonged to students in grade three and above; this group accounted for the difference between the three groups. 
This result is expected, since the level of knowledge about mental health increases as the grade level of the students 
increases. These results are consistent with the literature (Jafari et al., 2021; Lee et al., 2020a; Lee et al., 2020b; 
Miles et al., 2020; Öztaş & Aydogan, 2021; Seki Öz, 2021). They indicate that unlike age, class status is not a 
significant factor in terms of increasing the mental health literacy level of students, and there are more important 
factors affecting it. 

One of the most important results of the present article is the analysis of MHL based on the student’s field of 
study. According to this, the total MHLS, BO-MHL, and KO-MHL scores obtained by the students anrolled in 
the Vocational School of Health Services, which is a two-year program, were lower than those obtained by nurs-
ing students with four years of education, medical students with six years of education, and dental students with 
five years of education. To the best of our knowledge, no study has compared these results yet. This result is most 
likely due to the courses taken by the students in their respective curricula. Although the educational content of 
each department is different, it remains important to increase the number of courses on mental health, especially 
for health department students. A study conducted with 1,213 university students found that those who took 
courses on mental health issues or had experience in this area demonstrated higher MHL (Miles et al., 2020). One 
of the interesting findings obtained in the present study is that medical and dental students scored lower in the 
resource-oriented MHL sub-dimension compared to students in other departments. Resource-oriented questions 
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include where to go, where to look/call for mental health services, and where to get information. However, med
ical students, who are expected to have knowledge on this subject, had lower scores in this sub-dimension. This 
shows that interventions are needed to address this gap. A review conducted before the COVID-19 pandemic 
found low levels of MHL among doctors, nurses, and other relevant health professionals (Elyamani et al., 2021). 
This can constitute a real barrier to providing effective mental health services.

In this study, although the effects of age, gender, faculty and previous educational status variables on the total 
MHL were significant, the total variance explained remained low. This suggests that the above factors may not 
need to be taken into account in any intervention to increase students’ MHL. 

Strengths and Limitations
One of the strengths of this study is that the sample size stands quite large compared to that of previous studies. 
However, the results may have been limited by the fact that the study was conducted over a period of time and 
focused on the relationship between participants’ MHL levels and their influencing factors. Another limitation 
involves the use of convenience sampling.

Conclusion, Implications, and Future Directions
The results we garnered in the present study indicate that the MHL level of university students enrolled in health 
departments did not reach the desired and expected levels, and that gender, age, department, year of education, 
and receiving education on mental health bore an effect on MHL levels.

We recommend many steps that must be taken to improve MHL in Turkey, a developing country with a young 
population. Improved MHL has the potential to facilitate early intervention, enhance mental health promotion, 
and enable effective community support. In addition, initiatives to improve the MHL level of future health pro-
fessionals will surely have a positive impact on future patient outcomes. We recommended that interventions to 
increase the awareness and MHL levels of health department students should be planned, implemented, evalu-
ated, and – where appropriate – integrated into the educational curriculum.

Students majoring in health departments and by virtue of the responsibilities they will assume in the future, 
will empower themselves and the group they will serve in the future to protect and improve mental health, better 
attitudes towards people suffering mental illness, reduce stigma, and enable people with mental illness to benefit 
from health services at an optimal level. These students will also play a crucial and influential role in public health 
as health professionals in the future. All of these interventions will have a positive impact on the quality of patient 
care and community mental health.
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Emotion Recognition and Differentiation in 
Cannabis Abstainers Over Time: Assessing 
the Role of Mental Health Problems and 
Cannabis Withdrawal 
Aradhana KUMARI   1 *, Meenakshi SHUKLA   2 * , and Rakesh Kumar SINGH   1

Introduction: Cannabis is the second most widely-used substance in India, 
after alcohol. Several researches show how cannabis use can impair emo-
tion recognition capacity, but relatively few researchers have explored this 
among cannabis abstainers.
Aims: The present study’s authors aimed at assessing emotion recognition, 
emotion differentiation, self-reported anxiety, depression, stress, withdraw-
al intensity and impact in a sample of men who abstain from cannabis.
Methods: Heavy cannabis users (N = 70 males) were assessed via question-
naires regarding their cannabis use frequency, their age at onset of usage, 
anxiety, depression, and stress levels as well as their performance on com-
puterised tasks of emotion recognition and discrimination within 24 hours 
of their admission (T0), then after 15 days of abstinence (T1), and finally 
after 30 days of abstinence (T2). At T1 and T2, they were also assessed for 
withdrawal intensity and the impact of withdrawal on daily activities.
Results: Findings revealed that, with abstinence, successive improvement 
in emotion recognition and emotion differentiation developed, even after 
accounting for declines in psychological distress from T0 to T1. However, 
from T1 to T2, further declines in psychological distress and withdrawal 
impact mainly accounted for this improvement. Happiness was the best 
recognised and well-differentiated emotion while the poorest discrimina-
tion was observed for anger.
Conclusions: This study’s findings corroborate and significantly add to the 
limited existing literature, demonstrating improved emotion recognition 
and differentiation due to initial cannabis abstinence, but later this im-
provement proceeds with a decline in distress and withdrawal impact.

Keywords: emotion recognition, emotion differentiation, abstinence, can-
nabis, withdrawal
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Introduction
Human beings have long used psychoactive substances for their euphoric and mood-altering properties. In recent 
times, however, such use has increased manifold, to the point of addiction, leading to several pathologies, both 
physical and mental. Cannabis is the world’s most popular illicit drug (Degenhardt et al., 2013). As per the recent 
World Drug Report 2018 (UNODC, 2018), nearly 3.9% of the world population in the age range of 15–64 
years are current cannabis users (i.e., in the past 12 months). After alcohol, cannabis and opioids are the next 
commonly used substances in India. About 2.8% of the population (31 million individuals) in the age group of 
10–75 years reports having used any cannabis product within the previous year (Ambekar et al., 2019). 
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Cannabis use has a high rate of comorbidity with affective disorders that often emerge during adolescence and 
young adulthood (Wittchen et al., 2007). However, despite several previous studies examining whether cannabis 
use increases the risk of anxiety or depression, or whether cannabis use is more common in these conditions, re-
sults are inconclusive (National Academies of Sciences, Engineering, and Medicine, 2017). Some researchers have 
found that cannabis use, particularly heavy use, may increase the risk of subsequent depression (e.g., see review 
by Gobbi et al., 2019), while others have been unable to draw any firm conclusions (e.g., see review by Botsford 
et al., 2020). A high risk for cannabis use disorders has been suggested to influence the risk for the development 
of a major depressive disorder (Smolkina et al., 2017). On the other hand, a repeated cross-sectional study of 
16,216 US adults (Gorfinkel et al., 2020) showed that those with depression increased their rates of cannabis use 
significantly faster than those without depression. Likewise, studies examining the relationship between cannabis 
use and anxiety show mixed results. Kedzior & Laeber (2014) found in their meta-analysis that cannabis use 
might increase anxiety risk. Another meta-analysis by Twomey (2017) noted it as a minor risk factor. However, 
the review by Botsford et al. (2020) found no link between cannabis use and anxiety, while Keatley et al. (2020) 
and Wittchen et al. (2007) showed anxiety often precedes cannabis use.

A possible mechanism underlying psychiatric comorbidities and mood symptoms in young cannabis users is 
abnormalities in the affective neural network, resulting in deficits in affective processing (Maple et al., 2019). One 
commonality of many disorders (including anxiety, depression, bipolar disorder, and psychosis) comorbid with 
cannabis use is a deficit in facial emotion processing (Bourke et al., 2010; Mogg et al., 2000; Morris et al., 2009), 
which serves as a critical aspect of functioning in human social networks (Phillips et al., 2003). Previous studies 
have shown reciprocal relationships between emotion recognition and mental health. While studies show poorer 
emotion recognition to be associated with anxiety (Easter et al., 2005; Demenescu et al., 2010; Pereira-Lima 
& Loureiro, 2015), depression (Demenescu et al., 2010; Pereira-Lima & Loureiro, 2015), and stress (Hänggi, 
2004), studies also exist showing that these mental health difficulties may result in poor emotion recognition. For 
instance, by experimentally manipulating state anxiety in a controlled setting, Dyer et al. (2022) recently showed 
it to be associated with poor facial emotion recognition. Anxiety results in poor emotion recognition, particularly 
regarding angry faces (Jarros et al., 2012). A meta-analysis by Dalili et al. (2014) noted that depression is linked 
with a poor recognition of all the basic emotions, except sadness. Another recent meta-analysis found broad 
deficits in facial emotion recognition among patients with unipolar depression (Krause et al., 2021). Similarly, 
individuals with stress disorders, such as PTSD, are impaired at recognising facial emotions (Passardi et al., 2019). 
These findings indicate that anxiety, depression, and stress are strongly correlated with facial emotion recognition.

There is increasing evidence that drugs of abuse alter the processing of emotional information in ways that 
could be attractive to users. For instance, an investigation shows that tetrahydrocannabinol (THC) reduces the 
activation of the amygdala in response to threat-related faces, suggesting that THC may modify the salience of 
emotional stimuli, particularly negative or threatening stimuli (Ballard et al., 2012). This study reported that 
THC significantly impaired the recognition of facial fear and anger, and marginally impaired the recognition of 
sadness and happiness, but had no impact on affect ratings of emotional scenes. In another study, comparing the 
emotion recognition performance of cannabis users to controls, it was seen that cannabis users were slower in rec-
ognising the emotions of anger, happiness, and sadness compared to controls and also required more intensity of 
emotional information for recognition (Platt et al., 2010). A study examining performance during the matching 
of stimuli with a negative or a positive content indicated that after THC administration, performance accuracy 
decreased for stimuli with a negative but not for stimuli with a positive emotional content (Bossong et al., 2013). 
However, studies probing the importance of emotion intensity have yielded mixed findings. One study concluded 
that cannabis users had greater difficulty identifying more subtle emotions (Platt et al., 2010), while another 
reported that cannabis users were less accurate than controls only in recognizing more overt, unambiguous emo-
tions (Hindocha et al., 2015). Yet another study found emotion recognition deficits only in more frequent and 
recent cannabis users (Huijbregts et al., 2014). A recent study (Cservenka & Donahue, 2024) states that young 
adults who frequently binge drink and use cannabis reported more socio-emotional difficulties and alexithymia 
symptoms compared to healthy controls, but showed no difference in emotion recognition accuracy.  

Previous research on other substance use disorders has also reported facial emotion-processing deficits. For 
instance, Le Berre (2019) in their review notes that compared to healthy people, people with alcohol use disorder 
(AUD) have consistently demonstrated misinterpretations of simple and complex facial expressions or exagger-
ated estimations of emotional intensity in another’s facial emotions (Castellano et al., 2015; D’Hondt et al., 2014; 
Donadon & de Lima Osorio, 2014; Erol et al., 2017; Marinkovic et al., 2009; Maurage, Campanella, Philippot, 
Martin, & De Timary, 2008; Maurage, Campanella, Philippot, Vermeulen, et al., 2008; Maurage et al., 2011). 
Along similar lines, two meta-analyses (Bora & Zorlu, 2017; Castellano et al., 2015) reported a significant facial 
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emotion recognition deficit existing among people with AUD, who find it particularly difficult to understand 
and interpret the emotions of anger and disgust. Among early abstinent AUD patients, it has been observed that 
while the recognition of happiness remains somewhat unaffected (Bora & Zorlu, 2017), they tend to identify 
emotions in neutral faces (Kornreich et al., 2013; Kornreich et al., 2016; Philippot et al., 1999). Similar findings 
are expected concerning abstinent cannabis users.

A surge of research interest can also be seen regarding abstinent cannabis users. For instance, a recent study 
indicated that depressive symptoms and cannabis use-related problems are generally indicative of cannabis with-
drawal severity, whereas craving specifically predicted cannabis withdrawal during abstinence (Cousijn & Van 
Duijvenvoorde, 2018). Cannabis use has also been associated with abnormal facial emotion processing. Accord-
ing to the study of Bayrakçı et al. (2015), cannabis abstainers are less accurate in recognizing and discriminating 
between emotions. In this study, abstinent cannabis-dependent patients performed significantly worse than con-
trols in the identification of negative facial emotions, but not positive emotions, even after an average abstinence 
period of 3.2 months. 

Given the presence of mixed findings in the literature concerning emotional disorders, such as anxiety and 
depression associated with cannabis use, their interaction necessitates a further exploration. Further, except for 
Bayrakçı et al. (2015), emotional processing deficits (such as visual emotion recognition and discrimination) as 
manifested among abstinent users of cannabis have not been explored. An exploration of anxiety, depression, and 
stress among such abstainers is also lacking. A gap in the previous studies consists also in that the visual stimuli 
used in these studies were static in nature, which is less ecologically valid than dynamic stimuli (Dobs et al., 
2018). Moreover, in contrast to the more manufactured appearance of fixed faces, dynamic facial cues can com-
municate a wide range of genuine emotions (Cohn & Schmidt, 2004; Kaulard et al., 2012). 

Apart from the above-mentioned gaps in the literature and lack of a comprehensive and sufficient number of 
studies, it still needs to be seen how changes in the levels of anxiety, depression, stress and emotional processing 
occur with a gradual increase in the number of days into abstinence from cannabis. Sudden cessation of cannabis 
consumption can cause withdrawal symptoms that can last up to three weeks or even more in heavy cannabis 
users (Connor et al., 2021). It would also be interesting to explore how these changes in abstinent users are associ-
ated with the intensity and impact of withdrawal symptoms, which set in as abstinence from cannabis progresses. 
Findings from such explorations would meaningfully contribute to our understanding regarding the emotional 
difficulties of cannabis abstainers. 

Based on the said gaps, the present study aimed at assessing differences in emotion recognition and emotion 
differentiation among a sample of cannabis abstainers with a history of high cannabis use. The study also explored 
differences in the levels of self-reported anxiety, depression, and stress among the abstainers as well as the intensity 
and impact of withdrawal symptoms among them. It was also of interest to see how changes in the perceived levels 
of anxiety, depression, stress, and/or withdrawal symptoms accounted for variations in emotion recognition and 
emotion differentiation with an increasing number of days into abstinence. It was hypothesised that the levels of 
anxiety, depression, stress, and withdrawal symptoms would all decline with the progress of abstinence and these 
would account for the improvement in emotion recognition and emotion differentiation among cannabis abstainers 
over time. It was also hypothesised that cannabis abstinence would, in itself, significantly contribute to better emo-
tion recognition and differentiation in addition to improving anxiety, depression, stress, and withdrawal symptoms.

Methods
Participants

The required sample size for conducting a repeated-measures ANOVA was calculated using power analysis. The 
power analysis calculation using a power of .95, an alpha of .05, and an effect size of .20, the number of groups 
= 1, and the number of repeated measurements = 3, and correlations among repeated measures equalling .70 
revealed a desired total sample size of 41. Therefore, a minimum sample size of about 60–70 was targeted for the 
recruitment of male participants in the age range of 18 to 60 years to accommodate for missing data or participant 
attrition across the three time points of assessment. Only male participants were targeted for recruitment, since as 
per the National Drug Dependence Treatment Center, AIIMS, New Delhi, the prevalence of cannabis use among 
men in India stands at 5.0% while among women, it stands at only 0.6% (Ambekar et al., 2019). Information 
on participants’ educational attainment (in number of years), their age, and their socio-economic status (assessed 
using the modified B. G. Prasad socioeconomic scale 2022 for India; Sood et al., 2023) was collected. 
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Participants were excluded if they had any current or past diagnosis of a mental disorder, used any other drug 
(except cannabis), had any physical disease, impaired vision or hearing using a Medical Self-Report Form (created 
for this study) that the participants filled before their screening. Only participants scoring 7 or above on the Can-
nabis Abuse Screening Test (CAST) were included in the study. Since all the measures used were in English, only 
participants having a good proficiency of the English language were included.

The final sample comprised 70 male participants. Initially, 72 participants consented to participating in the 
study. However, two participants left the Centre, and consequently the study, after two days and eight days of 
admission due to financial crisis and not being able to afford the treatment fee. These two participants’ data from 
time T0 were discarded. Descriptive information on the sociodemographic and cannabis use characteristics of the 
participants is presented in Table 1. 

Measures

Performance Measures

The Dynamic Visual Emotion Recognition Task. In the visual explicit emotion recognition task (based on 
Shukla et al., 2019); Figure 1, full-face videos displaying different emotions were presented in the upper centre of 
the computer screen with four response options (out of the six basic emotions of Happiness, Sadness, Fear, Anger, 
Surprise, and Disgust) given below. One of the labels was the correct response option denoting the emotion ex-
pressed in the facial video while the remaining three were distractor labels. The videos were developed using facial 
emotion photographs from the Cohn–Kanade AU-Coded Facial Expression Database (see Kanade et al., 2000; 
Lucey et al., 2010). There were altogether 24 trials (two male and two female faces displaying each of the six basic 
emotions). Accuracy and response time (RT) were calculated as indices of dynamic visual emotion recognition. 
Accuracy was quantified as percentage of completion, from 0 to 100%.

Table 1. The Participants’ Demographic and Cannabis Use-Related Information

Sample Characteristics (N = 70 males) Range M (SD)

Age (in Years) 18–58 27.39 (8.54)

Years of Education 7–24 13.50 (2.73)

SES in INR* 2666.67–150000 24270.23 (25188.30)

CAST score 7–21 12.60 (3.67)

Age of Onset of Cannabis Use 13–43 21.67 (6.43)

Cannabis (Marijuana) Use Quantity (in Grams) In a typical session 0.13–5.00 1.54 (1.08)

On a typical day 0.13–7.00 2.68 (1.72)

In a typical week 0.25–30.00 11.36 (8.36)

Frequency

Form of Cannabis Use Marijuana 100%

Cannabis Use Frequency Once a week 1.4%

3–4 times/week 2.9%

5–6 times/week 22.9%

Once a day 40.0%

More than once a day 32.9%

Note. INR= Indian National Rupee; CAST= Cannabis Abuse Screening Test.
*All the participants belonged to middle, upper-middle, or upper class as per the modified B.G. Prasad classification for India [per 
capita income in the range 2460-4155 INR= middle class; in the range 4156-8396 INR= upper-middle class; per capita income  
≥ 8397 INR= upper class].
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The Dynamic Visual Emotion Discrimination Task. In the dynamic visual emotion discrimination task, in-
spired by the “emotional odd-man-out” task developed by Herzmann et al. (2008), each target emotional face 
video (also developed using photographs from the Cohn–Kanade AU-Coded Facial Expression Database) was 
placed in a triad with two other facial videos displaying another expression with which it is commonly confused 
(e.g., a disgusted target face was paired with two angry distractor faces, see Figure 2, and participants were asked 
to indicate which face displayed the discrepant emotion by pressing the number (1, 2, or 3) corresponding to 
their response choice using the keyboard. This task presented 144 trials (24 trials: 12 male and 12 female faces; 
for each emotion category). Participants were given a five-minutes rest pause after 72 trials. The accuracy on the 
task formed the index of emotion discrimination or emotion differentiation (used interchangeably), which could 
range from 0–100%. RT was not used as a measure of emotion differentiation on this task as our pilot study on 
cannabis abstainers (N = 16) indicated ceiling effects (i.e., very low RTs ranging between 1.5–4 seconds) on this 
task, which did not show significant effects in any analysis. Thus, RT was not found to be a meaningful dependent 
measure for the present study.

Figure 1. Diagrammatic Representation of the Dynamic Visual Emotion Recognition Task (Images © Jeffrey Cohn)

Figure 2. Diagrammatic Representation of the Dynamic Visual Emotion Discrimination Task (Images © Jeffrey Cohn)

Note. Example photograph permitted for publication based on the database user agreement.

Note. Example photograph permitted for publication based on the database user agreement.
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Self-Report Measures

The Cannabis Abuse Screening Test (CAST). The CAST, developed and validated by Legleye et al. (2007), iden-
tifies high risk of cannabis use. It has been validated using DSM-IV cannabis dependence and cannabis use dis-
orders criteria, and has been widely used since. CAST consists of six questions related to the frequency, the degree 
of dependence, and the consequences of cannabis use. One question asks participants whether they have used 
cannabis in the last 12 months. If the response is affirmative, they are required to respond to six more questions 
reflecting back on their last 12 months, the responses to which range from 0 (“Never”) to 4 (“Very often”). The 
overall score is obtained by adding up the scores on the six questions. The scores can range from 0 to 24. An 
overall score of 0–2 indicates low risk for cannabis abuse; a score of 3–6 indicates moderate risk of abuse; while 
an overall score of 7 or more is indicative of a high risk of cannabis abuse. Cronbach’s alpha reliability of this scale 
on the present sample was α = .71. In this study, CAST was only used to screen for high-risk cannabis users, 
thereby including those who were at high risk based on a score greater than 7.

The Cannabis Withdrawal Scale (CWS). The CWS (Allsop et al., 2011), comprising 19 items, was used to 
assess cannabis withdrawal intensity as well as the impact of cannabis withdrawal symptoms on normal daily 
functioning in the past 24 hours. This scale uses a 10-point Likert-type scale (ranging from 0 = “Not at all” to 10 
= “Extremely”) for assessing the intensity of the withdrawal symptoms. Respondents are also required to supply a 
number between 0–10 (using the same scale as for intensity) indicating the magnitude of negative effect that the 
withdrawal symptoms had on normal daily activities. Both for withdrawal intensity and the negative impact of 
withdrawal, the minimum and maximum obtainable scores are 0 and 190, respectively. In the present sample, 
the internal-consistency reliabilities (Cronbach’s alpha) of withdrawal intensity at T1 and T2 were α = .83 
and α = .77, respectively, and that of withdrawal impact were α = .92 and α = .92, respectively.

Daily Sessions, Frequency, Age of Onset, and Quantity of Cannabis Use Inventory (DFAQ-CU). The DFAQ-
CU (Cuttler & Spradlin, 2017), among other things, measures average frequency of cannabis usage, the form in 
which cannabis is used, age of onset, etc. The 33 items/questions on this inventory are distributed across six fac-
tors: Daily Sessions Items (Items 20, 25), Frequency Items (Items 2, 3, 6, 7, 8, 9, 10, 11, 12), Age of Onset Items 
(Items 30, 31b, 31c, 32), Marijuana Quantity Items (Items 17, 18, 19), Concentrate Quantity Items (Items 22, 
23, 24), and Edibles Quantity Item (Item 27). The Cronbach’s alpha coefficients for the factors range from .69 
(Daily Sessions) to .95 (Frequency). The factors have been reported to show convergent, predictive, and discrimi-
nant validity (Cuttler & Spradlin, 2017). Item 16 of DFAQ-CU asks participants the form of cannabis that they 
use regularly, with the options of None, Marijuana, Concentrates (e.g., Oil, Wax, Shatter, Butane Oil, Dabs), 
Edibles, and Other. Which items they answer next stands dependent upon their response to this item. Since all 
the participants used cannabis in the form of marijuana only, in addition to answering Items 1–16, they answered 
17–21 (items 22–26 were to be answered in case of using Concentrates, and Item 27 was to be answered if one 
used Edibles) and then Items 28–32. Thus, data is not available for Concentrate Quantity Items (Items 22, 23, 
24), and Edibles Quantity Item (Item 27). Cronbach’s alphas for the Daily Sessions Items (Items 20, 25) factor 
could not be calculated as data for Item 25 was missing (which was to be answered only if participants used Con-
centrates). The internal consistency for the remaining three factors used in the study, i.e., Frequency Items, Age of 
Onset Items, and Marijuana Quantity Items, were found to be α = .70, .76, and .85, respectively.

The Anxiety, Depression and Stress Scale (ADSS). The ADSS (Bhatnagar et al., 2011) contains 48 items assess-
ing anxiety (19 items), depression (15 items), and stress (14 items). It measures seven factors: (1) Physical symp-
toms, (2) Apprehension, (3) Dryness of mouth (in the anxiety subscale) (4) Inertia-loss of interest and worth (5) 
Poor emotional control (in the depression subscale) (6) Emotional arousal, and (7) Negative life events (in stress 
subscale). However, for this study, we used only the total scores of anxiety, depression, and stress. Participants 
endorse each item as “Yes” (scored 1) or “No” (scored 0). The range of obtainable scores is 0–19 for anxiety, 0–15 
for depression, and 0–14 for stress. This scale has a Cronbach’s alpha reliability of 0.81 and a Spearman-Brown 
reliability of 0.89. It has item-total correlations of 0.60, 0.61, and 0.55, for anxiety, depression, and stress, respec-
tively (Bhatnagar et al., 2011). In the present sample, the internal-consistency reliabilities of anxiety at T0, T1, 
and T2 were α = .66, .78, and .86, respectively, that of depression were α = .84, .75, and .85, respectively, and 
that of stress were α = .73, .84, and .86, respectively.
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Procedure

The Institutional Ethics Committee of Magadh University, Bodh Gaya, Bihar, India (Ref No.: Psy/19/23) ap-
proved this study’s protocol and procedures. A within-group research design was used to test the hypotheses framed 
for the present study. To explore the said changes, participants (cannabis abstainers) were assessed at three time 
points: T0 = Within a few hours of admission to the drug rehabilitation centre (Hitaishi Happiness Home, Patna, 
Bihar) for rehabilitation and recovery; T1 = After 15 days of abstinence from cannabis while still admitted in the 
medical facility; and T2 = After 30 days of abstinence from cannabis while still admitted in the medical facility.

The drug rehabilitation centre from where the participants were recruited had a 30-day rehabilitation pro-
gramme. This was because inpatient detoxification programmes for heavy cannabis users are recommended to 
last at least 21 days, since cannabis withdrawal syndrome itself lasts between 14–21 days (Bonnet et al., 2014; 
Bonnet et al., 2016; Budney et al., 2003 Budney & Hughes, 2006). The drug rehabilitation centre further kept 
the patients under observation for the next nine days, during which further counselling and discussions about 
life after discharge from the centre also took place, including relapse prevention and availability of help from the 
centre in such cases. 

The time gap of 15 days between two successive assessments of the participants was chosen based on prior re-
search recommendations. For instance, Nunnally & Bernstein (1994) advise that a gap of two weeks to a month 
should be maintained between the initial test and its subsequent retest to reduce the influence of memory recall. 
Research indicates that the ideal time span between tests may differ based on the specific construct being studied, 
its consistency over time, and the characteristics of the target population. However, a two-week interval is most 
-commonly recommended (Dutil et al., 2017; Streiner at al., 2014). Given these reasons, three equally spaced 
(15-day) assessments of the participants were planned.

Cannabis users admitting themselves to the drug rehabilitation centre and in the age range of 18–60 years 
were given an Information Sheet detailing the study on the day of their admission as well as a Medical Report 
Form (to screen for comorbidities and consumption of other drugs, such as alcohol) to fill and hand over/return 
should they be interested in participating in the study. This was done after the necessary formalities related to 
their admission to the rehabilitation centre were completed. It was ensured that the participants understood that 
denying participation would have no repercussions for them and they would be treated no differently than those 
admitted participants who consent to take part. If the participants agreed to participate, they were presented with 
an informed consent form and were requested to read and sign it. The CAST was administered to identify and 
select for participation those with high levels of cannabis use (score of ≥7). After admission to the said rehabilita-
tion centre, cannabis users were helped to deal with their withdrawal symptoms through counselling and some 
analgesics and/or paracetamol to counter symptoms of pain and fever, without any other form of medication be-
ing administered. They were discharged from the centre after a month of staying there. Thus, the participants were 
administered the ADSS and the DFAQ-CU on the very first day of their admission into the facility to ascertain 
their current levels of anxiety, depression, and stress, as well as other relevant information related to their cannabis 
usage, respectively, before the withdrawal symptoms set in. Following this, both the performance-based measures, 
viz., The Dynamic Visual Emotion Discrimination Task, and The Dynamic Visual Emotion Recognition Task 
were administered. The sequence of presentation regarding the two tasks was reversed for half the participants. 
Before the actual task performance, the participants were given a short practice session on each of the tasks. Par-
ticipants were allowed rest pauses of 5–15 minutes (as required by them) between tasks.

After a period of two weeks, during which they were on total abstinence from cannabis, the participants were 
again assessed using the ADSS and the two performance tasks, after being administered the CWS to assess the 
intensity of withdrawal symptoms and their impact on participants’ daily-life activities. The same procedure was 
repeated again after a further period of two weeks, when the ADSS and the CWS as well as the performance-based 
measures were administered. After the third assessment, the participants were debriefed regarding the purpose of 
the study and thanked for their participation.

Statistical Analyses

Bivariate (Pearson’s product-moment) correlations were calculated among the examined variables (frequency and 
quantity of cannabis use, age of onset of cannabis use; anxiety, depression, stress, emotion recognition, and emo-
tion differentiation at T0, T1, and T2; with withdrawal intensity and withdrawal impact at T1 and T2). For 
comparing levels of anxiety, depression, stress, intensity and impact of withdrawal symptoms over time, as well 
as for the accuracy and RT on the two tasks, Repeated-Measures ANOVAs were conducted for each variable 
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separately followed by repeated contrast analyses to compare T0 with T1 and T1 with T2. In order to gauge the 
impact of abstinence from cannabis alone in the change in emotion recognition and differentiation from T0 to 
T1 and from T1 to T2, repeated-measures ANCOVAs were conducted separately, once with T0 and T1 and again 
with T1 and T2 scores of emotion recognition and differentiation. As covariates, the difference in scores of anxi-
ety, depression, and stress from T0 to T1 were entered in the first analyses, and the difference scores of anxiety, 
depression, and stress from T1 to T2 were entered as covariates in the second analysis. Additionally, difference 
scores of withdrawal intensity and withdrawal impact from T1 to T2 (as withdrawal was measured only at T1 
and T2 and not at T0: the time of admission to the rehabilitation facility) were also controlled for in the second 
analysis. Lastly, using repeated-measures ANCOVA (controlling for covariates as above), it was also explored how 
emotion recognition and differentiation varied across the time points for each of the six basic emotions. Repeated 
contrast analyses were used in ANOVA/ANCOVA analyses. The assumptions for all the statistical tests applied 
were checked for and found to be met.

Results
Results from the bivariate correlations revealed significant negative correlations of cannabis use frequency with 
accuracy of emotion recognition at T2 (r = -.32, p = .041) and a significant positive correlation with stress at T2 
(r = .40, p = .010) (see Appendix Table 1). Quantity of cannabis use showed a significant relationship only with 
depression at T0 (r = .44, p = .005). Age of onset of cannabis use did not show any significant correlation with any 
outcome measure of psychological distress (anxiety, depression, and stress), withdrawal symptoms (intensity and 
impact), or scores on performance measures (accuracy and RT of emotion recognition and accuracy of emotion 
differentiation). For more correlations among the variables in this study, see Appendix Table 1.

Pearson’s correlations of anxiety, depression, and stress were positive and significant in terms of emotion rec-
ognition and emotion differentiation at different time-points (see Appendix Table 1). Since this was contrary to 
expectations, quadratic associations of the said variables were also explored and found to be significant for the 
same pairs of variables for which linear associations were held.

Results of the repeated-measures ANOVA to explore differences in emotion recognition across the three time-
points (T0, T1, T2) revealed a significant effect of time-since-abstinence on the accuracy of emotion recognition, 
F (2, 136) = 19.48, p < .001, ηp

2 = .225, such that the mean accuracy of emotion recognition increased signifi-
cantly from T0 to T1 (p < .001) and from T1 to T2 (p = .008; see Table 2 for means). These differences across 
time were not significant for the time taken (RT) in the correct recognition of emotions, F (2, 136) = 2.91, p = 
.058, ηp

2 = .043. Similar abstinence-duration-related improvements as for emotion recognition were observed in 
emotion discrimination among cannabis abstainers, F (2, 136) = 32.43, p < .001, ηp

2 = .333, from T0 to T1 (p = 
.002) and T1 to T2 (p < .001) (see Table 2 for means). 

Table 2. Participants’ Mean Scores on Performance and Self-Report Measures Across the Three Time Points

Cannabis abstinence duration

M (SD)

 Variable Parameter T0 T1 T2

Emotion Recognition 
Accuracya 	 31.96	 (11.17) 	 39.95	 (19.80) 	 45.65	 (21.88)

Response timeb 	 8.80	 (8.19) 	 4.41	 (3.74) 	 5.10	 (4.76)

Emotion Discrimination Accuracya 	 65.25	 (19.37) 	 71.82	 (15.33) 	 81.13	 (11.11)

Mental Health Problems

Anxiety 	 8.97	 (3.27) 	 7.97	 (3.84) 	 3.00	 (3.58)

Depression 	 11.57	 (3.37) 	 11.36	 (2.89) 	 3.51	 (3.48)

Stress 	 10.56	 (2.76) 	 10.44	 (3.34) 	 4.13	 (3.68)

Cannabis Withdrawal
Withdrawal intensity – 	 4.21	 (1.04) 	 1.27	 (0.94)

Withdrawal impact – 	 3.14	 (0.94) 	 0.82	 (0.80)

Note. T0 = 0 days into abstinence; T1 = 15 days into abstinence; T2 = 30 days into abstinence.
a In percentage. b In seconds.
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Repeated-measures ANOVA exploring the differences in self-reported anxiety across the three time-points 
revealed a significant effect of time-since-abstinence on anxiety, F (2, 138) = 102.79, p < .001, ηp

2 = .598, such 
that the mean anxiety scores decreased significantly from T0 to T1 (p = .014) and from T1 to T2 (p < .001; see 
Table 2 for means). This pattern, however, did not hold for levels of depression, F (2, 138) = 186.08, p < .001, 
ηp

2 = .729; and stress, F (2, 138) = 131.04, p < .001, ηp
2 = .655), where significant decline was noted from T1 to 

T2 only (both ps < .001) and not from T0 to T1 (p = .579 and .735, respectively). 
In order to understand the contribution of abstinence from cannabis to improving emotion recognition and 

discrimination, two separate repeated-measures ANCOVAs were conducted considering two time-points at a 
time (T0 & T1 and T1 & T2) and controlling for the difference in anxiety, depression, and stress from T0 to T1, 
as well as for the difference in anxiety, depression, stress, withdrawal intensity, and withdrawal impact from T1 to 
T2 (see Table 3). From T0 to T1, findings revealed that even after controlling for the change in anxiety, depres-
sion, and stress (even though this decline was not significant for depression and stress), a significant improvement 
in visual emotion recognition occurred, F (1, 64) = 18.75, p < .001, ηp

2 = .227. However, from T1 to T2, find-
ings indicated that after controlling for the difference in anxiety, depression, stress, and withdrawal intensity and 
impact, the difference between the accuracy of emotion recognition from T1 to T2 turned non-significant, 
F (1, 62) = 2.24, p = .140, ηp

2 = .035. It was observed that stress, and withdrawal intensity and impact did not 
affect the change in emotion recognition significantly, p = .605, .097, and .117, respectively, and the decline in 
anxiety and depression (p = .025 and p = .002, respectively) primarily accounted for the improvement in visual 
emotion recognition from T1 to T2.

Table 3. Results of Repeated-Measures ANCOVA for the Accuracy of Emotion Recognition and Emotion Differentiation After 
Controlling for the Change in Anxiety, Depression, Stress, Withdrawal Intensity and Withdrawal Impact

Accuracy of Emotion Recognition

T0 to T1 T1 to T2

Variables F (1, 64) p ηp
2 F (1, 62) p ηp

2

Time 18.75 <.001 .227 2.24a .140 .035

Anxiety 14.40 <.001 .184 5.25 .025 .079

Depression .91 .344 .014 10.69 .002 .149

Stress .16 .688 .003 .21 .605 .003

Withdrawal Intensity – – – 2.84 .097 .045

Withdrawal Impact – – – 2.53 .117 .040

Accuracy of Emotion Differentiation

T0 to T1 T1 to T2

Variables F (1, 64) p ηp
2 F (1, 59) p ηp

2

Time 8.98 .004 .126 .82b .369 .014

Anxiety 5.72 .020 .084 2.48 .121 .040

Depression .03 .861 <.001 1.83 .181 .030

Stress 1.16 .286 .018 .05 .818 .001

Withdrawal Intensity – – – .00 .962 <.001

Withdrawal Impact – – – .62 .436 .010

Note. T0 = 0 days into abstinence; T1 = 15 days into abstinence; T2 = 30 days into abstinence. 
Values in BOLD are statistically significant.
a Significant [F (1, 67) = 7.53, p = .008] before controlling for covariates.
b Significant [F (1, 65) = 35.04, p < .001] before controlling for covariates.
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Similar analyses for emotion differentiation revealed that from T0 to T1, increase in emotion recognition ac-
curacy occurred above and beyond the effect of decrease in anxiety, depression, and stress levels from T0 to T1, 
F (1, 64) = 8.98, p =.004, ηp

2 = .126, of which it was only the decline in anxiety that significantly affected the 
improvement in emotion differentiation, p = .020 (see Table 3). From T1 to T2, however, the improvement in 
emotion differentiation was not due to abstinence, F (1, 59) = .82, p = .369, ηp

2 = .014, and was accounted for by 
the combined effect of change in anxiety, depression, stress, withdrawal intensity, and withdrawal impact.

Emotion-wise analyses showed that the best recognised emotions were happiness and anger and the most 
poorly recognised ones were sadness, surprise, and fear at all the time points (see Table 4 for means). The recog-
nition of fear and disgust increased significantly with increase in abstinence duration from T0 to T1, while for 
surprise and sadness, it increased consistently over time; i.e., from T0 to T1 and then from T1 to T2. Increases in 
recognising other emotions over time were not significant (see Table 4).

With respect to emotion differentiation, the best accuracy of differentiation was noted for surprise, followed by 
happiness and fear (see Table 4 for means). The poorest discrimination was observed for anger and disgust for all 
the time points of assessment (Table 4). With increase in abstinence, the differentiation accuracy for happiness, 
sadness, surprise, and disgust increased significantly from T0 to T1, but not from T1 to T2. Increases in differen-
tiating other emotions over time were not significant (see Table 4).

Table 4. Results of Repeated-Measures ANOVA Comparing Emotion-Wise Mean Emotion Recognition and Emotion Differentia-
tion Scores Across the Three Time Points

Emotions

Accuracy of Emotion Recognition Comparison of Mean Difference Across Successive Time-Points

T0
Mean (SD)

T1
Mean (SD)

T2
Mean (SD) T0-T1 F (1,64) p ηp

2 T1-T2 F (1,64) p ηp
2

Happiness
55.36 
(19.92)

59.56 
(28.66)

65.00 
(23.85)

-4.20 3.16 .080 .047 -5.44 1.12 .295 .018

Sadness
9.64 
(8.70)

19.48 
(19.24)

25.36 
(15.22)

-9.84 9.69 .003 .132 -5.88 4.74 .033 .072

Fear
26.07 
(17.77)

34.19 
(22.40)

36.43 
(23.96)

-8.12 5.81 .019 .083 -2.24 0.26 .609 .004

Anger
47.50 
(31.61)

51.83 
(34.37)

64.64 
(31.42)

-4.33 1.32 .255 .020 -12.81 0.02 .890 <.001

Surprise
21.07 
(18.37)

33.82 
(32.26)

40.71 
(38.35)

-12.75 16.16 <.001 .202 -6.89 6.20 .016 .092

Disgust
32.14 
(19.10)

40.81 
(20.22)

41.78 
(19.84)

-8.67 9.13 .004 .125 -0.97 0.82 .369 .013

Emotions

Accuracy of Emotion Differentiation Comparison of Mean Difference Across Successive Time-Points

T0
Mean (SD)

T1
Mean (SD)

T2
Mean (SD) T0-T1 F (1,63) p ηp

2 T1-T2 F (1,63) p ηp
2

Happiness
69.40 
(21.85)

76.37 
(18.81)

86.07 
(9.83)

-6.97 7.32 .009 .104 -9.70 0.38 .541 .006

Sadness
63.15 
(22.51)

68.53 
(22.19)

80.53 
(17.11)

-5.38 6.45 .014 .093 -12.00 2.07 .156 .033

Fear
70.48 
(23.45)

75.62 
(19.63)

87.08 
(13.18)

-5.14 3.44 .068 .052 -11.46 0.54 .467 .009

Anger
57.92 
(18.72)

61.99 
(17.49)

70.71 
(15.64)

-4.07 3.42 .069 .052 -8.72 0.15 .701 .003

Surprise
73.75 
(22.26)

81.72 
(16.43)

90.42 
(11.58)

-7.97 8.41 .005 .118 -8.70 0.24 .624 .004

Disgust
56.78 
(17.12)

61.94 
(18.16)

71.96 
(11.93)

-5.16 6.68 .012 .096 -10.02 0.03 .873 <.001

Note. T0 = 0 days into abstinence; T1 = 15 days into abstinence; T2 = 30 days into abstinence. 
The accuracy of emotion recognition for each emotion category has been calculated according to the formula= [(No. of trials of 
that emotion correctly identified/4) x 100], since there were altogether four trials (2 male and 2 female faces) for each emotion. 
A similar method was used for calculating the accuracy of emotion differentiation for each emotion category; i.e., (Total no. of 
correctly differentiated trials for that emotion/ 24) x 100.
Values in BOLD are statistically significant.
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Discussion
The present study aimed to explore how visual emotion recognition and emotion discrimination change with 
the increase in the number of days into cannabis abstinence and how far this change has accounted for a varia-
tion in levels of self-reported anxiety, depression, and stress over time, as well as the withdrawal symptoms’ in-
tensity and impact. Heavy cannabis users admitting themselves to a rehabilitation facility to receive therapeutic 
help in giving up cannabis addiction were followed for one month of their stay in the facility. They were tested 
at three time points: T0 (at the time of admission), T1 (on the 15th day of their stay), and T2 (on the 30th day of 
their stay) for the levels of anxiety, depression, and stress, as well as for their performance on computerised tasks 
of emotion recognition and discrimination. At T1 and T2, the intensity and impact of withdrawal symptoms 
were also assessed. This is the first study, to the best of our knowledge, that explored the relative contribution of 
abstinence from cannabis and the decline in psychological distress and withdrawal symptoms to the improve-
ment in emotion recognition and discrimination. Unlike most previous studies, this study employed more 
ecologically valid stimuli by presenting participants with facial emotion videos for emotion recognition rather 
than static faces.

The prominent finding emerging from the study was that while abstinence from cannabis has its beneficial ef-
fects in improving emotion recognition and discrimination over and above the effects of decline in psychological 
distress in the first two weeks of abstinence, further enhancement in emotion recognition and discrimination in 
the following two weeks proceeds through a decline in psychological distress and intensity and impact of with-
drawal symptoms. Our findings that both emotion recognition and emotion differentiation show improvement 
after 15 days of cannabis abstinence, even after accounting for the role of decline in depression, anxiety, and stress, 
constitutes a new finding that previous research has not reported.

Overall, anxiety declined significantly from T0 to T1 and from T1 to T2, but a significant decline in depres-
sion and stress was noted only from T1 to T2. Since anxiety scores could vary between 0–19, a mean score of 
approx. 9 at T0 could be considered a moderately high level of anxiety, which subsequently declined to 3 at T2, 
indicating a low level of anxiety. Depression scores could range between 0–15 and a score of approx. 12 denoted 
high levels of depression at T0, which declined to 3.5 at T2, indicating a low level of depression. Similarly, stress 
(where scores could range between 0–14) was high at T0 with a mean of 10.6, but reduced to low stress at T2. 

Our findings resonate with those of a recent study conducted on adolescent cannabis users, who reported sig-
nificant successive weekly declines in their anxiety and depression throughout the assessment period of four weeks 
(Cooke et al., 2021). A similar decline in depressive symptoms was noted after three weeks of cannabis abstinence 
in another study as well (Jacobus et al., 2017).

In this study, participants demonstrated a very poor accuracy of emotion recognition at T0 (approx. 32%), 
which gradually increased over time (T1: approx. 40%; T2: approaching 46%). This recognition rate was much 
less than that obtained by Bayrakçı et al. (2015) at 3.2 months of abstinence; i.e., 61.1%. Given the steady rise 
in emotion recognition every fortnight (although the increase from T1 to T2 was not significant after controlling 
for the change in mental health problems and withdrawal symptoms), it is possible that this percentage might 
reach a level similar to that obtained by Bayrakçı et al. The accuracy of emotion differentiation stood much better 
than that of emotion recognition, being approx. 65% at T0. Emotion differentiation revealed a significant change 
over time from T0 to T1, but not from T1 to T2 – when controlled for the change in mental health problems 
and withdrawal symptoms. Results regarding the accuracy of emotion differentiation are quite similar (81.1% at 
T2) to the ones reported by Bayrakçı et al. (2015), which came to 81.3% at 3.2 months of abstinence. Overall, 
despite improvements in emotion recognition and emotion differentiation with an increase in the duration of 
abstinence, such improvements may still be significantly worse than those for healthy controls, as Bayrakçı et al. 
(2015) observed.

Improvements in emotion recognition and differentiation were seen from T0 to T1, even after controlling for 
mental health problems, although the decline in depression and stress from T0 to T1 was not significant. This 
finding lines up with the results of a systematic review and meta-analysis by Scott and colleagues (2018) who 
identified that cognitive deficits associated with the use of cannabis diminish with a longer duration of abstinence 
(more specifically, >72 hours). Thus, in combination with the findings of Scott et al. (2018), our findings suggest 
that the cognitive and emotional deficits associated with cannabis use may not be persistent and tend to diminish 
with an increase in the length of cannabis abstinence. Withdrawal symptoms (including anxiety) typically appear 
within 1–3 days of not consuming cannabis, peaking between days 2–6, and mostly lasting between 4–14 days 
(Budney et al., 2008). 
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The current study’s findings indicating that emotion processing improves over time with cannabis abstinence 
are comparable with the broader literature on substance use disorders, particularly those involving alcohol use 
disorder (AUD). Even early abstinent AUD patients continue to struggle with emotion recognition, often misin-
terpreting neutral faces as having emotional content (Kornreich et al., 2013; Kornreich et al., 2016; Philippot et 
al., 1999), although recognition of happiness tends to remain relatively intact (Bora & Zorlu, 2017), as noted in 
our study, too. In comparison, the current study on cannabis users reveals a more optimistic abstinence trajectory, 
indicating improvements in emotion recognition and differentiation over time. This suggests that, unlike AUD 
where emotional processing deficits may persist even in abstinence, cannabis-related deficits in emotion process-
ing may be more reversible with sustained abstinence. It is important to note here that in previous studies (Korn-
reich et al., 2013; Kornreich et al., 2016), abstinent AUD patients were recruited in their third or fourth week of 
alcohol detoxification. Compared to these participants, our sample of cannabis abstainers started demonstrating 
improved emotion recognition and differentiation early on. These findings contribute to a nuanced understand-
ing of how different substances impact emotional processing and recovery, highlighting that while both alcohol 
and cannabis use disorders impair emotional recognition, the potential for recovery in emotional processing abili-
ties might be more pronounced in abstinent cannabis users. Furthermore, the decline in anxiety, depression, and 
stress over time in this present study is likely to result not only from the progressing detoxification of the body due 
to cannabis abstinence but also from the medical and therapeutic support and counselling available at the centre.

Findings pertaining to specific emotion categories stand also partly in line with previously reported findings. 
For instance, our study shows that positive emotions (happiness and surprise) are best recognised and differenti-
ated while negative emotions (anger and disgust) are the worst recognised. This lies somewhat in line with the 
findings related to other substance use disorders, where a previous meta-analytic study (Bora & Zorlu, 2017) 
reports that the recognition of happiness tends to remain relatively intact in recent AUD abstainers. Bayrakçı et 
al. (2015) reported similar findings regarding a better recognition of positive emotions and poorer recognition of 
negative emotions in cannabis abstainers over a one-month duration. However, our findings show that the nega-
tive emotion of fear is also better recognised (similar to happiness), a finding that runs in contrast to that reported 
by Bayrakçı et al. (2015). The present results concerning emotion differentiation add to the literature as no previ-
ous study, to our knowledge, has comparatively explored emotion differentiation across the six emotion categories 
among cannabis abstainers. It is surprising, though, that the emotion of surprise that remained one of the worst 
recognised was one of the best differentiated (along with happiness and fear) from other emotions. The emotion 
of happiness was both best recognised and one of the best differentiated (along with surprise). Further, previous 
studies have shown that THC, the main psychoactive component in cannabis, when administered acutely blunts 
amygdala activity, particularly pertaining to negative as opposed to positive emotions (Ballard et al., 2012; Phan 
et al., 2008). This suggests that discontinuing cannabis consumption would improve emotion recognition as 
observed in the present study. Despite the improvement in emotion recognition over time, however, negative 
emotions were still less accurately identified than were positive emotions, probably because of the more damaging 
effect earlier cannabis use had on the recognition of negative emotions. 

It should be noted that the cross-sectional correlations between mental health problems and emotion-process-
ing were somewhat inconsistent with the findings discussed above. Anxiety and stress at the three time points 
correlated positively with emotion recognition at the respective time points. These symptoms also revealed a 
significant and positive correlation with emotion differentiation at T1, whereas depression correlated positively 
with emotion recognition at T2. These findings (particularly for anxiety and stress) stand at odds with those 
identified using ANCOVAs. A possible reason for these counterintuitive findings may be that apart from their 
linear relationship being significant, their quadratic relationship was also significant, suggesting a U-shaped rela-
tionship between emotion recognition/differentiation and anxiety, depression, or stress. Thus, it is likely that very 
low or very high levels of mental health problems are associated with poorer emotion-processing during cannabis 
abstinence, while optimal levels are associated with better emotion recognition and differentiation. However, an 
in-depth exploration of the possible reasons is beyond the scope of this discussion.

Strengths and Limitations
The present study extends and adds to the limited literature on the emotional impacts of cannabis abstinence. Its 
research highlights that an enhanced ability to recognize and distinguish emotions is associated with a reduction 
in psychological distress and complete cessation of cannabis use during the initial two weeks of abstinence, which 
improves gradually as time passes. This progress in emotion recognition and discrimination is evident across all 
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six basic emotions with an increasing duration of abstinence. However, certain limitations of the study need to 
be realised. First, the sample size was moderate. Even though the research met the minimum sample size require-
ment suggested by a priori sample size calculations, a larger sample would have allowed for subgroup analyses with 
respect to demographic variables regarding age, education, SES, etc. Second, the findings remain limited by the 
fact that they are based on men participants only and cannot be generalised to women, especially since the latest 
studies (e.g., Sullivan et al., 2022) show sex differences in the impact of cannabis on emotion processing, and 
therefore the effect of abstinence from cannabis may also be sex-specific. Third, we assessed participants at three 
time points only, because of which an earlier estimate of the withdrawal symptoms’ intensity and impact was not 
available until day 15 of the abstinence. Fourth, the internal consistency of anxiety (subscale of ADSS) at T0 was 
below the recommended cut-off of 0.70. The same was true for the Frequency items factor of CAST. This low 
level of reliability warrants careful interpretation for the related findings. Fifth, the use of self-report measures to 
screen for a current or past diagnosis of mental health disorder could not have been more accurate than a clinical 
interview or diagnosis by a trained clinician would have been. Future research should aim to employ the latter, 
more valid, measures to screen participants for mental health problems. Sixth, the research did not follow up 
on the participants after discharge and no further assessments were done after they left the rehabilitation center, 
which, had it been done, could have yielded further insights. It is recommended that future researchers undertake 
follow-ups (preferably, more than one) to better gauge any changes in emotion recognition and differentiation as 
well as other indices of mental health that may impact such emotional processing. Seventh, a cannabis non-user 
control group could have better controlled for and perhaps eliminated the possible learning effect on the emotion 
processing tasks that may have occurred over time. Finally, a causal relationship between emotion recognition/
discrimination and psychological distress/withdrawal symptoms cannot be ascertained due to the study’s design. 
Therefore, future research should also explore whether an improvement in emotion recognition and discrimina-
tion impacts or predicts a decline in psychological distress.

Conclusion, Implications, and Future Directions
In conclusion, improved emotion recognition and differentiation proceeds through the decline in psychological 
distress and zero cannabis usage for the first two weeks of abstinence, while for the next two weeks these improve-
ments proceed through further declines in psychological distress and withdrawal symptoms. Happiness stood as 
the best recognised and well-differentiated emotion. The worst recognised emotions of sadness and fear evinced sig-
nificant increases in recognition accuracy within the first 15 days of cannabis abstinence while another of the poorly-
recognised emotions, namely surprise demonstrated significant increases in recognition accuracy with the increase 
in cannabis abstinence at every successive time-point; i.e., after the first 15 days of abstinence, and then further 
increases after the second 15-day abstinence period. Surprise was also the best differentiated emotion, followed 
closely by happiness and fear.

This study underscores the potential benefits of cannabis abstinence on emotional well-being, emphasizing its 
positive impact on emotion recognition and discrimination. This insight could be valuable in the development 
of targeted interventions within cannabis rehabilitation programs. The findings suggest that improvements in 
emotion recognition extend beyond mere abstinence, emphasizing the importance of addressing psychological 
distress and withdrawal symptoms in the rehabilitation process. Treatment strategies should focus on holistic well-
being rather than solely relying on abstinence. The findings further imply that the enhanced ability to recognize 
and differentiate emotions may serve as an indicator of progress during the rehabilitation period. Incorporating 
regular assessments of emotion recognition skills may offer a dynamic measure of recovery and guide treatment 
adjustments. Further, the finding of continued improvements involving cannabis abstinence in emotion recogni-
tion and differentiation suggests implications for improved socio-emotional processing and healthy interpersonal 
relationships, since the accurate recognition of others’ emotions would facilitate better emotional responses. This 
would help in initiating and sustaining more meaningful interpersonal interactions, possibly breaking the cycle of 
addiction (which is mostly seen as an escape from stress and loneliness) and fostering sustained abstinence from 
cannabis. It would also help prevent later relapse and lead to further improvements in emotion recognition.

Future research could delve into demographic variables like age, education, and socioeconomic status to un-
derstand potential variations in emotional outcomes during cannabis abstinence. This could contribute to more 
personalized treatment approaches. Longitudinal studies extending beyond one month could provide a more 
comprehensive understanding of the prolonged emotional impact of cannabis abstinence. This could include 
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assessing emotional changes over an extended period to capture sustained improvements. Longitudinal studies 
could also assess whether emotion recognition impairments persist in cannabis abstainers compared to active can-
nabis users and non-users. Future research should include female participants. This would contribute to a more 
comprehensive understanding of how cannabis abstinence affects emotion processing across sexes. To address the 
limitation of the withdrawal symptoms’ delayed assessment, future studies could incorporate earlier evaluations. 
This would allow for a more nuanced understanding of the temporal dynamics of withdrawal symptoms and their 
correlation with emotional changes. Lastly, further research is required on the relationship between mental health 
and emotion processing during cannabis abstinence to better understand their association.
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Appendix

Table 1. Pearson’s Product-Moment Correlations of Various Variables in the Study Related to Cannabis Use, Emotional Processing, and Mental Health Problems

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24

1. Frequency of Cannabis Use 1

2. Quantity of Cannabis Use .53*** 1

3. Age of Onset Of Cannabis Use .21 .16 1

4. Anxiety (T0) -.26 -.14 -.02 1

5. Anxiety (T1) -.05 -.08 .04 .58*** 1

6. Anxiety (T2) .15 .12 .05 .22 .55*** 1

7. Depression (T0) .25 .44** -.14 .15 .01 .10 1

8. Depression (T1) -.08 .26 -.20 .25* .12 -.03 .48*** 1

9. Depression (T2) .28 .09 .07 .24* .49*** .84*** .23 .06 1

10. Stress (T0) .08 .04 .00 .25 .39*** .24* .37*** .18 .20 1

11. Stress (T1) .01 -.08 .02 .30* .54*** .18 -.02 .27* .04 .59*** 1

12. Stress (T2) .40* .12 .11 .10 .49*** .81*** .16 -.02 .81*** .28* .19 1

13. Withdrawal Intensity (T1) -.03 .09 -.16 .48*** .54*** .41*** .41*** .35** .37** .47*** .35** .40** 1

14. Withdrawal Intensity (T2) .14 .09 -.07 .22 .34** .72*** .28* .12 .75*** .24* .14 .73*** .62*** 1

15. Withdrawal Impact (T1) -.05 .01 -.18 .31* .29* .28* .41*** .24* .37** .36** .10 .29* .81*** .55*** 1

16. Withdrawal Impact (T2) .15 .11 -.12 .08 .28* .68*** .25* .11 .75*** .17 .06 .70*** .52*** .91*** .57*** 1

17. Emotion Recognition Accuracy (T0) .02 -.25 .09 .29* .52*** .43*** -.06 -.14 .41*** .29* .34** .48*** .15 .26* -.02 .14 1

18. Emotion Recognition Accuracy (T1) -.30 -.04 .05 .30* .61*** .48*** -.06 -.14 .35** .32** .29* .41*** .30* .26* .13 .17 .49*** 1

19. Emotion Recognition Accuracy (T2) -.32* -.23 .10 .14 .54*** .40*** -.19 -.08 .27* .18 .27* .40*** .17 .18 .01 .11 .44*** .66*** 1

20. Emotion Recognition RT (T0) .10 .09 -.12 .04 -.08 -.08 .11 .15 .13 -.25* -.31* -.11 .07 -.04 .20 .03 -.12 -.19 -.03 1

21. Emotion Recognition RT (T1) .16 .18 .01 -.03 .20 .07 -.14 .13 .06 -.21 .09 .09 -.05 -.10 -.05 -.06 .09 -.01 .22 .02 1

22. Emotion Recognition RT (T2) -.11 -.19 -.05 .07 -.23 -.13 -.02 -.03 .03 -.19 -.30* -.11 -.06 -.00 .11 -.03 -.12 -.05 -.17 -.02 -.07 1

23. Emotion Differentiation (T0) .11 -.04 .01 -.01 .20 .11 -.19 -.06 -.01 .12 .24 .12 -.07 -.20 -.12 -.19 .26* .05 .16 -.16 .15 -.19 1

24. Emotion Differentiation (T1) -.03 -.12 -.10 .14 .41*** .19 -.15 -.06 .03 .06 .24* .16 .04 -.06 -.05 -.14 .37** .26* .36** -.14 .27* -.23 .51*** 1

25. Emotion Differentiation (T2) -.08 -.07 -.02 .17 .41*** .14 -.06 -.03 .01 .29* .36** .11 .09 -.13 .02 -.18 .28* .34** .34** -.11 .14 -.42*** .46*** .61***

Note.  T0 = 0 days into abstinence; T1 = 15 days into abstinence; T2 = 30 days into abstinence; RT = response time. 
*p < .05; **p < .01; ***p < .001.
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Introduction: The Hungarian version of the 36-item self-report Experiences 
in Close Relationships – Revised (ECR-R-HU) questionnaire assessing 
adult romantic attachment has been published recently. Short versions 
provide a useful tool for large-scale research and in the clinical field as well.
Aims: The present study reports developing and validating the short form 
of the Hungarian version of the ECR-R (ECR-R-HU-SF). 
Methods: The development of the short form, data reduction, and item 
selection were performed in a nationally representative adult (18+) com-
munity sample (N = 958; Study 1). The newly developed ECR-R-HU-SF 
was then tested and validated in a different national study representative 
of children aged 3–36 months, using data from respondent mothers with 
diverse sociodemographic backgrounds (N = 980; Study 2). 
Results: In Study 1, using randomly split subsamples, the ECR-R-HU-SF 
retained 8 items and confirmed the original two-factor structure of the 
measure. The subscales showed very good reliability and correlated highly 
with their corresponding original long versions. Psychometric properties, 
construct (convergent) validity, sociodemographic associations, and mean 
population scores for the short-version subscales (Avoidance, Anxiety) were 
compared with those of the long version. In Study 2, subscales were highly 
reliable, and scores correlated in the expected directions with related con-
structs (depressive mood, perceived stress). 
Conclusions: In summary, the ECR-R-HU-SF is a valid instrument that 
can be used as an effective screening tool for measuring adult romantic 
attachment.

Keywords: adult romantic attachment, ECR-R-HU-SF, psychometric pa-
rameters, validation, large representative samples
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Introduction
Attachment theory (Bowlby, 1969/1982) offers a complex framework for modern researchers and clinicians aim-
ing at better understanding intrapersonal and relational outcomes, such as affect regulation and psychopathology. 
Although initially, attachment theory focused on the asymmetric parent-child relationship, its founder, John Bowlby, 
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already described how attachment experiences might influence individuals over their entire life course. According 
to Bowlby, early attachment-related experiences are internalized and have a profound influence on later interac-
tions with intimate partners, especially under stress. The so-called internal working models are mental representa-
tions of significant others, the self, and the self in relation to others that guide affect, cognition, and behavior in 
intimate relationships (Bowlby, 1973). 

Hazan and Shaver (1987) proposed that Bowlby’s attachment theory could be extended to symmetric, romantic 
relationships, introducing the concept of adult romantic attachment. Since their initial proposal, a multitude of 
cross-sectional studies have aimed at investigating the concept of romantic attachment and numerous question-
naires have been created measuring the construct, which were thoroughly reviewed by Ravitz et al. (2010). 

An important milestone in the measurement of adult romantic attachment was the development of the 
Experiences in Close Relationships questionnaire (Brennan et al., 1998). The authors based their measure on 
all the items previously published in questionnaires measuring adult attachment styles. A pool of 323 items re-
mained after eliminating redundant items, which the authors administered to 1,086 undergraduates. A detailed 
factor analysis yielded 36 items, which were grouped into two factors identified as attachment-related Avoidance 
and attachment-related Anxiety. The above-identified underlying factors of the ECR offered a new dimensional 
view of attachment styles, providing a more in-depth understanding of the earlier categorical classifications 
(Bartholomew & Horowitz, 1991).

According to modern taxometric analyses, the variation underlying adult romantic attachment is distributed 
continuously (Booth‐LaForce & Roisman, 2014) on the two dimensions of attachment-related Avoidance and 
attachment-related Anxiety. Attachment-related Avoidance is associated with a tendency of feeling uncomfortable 
with closeness and even rejecting it, while attachment-related Anxiety is described as a strong desire for close rela-
tionships, which is coupled with the fear of abandonment and hypervigilance regarding rejection. 

The Development of the ECR-R 

To improve the accuracy and reliability of the ECR, Fraley et al. (2000) used factor analysis and item-response 
theory to develop a revised version of the measure: The Experiences in Close Relationships-Revised (ECR-R). 
This resulted in a partially new 36-item version of the original ECR questionnaire, maintaining the original 
subscales: Avoidance and Anxiety. Items were retained based on their discriminatory values. Although numerous 
researchers are still using the unimproved initial version (ECR; Brennan et al., 1998) and its short form (ECR-S; 
Wei et al., 2007), in the following, we will review uniquely validated versions of the ECR-R (Fraley et al., 2000) 
measuring solely romantic relationships and their short forms.

Since its conception, the ECR-R has been translated into 20 languages of which 14 are European (Czech, 
Danish, Dutch, French, German, Greek, Hungarian, Italian, Polish, Romanian, Russian, Serbian, Slovak, 
Spanish) and six are non-European (Arabic, Chinese, Hindi, Korean, Thai, Turkish). In most of the above-
mentioned validation studies (16 out of 20), the authors found that the psychometric properties of the ECR-R 
were most parsimoniously described by a two-factor solution. However, the two-dimensional structure could not 
be fully confirmed by all authors and there were three studies that could not confirm the original two-factor model 
at all with Confirmatory Factor Analysis (Esbjørn et al., 2015; Kim et al., 2011; Lubiewska et al., 2016). Word-
ing problems of the items was the most commonly cited limitation of the scale, which several authors (Dupont 
et al., 2022; Kim et al., 2011; Lubiewska et al., 2016) tried to solve statistically by using method factors. Others 
suggested shortening the scale by deleting items with similar wording or with low factor loadings to ameliorate 
the poor model fit (Fairchild & Finney, 2006; Hanak & Dimitrijevic, 2013; Kumar, 2022; Rotaru & Rusu, 2013; 
Wongpakaran et al., 2011). 

Short Form Measures and Short Versions of the ECR-R 

The development of short forms in clinical assessment dates back to the beginning of the 20th century (Doll, 
1917). Although some reviews have been critical of the short-form methodology in general (Smith & McCarthy, 
1995), researchers have developed short versions for virtually every conceivable topic of clinical assessment. The 
reasons behind opting for this alternative are numerous: developing a short form that can offer a valid and reli-
able timesaving alternative to the full-length version for e.g., screening purposes; fitting the short versions into 
large multivariate studies; for use with children etc. However, it is necessary for researchers to follow a thorough 
methodology to obtain rigorous, valid, comprehensive measures. Smith et al. (2000) offer such methodological 
guidelines for improving the validity of short-form measures.  
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The growing number of published short versions of the ECR-R reflects the need for a timesaving tool to be 
used not only for research but also for monitoring and screening purposes in clinical settings. According to a 
literature review, eleven different short forms of the ECR-R have emerged (Arab, Czech, Korean, Polish, Russian, 
Slovak, Spanish, and two different ones in Thai and German). According to Brenk-Franz et al. (2018), such 
concise measures should have good psychometric indicators and not consist of more than 10 to 15 items. The 
above-mentioned brief versions of the ECR-R consist of 8 to 18 items. To our knowledge, two English-language 
short-form variants exist so far. The ECR-R-GSF (Wilkinson, 2011) reports the psychometric properties of gen-
eral (not specific to romantic relationships) attachment avoidance and anxiety in Australian adolescents and 
young adults. The other 9-item short Relationship Structures Questionnaire (ECR-RS; Franley, 2011), has been 
created to assess attachment patterns separately in a variety of close relationships. Here, we review nine of the 
above-mentioned studies that have been specifically designed to assess the representations of romantic relation-
ships in adult populations and used the original 36-item ECR-R for validation. 

The first short version of the ECR-R was developed by Wongpakaran and Wongpakaran (2012) in the Thai 
language and retained 18 items. The Czech and Polish versions (Kaščáková et al.; Lubiewska et al.) were published 
in 2016, each retaining 16 items. The Russian version (Chistopolskaya et al., 2018) was developed using 14 
items, and the first German version retained 12 items (Brenk-Franz et al., 2018). A second German short form 
(Ehrenthal et al., 2021) included 8, and the Slovak version (Švecová et al., 2021) retained 14 items. Later, the 
Korean 12-item short version (Lee et al., 2023), and the second Thai short form (Wongpakaran et al., 2023), 
with only 10 items, were published. The two subscales (Avoidance, Anxiety) were represented with an equivalent 
number of items in all of the above-mentioned studies.

Below, we summarize the samples that have been used in the different studies. Only three of the studies 
(German, Czech, Slovak: Ehrenthal et al., 2021; Kaščáková et al., 2016; Švecová et al., 2021) used nationally 
representative samples, while the other six studies used convenience sampling. The Polish researchers (Lubiewska 
et al., 2016) applied the snowball method and included adults between 16 and 81 years in their sample, whereas 
the Russian study (Chistopolskaya et al., 2018) used a student sample. The Korean study (Lee et al., 2023) used 
an online sample of voluntary college students. The first German study (Brenk-Franz et al., 2018) used a sample 
of general practice patients and the two Thai studies (Wongpakaran et al., 2023; Wongpakaran & Wongpakaran, 
2012) compared non-clinical and clinical (stable psychiatric patients) adult samples. 

Item-selection was based on different (usually more than one) methodological considerations e.g., on model fit 
or modification indices in CFAs, high factor loadings in Exploratory Factor Analyses (EFAs), high item-scale cor-
relations, Rasch analysis, views of experts, and content-analysis (where redundant items were excluded). Internal 
consistencies of the subscales calculated using Cronbach’s alphas or McDonald’s omegas were good to excellent 
(for Avoidance: .73 - .90; for Anxiety: .82 - .89). According to our review, only three studies (Ehrenthal et al., 
2021; Lee et al., 2023; Lubiewska et al., 2016) mentioned the important results regarding correlations between 
the subscales of the short form and the full version. The subscales of these short versions correlated very highly 
with the full-scale version subscales (Avoidance: r = .90 - .96; Anxiety: r = .92 - .97). 

It is important to mention that in the Polish sample (Lubiewska et al., 2016), a statistically significant differ-
ence manifested between the mean Avoidance scores when comparing the long (M = 3.00, SD = NA) and the short 
versions (M = 2.59, SD = NA).  Other studies have not addressed this important methodological issue.

Authors mainly used Confirmatory Factor Analysis to analyze the factor structure of the newly developed short 
forms, to check if they corresponded to the original two-factor structure of the full-version scale. Ehrenthal et al. 
(2021) aimed at refining and evaluating the 12-item short version of the German ECR-RD by means of CFA. 
According to the authors, the earlier 12-item version (Brenk-Franz et al., 2018) that employed Principal 
Components Analysis (PCA) on a large sample of aggregated data from published and unpublished studies did 
not allow for a rigorous test involving the assumed two-factor structure of the ECR-R. Ehrenthal et al. (2021) 
used a large nationally representative sample (N = 2,508) to refine the ECR-RD-12. They further reduced the 
short form to 8 items to obtain a good model fit in CFA. The Czech, the Slovak, the two Thai and the Russian 
studies (Chistopolskaya et al., 2018; Kaščáková et al., 2016; Švecová et al., 2021; Wongpakaran & Wongpakaran, 
2012) also employed CFAs. The method was unclear or not mentioned in the Polish study (Lubiewska et al., 
2016). The problematic nature of reverse-coded items mentioned by several authors was addressed in two studies 
(Lee et al., 2023; Wongpakaran & Wongpakaran, 2012), in which the authors used method factors (for positively 
and negatively worded items) in order to obtain an acceptable level of fit for the model. 

In summary, to improve the psychometric properties of the short forms, authors either excluded prob-
lematic items (reverse-coded items, low loadings, cross-loadings) (Ehrenthal et al., 2021; Švecová et al., 2021; 
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Wongpakaran et al., 2023) while maintaining important content, or used method factors (Lee et al., 2023; 
Wongpakaran & Wongpakaran, 2012). 

Below, we review demographic associations of attachment-related Avoidance and Anxiety mentioned in five out 
of the eight reviewed short forms. Considering gender differences, only the 8-item German version found that 
females had slightly higher Anxiety scores (Ehrenthal et al., 2021), while none of the other studies found signifi-
cant associations between gender and the two subscales (Brenk-Franz et al., 2018; Kaščáková et al., 2016; Švecová 
et al., 2021; Wongpakaran et al., 2023; Wongpakaran & Wongpakaran, 2012). Five studies mentioned associa-
tions with age. In one study, older age was associated with lower Anxiety (Brenk-Franz et al., 2018); in another, the 
older, 65+ age group showed higher Avoidance and lower Anxiety compared to the younger age groups of 18–24 
and 25–34 years (Švecová et al., 2021). The three remaining studies (Brenk-Franz et al., 2018; Kaščáková et al., 
2016; Wongpakaran et al., 2023) did not find any noteworthy associations with age. Two studies mentioned 
education level, one of which found no significant relationship with attachment insecurity (Brenk-Franz et al., 
2018), while the other one reported that higher education level was associated with significantly lower Avoidance 
scores (Kaščáková et al., 2016). Relationship status was mentioned in three studies. Participants who were not in 
a relationship at the time of the study showed significantly higher Avoidance scores (Kaščáková et al., 2016), or 
higher scores in both the Avoidance and Anxiety subscales (Ehrenthal et al., 2021). Brenk-Franz et al. (2018) did 
not find any significant associations with relationship status.

Construct (convergent and divergent) validity was assessed in all but one study (Lubiewska et al., 2016) using 
a variety of different constructs (reassurance seeking, support seeking, loneliness, dyadic satisfaction, depres-
sion, anxiety, fear of intimacy, self-efficacy, perceived stress, self-esteem, neuroticism, positive and negative affect, 
positive and negative time perspective, hardiness), as well as another measure of attachment (The Relationships 
Questionnaire; Bartholomew & Horowitz, 1991). While associations between the above-mentioned constructs 
and the two subscales varied across studies, a predominant trend emerged, which revealed low to moderate sig-
nificant correlations in the anticipated directions. 

Aims and Hypotheses of the Present Study

In the present study, we aimed at developing and validating the short form of the Hungarian version, the ECR-R-HU 
(Dupont et al., 2022) by means of rigorous methods (Smith et al., 2000). Attachment-related Avoidance and 
Anxiety are important constructs for various academic and applied research areas. The different short forms of the 
ECR-R not only provide a useful tool for large-scale research where the number of possible items per instrument 
is limited, but may also be useful in the clinical field (e.g., in systemic family therapy, couples therapy, studies 
on parent-child relationship, other social connections and well-being) for short screening or assessment, and for 
follow-up measurements throughout therapy. 

In Study 1, data reduction and item selection (based on EFA/PCA results and expert opinions) were performed 
on a randomly split subsample of the same nationally representative community sample (N = 958) that was used 
for validating the ECR-R-HU (Dupont et al., 2022). The factor structure (CFA) was examined and confirmed 
in the other randomly split subsample. Psychometric properties (Cronbach’s alphas and McDonald’s omegas), 
convergent validity, sociodemographic associations, and mean population scores (including standard deviations) 
for the short-version subscales (Avoidance, Anxiety) were checked and compared with the 36-item long version 
(Dupont et al., 2023a) in the entire sample.

In Study 2, for testing the newly validated short instrument, we used a sample from another national study 
called “Infancy in 21st century Hungary” (Danis et al., 2020). In this research, the primary respondents (N = 980) 
were mothers raising children aged 3–36 months. Although this sample was nationally representative in terms of 
the children’s age, gender, and type of residence, consequently, it was also sufficiently diverse for sociodemographic 
parameters. This sample included a slightly higher proportion of families with low SES compared to a representa-
tive sample (See Table 1). This allowed us to test the cultural validity of the tool and address the following ques-
tion: do the items work well with lower levels of education? Theoretically, the ECR-R-SF-HU was considered a 
valuable tool in the study of early development, since according to the literature (Meuti et al., 2015; Simpson & 
Rholes, 2019), adult romantic attachment representations may also serve as an important background variable 
for understanding the development of early parent-child relationships. The factor structure and the psychometric 
properties (Cronbach’s alphas and McDonald’s omegas) of the short-form measure were tested again, construct 
(convergent) validity, mean population scores and the relationships with sociodemographic characteristics were 
also examined (Dupont et al., 2023b).
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Hypotheses:

1.	The Hungarian short version demonstrates acceptable psychometric properties and aligns with the theoretically 
expected two-factor structure. 

2.	The factor structure and the psychometric properties of the scale are similar in both the nationally representa-
tive adult sample (Study 1) and the sample of Hungarian mothers of 3–36 months old children (Study 2).

3.	The subscales (Avoidance, Anxiety) correlate in the expected directions with related constructs: positively with 
family functioning problems, perceived stress, and depressed mood, and negatively with well-being.

Methods
Participants and Data Collections

Development of the Short Form – Study 1

A nationally representative online sample was used to develop the Hungarian short version of the ECR-R 
(ECR-R-HU-SF). Data collection was carried out by a Hungarian research company with expertise in social 
surveys and data collection. Dupont et al. (2022) described the sampling and data collection methods in detail. 
To obtain a nationally representative sample, respondents were randomly selected following the stratification of 
the total voluntary sample according to gender, age, education and settlement type. For the stratification, besides 
gender, the sample was divided into five age groups (18–29, 30–39, 40–49, and 50–59 years of age, and 60 years 
of age or older) and three categories of education level (primary and vocational school, secondary, and higher 
education). The true proportions of settlement types (capital, cities/towns, and villages) and regions (Central, 
Eastern, and Western Hungary) were also among the stratification criteria.

The total sample size was N = 993, but the number of respondents to the ECR-R-HU questions was reduced to 
N = 958, as the questionnaire was not offered to participants who claimed that they had never been in a romantic 
relationship. Table 1 summarizes the sample characteristics. 

After the first, main wave of data collection in December 2018, a second wave was carried out to assess the 
stability of the ECR-R-HU subscales. This secondary survey, completed after a four-month gap, was administered 
again to a smaller subsample (N = 98) of the original participant pool. 

New Validation – Study 2

To test the short instrument developed in Study 1, we used a large parent survey (Infancy in 21st Century 
Hungary; Danis et al., 2020), in which families raising children aged 3–36 months were included. Here, we 
reported results from maternal data (N = 980).  This sample was representative regarding children’s age, gender, 
and type of residence, resulting in a high degree of diversity in sociodemographic characteristics (see Table 1) 
within the parent-family background. Data collection and sampling were also conducted by a Hungarian research 
institute in the winter of 2019–2020. The parents were interviewed using a CAPI (computer-assisted personal 
interview) instrument and they also completed a self-administered questionnaire (SAQ). The ECR-R-HU-SF as 
well as the instruments used for convergent validity were all part of the measurement package, which was planned 
by an interdisciplinary research network coordinated by the Institute of Mental Health at Semmelweis University. 
For this report, we only considered responses provided by the mothers. ECR-R-HU-SF was filled out by 953 mothers 
(for sample characteristics see Table 1). The data shows their romantic attachment orientation.

Measures 

The Hungarian Version of the Experiences in Close Relationships – Revised Questionnaire (ECR-R-HU) – Study 1

ECR-R-HU (Dupont et al., 2022; Gervai et al., 2018; Hungarian translation: https://www.ttk.hun-ren.hu/wp-
content/uploads/kpi-modszer/Tapasztalatok_Szoros_Kapcsolatokban_ECR-R-HU.pdf ) is the adapted Hungarian 
translation of the ECR-R (Fraley et al., 2000). It is a self-report measure of adult attachment, containing 36 
items and two subscales that assess attachment-related Avoidance and Anxiety (18 items each). Respondents use 
a 7-point Likert-type scale to indicate their level of agreement with each item, where 1 = strongly disagree and  

https://www.ttk.hun-ren.hu/wp-content/uploads/kpi-modszer/Tapasztalatok_Szoros_Kapcsolatokban_ECR-R-HU.pdf
https://www.ttk.hun-ren.hu/wp-content/uploads/kpi-modszer/Tapasztalatok_Szoros_Kapcsolatokban_ECR-R-HU.pdf
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7 = strongly agree. The following instructions are given to the participants: “Please take a moment to think about 
your previous and current romantic experiences and indicate the level of your agreement with each statement”. 
According to a meta-analysis of self-report measures regarding adult attachment, the ECR-R had the highest reli-
ability scores (Graham & Unterschute, 2015). In the Hungarian study (Dupont et al., 2022), the ECR-R-HU 
demonstrated high Cronbach’s alpha values (Avoidance: α = .91 and Anxiety: α = .92) as well. 

Table 1. Sample Characteristics of Study 1 & 2

Study 1 Wave 1 Study 1 Wave 2 Study 2

(N = 958) (N = 98) (N = 953)

Frequency

(valid %)

Frequency

(valid %)

Frequency

(valid %)

CATEGORICAL VARIABLES 

Gender
Male 	 467 	 (48.7%) 	 53	 (54.1%) 	 0 	 (0%)

Female 	 491 	 (51.3%) 	 45	 (45.9%) 	 953 	(100%)

Age

18–29 years 	 110 	 (11.5%) 	 9 	 (9.2%) 	 457 	 (47.9%)

30–39 years 	 169 	 (17.6%) 	 22 	 (22.4%) 	 447 	 (46.9%)

40–49 years 	 237 	 (24.7%) 	 23 	 (23.5%) 	 50 	 (5.2%)

50–59 years	 	 224	 (23.4%) 	 17 	 (17.3%) 	 0 	 (0%)

60 years or older 	 218 	 (22.8%) 	 27 	 (27.6%) 	 0 	 (0%)

Type of residence

Capital (Budapest) 	 194 	 (20.2%) 	 20 	 (20.4%) 	 148 	 (15.6%)

Cities and towns 	 544 	 (56.8%) 	 56 	 (57.1%) 	 407 	 (51.1%)

Villages 	 220 	 (23.0%) 	 22 	 (22.4%) 	 317 	 (33.3%)

Education

Primary school or less 	 46 	 (4.8%) 	 2 	 (2.0%) 	 108 	 (11.3%)

Skilled worker / vocational school 	 275 	 (28.7%) 	 30 	 (30.6%) 	 216 	 (22.7%)

Secondary school 	 373 	 (38.9%) 	 35 	 (35.7%) 	 456 	 (48.0%)

College, university 	 264 	 (27.6%) 	 31 	 (31.6%) 	 171 	 (20%)

In a relationship  

currently?

Yes 	 749 	 (78.2%) 	 77 	 (78.6%) 	 899 	 (94.6%)

No 	 209 	 (21.8%) 	 21 	 (21.4%) 	 52 	 (5.4%)

Mean (SD)

(range)

Mean (SD)

(range)

CONTINUOUS VARIABLES

Age
	47.89 	 (13.85) 

		  (18–89)

	48.85 	 (14.63) 

		  (22–78)

	30.32 	 (5.8)

		  (18–47)

Length of being without a partner in years  

(in Study 1: n = 209; n = 21)

	 4.95 	 (5.08)

		  (0–25)

	 4.00	 (4.91)

		  (0–20)

Number of children
	 1.38 	 (1.21)  

		  (0–5)

	 1.32 	 (1.18) 

		  (0–5)

	 1.57 	 (0.98)

		  (1–10)

Number of people living in the same household
	 2.75 	 (1.28) 
		  (1–8)

	 2.45 	 (1.07) 
		  (1–5)

	 3.70 	 (1.16)
		  (2–10)
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The WHO Well-Being Questionnaire (WBI-5) – Study 1

The WHO Well-Being Questionnaire (WBI-5; WHO, 1998; Topp et al., 2015; Hungarian version: Susánszky, 
2006) is a widely used self-report measure that assesses psychological well-being using 5 short questions rated on 
a 4-point Likert-type scale. The previously validated Hungarian version had high internal consistency (α = .85). 
In Study 1, the Cronbach’s alpha was α = .87.

Perceived Stress Scale-4 (PSS-4) – Study 1 & 2

The Perceived Stress Scale-4 (PSS-4; Cohen et al., 1983; Hungarian version: Stauder & Konkolÿ Thege, 2006) is 
a widely used shortened instrument for measuring the perception of current everyday stress. It contains four items 
that measure the degree to which one’s life has been perceived as “unpredictable, uncontrollable, and overloading” 
(Cohen et al., 1983; p. 387) in the past month. A 5-point Likert-type scale is used for rating each item. Accept-
able internal consistency (α = .79) and excellent test-retest reliability (r = .90) characterized the Hungarian version 
(Stauder & Konkolÿ Thege, 2006). Cronbach’s alpha in Study 1 was α = .80, in Study 2 α = .70.

Depression Scale Questionnaire (DS1K) – Study 1 & 2 

The Depression Scale Questionnaire has been developed by Hungarian researchers (DS1K; Halmai, 2008). It 
measures the depression construct and was derived from the Beck Depression Inventory (BDI; Beck et al., 1961) 
and the Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983). The 11-item single summary 
scale can be used for screening less severe stages of and a predisposition to depression. The items are rated on a 
4-point Likert-type scale. It is a valid measure with high reliability (α = .88) and is widely used in Hungary. The 
Cronbach’s alpha was α = .85 in Study 1 and for a 10-item version (because of more appropriate psychometric 
properties) α = .77 in Study 2.

The Family Assessment Device (FAD) – Study 1

The Family Assessment Device (FAD; Epstein et al., 1983; Hungarian version: Danis et al., 2005; Danis et al., 
2022) is a self-report questionnaire that measures structural, organizational, and transactional characteristics of 
families and is widely used in both research and clinical practice. It is used for screening, for identifying specific 
problem domains and for assessing change. Family members (aged above 12 years) rate 60 statements concerning 
the family on a 4-point Likert type scale depending on how well each statement describes their family. In numer-
ous international validation studies, the Cronbach’s alpha values of the 6 subscales were around or above α = .70 
(Hamilton & Carr, 2016; Staccini et al., 2015). The reliability scores of the subscales in the database of Study 1 
were similar to the aforementioned studies: problems of affective involvement (α = .74), affective responsiveness 
(α = .86), behavioral control (α = .64), communication (α = .81), problem-solving (α = .80), and roles (α = .82) 
in the family; a seventh subscale measures the problem of general family functioning (α = .89). 

Statistical Analyses 

A Principal Component Analysis (PCA) with varimax rotation was conducted for data reduction in a randomly 
split subsample (n = 477) in Study 1. Our preliminary examinations showed that Principal Axis Factoring (PAF) 
for exploring the factor structure and PCA for maximizing the variance of the minimum number of latent 
components produced almost identical results, consistent with findings regularly reported in scientific literature 
(Avsar, 2022; Schreiber, 2021). PCA is still commonly recommended (Hind & Soussi Noufail, 2022) for dimen-
sion reduction and also item (feature) selection. It aims at selecting a subset of “highly predictive” variables from a 
larger group of variables. In varimax rotation, orthogonal principal components capture the maximum variance in 
the data and are linear combinations of the original variables. The components are ordered by decreasing impor-
tance and aim to maximize the independence of the factors, ensuring a more even distribution of items across the 
latent components. We used this method to examine and choose the most important items with the highest factor 
loadings, aiming to find a subset that provided the “best overall summary” of the dimensions. Item selection was 
based on statistical (factor loadings), theoretical and methodological considerations. 

Confirmatory Factor Analyses were conducted using AMOS 21.0 in the other randomly split subsample 
(n = 481) of Study 1 and in Study 2 in order to test the original (Fraley et al., 2000) two-factor model for the 
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8-item short form in both samples. Maximum likelihood estimations were employed, and model fit indices were 
examined (Browne & Cudeck, 1992; Hu & Bentler, 1999). We applied the robust Chi Square Test of Model Fit 
(χ2/df ratio; indicates a good model fit below 3), a baseline close fit index (Steiger-Lind Root Mean Square Error 
of Approximation – RMSEA), the standardized root mean square residual (SRMR), and three incremental close-
fit indices (Comparative Fit Index – CFI, Tucker and Lewis’s Index of Fit – TLI, and Normed Fit Index – NFI). 
CFI, TLI and NFI values that are equal to or above .90 indicate a satisfactory fit, while values close to 1.00 (> .95) 
suggest a very good fit. For RMSEA, a value < .11 indicates a reasonable fit, and a value ≤ .05 indicates a good 
model fit. For RMSR, if the value is < .05, it is excellent, between .05 and .08 it is adequate. 

The internal consistencies of the two subscales (Avoidance and Anxiety) were evaluated by Cronbach’s alphas 
and McDonald’s omegas. Since according to the Kolmogorov-Smirnov Test the ECR-R-HU-SF subscale scores 
were not normally distributed in either sample, we used non-parametric statistical tests for further analyses. Since 
the sample in Study 2 was a weighted representative sample, non-parametric ranking procedures may change the 
sample size slightly according to the weights.

In Study 1, Spearman correlations were used to test temporal stability and compare the scales of the short 
form with the original, 36-item questionnaire. Mann-Whitney and Kruskal-Wallis tests were used in both studies 
to examine relationships between the ECR-R-HU-SF subscales and sociodemographic characteristics, while 
Spearman correlations were calculated to assess the convergent validity with different psychosocial constructs.

Results
Study 1

Data Reduction and Item Selection 

In accordance with methodological guidelines, we conducted analyses on two randomly split subsamples 
(n = 477 and 481) of the entire sample. Following data reduction, we selected 8 items for the short version in the 
first random subsample (n = 477). Statistical considerations and experts’ opinions on covering content dimen-
sions as well as avoiding redundancy were combined in the course of item selection. 

Statistically, for data reduction and selecting the most appropriate items, we used the Principal Component 
Analysis (PCA). In the Rotated Component Matrix obtained by PCA (KMO = .94; Bartlett’s Test of Sphericity:  
p < .001; all items’ communality values > .45; see item loadings in Table 2), the original two scales of the ECR-R  
published by Fraley et al. (2000) decomposed into two main factors (F1, F2) and two further factors  
(F3, F4) with balanced proportions of explained variances (59.4% explained; F1: 22.6%, F2: 18.5%, F3: 8.6%, 
F4: 5.7%). According to the scree plot and eigenvalue analyses, a fifth factor was also selected, but it had a low 
explained variance (F5: 4.0%) and no significant or distinct content. 

Table 2. Rotated Component Matrixa in the Principal Component Analysis in a Randomly Split Subsample (n = 477) of Study 1

Components

F1: 
Anxiety

F2:
Avoidance
(reversed 

items)
F3:

Avoidance

F4:  
Anxiety 

(reversed 
items)

F5: 
Mixed

3 I often worry that my partner doesn't really love me. .83

8
When I show my feelings for romantic partners, I'm afraid they will 
not feel the same about me. .77

7 When my partner is out of sight, I worry that he or she might 
become interested in someone else. .75

12 I find that my partner(s) don't want to get as close  
as I would like. .74

4
I worry that romantic partners won’t care about me as much as I 
care about them. .72 .37

17 I worry that I won't measure up to other people. .70

(continued on the next page)



K. DUPONT  ET AL.	 Development and Validation of the Hungarian Short ECR-R

Eur. J. Ment. Health 2024, 19, e0027, 1–21.	 9

Components

F1: 
Anxiety

F2:
Avoidance
(reversed 

items)
F3:

Avoidance

F4:  
Anxiety 

(reversed 
items)

F5: 
Mixed

14 My desire to be very close sometimes scares people away. .70

16 It makes me mad that I don't get the affection  
and support I need from my partner. .70

2 I often worry that my partner will not want to stay with me. .69 -.41

10 My romantic partner makes me doubt myself. .68

15
I'm afraid that once a romantic partner gets to know me, he or 
she won't like who I really am. .64 .35

18 My partner only seems to notice me when I’m angry. .63

13
Sometimes romantic partners change their feelings about me for 
no apparent reason. .62 .36

6 I worry a lot about my relationships. .62

5
I often wish that my partner's feelings for me were as strong as 
my feelings for him or her. .51 .49

1 I'm afraid that I will lose my partner's love. .50 -.47 .36

33 I feel comfortable depending on romantic partners. .80

29 It helps to turn to my romantic partner in times of need. .80

34 I find it easy to depend on romantic partners. .79

36 My partner really understands me and my needs. .75

28 I usually discuss my problems and concerns with my partner. .75

31 I talk things over with my partner. .72

30 I tell my partner just about everything. .69

20
I feel comfortable sharing my private thoughts  
and feelings with my partner. .64

22 I am very comfortable being close to romantic partners. .63

35 It's easy for me to be affectionate with my partner. .60

27 It's not difficult for me to get close to my partner. .56

26 I find it relatively easy to get close to my partner. .56

32 I am nervous when partners get too close to me. .71

25
I get uncomfortable when a romantic partner wants to be very 
close. .71

24 I prefer not to be too close to romantic partners. .71

23 I don't feel comfortable opening up to romantic partners. .38 .56

19 I prefer not to show a partner how I feel deep down. .49 .40

11 I do not often worry about being abandoned. .68

9 I rarely worry about my partner leaving me. .59

21
I find it difficult to allow myself to depend  
on romantic partners. .43 .44

Note. Extraction Method: Principal Component Analysis. Rotation Method: Varimax with Kaiser Normalization.
a Rotation converged in 8 iteration. 
b Item numbers according to Fraley et al. (2000). Bold numbers indicate the items retained in the ECR-R-HU-SF. 
c Items in italics are reversed.

Table 2. continued
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As shown in Table 2, Avoidance items were loaded highly on F2 and F3, while Anxiety items were loaded highly 
on F1 and F4. In our previous analyses and methodological article (Dupont et al., 2022), we identified a meth-
odological issue in the wording of the ECR-R items. This problem led to splitting the dimensions into separate 
factors, which could be avoided by introducing method factors in CFA (For details on the problems of reversed 
items in modeling the factor structure, see Dupont et al., 2022). To prevent fragmentation of the dimensions in a 
very short instrument due to differences in wording and item content, only 4 items were selected from each of the 
two main factors (F1, F2). In earlier stages of our work, we tried selecting 6 items from each of the two dimen-
sions: 4+2 items from the main and the secondary factors (F2+F3 for Avoidance; F1+F4 for Anxiety). However, in 
both the CFA and EFA analyses, we found that items were transferred from one dimension to the other according 
to wording and direction of meaning. We aimed to avoid such methodological inconsistencies in the short instru-
ment by selecting items only from the two main factors. We preferred items with simple and clear psychometric 
characteristics that had higher factor loadings than .65. When we encountered redundancy between items, we 
preferred items with simpler wording, and items included in other European short versions if possible (Items 12, 
16, 28, 29 were included in at least three other Central European versions). It was important that, in terms of 
content, each of the selected items highlighted a distinct aspect of the construct. The four selected Avoidance items 
were 28, 29, 33, 36, while the four items selected for Anxiety were 3, 7, 12, 16 (Gervai et al., 2019; Hungarian 
translation: https://www.ttk.hun-ren.hu/kpi/wp-content/uploads/sites/4/2024/09/Tapasztalatok-Szoros-Kapcso-
latokban-rovid-valtozat-ECR-R-HU-SF.pdf ). (Note: Here, in the article, item numbers correspond to Fraley et 
al., 2000). All four Avoidance items loaded highly (.75–.80) on the second component (Avoidance factor) and all 
four Anxiety items loaded highly (.70–.83) on the first component (Anxiety factor). 

Confirmatory Factor Analysis - The Structure of the Short Form

After performing the necessary item reversals, we tested the theoretical factor structure of the 8 items using CFA 
in the other randomly split subsample (n = 481). The Chi2 -test was significant (χ2 = 95.79, df = 19; p < .001), and 
all model fit indices were satisfactory (NFI = .941; TLI = .929; CFI = .952; RMSEA = .092, CI [.074 – .110]). 
The SRMR value (= .067) was also adequate. Consequently, the original two-factor model (Fraley et al., 2000) 
for the ECR-R-HU-SF in the randomly split representative community subsample of Study 1 (Figure 1) was also 
confirmed.

CFA was also successful when applied to the whole sample. The Chi2 -test was significant (χ2 = 190.587, df = 19; 
p < .001), and all model fit indices were satisfactory (NFI = .943; TLI = .924; CFI = .948; RMSEA = .097, 
CI [.085 – .110]). The SRMR value (= .064) was also adequate.

After successful item selection and factor structure validation, further psychometric analyses were performed 
on the entire sample (N = 958).

e28
Item 28

(reversed)

e33
Item 33

(reversed)

e29
Item 29

(reversed)

e36 Item 36
(reversed)

e3Item 3

e12Item 12

e7Item 7

e16Item 16

Avoidance Anxiety

.3

.73 .87

.67.77

.70.85

.63.77

Figure 1. CFA Model of the ECR-R-HU-SF Structure in a Randomly Split Subsample (n = 481) of Study 1

https://www.ttk.hun-ren.hu/kpi/wp-content/uploads/sites/4/2024/09/Tapasztalatok-Szoros-Kapcsolatokban-rovid-valtozat-ECR-R-HU-SF.pdf
https://www.ttk.hun-ren.hu/kpi/wp-content/uploads/sites/4/2024/09/Tapasztalatok-Szoros-Kapcsolatokban-rovid-valtozat-ECR-R-HU-SF.pdf
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Relationships Between the Subscales of the 8-Item ECR-R-HU-SF and the 36-item Original Questionnaire (ECR-
R-HU)

Spearman correlations of both 4-item subscales (Avoidance, Anxiety) proved very strong relationship with the corre-
sponding 18-item subscales of the original questionnaire (Avoidance: Rho = .88, p < .001; Anxiety: Rho = .90, p < .001).

Internal Consistency

Both 4-item subscales demonstrated a high internal consistency; Cronbach’s alpha and McDonald’s omega values 
were both at .85 for Avoidance and .83 for Anxiety. These values were only slightly lower than those for the original 
36-item questionnaire, which had Cronbach’s alphas and McDonald’s omegas of .91 and .92, for Avoidance and 
Anxiety, respectively.

Descriptive Statistics of the Avoidance and Anxiety Subscales and Relationships with the Demographic Variables

Avoidance items were all reversed items in the questionnaire; therefore, they measured the lack of Avoidance. As 
expected, after reversing the items, there was a moderate positive correlation between the two subscales 
(Rho = .42, p < .001).

As theoretically expected, both subscales of the short form were skewed towards lower values, indicating less 
anxiety and less avoidance. Since the subscale scores did not follow a normal distribution according to the 
Kolmogorov-Smirnov Tests (p < .001), we report the median and percentile values alongside the mean and stand-
ard deviation for the subscales in Table 3. This allows for a comprehensive comparison between the short 8-item 
questionnaire and the original 36-item version. Ensuring the alignment of the distributions and means between 
the two versions was a methodological requirement. Therefore, we expected that the means would not differ by 
more than 0.2. Although the differences were significant (Wilcoxon tests: Avoidance: Z = -3.26, p = .001; Anxiety: 
Z = -10.63, p < .001), the means and median values of the subscales in the original 36-item and the short form 
8-item questionnaire were very similar. Based on the statistics indicating non-normal distributions, we used non-
parametric tests in the subsequent analyses. 

Mann-Whitney tests showed that no gender differences emerged on either scale (Avoidance: Z = -.89, p = .371; Anxiety: 
Z = -1.75, p = .080). There were no other noteworthy correlations between the short ECR-R-HU subscales and age 
(Avoidance: Rho = .01, p = .850; Anxiety: Rho = -.07, p = .022). Similarly, according to the Kruskal-Wallis tests, no 
significant differences manifested between the subscale means according to education (Avoidance: χ2(3) = 1.40, 
p = .705; Anxiety: χ2(3) = 5.03, p = .170) or type of residence (Avoidance: χ2(2) = 1.88, p = .390; Anxiety: χ2(2) = 8.48, 
p = .786). However, Mann-Whitney tests showed that participants who were in a relationship scored significantly 

Table 3. Descriptive Statistics of the Avoidance and Anxiety Subscales in the 36-Item Long Version and the 8-Item Short 
Version of the ECR-R-HU
Table 3a.

ECR-R Subscales N Range Min. Max. Mean SD

ECR-R Avoidance - 18 items 958 4.56 1.00 5.56 2.68 1.08

ECR-R Avoidance - 4 items 958 6.00 1.00 7.00 2.65 1.38

ECR-R Anxiety - 18 items 958 5.83 1.00 6.83 2.95 1.23

ECR-R Anxiety - 4 itemsAnxiety 958 6.00 1.00 7.00 2.73 1.52

Table 3b. 

ECR-R Subscales Median

Percentiles

Skewness S.E. Skewness Kurtosis S.E Kurtosis25th 50th 75th

ECR-R Avoidance - 18 items 2.61 1.72 2.61 3.50 0.31 0.08 -0.75 0.16

ECR-R Avoidance - 4 items 2.50 1.50 2.50 3.75 0.70 0.08 0.00 0.16

ECR-R Anxiety - 18 items 2.83 1.94 2.83 3.83 0.49 0.08 -0.31 0.16

ECR-R Anxiety - 4 itemsAnxiety 2.50 1.25 2.50 3.81 0.69 0.08 -0.28 0.16
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lower than single respondents on both Avoidance: M(SD) = 2.57(1.40) vs. M(SD) = 2.92(1.26), Z = –3.97; p < .001;  
Cohen’s d = .26; and Anxiety: M(SD) = 2.56(1.45) vs. M(SD) = 3.33(1.59), Z = –6.33; p < .001;  
Cohen’s d = .42. 

Validation Measures

The construct (convergent) validity was examined by 
calculating Spearman correlations between the scores 
of the short ECR-R-HU subscales and measures of 
family functioning problems (FAD subscales), de-
pressed mood (DS1K), perceived stress (PSS-4) and 
well-being (WBI-5). Both Avoidance and Anxiety were 
correlated systematically and moderately with all the 
measures of the related constructs (Table 4).

Temporal Stability

The ECR-R-HU-SF maintained the original two-
factor structure (Fraley et al., 2000) in the Wave 2 
subsample (N = 98) after a four-month gap. In CFA, 
the Chi-square test was significant (χ2 = 24.153,  
df = 19; p < .001), and all model fit indices were satisfacto-
ry (NFI = .948; TLI = .977; CFI = .988; RMSEA = .017,  
CI [.000 – .035]. The SRMR value (= .046) was excel-
lent. The item weights ranged from .66 to .96 for the 

Avoidance factor and from .75 to .85 for the Anxiety factor, with a coefficient of .47 between the two factors. 
The internal consistencies of the subscales were also high in this subsample (Cronbach’s alpha and McDonald’s 

omega values were .87 for Avoidance and .89 for Anxiety). 
Spearman correlations between data from Wave 1 and Wave 2 were strong (Avoidance: Rho = .74, p < .001, 

Anxiety: Rho = .79, p < .001). In Wave 2, Spearman correlations between the short ECR-R-HU subscales and the 
36-item questionnaire were also strong (Avoidance: Rho = .90, p < .001; Anxiety: Rho = .88, p < .001). 

Although the means of the short ECR-R-HU subscale scores showed significant differences according to the Wilcoxon 
test in the test-retest subsample (N = 95), they were very similar to the means of Wave 1 after 4 months, for Avoidance: 
2.55 (1.16) vs. 2.34 (1.27); Z = -2.87, p = .004; for Anxiety: 2.63 (1.47) vs. 2.39 (1.46); Z = -2.31, p = .021. 

Similarly, in the Wave 2 sample (N = 98), statistically significant but minimal differences emerged between the 
original 18-item and the shortened 4-item scales, for Avoidance: 2.55 (1.11) vs. 2.36 (1.25); Z = -3.48, p < .001; 
for Anxiety: 2.70 (1.18) vs. 2.45 (1.49); Z = -3.55, p < .001.

Study 2

Confirmatory Factor Analysis – Structure of the Short Form in a Special Sample

A special sample of mothers of children between 3 and 36 months of age (after data imputation: N = 952) 
was used to test the theoretical two-factor structure of the short ECR-R-HU. The Chi2 test was significant  
(χ2 = 182,791, df = 19; p < .001), and all other model fit indices were satisfactory (NFI = .958; TLI = .944;  
CFI = .962; RMSEA = .095, CI [.083 – .108]). The SRMR value (= .031) was excellent. We concluded that the 
original two-factor model (Fraley et al., 2000) for the short ECR-R-HU in Study 2 (Figure 2) could be confirmed.

Internal Consistency

Cronbach’s alpha and McDonald’s omega values were high (.91 for Avoidance, and .81 for Anxiety), showing a 
very good reliability of the 4-item subscales. 

Table 4. Correlationsa of the ECR-R-HU-SF Subscales with the  
Validation Measures in Study 1

Avoidance Anxiety

FADb Problem solving .48** .39**

FADb Communications .53** .46**

FADb Roles .50** .48**

FADb Affective Responsiveness .51** .45**

FADb Affective Involvement .41** .42**

FADb Behavior Control .24** .24**

FADb General Functioning .56** .50**

PSS-4c Perceived Stress .32** .41**

DS1Kc Depressive mood .39** .44**

WBI-5c WHO Well-Being -.31** -.34**

a Values are Spearman correlation coefficients. 
b N = 824, p < .001. c N = 958, p < .001.



K. DUPONT  ET AL.	 Development and Validation of the Hungarian Short ECR-R

Eur. J. Ment. Health 2024, 19, e0027, 1–21.	 13

Descriptive Statistics of the Avoidance and Anxiety Subscales and Relationships with Demographic Variables

Subscale scores were computed for each participant by averaging the scores of the corresponding items. The aver-
age mean scores were 2.41 (SD = 0.05; range: 1–7) for Avoidance, and 2.17 (SD = 0.04; range: 1–7) for Anxiety.  
Kolmogorov-Smirnov tests showed that the subscale scores did not follow a normal distribution (p < .001). Compared 
to the nationally representative sample of Study 1, the mean scores of both subscales were slightly lower in early moth-
erhood, .24 (9%) lower for Avoidance and .56 (21%) lower for Anxiety. Both subscales were even more skewed to lower 
values (less avoidance and less anxiety). Therefore, we used non-parametric tests in the following analyses. 

As expected, a moderate correlation was observed between the two subscales (Rho = .46, p < .001).
There was a significant difference between the mean scores of both Avoidance and Anxiety according to the 

participants’ education level (χ2(3) = 13.22, p = .004 and χ2(3) = 9.76, p = .021, respectively) and their type of 
residence (χ2(3) = 80.50, p < .001 and χ2(3) = 9.94, p = .019, respectively). Pairwise comparisons found that par-
ticipants with lower education (primary school or less) showed significantly higher Avoidance scores compared to 
those who completed secondary school (p = .034) and those who had a college or university degree (p = .002). Par-
ticipants with a college or university degree had significantly lower Anxiety scores than those who only completed 
secondary school (p = .049). Those living in Budapest (capital) produced significantly lower Avoidance scores 
compared to respondents from other types of residence (p < .001), and lower Anxiety scores than those from other 
cities or towns (p = .039). It is important to note that the ratio of participants with a college degree was much 
higher in Budapest than in other cities and towns. The means and standard deviations are presented in Table 5, 
although the differences were tested by non-parametric Kruskal-Wallis tests.

Table 5. Avoidance and Anxiety Scores According to Participants’ Type of Residence and Education Level in Study 2

Residence N M SD Education level N M SD

Avoidance

Village 298 2.46 1.50 Primary school or less 108 3.02 1.94

City / Town 354 2.77 1.76 Skilled worker/vocational school 216 2.42 1.55

County Seat 152 2.31 1.52 Secondary school 456 2.34 1.50

Capital (Budapest) 149 1.54 .95 College, university 171 2.19 1.53

Total 953 2.41 1.59 Total 951 2.40 1.59

Anxiety

Village 298 2.14 1.26 Primary school or less 108 2.30 1.37

City / Town 354 2.33 1.34 Skilled worker/vocational school 216 2.26 1.37

County seat 152 2.10 1.39 Secondary school 456 2.19 1.29

Capital (Budapest) 149 1.93 1.17 College, university 171 1.92 1.18

Total 953 2.17 1.30 Total 951 2.17 1.30

e28
Item 28

(reversed)

e33
Item 33

(reversed)

e29
Item 29

(reversed)

e36 Item 36
(reversed)

e3Item 3

e12Item 12

e7Item 7

e16Item 16

Avoidance Anxiety
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.92.84

.54.89
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Figure 2. CFA Model of the ECR-R-HU-SF Structure in Study 2
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Single mothers (n = 52) scored significantly higher on both Avoidance (Z = -9.01, p < .001; M = 4.78, SD = 1.76 vs. 
M = 2.27, SD = 1.47; Cohen’s d = .58) and Anxiety (Z = -1.99, p = .05; M = 2.76, SD = 1.78 vs. M = 2.14, SD = 1.26; 
Cohen’s d = .12). 

Validation Measures

The construct (convergent) validity was examined by calculating Spearman’s Rho correlations of the subscale 
scores of the ECR-R-HU-SF with depressive mood (DS1K) and perceived stress (PSS-4). As expected, both 
Avoidance and Anxiety correlated moderately with depressive mood (Avoidance: Rho = .42, p < .001; Anxiety: Rho 
= .43, p < .001) and with perceived stress (Avoidance: Rho = .53, p < .001; Anxiety: Rho = .43, p < .001).

Discussion
The two studies described in the present article aimed to validate a methodologically rigorous short version of 
the Hungarian ECR-R (ECR-R-HU-SF) (Smith et al., 2000). First, we used an adequately validated long version 
(ECR-R-HU; Dupont et al., 2022) that used a nationally representative large-scale community sample (N = 958) 
for validation. To develop the short form (ECR-R-HU-SF), the same nationally representative adult sample was 
used for item selection and assessment of psychometric characteristics (Study 1). 

The expert team paid careful attention to item selection, which was based on a combination of statistical con-
siderations as well as aspects related to content (items with highest loadings, preference for items included in other 
European short forms, avoiding redundancy, coverage of content dimensions). The development of the short 
form (ECR-R-HU-SF) resulted in 8 items (4 for Avoidance, 4 for Anxiety) confirming the underlying dimensions 
of attachment-related Avoidance and attachment-related Anxiety (Fraley et al., 2000). 

The Avoidance items measure four different content themes that mostly overlap with the themes identified by 
Lee et al. (2023): a) fear of intimacy (Item 29), b) reluctance to dependency (Item 33), c) reluctance to self-dis-
closure (Item 28), and d) belief that one is not understood by one’s partner (Item 36). Three content themes were 
represented in the Anxiety subscale, which corresponded with the themes found by Lee et al. (2023): a) fear of 
rejection by one’s partner (Item 3, 7), b) excessive need for approval from one’s partner (Item 16), and c) distress 
from one’s partner’s unresponsiveness (Item 12) (Note: Item numbers correspond to Fraley et al., 2000). When 
comparing the items of various short versions of the ECR-R, some variance is expected due to cross-cultural dif-
ferences. Two of our Avoidance items (27, 33) can be found in all of the reviewed short forms except in the German 
short versions (Brenk-Franz et al., 2018; Ehrenthal et al., 2021), while two of our Anxiety items (26, 32) can be 
found in all existing European versions; however, are not present in the Thai (Wongpakaran et al., 2023) and 
Korean (Lee et al., 2023) versions. We also included an item (30), which overlaps with the Thai (Wongpakaran et 
al., 2023) and Korean (Lee et al., 2023) brief versions, but is not present in any of the other European short forms. 

The second study was a new validation of the ECR-R-HU-SF on an independent, large sample of mothers 
coming from diverse sociodemographic backgrounds. There is a gap in research targeting adult romantic attach-
ment in early motherhood when attachment representations and processes become again prominent. Activation 
of attachment representations occurs partly due to the often chronic stress associated with this period, but also 
because it may evoke memories of how individuals have been cared for by their own parents during childhood 
(Bowlby, 1988). The mental health of mothers in this sensitive period is influenced by their romantic attachment 
representations (Meuti et al., 2015; Simpson & Rholes, 2019). Study 2 aims at exploring special characteristics of 
romantic attachment in this life phase.

The following results of Studies 1 and 2 show the high validity and reliability of the ECR-R-HU-SF: (1) The two-
factor structure of the 8-item ECR-R-HU-SF was confirmed by CFAs in both studies with satisfactory model fit 
indices. (2) The two subscales (Avoidance; Anxiety) displayed very good internal consistencies with Cronbach’s alphas 
and McDonald’s omegas above .81 in both studies. (3) The subscales of the 8-item version displayed very strong 
correlations with those of the full 36-item version suggesting that, despite its brevity, the short version could capture 
the essence of the constructs (with approx. 80% common variance). (4) Temporal stability was also high in Study 1. 

Further statistical parameters echoed the results of previous studies and theoretical assumptions: (1) The sub-
scales did not follow a normal distribution in either study, and were skewed towards more secure values, as ex-
pected. (2) We also detected a moderate correlation between the two subscales in both studies, which is in line 
with the assumption that the two subscales are not orthogonal (Cameron et al., 2012). 
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The mean scores of the current representative adult sample were in the middle of the range of mean scores 
obtained by other short forms. Examining the mean scores of both subscales in early motherhood (Study 2), we 
noticed that the scores were lower, especially for Anxiety (9% lower for Avoidance and 21% lower for Anxiety). A 
longitudinal study by Galdiolo and Roskam (2017) echoes our findings, as primiparous parents had significantly 
lower scores on attachment-related anxiety and avoidance compared to childless couples at the baseline measure. 
Contradicting their expectations, they also found that attachment orientations around childbirth showed stability 
pre- and post-term. One of the explanations they offer might also explain our results concerning the difference 
between the mean scores of mothers (Study 2) and adults (Study 1). The authors (Galdiolo & Roskam, 2017; 
Luhmann et al., 2014) suggested that inherent differences might manifest, (e.g., personality or attachment factors) 
between individuals who undergo specific events and those who do not. Our finding of lower Avoidance (but not 
Anxiety) levels in motherhood is also in line with a study by Rholes et al. (1997), suggesting that lower levels of 
attachment-related avoidance are associated with the desire to have children. However, findings of the longitudi-
nal study conducted by Simpson et al. (2003) contradicted our results, as they suggested that in the transition to 
parenthood, attachment-related anxiety and avoidance did not systematically trend in a singular direction; instead, 
they were mediated by the women’s perception of their husbands’ support and anger. Changes in attachment-
related avoidance seemed to be mediated by women’s support seeking levels and by their partners’ avoidance levels.   

The most salient demographic finding consistent across both studies is that participants engaged in a relation-
ship were more likely to have lower scores on both Avoidance and Anxiety, suggesting a trend towards more secure 
attachment. This could imply that individuals with more secure attachment styles are inclined to become com-
mitted in a relationship. Alternatively, the very state of being in a relationship may reduce the intense search for 
comfort and closeness, as the attachment system is less activated, leading individuals in a relationship to report 
lower-level attachment-related avoidance and anxiety in a survey targeting romantic attachment. On the other 
hand, respondents who are not in a committed relationship are more likely to be actively seeking an emotional 
bond. This quest may activate their attachment system and “prime” attachment-related distress reflected in rela-
tively higher scores on both dimensions compared to those in committed relationships. Our findings echo results 
from prior studies (Ehrenthal et al., 2021; Kaščáková et al., 2016). Single participants scored significantly higher 
on Avoidance and Anxiety in the adult representative sample and in early motherhood as well. This is consistent 
with previous research using a short form of the ECR-R (Ehrenthal et al., 2021) and partially consistent with the 
results from the Czech representative sample (Kaščáková et al., 2016), in which single participants had signifi-
cantly higher avoidance scores.

Results concerning relationship status in early motherhood were similar and even accentuated for Avoidance. 
The average Avoidance score of single mothers was more than twice the Avoidance score of mothers in a relation-
ship. In the case of Anxiety, a significant difference appeared between the scores of single mothers and mothers 
in a relationship, but the difference was not as great as for Avoidance. Attachment avoidance is associated with 
cognitive, affective and behavioral processes hindering the potential for intimacy (Simpson & Campbell, 2013). 
Accordingly, individuals with high avoidance are less likely to form committed romantic relationships (Schin-
dler et al., 2010) and engage in new relationships following a break-up (Davis et al., 2003), and may tend to 
avoid relationships in general as a result of anticipated relationship disappointments and commitment aversion 
(Birnie et al., 2009). Bowlby (1988) believed that transition to parenthood provides a fertile ground for changes 
in attachment orientations, because of (1) the chronically stressful nature of having a child, (2) the reactivation 
of attachment-related memories from the past, (3) and also because caring for a baby exposes individuals to new 
personal and interpersonal experiences, which may either contradict or substantiate existing attachment working 
models. Simpson et al. (2003) confirm that attachment orientations do change in meaningful ways during the 
transition to parenthood and these changes are related to how individuals perceive themselves and their partners. 
Single mothers continue to perceive themselves and their social worlds in ways that actively justify their insecurity. 
Sharp increases in avoidance levels of single mothers echo the finding that women who enter parenthood seeking 
less spousal support or who have highly avoidant husbands tend to become more avoidant during the transition 
(Simpson & Rholes, 2019). 

There were no gender differences for either scale in Study 1, which is consistent with the fact that short ECR-R 
versions have mostly confirmed invariance across gender groups (Brenk-Franz et al., 2018; Ehrenthal et al., 2021; 
Kaščáková et al., 2016; Švecová et al., 2021; Wongpakaran et al., 2023; Wongpakaran & Wongpakaran, 2012). 
Subscale scores did not show significant differences according to age, education, or type of residence in Study 1.  
In Study 2, mothers with lower education (8 years or less) had significantly higher Avoidance scores than mothers 
who completed secondary education or had a college or university degree. This is in line with the findings of 
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Kaščáková et al. (2016), namely that significantly lower avoidance scores were associated with higher educa-
tional levels. However, research on the relationship between romantic attachment and educational levels using the 
ECR-R and its short versions is lacking. Some studies have shown that attachment representations influence 
students’ academic performance: secure attachment has been associated not only with higher grades, but with 
greater emotional regulation, social competence and willingness to take challenges (Bergin & Bergin, 2009;  
Moss & St-Laurent, 2001). Reio et al. (2009) have shown that secure attachment has a positive influence on 
learning-related outcomes.

We also found significant differences in attachment representations according to type of residence in Study 2. 
Individuals residing in Budapest (the capital) had a lower average score on both subscales compared to other resi-
dential areas (county seats, other cities/towns, villages) with varying levels of significance across groups. However, 
a greater proportion of participants from Budapest had completed college or university, which may have influ-
enced the differences observed based on type of residence. To our knowledge, limited research exists addressing 
the connection between types of residence and attachment styles. 

ECR-R-HU-SF subscales (Avoidance; Anxiety) correlated in the expected directions with related constructs, 
such as family functioning problems, depressive mood, perceived stress, and well-being in Study 1. Study 2 fur-
ther confirmed the convergent validity of the two subscales on an independent sample: Avoidance and Anxiety 
showed positive correlations with depressive mood and perceived stress. Recent research supports our findings 
concerning the link between attachment insecurity and perceived stress (Thompson et al., 2018), while Conradi 
et al. (2018) identified a connection between insecure attachment styles and a more depressed mood. Conradi et 
al. (2018) indicated that insecure attachment had an adverse effect on the course of depression in primary care 
patients over a seven-year period. According to Jansen et al. (2023), insecure attachment correlated with higher 
levels of stress and depression in a student sample. Family functioning problems were closely tied to couple dy-
namics and marital satisfaction. The latter was associated with attachment-related Avoidance and Anxiety in earlier 
studies (Mikulincer & Shaver, 2016; Treboux et al., 2004). The link between attachment security and well-being 
was also highlighted in recent research. It appears that attachment security contributes to happiness (Diener & 
Seligman, 2002), while higher levels of attachment insecurity are associated with lower levels of psychological 
well-being mediated by dispositional mindfulness, psychological inflexibility, and resilience (Calvo et al., 2022). 
In summary, each measure that was chosen to test convergent validity affirmed the anticipated associations with 
the two attachment dimensions: Avoidance and Anxiety.

Strengths and Limitations
This study reports the validation of the Hungarian short version of the ECR-R (ECR-R-HU-SF). The psychomet-
ric assessment of the measure and item selection was based on data from a nationally representative community 
sample, offering greater heterogeneity than other validation studies. The item selection was meticulously carried 
out in a randomly split subsample of Study 1 and was based on a variety of aspects including coverage of thematic 
dimensions, statistical considerations and consideration of items included in other European short versions of 
the ECR-R. The resulting 8 items (4 for Avoidance, 4 for Anxiety) of the ECR-R-HU-SF confirmed the original 
two-factor structure of the measure in the other randomly split subsample of Study 1. The subscales (Avoidance; 
Anxiety) showed very good reliability and correlated highly with their corresponding original long versions. The 
newly developed ECR-R-HU-SF was tested on a special representative sample of mothers of children between 3 
and 36 months of age (Study 2). The psychometric analysis of the second database confirmed the results in Study 1. 
In summary, we can conclude that the ECR-R-HU-SF can be used as an effective screening tool for measuring 
adult romantic attachment.

The greatest strength of our manuscript is that in creating a highly valid and reliable short form measure of the 
ECR-R in Hungarian, we adhered to methodological rigor in data collection, sampling, and data analysis.  

In addition to the strengths of the research, several limitations must be considered when interpreting the re-
sults, which should be addressed in future studies: 

1. Validation results were obtained through self-report questionnaires and might be biased by the common-
method variance.

2. In the short form, all of the Avoidance items are reversed items, thus measuring the absence of avoidance 
(all items must be reversed when scoring the questionnaire). However, the correlation between the subscales of 
the full and the shortened questionnaire is extremely high, which supports our argument for further use of this 
item set. Since the main component of Avoidance in PCA contained reversed items, and in our previous paper 
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(Dupont et al., 2022) we experienced the confounding effect of mixed-direction items on pure factor structures, 
we decided to select items oriented in a single direction.

3. Our specialized independent sample (Study 2) for testing the validity of the instrument consisted solely of 
mothers. Therefore, the validity measures of the short scales in Study 2 are limited to this specific demographic 
group.

4. As the ECR-R is one of the most comprehensive and reliable instruments in the literature to test romantic  
attachment, we did not test its concurrent validity in our studies; only convergent validity measures were introduced. 

Conclusion, Implications, and Future Directions
The ECR-R-HU-SF serves as a highly valid and reliable instrument for large-scale research particularly when 
there is a constraint on the number of items per tool. Its utility extends to the clinical realm (e.g., systemic family 
therapy, couples counseling, perinatal interventions), where it can be used for quick screening or facilitate evalu-
ations and consistent monitoring throughout therapeutic processes. Highlighting the use of short forms in the 
clinical field, a recent study has demonstrated that national short forms of the ECR-R in Germany exhibit strict 
longitudinal measurement invariance and sensitivity to treatment (Müller et al. 2024). Hungarian researchers and 
clinicians working in the field of attachment gain an 8-item, time-saving instrument that has been developed on 
a representative community sample. 

Future research should investigate whether the short Avoidance scale effectively captures the latent construct 
and the full continuum of the latent dimension. As mentioned earlier, all the Avoidance items are reversed, meas-
uring the absence of avoidance. Further independent samples (even specialized samples) should be considered to 
test the validity and reliability of the instrument. Several Hungarian large samples are already available for analyses 
including several hundred mental health professionals trained in EFT couple therapy and multiple dyads (part-
ners) in intervention studies. We plan to analyze these samples and publish our results in the future. Additionally, 
future research should examine the concurrent validity of the Hungarian ECR-R and its short form, as this has 
not yet been addressed.

Future research might also consider further investigation of underlying factors associated with lower attach-
ment insecurity in early motherhood, but also higher avoidance levels in single mothers.

Considerations on cross-cultural validity frequently led to the choice of diverse items for short form valida-
tion procedures; however, countries sharing a similar cultural background within the same region might aim for 
congruence. 
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Media-Induced Secondary Traumatic Stress: 
The Case of the Kahramanmaras Earthquake 
in Turkey 
Selin KİRAZ DEMİR   1 , Nur İNCİ NAMLI   2

Introduction: Trauma manifests in a variety of ways and disrupts the lives 
of individuals. This is particularly the case in an age when communication 
technologies are permeating everyday practices, and media is an essential 
means of communication. A review of the international literature on disas-
ters reveals that the measurement tools used in the research on the associa-
tion between Secondary Traumatic Stress (STS) and the media are limited. 
Aims: The main aim of this study is to measure the STS levels in the audi-
ence of the media content regarding the Kahramanmaras-centered earth-
quake and to examine the factors associated with it.
Methods: First, a measurement tool on the subject was developed, and then 
its psychometric properties were investigated. Exploratory factor analysis, 
confirmatory factor analysis, validity, and reliability analyses were con-
ducted throughout the studies (N = 30 for Study I; N = 265 for Study II;  
N = 283 for Study III). 
Results: A 17-item, four-factor (intrusion, anxiety, media distrust, and 
avoidance), valid and reliable scale was created. Moreover, depression was 
found to have a partial mediating effect on the significant relationship be-
tween media exposure related STS and psychological well-being (β = –.22, 
SE = .027, 95% CI [–.25, –.19]). 
Conclusions: The results revealed the multi-dimensional impact of STS on 
people indirectly exposed to trauma as well as the uniqueness of the scale.

Keywords: secondary traumatic stress, media, earthquake, 
interdisciplinarity, media psychology.
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Introduction
The American Psychological Association (n.d., para 1.) defines the concept of trauma as “an emotional response to a 
terrible event like an accident, crime, natural disaster, physical or emotional abuse, neglect, experiencing or witnessing 
violence, death of a loved one, war, and more.” Herman (1997), on the other hand, defines trauma as a response to 
an event that leads to a deterioration of life harmony and inadequate coping skills. In addition, Van der Kolk (2015) 
defines the concept of trauma as the psychological result of destructive and stressful events that disrupt an individual’s 
coping strategies toward a problem. A potentially serious injury or threat to life can be defined as trauma. In addition, 
several other events that cause the person to develop various negative symptoms can be considered trauma. 

Experienced or witnessed traumatic events cause people to develop a range of symptoms and disorders. In the 
fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric 
Association, 2013), trauma-related disorders are assessed under the diagnosis of Post-Traumatic Stress Disorder 
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(PTSD). The common denominator of the disorders under this heading is the potential for a traumatic or stressful 
event in the person’s past to influence the onset of symptoms (Morrison, 2014). This implies that the person was 
unable to maintain their homeostatic order after the traumatic event to which they were somehow exposed, and they 
exhibited pathological reactions because their psychological balance was disturbed. To go deeper, according to the 
DSM-5, the diagnosis of PTSD involves a stressor (either directly experiencing or witnessing a trauma in person, or 
an indirect exposure through the experiences of a relative or close friend, or through professional duties) (criterion 
A), the involuntarily re-experience of the traumatic event (criterion B), avoidance of or efforts to avoid trauma-related 
thoughts, feelings or the reminders of the traumatic event(s) (criterion C), to focus on negative beliefs, expectations 
or cognitions or to dissociate (criterion D), and to have physiological and emotional reactions (e.g. anxious feelings, 
difficulty concentrating or sleeping) related to this (criterion E) (American Psychiatric Association, 2013).

Although PTSD symptoms are usually related to a direct experience of the traumatic event, this may not be 
the case in all instances of trauma. Figley (1998) defines “Secondary Traumatic Stress (STS)” as an individual’s 
behavioral and emotional reactions, resulting from witnessing stressful events experienced by significant others. 
Stress in this sense results from caring for, helping, or wanting to help the traumatized person (Dirkzwager et al., 
2005). As Figley (1995) argues, in the case of primary exposure, the perceived threat is in a personal position. In 
the case of secondary exposure, however, it may be related to the lives of people he knows or encounters through 
his work, rather than to the person himself. It has been suggested that the negative effects of secondary traumatic 
stress can have similar outcomes to PTSD and that individuals can have almost the same reactions (Bride et al., 
2007). A person who has been exposed to a traumatic event at a secondary level may feel uncomfortable, or de-
pressed, have problems concentrating, or exhibit some avoidant behaviors through remembering the experience 
of the person at the center of the traumatic event (Figley, 1995; 1998). There may also be a reduced sense of hope 
for the future, excessive reactions to stimuli, outbursts of anger, or irritability. As a result, secondary exposure can 
be as distressing as primary exposure (Figley, 1998). 

Some studies evaluating the prevalence and characteristics of secondary traumatic stress can be mentioned in 
the literature. For example, the survey by Bride et al. (2009) assessed the levels of PTSD symptoms and STS levels 
in 225 substance abuse counselors. As a result of the research, counselors frequently exhibited STS symptoms 
while working with traumatized populations; with almost half of them experiencing intrusive thoughts. A study 
(Hatcher et al., 2011) included 118 juvenile justice teachers who provide education to incarcerated children. 
When asked to assess the students they worked with for the effects of the traumatic events they had experienced, 
the experts reported that 47% of the students had moderate traumatic symptoms, 27% were severely and 7% 
were severely traumatized. In terms of the teachers’ STS symptoms, it was observed that 81% of the participants 
met at least one of the PTSD criteria, 55% met at least two, and 39% met all of them. Another study conducted 
in Australia, surveyed 412 professionals supporting clients with alcohol or other drug addiction and found STS 
in 20% of the participants (Ewer et al., 2015). To give examples from Turkish literature, Kahil and Palabıyıkoğlu’s 
(2018) research aimed to examine the STS levels of 228 professional and volunteer aid workers; as a result of 
the study, it was found that the STS levels of the professionals were higher than those of the volunteers and that 
the STS symptoms increased as the duration of their occupation increased. In the review study by Yanbolluoğlu 
(2019), it was determined that the level of STS varies according to sociodemographic background and may be 
related to individual factors such as coping skills or burnout. In addition, it was determined that the level of STS 
increased with experience and was higher in specialists with an individual trauma history. 

The disruption of the life cycle and routines of individuals following a traumatic event carries the risk of negative 
attitudes and behaviors. Depressive disorders that may occur in this context are symptoms that persist for a certain 
period and may harm people’s functionality (Curry & Reinecke, 2003). Depression may include a single negative 
emotion, accompanying symptoms, or a psychiatric disorder. People may be prone to these negative symptoms 
when they are indirectly exposed to a traumatic situation. However, a review of the literature reveals that the 
studies on these relationships are limited. For example, a study by Ariapooran et al. (2022) revealed that STS was 
associated with depression, anxiety and suicidal ideation in nurses. Another study (Perstling & Rothmann, 2012) 
found a significant and negative correlation between secondary traumatic stress and psychological well-being.

Most of the previously mentioned studies used the Secondary Traumatic Stress Scale (STSS), developed 
by Bride et al. (2004) to measure STS with three subscales: intrusion, arousal and avoidance symptoms. The 
Secondary Trauma Questionnaire (STQ), developed by Motta et al. (2001), is also a tool used to measure symp-
toms of secondary trauma. These scales mostly examine the stress that professionals working with traumatized 
groups develop; on the other hand, secondary traumatic stress may not only be seen in these people. There is 
also the possibility that any person may develop secondary traumatic stress as a result of media exposure. To ad-
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dress this phenomenon, Mancini (2019) developed the Secondary Traumatic Stress Scale for Social Media Users 
(STSS-SM) and with this scale, secondary traumatic stress was examined through social media posts. Balcı Çelik 
and Altınışık (2021) conducted the Turkish validity and reliability study of this scale. However, the scarcity of 
studies, including measurement tools developed for STS, warrants attention. 

Although several studies indicate that professionals exposed to the traumas of others experience a signifi-
cant increase in STS levels (Bride et al., 2007; Bride et al., 2009; Ewer et al., 2015; Hatcher et al., 2011; Kahil 
& Palabıyıkoğlu, 2018; Yanbolluoğlu, 2019), media-induced STS has been investigated in much fewer studies 
(Comstock & Platania, 2017). In fact, the DSM-5 diagnosis of PTSD (American Psychiatric Association, 2013) 
requires a close or work-related relationship with the victim in case of indirect exposure; and the definition of 
STS by Figley (1998) also implies a personal contact between the trauma victim and the person experiencing STS 
symptoms. These studies, however, focus on STS symptoms of individuals exposed to media content that reflects 
traumatic situations resulting from disasters, disease, and war, primarily supported by visuals, i.e. in this case there 
is no personal contact with the victim. For example, the study by Comstock and Platania (2017) measured the 
levels of STS that occurred after the public watched traumatic events in the world and the individuals affected 
by these events on social media and television. Their results suggest that indirect exposure to trauma through the 
media increases anxiety levels in non-specialists. Secker and Braithwaite (2021) conducted a study investigating 
the relationship between the frequency of watching news about knife crime on social media and STS. They also 
investigated the potential moderating effects of gender, age, and location. Accordingly, a higher frequency of knife 
crime viewed via social media was significantly associated with higher STS symptoms. Additionally, the study 
found that younger female participants generally scored highest on the STS. 

A study on the relationship between media and trauma in Turkey (Atalay, 2017) focuses on the risks journal-
ists face when reporting on violence. This study, which summarizes research showing that journalists experience 
PTSD due to the traumatic events they have witnessed, highlights the need to raise awareness and support them 
both through the news organizations they work with and independent organizations. For example, some photos 
and videos may contain disturbing violence, which increases the risk of secondary trauma. Media professionals act 
as a filter that protects the reader/viewer when deciding which photo or video to use. However, individuals who 
perform this task are also likely to be affected by the filtered content. Keats and Buchanan (2013) explored the 
effects of witnessing trauma on Canadian journalists and photojournalists working on national and international 
assignments. The study’s main purpose was to reveal the participants’ understanding of the effects of trauma, 
disaster, or conflict news within the journalistic culture. As a result of the research, the frequency of exposure to 
violent images was more stressful for journalists than the duration of exposure. 

Especially with the advent of digitization, new media, and social media channels have a more fluid structure 
that allows for speed, simultaneity, feedback, and fewer control mechanisms than traditional mass media and 
prosumer environments. These features also allow users to be aware of events worldwide, to comment on them, 
and to distribute and archive content. While all this has transformed the media content and its relationship to the 
masses in the digitalized world, it also, unfortunately, forms the basis for access to violence and traumatic events 
in a short time. Therefore, media content can potentially affect everyday life through “exposure” and subsequent 
affective interaction. 

At this point, it is necessary to explain the main differences between traditional media and new media. In general, 
while traditional media or mainstream mass media tools are classified as television, radio, and newspaper, new media 
tools can be classified as social media, internet televisions, YouTube, smartphones, and tablets, etc. In exploring the 
distinctions and complementarities between the new media and mainstream mass media, one must understand the 
technical distinctions between these various media forms. Mainstream mass media are typically highly centralized, 
require significant investment and resources, and can be heavily influenced by governments through various mecha-
nisms and forms of control. The new or alternative media on the other hand have radically different characteristics. 
The new media such as the Internet can be used for both points to mass communications as well as point-to-point 
and mass-to-point message distribution. They are also extremely decentralized, require very low investment, provide 
greater interactivity and public participation, and are much more difficult to control (Salman et al., 2011). There-
fore, especially with new media content, since there is no “selection” process of written and visual news material by 
a gatekeeper (news editor), the STS risk of journalists is now a situation that users may also face. 

In contrast to the potentially stress-inducing nature of the media, the frequency with which traumatic events 
are viewed/represented in the media by the masses is also included in the affective desensitization theory. “The 
theory asserts that viewers may lose their sense of empathy or sympathy for victims of actual violence, especially 
when violent media content is constantly consumed” (Abanoz, 2018, pp. 217). If we adopt the normalization 
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process of something extraordinary to sensitive news based on the studies of Ashforth and Kreiner (2002), the 
following steps emerge: The diffusion strategy is used to avoid the intense emotions that arise when someone 
encounters sensitive content for the first time (e.g., an image of a wounded or dead body). The next time we en-
counter another sensitive content, we go into the reframing stage; in other words, the person tries to put the emo-
tions they have experienced again into a more acceptable form. Therefore, the original sadness, pain, or anger can 
no longer remain in its original intensity. Another visual, encountered later, starts the adaptation process. Thus, 
the exposed visuals begin to evoke a much lower emotional feeling. The next stage is normalization. Now, for the 
sensitive content that the person sees, the intense/painful/helpless/disturbing feeling at the beginning is replaced 
by an ordinary/everyday feeling. The need to react to and act on things that become ordinary also diminishes.

Overall, trauma-related media content can induce STS, with reactions such as emotional intensity, depression, 
anxiety, and anger in individuals, while at other times it can lead to depersonalization or not acting by becom-
ing unresponsive. In any case, research into the STS-inducing nature of media exposure is still in its infancy. 
Therefore, this study has two main objectives: (1) to develop a measurement tool for secondary traumatic stress 
triggered by post-earthquake media content and (2) to investigate the mediator role of depression between media-
induced secondary traumatic stress and psychological well-being. We hypothesized that (1) an exclusive tool is 
needed to investigate media-induced STS levels in people after an earthquake; (2) a significant relationship exists 
between media-induced STS and psychological well-being; (3) depression mediates the relationship between 
media-induced STS and psychological well-being.

Methods
Participants 

A series of studies were conducted using convenience samples. Individuals who regularly followed the news 
through the media covering the 7.8 and 7.4 magnitude earthquakes centered in Turkey/ Kahramanmaras on 
February 6, 2023 were recruited as participants. First, a small pilot study (Study I) was conducted with 30 par-
ticipants. After that, Study II was conducted with 265 participants. For Study III, 283 people tested the CFA and 
mediation model. The minimum number of participants required for Study III was found to be 219 by using 
the G Power 3.1.9.2, with a reliability ratio of .95, an alpha error of .05, and an effect size of .08 for the relevant 
analyses (Faul et al., 2007; Soper, n.d.). Therefore, the goal was to recruit at least 250 participants for Study III. 

Participants aged between 18 and 65 were included in all three studies. As a potential confounding variable for 
PTSD, none of the participants lost a loved one (e.g., parent, sibling, or child) following the series of earthquakes. 
Moreover, all the participants resided in provinces outside the earthquake zone. Most participants in Study I, 
II, and III also had no previous experience working with trauma survivors. All participants were contacted via 
Turkey’s discussion forums and social networking sites. Data collection for Study I and II took place in March 
and April 2023 and for Study III in June 2023. Table 1 shows the demographic and background information of 
the samples in each study.

Table 1. Participants’ Demographic and Background Information

Study I
(N = 30)

Study II
(N = 265)

Study III
(N = 283)

Age Mean (SD) 	31.5	 (14.4) 	34.7 	 (12.6) 	 29 	 (7.4)

n (%) n (%) n (%)

Gender Female 
Male 
Other

	 22	 (73.3)
	 8 	 (26.7)

-

	 164 	 (55.6)
	 130 	 (44.1)
	 1 	 (0.3)

	 178 	 (62.9)
	 102 	 (36.0)
	 11 	 (1.1)

Education Elementary 
Middle School 
High School 
Undergraduate 
Master 
PhD 
Other

	 0 	 (0.0)
	 1 	 (3.3)
	 3 	 (10.0)
	 8 	 (26.7)
	 8 	 (26.7)
	 9 	 (30.0)
	 1 	 (3.3)

	 2 	 (0.7)
	 2 	 (0.7)
	 29 	 (9.8)
	 148 	 (50.2)
	 55 	 (18.6)
	 45 	 (15.3)
	 12 	 (4.7)

	 1 	 (0.4)
	 1 	 (0.4)
	 15 	 (5.3)
	 133 	 (47.0)
	 100 	 (35.3)
	 32 	 (11.3)
	 1 	 (0.4)

(continued on the next page)
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Procedure

This research received ethical approval from the Dogus University Ethics Committee under the reference num-
ber E-42435178-050.06.04-44264. All participants were fully informed about the purpose of the study per the 
Declaration of Helsinki (World Medical Association, 2022) and voluntarily consented to participate in the online 
survey. The survey was conducted using Google Forms, which is compatible with computers and mobile devices. 

In Study I, a preliminary pilot study was conducted with Turkish university students and experts to ensure the 
construct validity of EMC-STS. During this process, participants could provide feedback on the survey. After 
getting feedback, some of the questions were eliminated and Study II was conducted to test the psychometric 
characteristics of EMC-STS. However, to avoid counterbalancing during Study II, respondents were divided into 
two groups and presented with a different order of questions. Study III aimed to confirm the factor structure of 
EMC-STS, and to test the mediating role of depression on the relationship between secondary traumatic stress 
and psychological well-being. Participants spent approximately 10 minutes on each study. For the initial part, par-
ticipants’ demographic and background information is gathered. Following this section, participants completed 
questionnaires on secondary traumatic stress, depression, and psychological well-being.

Measures

Demographic and Background Information

All three studies began with collecting background information about the participants; including gender, age, 
educational status, average hours spent on earthquake-related media, working with trauma abusers, primary me-
dia platforms to track earthquake-related news, number of media platforms followed to track earthquake-related 
news, proximity to earthquake zones and experiences of personal loss due to the events. In addition, the studies 
included the self-reported questionnaires presented below. All measures were administered in Turkish.

Earthquake Related Media Content and Secondary Traumatic Stress

Firstly, 36 items were created for this study. The content of these items was partially derived from items of the STS 
(Bride et al., 2004) and STSS-SM (Mancini, 2019), and all the symptoms were related to the DSM-5 criterion 
for PTSD. In addition to intrusion, arousal and avoidance symptoms, which have been measured by previous 
instruments (Bride et al., 2004; Mancini, 2019), the measurement of media distrust was targeted, including how 
media contents about the earthquake affected individuals’ emotions and cognitions. Many items created were 
modifications of the aforementioned previous measures, while additional items were developed based on the 
information from the literature review. Discussions were held and items were modified to reach a consensus and 
increase the face validity of the measures.

The scale items were reviewed with two academic experts, a professor in clinical psychology, and a professor 
in media studies specialized in traumatic experiences such as natural disasters. They provided various suggestions 

Table 1. continued

Study I
(N = 30)

Study II
(N = 265)

Study III
(N = 283)

n (%) n (%) n (%)

Average hours spent on  
earthquake-related media

0 – 2 per day (%)
2 – 4 per day (%)
4 – 6 per day (%)
6 – 8 per day (%)
More than 8 per day (%)

	 7 	 (23.3)
	 13 	 (43.3)
	 5 	 (16.7)
	 1 	 (3.3)
	 4 	 (13.3)

	 118 	 (40.0)
	 107 	 (36.3)
	 47 	 (15.9)
	 13 	 (4.4)
	 10 	 (3.4)

	 154 	 (54.4)
	 92 	 (32.5)
	 26 	 (9.2)
	 6 	 (2.1)
	 5 	 (1.8)

Working with trauma abusers No (%)
Yes (%)

	 24 	 (80.0)
	 6 	 (20.0)

	 242 	 (82.0)
	 18 	 (18.0)

	 189 	 (66.8)
	 94 	 (33.2)

Primary media platform to track 
earthquake-related news

Traditional
Social Media
Verbal

	 18 	 (60.0)
	 6 	 (20.0)
	 6 	 (20.0)

	 90 	 (30.5)
	 111 	 (37.6)
	 94 	 (31.9)

	 54 	 (19.0)
	 181 	 (64.0)
	 48 	 (17.0)

Number of media platforms followed 
to track earthquake-related news

One
Two
Three

	 20 	 (66.0)
	 6 	 (20.0)
	 4 	 (13.3)

	 221 	 (74.9)
	 53 	 (18.0)
	 21 	 (7.1)

	 189 	 (66.8)
	 70 	 (24.7)
	 24 	 (8.5)
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concerning the scale items, such as flow, grammar, and context. The items were also evaluated by the pilot study 
participants in Study I. Based on the expert opinions and the pilot study, 2 items were eliminated due to contex-
tual problems. Then 17 items were eliminated due to statistical problems during Study II. 

Finally, a 17-item scale was developed involving the dimensions of secondary traumatic stress and media dis-
trust, the Earthquake Related Media Content and Secondary Traumatic Stress Scale - Turkish (EMC-STS) (see 
the Appendix for the questionnaire). Four subscales were created after the analysis: intrusion (items 1, 2, 3, 4, 5 
and 12), anxiety (items 6, 9, 13 and 15), media distrust (items 7, 8 and 11) and avoidance (items 10, 14, 16 and 
17). Participants responded to each item on a 5-point Likert-type scale, ranging from 1 (indicating that it does 
not describe me at all) to 5 (indicating that it describes me completely). Media distrust items were coded reversely; 
the total score was calculated after reversing the scores of this subscale. The total score, calculated as the sum of 
all items, can range from 17 to 85, with higher scores indicating higher STS levels. The scale could be completed 
in approximately 3 minutes. Detailed information on the psychometric properties is given in the Results section.

Social Media and Secondary Traumatic Stress

The Secondary Traumatic Stress Scale for Social Media Users (STSS-SM), developed by Mancini in 2019, is a 
17-item instrument designed to assess symptoms of intrusion, avoidance, and arousal associated with indirect 
exposure to traumatic experiences through social media platforms. It was developed as a modification of STSS 
(Bride et al., 2004) via looking at STS through social media content. Items are rated on a Likert-type scale, with 1 
indicating never, to 5 indicating very often. Higher total scores equal the higher secondary traumatic stress level. 
Participants considered their symptoms in the last month. This scale had no revised items and could be com-
pleted in approximately 2 minutes. In a validity and reliability study conducted by Mancini (2019), the internal 
consistency coefficient (Cronbach’s α) of the scale and subscales was determined to be .92, .88 for intrusion, 
.80 for avoidance, and .79 for arousal. Balcı Celik and Altınısık (2021), conducted a validity study of the scale 
in a Turkish context, and reported a Cronbach’s alpha value of .95 for the entire scale, indicating a high level of 
internal consistency. The total score of this scale was used to test convergent validity; for Study II, the Cronbach’s 
alpha coefficient was .93.

Depression

The Beck Depression Inventory (BDI) was initially developed by Aaron T. Beck et al. in 1961 as a comprehensive 
measure to assess the severity and level of depressive symptoms and identify the risk of depression. It encompasses 
emotional, cognitive, somatic, and motivational components. The scale consists of 21 self-report items (Beck et 
al., 1961; Beck & Beamesderfer, 1974; Beck & Steer, 1984). The Turkish validation and reliability study of the 
BDI scale was conducted by Hisli (1989a; 1989b). The items in the scale reflect various symptoms associated with 
depression without implying any specific theoretical explanation for the etiology of depression. These symptoms 
include depressive mood, pessimism, feelings of failure, dissatisfaction, guilt, self-hatred, self-blame, desire for 
punishment, crying spells, irritability, social withdrawal, indecision, distorted body image, work impairment, 
sleep disturbances, fatigue, decreased appetite, weight loss, somatic complaints, and decreased libido. Each re-
sponse on the Likert-type scale is scored from 0 to 3 and there are no reverse items. A score of “0” indicates the 
absence of depressive symptoms, while options 1, 2, and 3 reflect the intensity of the symptoms experienced. 
The Turkish version of the scale has a cut-off point of 17 and a Cronbach’s alpha coefficient of .80. The scale is 
interpreted based on score ranges as follows: scores of 1–9 are considered normal, 10–16 indicate mild depres-
sion, 17–29 are moderate depression and 30–65 reflect severe depression (Hisli, 1989a). In the current study 
Cronbach’s alpha coefficients for the BDI scale reached .92, and .94 for Study II and III. Participants were in-
structed to fill out the questionnaire based on their symptoms in the last month. The scale could be completed in 
approximately 2 minutes.

Psychological Well-Being

The Psychological Well-Being scale (PWB), created by Diener et al. (2009), consists of eight items that cap-
ture crucial aspects of human functioning, including positive interpersonal connections, a sense of competence 
and effectiveness, and leading a life filled with meaning and purpose. Participants respond to the items of the 
Psychological Well-Being scale on a Likert-type scale from 1 to 7, where 1 signifies strong disagreement, and 7 
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represents strong agreement. This scale had no revised items. The total score on this scale can vary between 8 
(indicating low levels of well-being) and 56 (indicating high levels of well-being). Telef (2013) conducted a valid-
ity and reliability study of the Turkish version of the Psychological Well-Being scale. The questionnaire’s internal 
consistency coefficient (Cronbach’s α) was determined to be .80, indicating a good level of reliability. In Study 
III, Cronbach’s alpha coefficient was .91, suggesting acceptable internal consistency. The scale could be completed 
in approximately 2 minutes.

Statistical Analysis

The primary objective of this study was to develop the Earthquake Related Media Content and Secondary 
Traumatic Stress Scale in Turkish (EMC-STS). Additionally, a mediation model involving depression as a media-
tor between earthquake-related secondary traumatic stress and psychological well-being will be tested. 

In Study I, participants (N = 30) filled out the scale and gave information about the practicality of the ques-
tionnaire. 2 items were eliminated at this point. Then construct validity, Principal Component Analysis (PCA), 
Cronbach’s alpha reliability analysis, and convergent validity analysis were employed to accomplish the first goal 
during Study II (N = 265). The normality was tested with the Kolmogorov-Smirnov Normal Distribution Test 
(K–S), also observing kurtosis and skewness values. To meet the normal distribution assumption, the skewness 
and kurtosis values ​​were expected to vary between –3 and +3. Since the number of participants was over 100, it 
was accepted that the data was normally distributed if the kurtosis and skewness values ​​were within the expected 
limits even if p < .05 according to the K–S test (Kline, 2016/2019).

The process of item reduction considered convergent validity, item loadings, explained variance, and interitem 
correlations. Within the scope of the construct validity of EMC-STS, first, the item-total score correlations were 
examined for item discrimination. It was expected that the item-total score correlation for each item would be at 
least .20; if any item-total correlation coefficients were below .20, these items would be eliminated (Field, 2018; 
George & Mallery, 2019). Then PCA was used to decrease the item count and finalize the scale. Selecting the 
number of components was guided by theoretical considerations, eigenvalues greater than 1, and the scree plot 
test proposed by Cattell (1966). Subsequently, an Oblimin rotation was conducted with the determined number 
of components. The suitability of the data for factor analysis was evaluated with the Kaiser-Meyer-Olkin (KMO) 
coefficient calculated for the adequacy of sample size and the Bartlett sphericity test was used for the suitability of 
distribution; the KMO value of at least .70 and the Bartlett sphericity test X2 value being highly significant were 
accepted as criteria. In addition, we were aiming for the common variance value of each item and its loading on 
the first factor in the pre-rotation factor matrix to reach at least .30. In the pattern matrix obtained after rotation, 
it was determined that each item should be loaded on the factor it belongs to with at least .30 and in case of dou-
ble loading, the difference should be at least .10. It was planned to remove the items that did not meet the condi-
tions from the analysis until the aforementioned conditions were met and to repeat the operations in the relevant 
step. Cronbach’s alpha internal consistency coefficients were calculated as indicators of reliability regarding the 
scales’ final version after PCA. It was expected that these coefficients would be at least .70 and the item-total score 
correlations would be at least .20 (Field, 2018). The final model consisted of 17 items with four factors. Based 
on Mancini’s (2019) scale development, Bride et al. (2004) and Figley’s (1995; 1998) configuration of secondary 
traumatic stress, subsequent analyses were conducted on the total score of the EMC-STS. Figley (1995; 1998) 
defined the concept of secondary traumatic stress as a combination of anxiety, arousal and intrusion. In addition 
to these factors, in this study, media distrust was also considered to be a source that feeds media-induced second-
ary traumatic stress. To test convergent validity, the Pearson correlation test is performed.

For Study III, the confirmatory factor analysis (CFA) and mediation model were tested (N = 283). CFA of 
EMC-STS with four factors was conducted with another sample, since the best way to verify the factor structure 
obtained as a result of EFA is to test the factor structure in a different sample with CFA (Kline, 2016/2019). To 
evaluate the adequacy of the estimated Confirmatory Factor Analysis (CFA) models, commonly used fit indices, 
including the root mean squared error of approximation (RMSEA) with a 90% confidence interval, standardized 
root mean squared residual (SRMR), comparative fit index (CFI), Goodness of Fit Index (GFI) and Adjusted 
Goodness of Fit Index (AGFI) were presented. Maximum Likelihood Estimates were used to determine multi-
normal distribution, factor loadings, extractions and item-total correlations. For these indices, the cut-off criteria 
suggested by Hu and Bentler (1999) and Baumgartner and Hombur (1996) are utilized, with values of ≤ .06 for 
RMSEA, ≤ .08 for SRMR, and ≥ .90 for both GFI, AGFI, and CFI. We also provide the χ2/df and the corre-
sponding significance test. It is important to note that these measures are difficult to interpret on their own as they 
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are highly influenced by the sample size (Hu & Bentler, 1999). Moreover, the mediation effect was investigated 
by PROCESS, a modeling tool that utilizes ordinary least squares (OLS) regression to analyze observed variables 
(Hayes et al., 2017). The software investigates how one or more mediating or moderating variables impact the re-
lationship between the independent and dependent variables. It calculates the direct, indirect, and total effects of 
variable X on variable Y, along with unstandardized and standardized regression coefficients, standard errors, and 
other statistics such as t and p values and R2. Unlike the Sobel test, the Process Macro offers a range of coefficients 
and test statistics that elucidate the indirect, direct, and total effects and total and partial effect sizes. PROCESS 
has several models regarding the chosen analysis; for this part, Model 4 was selected for the intent to create a 
mediation model. A bootstrapping method was performed using SPSS Process Macro to examine if depression 
mediated the relationship between secondary traumatic stress and psychological well-being. The Options “Show 
total effect model,” “Effect size,” and “Standardized coefficients” were selected to observe the mediation. 

While all analyses of Study I and II were calculated with the SPSS v26 package program, PROCESS v4.2 for 
SPSS and AMOS v26 were used in Study III. The study’s research design is the cross-sectional survey method in 
the causal/comparative model. The Levene homogeneity test was used to control the variances among the groups of 
demographics, and since all groups were found to have equal variance (p > .05), no participant group was excluded.

Results
Study I: Item Generation and Pilot Study

First, 36 items were created to measure the relationship between earthquake-related media content and secondary 
traumatic stress. In Study I (N = 30), participants’ feedbacks about the scale were gathered and discussed with the 
experts. Two of the items (“The news and posts about the earthquake do not affect me.”, “I stay away from events, 
people and places that remind me of the earthquake.”) had grammatical issues, contextual problems or repetitive 
meanings; therefore, these items were deleted before Study II, which continued with 34 items. 

Study II: Item Reduction and Psychometric Properties of EMC-STS

Firstly, item-total score correlations were analyzed in Study II. Nine items were eliminated due to low levels (in 
between .03 and .17) of correlations. Then, during the first PCA with 25 items, eight items were eliminated due 
to double loadings [e.g. “Some elements used in earthquake news (sad music, still photos, etc.) increase my anxi-
ety.”, “When I see disasters happening to people through the media, I fear for my own life.”].

Therefore, the most compatible seventeen items were selected and tested through PCA (KMO = .92; 
Bartlett(351) = 3851.87, p < .001), based on the four-factor model’s theoretical background. The four-factor struc-
ture was confirmed by the eigenvalues, accounting for 62% of the total variance. The scree plot obtained from the 
same analysis also confirmed the four-factor structure with seventeen items. Three items (item num. 7, 8, and 11) 
were coded reversely. Table 2 presents the items and their formulations derived from Study II. The factor loadings 
on these components ranged from .44 to .93. The final scale exhibited a Cronbach’s alpha coefficient of .81. At the 
same time, the subscales for intrusion, arousal, media distrust, and avoidance had Cronbach’s alpha coefficients of 
.84, .78, .74, and .74, respectively. The skewness and kurtosis values of each scale was in between (–3) and (+3); 
therefore the scales were normally distributed (see Table 3). 

The convergent validity of EMC-STS was measured from the correlation with STSS-SM and BDI. Results 
revealed a significant positive correlation between EMC-STS and STSS-MS (r = .50, p < .001), and BDI (r = .32, 
p = .002).

 
Study III: Confirmatory Factor Analysis (CFA) of EMC-STS and Mediation Effect

This study including 283 participants had two objectives: to examine a CFA of the EMC-STS and to test the 
mediating role of depression in the relationship between secondary traumatic stress and psychological well-being. 

Fit statistics of the CFA analysis showed a good fit in the model (a 4-factor model, based on PCA results pre-
sented in Table 2), χ2(122) = 357.46, χ2/df = 2.93, p < .001, RMSEA = .059 (90% CI [.028, .090]), SRMR = .07, 
GFI = .89, AGFI = .88 and CFI = .90. Table 4 shows descriptive statistics of the scale’s final version, while factor 
covariances and standardized factor loadings can be seen in Figure 1.
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Table 2. Factor Construction of EMC-STS: Exploratory Factor Analysis Results of Study II  (N = 265)

Factor names and items
Factor  

loadings Extraction
Item-total  
correlation

Intrusion. 6 items. Eigenvalue = 6.68; Variance = 39.3%

  2.	 When I put myself in the place of earthquake victims, my heart starts beating 
fast.

.83 .73 .57

  1.	 I feel helpless when I think of earthquake victims. .81 .61 .47

  3.	 When I see the experiences of those affected by the earthquake in the media, I 
feel as if I lived it myself.

.79 .69 .46

  4.	 Because of some images, I lost sleep. .55 .61 .63

12.	 I lose my appetite as I watch the news about the earthquake. .54 .49 .56

  5.	 When I see the people pulled out of the wreckage, I think it is me instead of 
them, and I am scared.

.50 .56 .59

Anxiety. 4 items. Eigenvalue = 1.69; Variance = 10%

 13.	 I do not want to stay indoors as I watch earthquake-related footage on the 
news.

.76 .56 .56

   6. 	The news about the earthquake makes me uneasy. .74 .56 .59

 15. 	I am worried that there will be earthquakes again as I am exposed to earthquake 
footage.

.71 .60 .58

   9. 	Media content with constant earthquake warnings raises my concerns. .67 .60 .65

Media distrust. 3 items. Eigenvalue = 1.15; Variance = 6.7%

  *7. 	I am more sensitive to earthquakes after the news I see in the media. .82 .70 .31

  *8. 	After the news I saw in the media, I need to take action to avoid disaster during 
the earthquake.

.81 .65 .42

*11.	Watching earthquake-related programs motivates me to act on issues  
I am worried about.

.67 .68 .35

Avoidance. 4 items. Eigenvalue =1.02; Variance = 6%

 16.	 I want to be alone when I see the earthquake shares in the media. .93 .80 .30

 17. 	After sharing about earthquake victims, I have a problem focusing. .63 .68 .58

 10. 	I have nightmares because of the images shared in the media. .58 .51 .56

 14. 	The news about earthquake victims in the media reduces my faith in living. .44 .53 .58

EMC-STS: Earthquake Related Media Content and Secondary Traumatic Stress Scale
Note: Factor loadings and explained variances are values observed after rotation. Items with (*) were reverse coded prior to 
analysis.

Table 3. Descriptive Statistics of the EMC-STS Total Score and Its Subscales in Study II (N = 265)

EMC-STS  
Total score

EMC-STS subscales

 Intrusion  Anxiety Media distrust  Avoidance

Mean (SD) 49.2 (9.3) 23.1 (5.2) 13.1 (4.2) 6.9 (2.8) 10.3 (3.9)

Skewness –.41 –.74 –.42 .69 .58

Kurtosis –.09  .33 –.50 .25 –.11

EMC-STS: Earthquake Related Media Content and Secondary Traumatic Stress Scale

Table 4. Descriptive Statistics of the EMC-STS Total Score and Its Subscales in Study III (N = 283)

EMC-STS  
Total score

EMC-STS subscales

 Intrusion  Anxiety Media distrust  Avoidance

Mean (SD) 53.1 (9.9) 22.9 (5.1) 14.1 (3.9) 6.4 (2.5) 9.8 (3.8)

Skewness –.33 –.62 –.36 .63 .50

Kurtosis –.01 .20 –.43 .20 –.03

EMC-STS: Earthquake Related Media Content and Secondary Traumatic Stress Scale
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For the mediation, media-related secondary traumatic stress was assessed as the independent variable (IV), 
psychological well-being as the dependent variable (DV), and depression as the mediator (M). Firstly, the results 
indicated a significant positive relationship between secondary traumatic stress and depression (β = .44, p < .001). 
This finding suggests that higher levels of secondary traumatic stress are associated with greater symptoms of 
depression. Second, a significant negative relationship was observed between depression and psychological well-
being (β = –.47, p < .001). This implies that higher levels of depression are associated with lower levels of psycho-
logical well-being.

Furthermore, the relationship was found to be non-significant when examining the direct effect of secondary 
traumatic stress on psychological well-being (β = .07, p = .183). This indicates no direct relationship between 
secondary traumatic stress and psychological well-being. To explore the mediating role of depression, an analysis 
of the indirect effect was conducted. The results revealed a significant indirect effect of secondary traumatic stress 
on psychological well-being through depression (β = –.22, SE = .027, 95% CI [–.25, –.19]). This suggests that 
depression partially mediates the relationship between secondary traumatic stress and psychological well-being. 
The mediation analysis summary is shown in Figure 2.
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Figure 1. Standardized Parameters of CFA for EMC-STS in Study III (N = 283)

Note: Items with (*) were reverse coded prior to analysis.
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Discussion
The first of our primary purposes in this research was to develop a measurement tool for secondary traumatic stress 
symptoms triggered by media contents related to the earthquake, the second was to conduct a mediation effect test, 
including this measurement tool. Therefore, we firstly hypothesized that STS levels would be affected by media 
exposure. Moreover, a novel measurement tool is needed to investigate STS induced by earthquake-related media 
contents. Finally, there is a significant association between media-induced STS and psychological well-being, and 
depression would mediate this relationship. The results indicated that both objectives have been achieved. 

Previous studies had revealed that individuals from various occupational groups (e.g., nurses, lawyers, social 
workers) may develop secondary traumatic stress due to the traumatic situations they are indirectly exposed to 
(Bride et al., 2007; Bride et al., 2009; Ewer et al., 2014; Hatcher et al., 2011; Kahil & Palabıyıkoğlu, 2018; 
Yanbolluoğlu, 2019). Most of these studies only focused on the relationship between individuals’ descriptives (e.g. 
age, gender) and their STS levels. In this current study, EMC-STS directly measured secondary traumatic stress 
induced by media contents related to an earthquake, a particular type of trauma. Since the study’s focus lay on 
investigating secondary stress due to earthquake-related media content, this study specifically examined people 
who did not suffer any losses, as there was a possibility that it could be confused with post-traumatic stress. 

In the EMC-STS developed as a product of these studies, intrusion was identified as the highest rated (M = 22.9, 
SD = 5.1 for Study III) among the participants’ stress reactions. Intrusion includes trauma-related negative emo-
tions, thoughts, images, and sensations that individuals unintentionally experience due to traumatic events or inci-
dents. Hence, users need to develop media literacy awareness. Media literacy is the ability to access, analyze, evalu-
ate, and communicate messages in various forms (Aufderheide, 1993). To control the involuntary exposure level of 
individuals under control after a disaster, they need to know how, how much, and how to consume media content.

In parallel with the studies in the literature investigating the relationship between media and secondary trau-
matic stress (Atalay, 2017; Keats & Buchanan, 2013), this study examined the level of STS induced by media 
content. However, whereas Comstock and Platania (2017) examined secondary traumatic stress using DSM-
IV-TR criteria in their study, for the current study, items relating to secondary traumatic stress symptoms were 
created using the DSM-5. 

Also, Comstock and Platania (2017) emphasized the importance of secondary traumatic stress, which may 
arise from media content, among the factors affecting psychological well-being. Psychological well-being is the 
management of the existential challenges individuals face in their lives (Keyes et al., 2002). The exacerbation 
of secondary traumatic stress, which may arise from media exposure, leads to depression, hurting the personal 
development of individuals and their ability to communicate with others at a quality level. Therefore, the media 
industry needs to create structural and fundamental changes in areas such as broadcasting. A sensitive approach 
needs to be taken for broadcasting news about uncontrolled traumatic events such as natural disasters.

It is important to consider ethical values when creating media content. Alongside these ethical values, one of 
the duties that should be assumed by the media on behalf of the public is to avoid the elements that will trigger 
an individual or social trauma. Content created for “click-bait”, such as the use of visuals designed to attract at-

–.47, p < .001
[–.58, –.36]

Depression

Secondary 
Traumatic Stress

Psychological 
Well-BeingDirect: .07, p = .182 [–.23, .59]

Indirect: –.22, p < .001[–.25, –.19]

.44, p < .001
[.36, .52]

Figure 2. The Mediation Model with Standardized Coefficients in Study III (N = 283)
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tention, and striking headlines without any control mechanism, can harm social life. The primary role of the news 
media is to provide accurate information to the public, but this information should be presented in a way that 
does not lead to traumatic results. 

Disaster journalism is the process of obtaining information about any extraordinary event that risk societies 
are exposed to, using the right resources and specializing on the subject before, during, and after the disaster. The 
responsibility for disaster preparedness, response, and mitigation rests with the media (Kutukoglu, 2021). Thus, 
it is imperative that media professionals receive training in disaster journalism and that the course on disaster 
journalism be introduced in journalism education institutions.

Testing the mediation role of depression between STS and psychological well-being is also considered to be a 
novel approach that will contribute to the literature. As emphasized by Ariapooran et al. (2022), high levels of 
secondary traumatic stress are associated with increased levels of depression, and this relationship is also included 
in the current study. In addition, Perstling and Rothmann’s (2012) study revealed a significant and negative rela-
tionship between secondary traumatic stress and psychological well-being, similar to our present study. In both 
studies, secondary traumatic stress was limited to some occupational groups and was not based on media content. 
Therefore, the present study can be considered as pioneering. The results highlight the critical mediating role of 
depression in explaining the relationship between media-induced secondary traumatic stress and psychological 
well-being. The results suggest that individuals experiencing higher levels of secondary traumatic stress may be at 
an increased risk of developing depression, negatively impacting their psychological well-being.

Strengths and Limitations
In this study, we have developed a unique concept while focusing on the relationship between secondary trau-
matic stress and media. We tested this concept by performing a model test to assess its usability. Our study was at 
the forefront due to the steps we have taken to create a tool to address the unique problem of media-related STS 
and testing it with mediator effects. The aim of our study was to develop a tool that measures secondary traumatic 
stress resulting from earthquake-related media content. Previous studies have either overlooked the existence of 
secondary traumatic stress or have failed to measure it using earthquake-specific media content.

One of the main limitations of the study is that it was conducted with adults (+18). It is well known that the 
age limit for the use of new media is especially low (Vogels et al., 2022). The ability of children and adolescents 
to cope with the traumatic processes they may experience after a natural disaster may remain more primitive 
than that of adults. Secondary traumatic stress levels may increase if they are exposed to images of earthquake 
survivors their age. Users under the age of 18 were excluded from the study since a separate evaluation should be 
made, especially for those exposed to social media. The study’s second limitation is that the research is conducted 
online and with self-report scales. The method of online data collection was preferred because of the advantage 
of collecting data from different locations; however, since the data is self-reported, its accuracy may be question-
able. Furthermore, it was assumed based on the research call that participants followed earthquake-related news 
regularly, this, however, could not be directly confirmed based on the variable measuring average time spent on 
earthquake-related media. Also, collecting data online may represent people who use more social media, which 
will create a problem for generalizability. Finally, the effect that media type, occupation, and closeness to the loca-
tion bears STS may also need to be tested.

The studies presented explored media induced STS symptoms. While trauma-related media contents can elicit 
reactive responses like heightened emotions, depression, anxiety, and anger in individuals, it can also lead to out-
comes such as depersonalization or a lack of responsiveness. It is crucial, however, not to solely concentrate on the 
negative impacts of media content on individuals. Media, including news and interviews with opinion leaders, 
has earned the audience’s trust and possesses the potential to positively influence people. The key lies in creating 
news that incorporates the psychological states of the masses while considering the conditions under which media 
content is produced and adhering to ethical principles and rules.

Conclusion, Implications, and Future Directions
It’s worth noting that secondary traumatic stress is typically associated with trauma-focused occupational groups, 
with media not explicitly identified as a source. Thus, the study had two primary goals: to devise a measurement 
tool for identifying secondary traumatic stress stemming from post-earthquake media content, and to formulate 
a model in which depression acts as a mediator in the relationship between this secondary traumatic stress and 
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psychological well-being. The first of our hypotheses was realized through Studies I, II and III. In other words, 
the EMC-STS scale was contributed to the literature, and an essential measurement was created for earthquake-
related media contents and media-related STS levels. Also, our hypothesis was verified as a result of the mediation 
analysis conducted in hypotheses 2 and 3. Hereby, not only a significant relationship was found between media-
related STS and psychological well-being but also, depression was confirmed as a significant mediator in between 
media-induced STS and psychological well-being.

The first suggestion for future studies is to develop separate scales for other traumatic events that are not con-
sidered to be natural disasters and to conduct an in-depth analysis. Different traumatic events may result in differ-
ent psychological consequences. Therefore, separate measurement tools should be developed, at least for artificial 
or naturally occurring traumatic events. Another critical point is the need to develop special prevention programs 
that prepare individuals for such social events, not just experts in the field. Further research and interventions 
focusing on reducing secondary traumatic stress in media and addressing depressive symptoms may be beneficial 
in promoting psychological well-being for individuals exposed to trauma. Finally, along with the variables selected 
for the mediation model, other variables that may influence the process, such as social support, should also be 
included in the model. High levels of social support may be a protective factor against secondary traumatic stress, 
therefore social support could be examined as a moderating variable in future studies.
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Appendix : Earthquake Related Media Content 
and Secondary Traumatic Stress Scale

Below you will find a list of statements made by people who have had traumatic experiences or interacted with 
traumatized individuals in the media, expressing the impact of their experiences. Read each statement and choose 
the appropriate number (1 = does not describe me at all; 5 = describes me completely); next to it, to indicate how 
often this statement has been correct for you in the past month.

1 2 3 4 5

	 1.	 I feel helpless when I think of earthquake victims.

	 2. 	When I put myself in the place of earthquake victims, my heart starts beating fast.

	 3. 	When I see the experiences of those affected by the earthquake in the media, I feel as if I 
lived it myself.

	 4. 	Because of some images, I lost sleep.

	 5. 	When I see the people pulled out of the wreckage, I think it is me instead of them,  
and I am scared.

	 6. 	The news about the earthquake makes me uneasy.

	 7. 	I am more sensitive to earthquakes after the news I see in the media.

	 8. 	After the news I saw in the media, I need to take action to avoid disaster during  
the earthquake.

	 9. 	Media content with constant earthquake warnings raises my concerns.

10. 	I have nightmares because of the images shared in the media.

11. 	Watching earthquake-related programs motivates me to act on issues I am worried about.

12. 	I lose my appetite as I watch the news about the earthquake.

13. 	I do not want to stay indoors as I watch earthquake-related footage on the news.

14. 	The news about earthquake victims in the media reduces my faith in living.

15. 	I am worried that there will be earthquakes again as I am exposed to earthquake footage.

16. 	I want to be alone when I see the earthquake shares in the media.

17. 	After sharing about earthquake victims, I have a problem focusing.
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Introduction: A family operates as a dynamic system comprising various 
subsystems and is continually interacting with its environment. Therefore, 
it is essential to comprehend the underlying principles of family function-
ing. One of the most commonly used models for describing family func-
tioning is the Circumplex Model of Marital and Family Systems (Olson & 
Gorall, 2003). 
Aims: In this study, we aimed at examining the factor structure and in-
ternal consistency reliability in the Croatian version of the Family Adapt-
ability and Cohesion Evaluation Scale IV Package, which measures family 
functioning through family cohesion and flexibility at the balanced and 
unbalanced levels, as well as family communication and family satisfaction. 
Methods: Confirmatory factor analysis (CFA) and exploratory factor analy-
sis (EFA) were performed using a convenient sample of 528 participants.
Results: CFA revealed that the Croatian version of the FACES IV Package 
does not fit the theoretical model of the original factor structure in this 
preliminary study. The exceptions were the Family Communication Scale 
and Family Satisfaction Scale, which showed satisfactory parameters. The 
results of the EFA of FACES IV showed a 5-factor model solution. 
Conclusions: The Croatian version of the FACES IV Package is not com-
pletely suitable for use in the national context. Thus, given these prelimi-
nary findings, further testing on a more representative or clinical sample is 
recommended. 

Keywords: confirmatory factor analysis (CFA), exploratory factor analysis 
(EFA), family functioning, FACES IV Package, family satisfaction

 OPEN ACCESS   

Affiliations
1	University of Rijeka, Faculty of Humanities and 

Social Sciences, Rijeka, Croatia

 Correspondence
Zlatka Gregorović Belaić
University of Rijeka, Faculty of Humanities and 
Social Sciences, 
Sveučilište u Rijeci
Filozofski fakultet
Sveučilišna avenija 4
51000 Rijeka, Croatia
Email: zlatka.belaic@uniri.hr

History
Received: 25 January 2024
Accepted: 4 October 2024
Published: 31 October 2024

Citation
Gregorović Belaić, Z., Čekolj, N., & Zloković, J. 
(2024). Factor structure and internal consistency  
reliability of the Croation version of the Family 
Adaptability and Cohesion Evaluation Scale 
(FACES) IV Package: A preliminary study.  
European Journal of Mental Health, 19, e0029, 1–17. 
https://doi.org/10.5708/EJMH.19.2024.0029

R E S E A R C H  A R T I C L E

ISSN 1788-7119 (online) 
© 2024 The Authors. Published by Semmelweis University, Institute of Mental Health, Budapest.	 ejmh.eu

 European Journal of Mental Health
h t t p s : / / d o i . o r g / 1 0 . 5 7 0 8 / E J M H . 1 9 . 2 0 2 4 . 0 0 2 9

Introduction
Family is a dynamic system that contains different subsystems (e.g., relationships between siblings, spouses, par-
ents and children, etc.) and exists in constant interaction with the environment. The theoretical Circumplex 
Model of Marital and Family Systems is based on a systemic approach to the study of families (Olson & Gorall, 
2003). The Circumplex Model enables the study of all the subsystems within the family as well as interactions 
between the family and the surrounding environment.
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The Circumplex Model of Marital and Family Systems was first conceptualized in the late 1970s (Olson et al., 
1979). This model, which integrates systemic theory and family development theory, led to the creation of the 
Family Adaptability and Cohesion Evaluation Scale (FACES), a prominent international tool for assessing family 
functioning, due to its robust theoretical foundation and clinical applicability (see Hamilton & Carr, 2016 for a 
review on self-reported measures to assess family functioning).

The Circumplex Model is one of the most respected and widely used approaches in family studies. It illustrates 
the changes that occur during the family life cycle and the family’s ability to change and adapt, which is one of the 
characteristics of functional families, as opposed to dysfunctional families. The model describes family function-
ing through two central dimensions, cohesion and flexibility, and one facilitating dimension, communication. 
The central dimensions include five levels: three central (balanced) levels and two extreme (unbalanced) levels 
(Olson & Gorall, 2003).

Family cohesion, the model’s first dimension (Olson et al., 2006), explores the emotional relations among fam-
ily members. For example, family cohesion manifests through different aspects of family functioning, such as time 
spent together, the existence of common friends, activities, and interests, and the ability to make decisions to-
gether. Previous studies on family cohesion have focused on the ways in which family systems balance themselves 
(e.g., disengaged in comparison to enmeshed). On the one hand, families assessed as disengaged insufficiently 
support each other. On the other hand, families characterized as enmeshed contest the development of autonomy 
in family members (Alić, 2016). Olson et al. (2006) highlighted five levels of family cohesion: two extreme unbal-
anced (disengaged and enmeshed) and three mid-range balanced (somewhat connected, connected, and very con-
nected). Mid-range cohesion is optimal because it balances the family system, which is especially important for a 
well-functioning family. Extreme or unbalanced levels lead to imbalance in the family system, fostering a lack of 
independence or the manifestation of overt alienation among family members, resulting in negative consequences 
(Olson, 2000; Olson et al., 2006).

The study of second dimension, namely family flexibility, evaluates the level of adaptability to changes in fam-
ily leadership, family rules, and relationships with other individuals. Five levels of flexibility were distinguished: 
rigid, somewhat flexible, flexible, very flexible, and chaotic (Olson et al., 2006). The mid-range levels contribute 
to balanced functioning, which enables changes when they are indispensable for marital and family functioning, 
for example, when participation and leadership in activities are shared equally among all family members, a clear 
process of role division takes place, and discipline and mutual respect are implicit. An unbalanced and inflexible 
system is characterized by too few changes, a tendency towards stability at all costs, occasional role changes, and 
roles ruled by strict discipline. Rigid and chaotic levels, especially over an extended period, are considered risky 
(Olson et al., 2006).

Family communication, as the model’s facilitating dimension, allows cohesion and flexibility to be established 
within the family. Speech clarity, listening skills, continuity tracking, and mutual respect and regard are measured. 
When conflict arises, the partners or parents in chaotic families do not engage in conversation and refuse to accept 
any kind of change, while enmeshed families resolve conflict by negating the differences among the family mem-
bers. Balanced family systems have very good communication in comparison to those systems that lack balance 
(Olson, 2000; Olson et al., 2006).

Family satisfaction is not explicitly included in the Circumplex model; however, the Family Satisfaction Scale 
was added to the FACES IV Package with items assessing satisfaction in the three measured dimensions (cohe-
sion, flexibility and communication). Family satisfaction refers to how content and fulfilled family members feel 
with one another (Olson, 2010).

The changes that take place in families are graphically displayed in the Couple and Family Map presented in 
Figure 1 (Olson, 2000, 2011). The map shows relations within two central dimensions: cohesion and flexibility. 
Balanced (functional) family systems are those positioned in the central part of the map, with balanced levels of 
cohesion and flexibility. In contrast, unbalanced (dysfunctional) family systems are positioned at the edges of the 
map; that is, at the extremes of both dimensions (cohesion and flexibility).

The measurement tool for operationalizing the changes within families caused by natural life cycles and 
reactions to stressors has been in development for more than 30 years across the Family Adaptability and 
Cohesion Evaluation Scale (FACES) series: FACES I, FACES II, FACES III, and the FACES IV Package. In 
FACES IV, six scales were developed with two balanced scales and four unbalanced scales designed to assess 
low and high cohesion (ranging from disengaged to enmeshed) and flexibility (ranging from rigid to chaotic). 
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High levels of construct and discriminant validity were established, along with providing a clinical example 
using the FACES IV results for assessing family dynamics, planning treatment, and determining the effective-
ness of family therapy (Olson, 2011).

Clinicians and researchers have been using FACES III and the FACES IV Package for decades in clinical and 
developmental psychology to study family and marital systems (Lee, 2014). The instrument has been used in 
more than 1,200 dissertations and research papers across 70 countries (Sanderson et al., 2009). While numerous 
European validations of the instrument exist (Greek: Koutra et al., 2013; Hungarian: Mirnics et al., 2010; Italian: 
Baiocco et al., 2013; Everri et al., 2020; Portuguese: Gomes et al., 2019; Gouveia-Pereira et al., 2020; Sequeira et 
al., 2021; Romanian: Rada, 2018; Spanish: Rivero et al., 2010; Vegas et al., 2022), it is not sufficiently recognized 
in the study of family relations in the Republic of Croatia.

Despite the widespread use of the FACES IV instrument, several recently published adaptation studies 
failed to confirm its original six-factor structure using all 42 items (Everri et al., 2020; Gouveia-Pereira et 
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al., 2020; Koutra et al., 2013; Rivero et al., 2010; Sequeira et al., 2021; Vegas et al., 2022). Most previous 
validations were conducted by first performing confirmatory factor analysis (CFA), followed by exploratory 
factor analysis (EFA), and by testing intercorrelations among all scales. Additionally, some authors investi-
gated correlations between FACES IV and the scales measuring communication and satisfaction (e.g., Vegas 
et al., 2022).

To address issues with confirming the original structure in the Spanish version of FACES IV scale, Vegas et al. 
(2022) revised the original 42-item scale and found good fit for a modified 34-item version. The CFA indicated 
that the model had acceptable reliability and good convergent and predictive validity after removing problematic 
items. The final structure retained six factors with good psychometric properties, ensuring their reliability and 
validity for assessing family adaptability and cohesion in adolescents. This study included participants between 
the ages of 14 and 18, some of whom came from child protection centers and centers for adolescents with family 
problems.

Gouveia-Pereira et al. (2020), Rivero et al. (2010), and Sequeira et al. (2021) also found that the original 
structure of the FACES IV did not confirm well in their studies. They conducted a systematic validation process 
that included EFAs, leading to an item reduction process. This resulted in a final model consisting of 24 items 
with four items per scale, providing a more balanced instrument for measuring family functioning. Specific dif-
ferences among these studies can be found in the samples used. Gouveia-Pereira et al. (2020) conducted two 
studies where the age of participants ranged from 11 to 21 years. They also recruited a small clinical sample in 
addition to a community sample. The study conducted by Rivero et al. (2010) included a sample of 455 univer-
sity students from Spain with an average age of 20.5 years. The study by Sequeira et al. (2021) involved a large 
sample of 1,083 individuals from 387 nuclear families, ensuring a diverse representation in different regions of 
Portugal. It is also worth noting that Sequeira et al. (2021) incorporated expert evaluations to assess the instru-
ment’s content validity.

Everri et al. (2020) first conducted an item selection based on psychometric properties using data from a 
larger sample. This involved using the Rasch analysis to identify the items that best measured the intended 
latent traits. After selecting the items, they validated the shortened version SAD_FACES (Family Adapt-
ability and Cohesion Evaluation Scale for adolescent) to confirm its factor structure and reliability. The 
authors conducted an Exploratory Structural Equation Modeling (ESEM) to analyze the factor structure of 
the SAD_FACES scale. This analysis was used to evaluate the dimensionality and reliability of the scale. They 
found that the factor structure and reliability of the SAD_FACES scale confirmed the original structure of 
the FACES IV as validated with Italian adolescent samples (N = 446 adolescents aged 14 to 16 years). The 
study showed that the SAD_FACES scale, a shortened version of FACES IV, had the same factor structure 
as the original when applied to Italian adolescents. This indicates that the organization of family functioning 
dimensions (cohesion and flexibility) is consistent with the original FACES IV. In addition, the SAD_FACES 
scale showed satisfactory reliability and provided consistent results across administrations. This confirms that 
the shortened version is a valid instrument for measuring family functioning in adolescents and supports the 
applicability of the theoretical framework of the FACES IV with fewer items. To address potential discrep-
ancies in confirming the original structure, the authors suggested that the SAD_FACES scale allows for the 
measurement of family functioning with a limited number of items (24 items compared to 42 items in the 
original FACES IV). This streamlined approach could facilitate research and allow for a more flexible assess-
ment of adolescents’ perceptions regarding family functioning, improving the usability of the instrument in 
different contexts.

Finally, Koutra et al. (2013) were the only authors that confirmed a five-factor solution as more suitable. 
This solution indicated that the majority of items had higher loadings on two main factors that represented 
balanced scales, while the remaining factors contained fewer items. In addition, they decided to work sepa-
rately on the extreme scales of cohesion and flexibility to achieve a better theoretical adaptation to the original 
model. The study included a large sample of participants (N = 620), with socio-demographic characteristics 
provided to give context to the results. In addition, the sample consisted predominantly of young adults, a 
significant proportion of whom were students, and there was a notable lack of diversity in terms of employ-
ment and income level.

A common conclusion in most of the studies presented is the concern about the unbalanced scales, namely 
Rigid and Enmeshed (Everri et al., 2020; Gouveia-Pereira et al., 2020; Sequeira et al., 2021; Vegas et al., 2022), 
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as well as Disengaged (Koutra et al., 2013; Rivero et al., 2010) and Chaos (Vegas et al., 2022). It is evident that 
a persistent challenge exists in validating these constructs within the FACES IV framework both before and after 
the item reduction process (Rivero et al., 2010; Sequeira et al., 2021; Vegas et al., 2022). On the other hand, 
Gouveia-Pereira et al. (2020) and Koutra et al. (2013) found issues with the aforementioned constructs only be-
fore and Everri et al. (2020) after item reduction. The problems with the factor structure found in the study can 
be attributed to several causes, such as cultural differences, item interpretation, translation and adaptation issues 
and structural validity.

Understanding family functioning is important across various scientific fields and practical work to appropri-
ately approach the prevention (primary, secondary, and tertiary) of unstable family relationships. Considering the 
importance of understanding family functioning, we believe that professional services in educational institutions 
must acquire competence in examining family relations and functioning, for which purpose instruments such 
as FACES IV Package can be useful tools to conduct high-quality educational and advisory work with parents, 
children, and families.

As a potential contribution to the study of families in the national context, the objective of this study was to 
examine the structure and internal consistency in the Croatian translation of the FACES IV Package (Olson, 
2011; Olson & Gorall, 2003). 

Methods
This study was conducted within the research project “Empowering Families for the Development of Positive 
Relationships and Family Unity”. This project employed a battery of instruments, utilizing the Circumplex Model 
of Marital and Family Systems (Olson & Gorall, 2003) as the conceptual framework for assessing family system 
functioning. The primary objective was to investigate family cohesion, flexibility, and communication, as well as 
parenting practices and competencies, in a sample of parents, children, and older family members. The ultimate 
purpose was to develop a support program to strengthen families and enhance their quality of life. The project 
was funded by the University of Rijeka and ran from 2018 to 2023.

Participants and Data Collection

A total of 528 participants were recruited for the study using a convenience sampling method. Data were 
collected in two waves during 2020 and 2022 through an online survey using the LimeSurvey platform. 
The participants were informed about the research subject and objectives, their right to anonymity, and the 
option to withdraw from participation in the research at any time. They were told that the research results 
would be used exclusively for scientific purposes. The participants’ average age was 32.1 (SD = 16.1) years, 
with the youngest participants being 13 years old and the oldest being 84 years old. Parental consents were 
obtained for the participants under the age of 14. According to the Ethical Code for Research with Children 
(National Ethics Committee for Research with Children, 2020), children aged 14 and older can give 
independent consent to participate in research. The research was approved by the Ethical Committee for 
Scientific Research at the University of Rijeka (CLASS: 640/01/17-01/80, REGISTRATION NUMBER: 
2170-24-02-17-2).

A total of 348 female participants (65.9%) and 180 male participants (34.1%) took part in the research. 
In the context of family roles, most respondents were first-born (32.6%) or second-born children (23.3%). 
The majority of these individuals had completed high school education (47.9%) or a bachelor’s degree 
(33.3%). Most were single, never married (44.1%), and lived with their parents (44.7%). In the “other” 
category for current relationship status, the respondents listed being in a relationship, engaged, and being in 
a post-divorce relationship. In the “other” category for current living arrangements, the respondents listed 
roommates and various family members. These results were expected, given that the participants were pre-
dominantly students. The data collection method explained the largest ratio in the sample being students. 
Specifically, the data were collected through an online survey published on the website of the Faculty of 
Humanities and Social Sciences of the University of Rijeka and on the faculty’s social networks, and the 
research project’s social networks. In addition, students were asked to disseminate the survey further. Table 1 
provides details of the sample structure.
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Instrument Description

The FACES IV Package was translated and adapted within the project “Empowering Families for the Develop-
ment of Positive Relationships and Family Unity”. The Family Satisfaction and Family Communication Scales 
were translated and adapted by Ljubetić, Reić Ercegovac, and Mandarić Vukušić. The authors tested the internal 
consistency; both scales demonstrated a very high reliability (Cronbach’s α = .90) (Ljubetić et al., 2020). Other 
tests or validations were not conducted. All instruments, including FACES IV, Family Satisfaction Scale and 

Table 1. Sample Structure (N = 528)

Sample characteristics n %

Sex
Female 348 65.9

Male 180 34.1

Age (years)

≤24 305 57.8

25–34 45 8.5

35–44 22 4.2

45–54 107 20.3

55–64 27 5.1

65–74 12 2.3

75+ 10 1.8

Education

Some elementary school 7 1.3

Elementary school 18 3.4

High school 253 47.9

Bachelor’s degree 176 33.3

Master’s degree 62 11.7

PhD or magister* degree 12 2.3

 Current relationship status

Single, never married 233 44.1

Single, divorced 11 2.1

Single, widowed 17 3.2

Married, first marriage 141 26.7

Remarried 9 1.7

Life partnership 28 5.3

Cohabitation 19 3.6

Divorced 4 0.8

Other 66 12.5

Current living arrangements

Alone 34 6.4

With parents 236 44.7

With a partner 38 7.2

With others (grandfather, grandmother) 3 0.6

With children 17 3.2

With partner and children 110 20.9

With others 90 17.0

Family member

Mother 94 17.8

Father 57 10.8

First child 172 32.6

Second child 123 23.3

Third child 38 7.2

Fourth or younger child 10 1.9

Grandmother or grandfather 23 4.4

Different family member 11 2.1

*It refers to individuals who completed postgraduate studies before the Bologna education reform. After completing a four-year 
undergraduate program, individuals pursued and completed an additional two years of postgraduate master’s studies. 
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Family Communication Scale, were translated using the double translation method, with the aim of determining 
the translation’s credibility by first translating it from English into Croatian and subsequently translating it back 
from Croatian into English. The FACES IV Package was used with the original instrument author’s approval for 
the purposes of this paper. 

The FACES IV Package contains four parts: 1) background information (i.e., a sociodemographic question-
naire), 2) the Family Adaptability and Cohesion Evaluation Scale (FACES) IV, 3) the Family Communication 
Scale, and 4) the Family Satisfaction Scale (Olson, 2011).

The background information section includes questions about sex, age, education, current relationship status, 
current living arrangements, and family membership (i.e., the role in the family, such as mother, father, first 
child).

The FACES IV consists of 42 items distributed across 6 scales (each scale contains 7 items). It measures 
the dimensions of family cohesion and family flexibility at the balanced and unbalanced levels. The balanced 
scales measure the midranges of family cohesion (B_COH), (e.g., “Family members are involved in each other’s 
lives”) and family flexibility (B_FLEX) (e.g., “Discipline is fair in our family”), while the unbalanced scales 
measure the extremes. Two scales are used for unbalanced family cohesion – Enmeshed (ENMSH) (e.g., “We 
spend too much time together”) and Disengaged (DISEN) (e.g., “We get along better with people outside our 
family than inside.”). In addition, there are two scales for unbalanced family flexibility: Chaotic (CHAOT) 
(e.g., “Our family feels hectic and disorganized”) and Rigid (RIG) (e.g., “Our family becomes frustrated when 
there is a change in our plans or routines”) (see Figure 1). Regarding the scales in the original instrument, their 
reliability was excellent, with Cronbach’s alpha coefficients ranging from .77 to .89 (Olson, 2011).

The FACES IV Package also includes two scales that measure family satisfaction and family communi-
cation. Both scales consist of 10 items. The Family Satisfaction Scale measures the levels of happiness and 
fulfilment that family members feel towards each other. The Family Communication Scale pertains to the 
sharing of information, ideas, thoughts and feelings among family members. The Family Communication 
(Cronbach’s α = .90) and Satisfaction (Cronbach’s α = .92) Scales in the original instrument both demon-
strated a very high reliability. 

The participants evaluated their family’s cohesion, flexibility and communication using a 5-point rating scale 
(1 = Strongly disagree, 5 = Strongly agree). Family satisfaction was also measured on a 5-point scale, where 1 
represented “Very Dissatisfied” and 5 “Extremely Satisfied”.

Data Analysis

To test the factor structure in the Croatian version of the FACES IV Package, a CFA was conducted, followed by 
an EFA. The analyses were conducted using the JASP 0.16.0.0 and SPSS 26 software programs.

Initially, we estimated missing values in the FACES IV Package. Only 2 (0.4%) missing values were identified 
in the dataset; these were not included in further analyzes. Prior to conducting the CFA and EFA, we assessed 
whether the necessary assumptions for statistical analyses were met, including the sample size and the normality 
of distribution. According to Kalkbrenner (2021), the recommended minimum sample size for factor analysis is 
either a subjects-to-variables ratio of 10:1 (i.e., at least 10 participants per test item) or 200 participants. In this 
study, the assumption of an adequate sample size was satisfied (N = 528 and 62 items). Although the data were not 
found to be normally distributed, EFA is known to be resilient to moderate deviations from normality. Therefore, 
the decision was made to proceed with further factor analysis.

To evaluate the model fit in CFA, the normed chi-square indicator (χ2/df ), absolute fit indices (root mean 
square error of approximation [RMSEA], goodness of fit index [GFI]) and comparative fit indices (the compara-
tive fit index [CFI], and the Tucker-Lewis index [TLI]) were used. For the normed chi-square indicator, a value 
lower than 3 or 5 (less strict criteria) was expected. According to Steiger (2007), the upper limit of the recom-
mended RMSEA value is .08, the lenient criterion is from .05 to .08 (Hu & Bentler, 1999; Schumacker & 
Lomax, 2016). In addition, according to Bentler (1990), the values of the CFI, GFI, and TLI indicators that 
point to a satisfactory adjustment of the assumed model with the data should be ≥ .80. 

In order to explore the structure of the FACES IV in the present sample, an EFA was conducted within 
an oblique target rotation procedure. First, to distinguish between meaningful factors and those arising from 
random noise in the data, we conducted an EFA using the principal component method with parallel analysis. 
Initially, an EFA was conducted with all items, followed by a selective elimination based on specific criteria 
(negative saturation, cross-loadings and loading below .30). The item reduction process was subsequently con-
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cluded by performing a second EFA on the remaining 
items.

The significance of the Kaiser–Meyer–Olkin (KMO) 
test and Bartlett’s test of sphericity was examined. The 
recommended KMO value is > 0.60 (Kaiser, 1974). Ac-
cording to Comrey and Lee (2013), factor loadings of 
.71, .63, .55, .45, and .32 are categorized as excellent, 
very good, good, fair, and poor, respectively. To ensure 
internal validity, we evaluated the reliability of the di-
mensions using Cronbach’s alpha and examined zero-
order correlations among the dimensions using Spear-
man’s rho. To consider convergent validity, we examined 
zero-order correlations between the FACES IV dimen-
sions and family communication and satisfaction us-
ing Spearman’s rho. Finally, we investigated age and sex 
differences across the FACES IV dimensions also using 
Spearman’s rho. This exploration aimed to determine 
whether age and sex influenced the FACES IV scores.

Results
Factor Structure of the FACES IV Package

Because the construct validity of the FACES IV Package 
has not been verified in the Republic of Croatia until 
now, this study first presents the results of the CFAs 
based on the original factor structure (Olson, 2011).

Confirmatory Factor Analysis of the FACES IV

The CFA results indicated that the anticipated six-dimen-
sional structure of the FACES IV did not demonstrate 
a good fit (χ2(804) = 3048.73, p < .001, χ2/df = 3.79,  
CFI = .738, GFI = .767, TLI = .719, RMSEA = .073). 
The only satisfactory criteria, considering a more lenient 
criterion, were χ2/df (< 5) and RMSEA.

Confirmatory Factor Analyses of the Family Communi-
cation and Family Satisfaction Scales

The CFAs of the Family Communication Scale  
(χ2(35) = 165.31, p < .001, χ2/df = 4.72, CFI = .963, 
GFI = .988, TLI = .925, RMSEA = .084) and Family 
Satisfaction Scale (χ2(35) = 274.43, p < .001, χ2/df = 7.84, 
CFI = .940, GFI = .985, TLI = .932, RMSEA = .114) supported the one-factor structure of each scale. Most of 
the indices showed a good fit, with the exception of the RMSEA and normed chi-square indicator for the Family 
Satisfaction Scale, whose values were .114 and 7.84, respectively. 

The factor loadings for the Family Communication Scale and Family Satisfaction Scale are presented in 
Table 2. Factor loadings for both scales confirmed that the data fit well.

Exploratory Factor Analysis of the FACES IV

The CFA results indicated significant problems with the specification of the original model in terms of the 
six-factor structure in the FACES IV. To identify a smaller set of items that would result in a satisfactory factor 

Table 2. Factor Structures of the Family Communication Scale 
and Family Satisfaction Scale

Item number Factor loading Std. Error p R2

Family Communication Scale

1 .85 .04 < .001 .58

2 .86 .04 < .001 .60

3 .73 .04 < .001 .52

4 .88 .04 < .001 .64

5 .88 .04 < .001 .73

6 .81 .04 < .001 .65

7 .79 .04 < .001 .62

8 .88 .04 < .001 .68

9 .63 .05 < .001 .28

10 .84 .04 < .001 .62

Cronbach’s α .93

M 3.81

SD 0.29

Skewness -0.09

Kurtosis 0.04

Min 1

Max 5

Family Satisfaction Scale

1 .86 .04 < .001 .68

2 .87 .04 < .001 .64

3 .81 .04 < .001 .61

4 .79 .04 < .001 .64

5 .99 .04 < .001 .76

6 .99 .04 < .001 .76

7 .68 .04 < .001 .38

8 .68 .04 < .001 .76

9 .76 .04 < .001 .52

10 .61 .03 < .001 .48

Cronbach’s α .94

M 3.67

SD 0.35

Skewness -0.06

Kurtosis -0.01

Min 1

Max 5

R2 = Squared multiple correlation.
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structure and form a scale for measuring family 
cohesion and flexibility with satisfactory internal 
consistency reliability, an EFA was conducted on 
the same dataset using a principal component 
model with parallel analysis.

The KMO test (.93, p < .001) and Bartlett’s 
test were statistically significant (χ2 = 9617.67; 
df = 903, N = 528, p < .001), which led to the 
conclusion that calculating the survey’s factor 
structure was merited.

The first EFA resulted in the extraction of 5 
factors (Table 3) that explained 47.9% of the 
variance. The EFA revealed ambiguous results 
that hindered the clear identification of the la-
tent dimensions. In particular, the first factor 
included a wide range of items that belonged 
to distinct dimensions according to the original 
theoretical structure. This indicates that at least 
one item from each theoretical dimension was 
saturated on the first factor. Consequently, a re-
finement of the factor structure was deemed nec-
essary. Criteria for eliminating items included: 
negative saturation on the factors, cross-loadings 
and saturations below a threshold of .30. 

Due to the criteria for eliminating items, 
10 items were removed (DISEN3, ENMSH4, 
DISEN9, CHAOT12, DISEN15, ENMSH16, 
DISEN21, DISEN27, RIG29, and B_FLEX32). 
Since negative factor loadings have no theoreti-
cal basis and contradict the expectations of the 
model (Olson & Gorall, 2003), we decided to 
exclude items showing such saturations after the 
initial rotation. Furthermore, the presence of 
negative saturations complicates and confuses 
the interpretation of the factor structures and 
thus provides a justifiable basis for removing 
such items from the analysis (Watkins, 2018). 
Removing items with negative factor loadings 
can improve the quality of the measurement in-
strument, as it allows a focus on the items that 
are more relevant and useful for measuring the 
desired constructs (Watkins, 2018).

A second EFA was performed on the remain-
ing items. Based on the presented analyses, the 
final factor structure was obtained, consisting of 
32 items (Table 4) that explained 51.4% of the 
total variance.

The first factor contained 14 items, while 
Cronbach’s alpha showed a very high reliability 
of the scale. Twelve items measured Balanced 
Cohesion and Balanced Flexibility, with one 
item belonging to the Rigid scale and one  
to the Enmeshed scale. The next factor  
included five items, all part of the Rigid scale.  

Table 3. Initial Pattern Matrix After Oblique Rotation, Reliability, and 
Descriptive Indicators

A priori factor 
and item number

F1 F2 F3 F4 F5
Unique-

ness

B_COH1 .73 .02 –.01 .10 –.09 .46

B_FLEX2 .64 –.02 .01 .16 .08 .58

DISEN3 –.57 .12 .16 .03 .11 .59

ENMSH4 .09 –.08 .01 .30 –.35 .77

RIG5 .09 .79 .04 –.02 .04 .36

CHAOT6 –.43 .09 .42 .02 –.14 .51

B_COH7 .82 .02 .11 .08 –.12 .35

B_FLEX8 .56 .06 –.04 .13 .14 .63

DISEN9 –.68 .10 .05 .17 .07 .47

ENMSH10 –.31 .07 .03 .43 –.11 .67

RIG11 .00 .78 .10 .00 .07 .41

CHAOT12 .21 –.32 .17 .29 .24 .71

B_COH13 .82 –.02 .04 .01 –.05 .35

B_FLEX14 .51 .30 –.11 –.02 .17 .53

DISEN15 –.49 .02 –.07 .23 .17 .68

ENMSH16 .15 –.03 .15 .40 –.56 .51

RIG17 .16 .56 .03 .26 .08 .58

CHAOT18 –.29 –.01 .51 –.02 –.16 .54

B_COH19 .73 .12 .16 –.04 –.06 .49

B_FLEX20 .73 .01 –.00 –.02 .18 .44

DISEN21 –.63 –.00 .07 .09 .20 .43

ENMSH22 –.09 –.08 –.08 .42 .02 .82

RIG23 .63 .11 –.25 .07 .10 .40

CHAOT24 –.01 –.11 .69 .05 .12 .46

B_COH25 .75 .07 –.04 .02 .04 .40

B_FLEX26 .00 .07 .68 –.20 –.07 .55

DISEN27 –.62 –.04 .26 .02 .17 .41

ENMSH28 .45 –.10 .09 .30 –.34 .62

RIG29 –.38 .23 .13 .24 –.21 .64

CHAOT30 .18 –.48 .17 .31 .40 .47

B_COH31 .67 .17 –.07 .04 .01 .45

B_FLEX32 .31 .57 –.18 .00 .06 .46

DISEN33 –.16 .05 –.01 –.00 .68 .52

ENMSH34 –.25 .04 –.10 .61 –.10 .56

RIG35 –.01 .75 –.06 .06 –.05 .41

CHAOT36 .04 .03 .71 .08 .06 .51

B_COH37 .67 .01 .03 –.17 .05 .51

B_FLEX38 .75 –.03 –.04 –.14 .12 .37

DISEN39 .02 .09 .17 .04 .53 .69

ENMSH40 –.03 .16 .02 .64 .04 .55

RIG41 –.34 .41 .08 .18 –.06 .68

CHAOT42 –.54 –.02 .35 .11 –.04 .41

Cronbach’s α .39 .56 .76 .48 .20

M 3.11 2.84 2.24 2.07 2.72

SD 0.95 0.48 0.22 0.43 0.46

Note. B_COH = Balanced Cohesion, B_FLEX = Balanced Flexibility; 
DISEN = Disengaged, ENMSH = Enmeshed, RIG = Rigid; CHAOT = Chaotic. 
Loadings ≥ .30 are highlighted in bold.
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Of the six items belonging to the third factor, five measured Chaotic Flexibility, and one measured Balanced 
Flexibility. The fourth factor had four items, all of which belonged to the Enmeshed scale. Finally, the Cronbach’s 
alpha of the last factor did not reach the acceptable range and had only three items: two that measured 
Disengaged and one belonging to the Chaotic scale. 

These results show that the five-factor instrument structure was confirmed; that is, the proposed original in-
strument of FACES IV (Olson, 2011) was not verified.

Table 4. Final Pattern Matrix After Oblique Rotation, Reliability, and Descriptive Indicators

A priori factor and item number F1 F2 F3 F4 F5 Uniqueness

B_COH7 .83         .34 

B_COH13 .81         .36 

B_COH25 .75         .39 

B_COH1 .73         .44 

B_FLEX20 .73         .42 

B_COH19 .72         .49 

B_FLEX38 .72         .38 

B_FLEX2 .69         .55 

B_COH31 .67         .46 

RIG23 .64         .40 

B_COH37 .63         .45 

B_FLEX8 .58         .64 

B_FLEX14 .52         .51 

ENMSH28 .49 .65

RIG5   .84       .28 

RIG11   .82       .34 

RIG35   .75       .40 

RIG17   .54       .59 

RIG41   .40       .66 

CHAOT36     .71     .48 

CHAOT24     .71     .44 

B_FLEX26     .69     .53 

CHAOT18     .53     .54 

CHAOT6   .43     .52 

CHAOT42   .36     .41 

ENMSH40       .74   .44 

ENMSH34       .66   .52 

ENMSH22       .49   .76 

ENMSH10       .47   .67 

DISEN33         .76 .41 

DISEN39         .70 .50 

CHAOT30       .40 .57 

Cronbach’s α .90 .74 .76 .52 .37

M 3.83 2.64 2.24 1.79 3.02

SD 0.46 0.41 0.22 0.27 0.46

Skewness -0.10 -0.01 0.09 0.26 0.00

Kurtosis 0.09 -0.12 -0.04 0.29 -0.04

Min 1 1 1 1 1

Max 5 4.6 4.7 4.3 5

Note. B_COH = Balanced Cohesion, B_FLEX = Balanced Flexibility; DISEN = Disengaged,  
ENMSH = Enmeshed, RIG = Rigid; CHAOT = Chaotic; F1 = Balanced cohesion and flexibility; F2 = Rigid;  
F3 = Chaotic; F4 = Enmeshed; F5 = Disengaged.
Loadings below .3 are not reported in this Table.
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Internal Consistency and Aggregated Scores

The reliability analysis of FACES IV revealed varying levels of internal consistency (see Table 4). Balanced Cohe-
sion and Flexibility (F1) demonstrated high internal consistency, with a Cronbach’s α coefficient of .90, indicat-
ing a very reliable measurement scale. Rigid (F2) and Chaotic (F3) also achieved satisfactory reliability levels, with 
Cronbach’s α values of .74 and .76, respectively, suggesting an acceptable internal consistency for these factors. 
On the other hand, Enmeshed (F4) showed a lower Cronbach’s α value of .52, indicating poor but still somewhat 
acceptable reliability. However, Disengaged (F5) yielded a very low Cronbach’s α value of .37, signaling insuf-
ficient internal consistency. Given the low Cronbach’s α for the Disengaged factor, this dimension demonstrates 
inadequate internal consistency and, therefore, cannot be reliably used in further analyses. As a result, the Disen-
gaged factor was excluded from subsequent analyses. The reliability analysis for the Family Communication Scale 
(α = .93) and Family Satisfaction Scale (α = .94) demonstrated a strong reliability (Table 2).

The total score for each scale was calculated using the mean. The data showed slight deviations from the normal 
distribution based on skewness and kurtosis values (Table 2 and Table 4). 

Correlations Between Dimensions

Most of the correlations among the dimensions under consideration aligned with the anticipated direction (Table 5). 
Balanced Cohesion and Flexibility were negatively correlated with Chaotic and Enmeshed, while positively cor-
related with Rigid to a negligible extent. Rigid was positively correlated with Enmeshed, although to a negligible 
extent. Interestingly, the Unbalanced Cohesion scale of Enmeshed was positively and weakly correlated with the 
Unbalanced Flexibility scale of Chaotic.

Correlation with Communication, Satisfaction and Demographics

As anticipated, communication and satisfaction showed a positive correlation with balanced levels of cohesion 
and flexibility, and a negative correlation with Chaotic and Enmeshed. A negative correlation between Commu-
nication, Satisfaction and Rigid was anticipated. However, no significant correlation was found between com-
munication and unbalanced scales (Table 5).

Lastly, we examined the relationship between sociodemographic characteristics (age and sex) and the five 
dimensions of FACES IV. Regarding age, we examined its correlation with the latent dimensions. A statistically 
significant positive but negligible correlation was found between age and Balanced Cohesion and Flexibility (ρ 
= .14; p = .001). In other words, with increasing age came an increased assessment of family balance (cohesion 
and flexibility). Concerning sex, there were no correlations on any FACES IV scale (ρ1 = .04, p = .342; ρ2 = .08, 
p = .702; ρ3 = .05, p = .244; ρ4 = .05, p = .232; ρ5 = .03, p = .504). The men and women equally assessed family 
functioning at balanced and unbalanced levels of cohesion and flexibility.

Table 5. Zero-Order Correlations Among Dimensions

Factor 1. Balanced Cohesion 
and Flexibility

2. Rigid 3. Chaotic 4. Enmeshed 5. Communication 6. Satisfaction

1. Balanced Cohesion 
and Flexibility — 

2. Rigid .14** — 

3. Chaotic –.55** –.09 — 

4. Enmeshed –.26** .14** .29** — 

5. Communication .81** .02 –.50** –.27** — 

6. Satisfaction .78** .02 –.50** –.29** .86** —

*p < .05; **p < .01; N = 528.
Note. The reported correlations correspond to Spearman’s rho values.
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Discussion
The purpose of the current study was to validate the Croatian version of the FACES IV Package, an instrument 
designed to evaluate both adaptive and maladaptive family functioning. The CFA results revealed notable issues 
with the six-factor structure of the model of FACES IV compared to Olson (2011). The original instrument’s 
metric characteristics showed a well-fitted model for six factors, whereas our validation did not show a good fit, 
even for five factors. The model fit was, however, acceptable for the Family Communication and Family 
Satisfaction Scales. Given the relatively small convenience sample in this study, its results are considered prelimi-
nary and require further investigation.

We conducted an EFA, aiming to find a reduced set of items that would provide a satisfactory factor structure 
and create a reliable scale for measuring family cohesion and flexibility, resulting in the extraction of five factors.

Compared to the original model, the Balanced Cohesion scale items were retained in full. In the Balanced 
Flexibility, Rigid, and Chaotic scales, six of the original seven items per scale were retained. Five items were 
retained for the Enmeshed scale; for the Disengaged scale, less than a third of the original items were retained.

The results of this validation indicated that the first factor comprised a combination of items that, in the origi-
nal instrument, constitute two distinct dimensions: Balanced Cohesion and Balanced Flexibility. It is reasonable 
to conclude that merging these two dimensions into a single factor is appropriate, given that both dimensions 
represent the concept of balance. Koutra et al. (2013) found a similar result. In their validation, Balanced 
Cohesion and Balanced Flexibility merged, and two items from the Disengaged dimension migrated to this fac-
tor. The item that most accurately represented this factor, as indicated by the highest factor loading, is B_COH7 
(“Family members feel very close to each other”). The item ENMSH28 (“We feel too connected to each other”) 
did not align with the extracted first factor according to the original structure, in which it is part of the Enmeshed 
scale. It is noteworthy that this item’s factor loading was the lowest within the first factor and was generally low. 
The specified item from the Enmeshed scale may not be perceived as negative within Mediterranean cultures, 
where the intertwining of family members is seen as culturally integral and desirable for family functioning. 
This underscores the necessity of considering cultural and social factors when interpreting family functioning 
outcomes. Enmeshed families, characterized by high emotional connectedness, may be viewed positively, as they 
highlight the importance of familial bonds and support (Vegas et al., 2022).

The second extracted factor, Rigid, comprised five of the seven items from the original model. One item from 
the Rigid scale migrated to the first factor (Balanced Cohesion and Flexibility), while another was excluded 
entirely during the final structure refinement due to insufficient loading. The two items that most accurately 
represented this factor in the final factor structure were RIG5 (“There are strict consequences for breaking the 
rules in our family”) and RIG11 (“There are clear consequences when a family member does something wrong”). 
The item contributing the least to this factor was RIG41 (“Once a decision is made, it is very difficult to modify 
that decision”).

Chaotic, identified as the third factor, comprised six of the seven original items. One item migrated to the 
fifth factor. Overall, the items exhibited high factor loadings, with the highest loading observed for CHAOT36, 
which states, “Our family has a hard time keeping track of who does various household tasks.” The item with the 
lowest representation of this factor was CHAOT42 (“Our family feels hectic and disorganized”). Surprisingly, this 
factor included an item that, both originally and contextually, did not belong. This item, B_FLEX26 (“We shift 
household responsibilities from person to person”), exhibited a high loading. A potential explanation for the mis-
classification of this item within this factor may be attributed to its problematic translation. In Croatian, the item 
appears to align with the concept of Balanced Flexibility, since it can be interpreted as implying that household 
responsibilities are equitably distributed among family members.

The fourth factor represented the latent dimension of Enmeshed, with only four items retained from the origi-
nal model. One item (ENMSH28) was moved to the first factor (Balanced Cohesion and Flexibility), and two 
items were excluded due to low loadings (< .30). Furthermore, all the retained items had relatively low loadings, 
ranging from .47 to .74. The item that best represented this factor was ENMSH40 (“Family members feel guilty 
if they want to spend time away from the family”). It is also worth noting that the Cronbach’s alpha for this factor 
was fair (.52). However, this factor was the only one that was “pure” in terms of content (i.e., it only consisted of 
items that originally belonged to this dimension and, unlike the other extracted factors, did not contain any items 
from other dimensions).

The fifth and final factor proved to be the most problematic due to the exceptionally low number of retained 
items (three), only two of which corresponded to the original model (DISEN33 and DISEN39). One item, 
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CHAOT30, belongs to the Chaotic dimension and contributed minimally to this factor. Items that were not 
retained in this factor, although they originally belonged to it, had exceptionally low loadings. Another indicator 
of this factor’s problematic nature proved to be the poor Cronbach’s alpha (.37), which is probably partly due to 
the small number of items in this factor (Siswaningsih et al., 2017). Therefore, this study’s results suggest that the 
Croatian version of the FACES IV was not able to measure the disengaged dimension of unbalanced cohesion.

Regarding the correlation analysis between the dimensions, most of the correlations among the dimensions 
were statistically significant, although some showed a negligible correlation size. Balanced Cohesion and 
Flexibility were statistically negatively correlated with the Chaotic dimension, consistent with the findings from 
the Spanish (Vegas et al., 2022), Greek (Koutra et al., 2013), Italian (Everri et al., 2020), and Portuguese 
(Gouveia-Pereira et al., 2020) validations and partially consistent with the original validation (Olson, 2011). 
However, in this study, the Balanced dimensions converged, precluding a comprehensive comparison with previ-
ous validations of the model.

Concerning the correlation between Balanced Cohesion and Flexibility and Enmeshed, the results of this 
validation indicated a negative correlation. This finding is consistent with Olson’s original model validation and 
Everri et al.’s (2020) study. However, it contrasts with the results of other validations, such as those by Vegas et al. 
(2022), Gouveia-Pereira (2020), and Koutra et al. (2013).

The most significant discrepancies in the results were observed in the correlations of the Unbalanced extreme 
scales. Previous studies have demonstrated a wide range of correlations between the Rigid and Chaotic scales, 
varying from negative to positive correlations and including instances of no correlation (e.g., Everri et al., 2020; 
Gouveia-Pereira et al., 2020; Koutra et al., 2013; Olson, 2011; Vegas et al., 2022). The most coherent results were 
obtained by the researchers who validated the Spanish version of the model. Specifically, the correlation between 
the Unbalanced scales was found to be negative (Vegas et al., 2022). This finding is logical when interpreted as 
follows: the more rigid the family is assessed to be, the less chaotic it is.

In the context of examining the relationship between communication, satisfaction and the other scales within 
the FACES IV model, the anticipated results were observed. Specifically, a positive correlation was identified be-
tween Communication and the Balanced scales, aligning with previous validations (Everri et al., 2020; Gouveia-
Pereira et al., 2020; Koutra et al., 2013; Vegas et al., 2022). Notably, similar correlation results were found for 
the Satisfaction scale. These findings are coherent, as it suggests that improved communication among family 
members is associated with a higher perceived level of successful family functioning. Balanced family functioning, 
encompassing cohesion and flexibility, signifies a healthy family system. Balanced cohesion involves strong emo-
tional bonds, while balanced flexibility denotes the family’s adaptability. Harmony in these areas allows families 
to navigate challenges and resolve conflicts effectively. Effective communication, when positive and supportive, 
enhances family satisfaction and contributes to balanced family functioning. This leads to overall well-being and 
healthy dynamics within the family unit.

Simultaneously, the findings demonstrating a strong negative correlation between the Communication scale 
and the Chaotic factors are consistent with previous validations, and the same pattern is observed for the 
Satisfaction scale (Gouveia-Pereira et al., 2020; Vegas et al., 2022). This outcome was anticipated.

The negative correlation of family communication and satisfaction with Enmeshed can be explained within the 
conceptual framework of family dynamics and functionality. Enmeshed denotes a family state in which bounda-
ries between members are blurred, leading to excessive emotional attachment, lack of individual autonomy, and 
difficulties in maintaining personal boundaries. In terms of communication, enmeshment is linked to patterns 
that encourage excessive emotional attachment and unclear boundaries. Enmeshed families often display com-
munication patterns that foster excessive concern for other members, lack of privacy, and challenges in setting 
healthy boundaries (Gouveia-Pereira et al., 2020). Considering these characteristics, it is reasonable that they are 
also associated with lower satisfaction levels. 

Although prior validations have identified correlations (both negative and positive) between Communication 
and Rigid, the present validation did not observe such relationships.

Furthermore, a strong positive correlation was observed between the Communication and Satisfaction scales. 
This finding is consistent with previous studies (Bandura et al., 2011; Ljubetić et al., 2020). The result can be 
interpreted as evidence that effective communication is a critical component of healthy family functioning. It is 
reasonable to hypothesize that families in which members rate their communication positively are more likely to 
demonstrate harmonious functioning, which in turn contributes to higher levels of satisfaction.

Finally, the validation process revealed certain difficulties, including the low reliability of some factors, a sig-
nificant number of excluded items, and the interweaving of different dimensions, indicating potential issues with 
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the instrument. These difficulties are likely due to sociocultural characteristics distinct from those of the original 
American model.

Our contextual approach demonstrated that perceptions of family functioning are influenced by cultural 
norms, values, and expectations, underscoring the critical role of sociocultural context in evaluating family dy-
namics. Over the past 30 years, Croatian society has experienced significant changes, including the transition 
from a single-party socialist system to a multi-party democracy, war, and accession to the European Union. 
Croatia’s current social landscape reflects a mix of traditional and modern elements, resulting in a complex so-
cietal structure. These factors have contributed to Croatia’s evolution from a transitional society to a mixed one, 
blending traditional, modern, and globalized influences in its contemporary social fabric (Tomić-Koludrović & 
Petrić, 2007).

These societal elements are mirrored in family dynamics. Social changes and instabilities can significantly im-
pact various aspects of family functioning and the division of family roles (individual needs versus family needs). 
Such profound changes in Croatian society directly affect family complexity. The sociocultural context specifically 
determines the roles and responsibilities of family members (Jokić & Ristić Dedić, 2023). Traditionally, Croatian 
society and families have been described as collectivist, similar to Latin American cultures, which are characterized 
by the open expression of emotions. Family members in these cultures may reveal love, joy, sadness, or anger very 
expressively, fostering a sense of closeness and connection, as emotions are freely shared and processed. However, 
as Croatian society transitions, some validation results indicated elements of an individualistic culture, such as 
a negative correlation between the Enmeshed factor and Communication. Family members may perceive com-
munication as less effective if they feel overly intertwined with others due to a lack of autonomy and a desire for 
greater individuality. In individualistic cultures, family members have more freedom to express their opinions, 
desires, and interests, promoting the development of individual identities. Family relationships in these cultures 
are often less hierarchical and more focused on mutual respect and cooperation than on traditional roles and 
expectations (Cifrić et al., 2013).

Understanding the sociocultural context is therefore essential for interpreting family dynamics and gaining 
insights into various behavioral patterns within the family. Additionally, changes in sociocultural identity, such 
as globalization, migration, or social shifts, can influence traditional family relationships and practices (Cifrić et 
al., 2013).

Strengths and Limitations
One of this study’s strengths is that the sample represents the general population, rather than being restricted to 
young individuals or adolescents, as in previous validations (i.e., Everri et al., 2020; Gouveia-Pereira et al., 2020). 
The study’s high participation rate of 99.6% indicates robust participant engagement and a high willingness to 
contribute to the research.

The research demonstrates methodological rigor throughout the validation and reliability testing of the assess-
ment scales utilized. The instrument used in the study was translated and adapted in accordance with standard-
ized procedures, thereby ensuring consistency and reliability in the adaptation process. Rigorous procedures were 
implemented at all stages of the analysis, including assessments of construct and convergent validity.

An additional strength of this research is the validation of an instrument that had already been used in the 
Croatian context, but not previously undergone a validation process. By validating the FACES IV Package within 
the national context, this research enriches the field of family psychology and pedagogy. The validation findings 
have practical implications for parents, educators, and mental health professionals working with families. This 
research significantly contributes to the existing literature on family dynamics. The findings offer new perspectives 
and insights that can inform future research and interventions.

The limitations of this study primarily apply to the sample. The sample was convenient and non-representative, 
with the participants predominantly being young and unmarried. This lack of representativeness may restrict the 
findings’ generalizability to the broader Croatian population.

A significant methodological limitation of the study is its reliance on self-reported data without incorporating 
perspectives from other family members. This introduces the potential for bias, as the perceptions reported by one 
family member may be subjective and differ from those of other family members. Including multiple perspectives, 
such as those of parents or siblings, would provide a more comprehensive and balanced understanding of family 
functioning.
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Another limitation concerning the sample is the lack of information on whether the participants came from 
clinical or non-clinical families. Furthermore, data on the participants’ ethnic and national backgrounds is lack-
ing. The question about the participants’ ethnic background was not included in the questionnaire’s Croatian 
version, as it was assumed that Croatian society is homogenous. However, it is recommended that this question 
be reinstated.

Additionally, another limitation of this study is the varying number of items in the FACES IV final structure, 
which complicates the calculation of ratio scores. This inconsistency in the number of items across the FACES IV 
impedes the ability to use ratio scores for comparative and analytical purposes across different scales or subscales. 
Thus, the accurate computation of ratio scores, which provide relative comparisons between variables, is rendered 
difficult. Consequently, this leads to challenges in interpreting and comparing results across the dimensions of 
family functioning assessed by the FACES IV Package.

Additionally, limitations can be found in the size of the instrument and the examination of numerous dimen-
sions, as well as the collection of data on an online platform. A risk of a superficial approach to the instrument due 
to the large number of items and, consequently, a risk of respondent fatigue during the questionnaire completion 
is possible.

Finally, there are challenges related to translation and cultural adaptation that could introduce measurement 
errors or affect the validity of the instrument in accurately capturing family dynamics within the Croatian context.

Conclusion, Implications and Future Directions
Based on the results gained from the CFA of the scales measuring family cohesion and flexibility, we conclude 
that the Croatian version of the FACES IV Package does not exhibit favorable measurement characteristics; that 
is, it lacks satisfactory fit parameters for the theoretical model. Even if more lenient criteria for instrument suit-
ability were considered instead of the recommended ones, it cannot be confidently claimed that the instrument is 
completely suitable for implementation in the Croatian context. A potential reason can be found in the societal 
and cultural differences between the environment in which the instrument originated and the European (Rivero 
et al., 2010; Koutra et al., 2013) and Croatian contexts, as described in the discussion section.

Taking this into account, using the Croatian translation of the FACES IV instrument in its original structure 
without testing the model is not advised. Since the CFA showed satisfactory measurement characteristics for the 
Family Communication Scale and Family Satisfaction Scale, their use in the original form is recommended. For 
FACES IV the use of an abbreviated version could be considered, as implemented by Everri et al. (2020), who 
assumed that each item contributes equally to the content and face-value validity of the scales. The validation of 
the shortened instrument demonstrated a good fit in the validation of the model’s Italian version.

In future research, it is recommended that the FACES IV Package be applied to both clinical and non-clinical 
samples of pairs and families to include a more diverse range of family issues (e.g., delinquency, violence, and 
different types of addiction) as well as individuals of diverse ethnicities and cultural backgrounds. Moreover, it is 
necessary to consider factors such as family size and structure, income, and the family members’ level of education 
during sampling. Taking these factors into account, the results obtained in this research cannot be generalized to 
different types of families (clinical and non-clinical).

 Given the lack of or very low magnitude of correlation between socio-demographic variables and the examined 
dimensions, conducting further comparisons among participants in different familial roles is recommended. 

Additionally, we propose that multiple family members be included in studies to enable the use of polynomial 
regression, which can provide insights into how similarities and differences in one variable are related to another 
variable. For example, pairs can be used to examine how similarities and differences in the assessment of emo-
tional connectedness between partners or siblings are related to family satisfaction.

In addition, it is advisable to include experts in the fields of psychology, pedagogy, psychotherapy, and fam-
ily therapy to assess the content validity of the questionnaire, as demonstrated by Sequeira et al. (2021). Their 
expertise can be crucial in evaluating whether the items accurately represent the dimensions of family flexibility 
and cohesion being measured.

Finally, this study presents preliminary and exploratory results that suggest the FACES IV Package, in its 
original form, may not be suitable for the Croatian context. Given these findings and the previously mentioned 
limitations, it is advisable to test the FACES IV Package on a more representative or clinical sample.
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From Family Conflicts to Suicide Risk Through 
Deliberate Self-Harm Online Content in 
Adolescents and Young Adults
Beatriz FUSCHINI   1   , Eva DUARTE   1 , Mariana P. MIRANDA   1 ,  
and Maria GOUVEIA-PEREIRA   1 

Introduction: Family conflicts are considered a risk factor for deliberate 
self-harm (DSH) and even suicidal thoughts and behaviors. Research also 
shows that adolescents are increasingly engaging in online DSH activities. 
However, studies on this topic are scarce. 
Aims: This study’s first goal is to replicate the effect of family conflicts on 
suicidal ideation (SI) and, according to the gateway theory, include DSH 
diversity as a step preceding SI. Second, we aim to consider online activities 
in understanding suicidal risk. We start by describing online DSH activi-
ties, and propose a sequential mediation model in which family conflicts 
predict DSH and SI through online DSH activities. 
Methods: The convenience sample of this cross-sectional study consisted 
of 357 adolescents and young adults between 12 and 22 years old who 
completed a self-report questionnaire measuring family conflicts, online 
DSH activities, identification with DSH-related content creators, DSH, 
and suicidal ideation. 
Results: The results showed that 85.3% of our community sample used 
the internet for DSH-related purposes. Results also revealed an independ-
ent mediation effect of DSH diversity on the relationship between family 
conflicts and SI, and a sequential mediation effect of online DSH activities, 
identification, and DSH diversity. 
Conclusions: Engaging in online DSH activities is only predictive of DSH 
or SI if adolescents perceive a shared identity with this community of crea-
tors. The findings might yield implications regarding the design of preven-
tion strategies that include a further supervision of online platforms and 
psychological interventions that incorporate the family system and peers.

Keywords: adolescents, deliberate self-harm, suicidal ideation, family con-
flicts, online
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Introduction
Deliberate Self-Harm, Family Conflicts, and Online DSH Activities 

Deliberate self-harm (DSH) has become more prevalent in adolescents over the last decades (e.g., Gaspar et al., 
2022; Hawton et al., 2012; Zetterqvist et al., 2021). Nationally, the prevalence of these behaviors among adoles-
cents ranges between 7% and 40.8% (Duarte et al., 2020; Gaspar et al., 2022; Guerreiro et al., 2017; Nobre-Lima 
et al., 2017). DSH are non-fatal and self-aggressive behaviors, regardless of suicidal intent (Duarte et al., 2019; 
Gouveia-Pereira et al., 2022; Madge et al., 2008). These behaviors are often understood as part of a spectrum, ar-
ranged according to their severity (i.e., level of physical harm caused by each method of DSH), and according to 
the Gateway Theory, they might be an entry point to a wider spectrum of suicidal thoughts and behaviors (STBs) 
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(Grandclerc et al., 2016; Hamza et al., 2012). The diversity of these behaviors (i.e., number of DSH methods) 
and suicidal ideation (SI) (i.e., thoughts or willingness to commit suicide) is also a predictor of suicide attempts 
(SA) (Duarte et al., 2019; Duarte et al., 2020; Gouveia-Pereira et al., 2022; Hawton et al., 2012). 

Regarding the predictors of these STBs, higher family conflict is one of the risk factors and major reasons, pre-
sented by young people, to engage in DSH (Aggarwal et al., 2017; Dieserud et al., 2010; Gulbas et al., 2015; Naz 
et al., 2021; Nicolopoulos et al., 2018; O’Brien et al., 2021; Simes et al., 2022; Syed & Khan, 2008). Indeed, it is 
known that parent-adolescent disagreements and conflicts are a normal part of family relationships during the stage 
of adolescence, as they are necessary for the development of new boundaries within the family system, facilitating 
the adolescent’s individuation, autonomy, and differentiation processes (Blos, 1979; Branje, 2018; Steinberg, 2001; 
Weymouth et al., 2016). However, when this disagreement is marked by fighting and aggression, or when too many 
conflicts arise, it may affect an adolescent’s psychosocial adjustment and well-being (Branje, 2018; Weymouth et al., 
2016). Indeed, some adolescents tend to internalize familial conflicts, leading to feelings of being guilty, unloved, 
and rejected, as well as beliefs of thwarted belongingness and perceived burdensomeness, contributing to consider-
ing engaging in DSH and STBs to escape these painful feelings (Kalpakci et al., 2014; Sands & Dixon, 1986). 

Besides, when young people feel a lack of social and parental support and are unable to rely on the family 
system, a sense of belongingness can be searched for and supplemented in the online context (Gámez-Guadix, 
2022). Moreover, the internet is a space where individuals can express thoughts, emotions and psychological 
distress that they have difficulty expressing in the real world (Adams et al., 2005; Bargh et al., 2002; Margherita 
& Gargiulo, 2018). Concerning DSH, research shows that some adolescents feel isolated, non-accepted, stigma-
tized, and ashamed of their behaviors, navigating online to find similar others to fulfill their support needs (Dyson 
et al., 2016; Lavis & Winter, 2020; Seko et al., 2015; Simone & Hamza, 2020). Online representations of these 
behaviors have been growing (e.g., Biernesser et al., 2020; Duggan et al., 2012; Dyson et al., 2016; Frost et al., 
2016; Lee et al., 2022; Lewis et al., 2012; Marchant et al., 2017), and there are several possible online activities 
connected with DSH (i.e., viewing, creating, and sharing content related to DSH; talking online about these be-
haviors with online or offline peers). These activities can occur on different platforms, such as social media (e.g., 
Instagram), messaging applications (e.g., WhatsApp), video platforms (e.g., TikTok), and discussion forums (e.g., 
Reddit) (Adler & Adler, 2008; Baker & Fortune, 2008; Brown et al., 2018, 2020; Giordano et al., 2022; Lavis 
& Winter, 2020; Lewis & Seko, 2016; Logrieco et al., 2021; Nesi et al., 2021; Rodham et al., 2007; Whitlock et 
al., 2006). Worldwide, research has only recently started to highlight online DSH activities on contemporary and 
adolescents’ popular social media (e.g., Instagram) (Arendt et al., 2019; Brown et al., 2018, 2020; Giordano et al., 
2022; Nesi et al., 2021), and we found no national studies that focused on DSH-related internet use. 

Online DSH Activities, Identification with DSH-Related Content Creators, DSH Diversity,  
and Suicidal Ideation

A growing body of evidence has been showing that DSH online representations sometimes lead to imitation, 
contagion, social comparisons and competitions, normalization, triggering effects, reinforcement, DSH main-
tenance, and increased SI risk (Arendt et al., 2019; Baker & Lewis, 2013; Biernesser et al., 2020; Brown et al., 
2020; Campaioli et al., 2017; Dyson et al., 2016; Jacob et al., 2017; Lewis & Baker, 2011; Lewis & Seko, 2016; 
Marchant et al., 2017; Nesi et al., 2021; Rodham et al., 2007; Seong et al., 2021; Zhu et al., 2016). Previous 
studies also indicate higher levels of suicidality in those who use the internet for suicide and DSH-related reasons 
(e.g., Bell et al., 2018; Frost & Casey, 2016; Lee et al., 2022; Seong et al., 2021). 

Research has also suggested that sometimes online DSH activities or a DSH community culture resource inte-
grate adolescents’ identity, which can increase the risk of DSH, contribute to its maintenance and higher severity, 
as well as the risk of STBs (Adler & Adler, 2008; Campaioli et al., 2017; Jacob et al., 2017; Nesi et al., 2021; 
Sternudd, 2012). Indeed, adolescence is considered a critical period for identity development, which is formed 
through the process of belonging to and identifying with social groups (Tajfel & Turner, 1979). Therefore, some 
adolescents and young adults feel the need to increase the severity of their behaviors to gain the right to claim the 
self-injurer identity; otherwise, feelings of being rejected might emerge (Jacob et al., 2017; Sternudd, 2012). Prior 
studies have not addressed quantitatively the degree of young people’s identification with DSH-related content 
creators, which might have a considerable impact on the relationship between online DSH activities, DSH, and 
SI in vulnerable adolescents and young adults. This seems particularly important since past studies have found 
differences in suicidality risk between those who only view DSH content and those who post their DSH content 
online, where posting content can be associated with an increased risk of suicide, while just passively viewing is 
not related to suicide risk - after considering other variables (Seong et al., 2021). Similarly, it is possible that those 
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who also identify themselves with DSH content creators, in search for a sense of belongingness, are at a higher 
risk on the continuum of suicidality than those who simply engage in online DSH activities, particularly when 
having a conflictual familial environment that does not satisfy these belongingness needs.

The Current Study

In line with the aforementioned, since the studies that focused on this topic are still scarce, particularly in 
Portugal, our first goal is to describe online DSH activities (viewing, creating, and sharing DSH online content; 
communicating online about DSH with people known online or offline) regarding their frequencies and the 
platforms used in a sample of adolescents and young adults (Objective 1). 

Two more goals were defined and are further discussed. It is well established that family conflicts are a major 
predisposing risk factor, and underlying reason for engaging in DSH and STBs (e.g., Aggarwal et al., 2017; 
Dieserud et al., 2010; Gulbas et al., 2015; Naz et al., 2021; Pelkonen & Marttunen, 2003; Syed & Khan, 2008). 
Furthermore, research has proved associations between DSH and SI (e.g., Andover & Gibb, 2010; Duarte et al., 
2020; Grandclerc et al., 2016; Guan et al., 2012), with a greater number of DSH methods (DSH diversity) being 
associated with an increased likelihood of lifetime suicidality (Duarte et al., 2020; Seong et al., 2021). However, 
some authors suggest that these behaviors might be protective against suicide, proposing an anti-suicide model 
(Suyemoto, 1998). As this theoretical framework still exists, we intend to replicate the effect of family conflicts on 
SI through the mediating role of DSH diversity, testing the Gateway Theory (Objective 2). 

Research shows that the family also has an important role in young people’s online risks and internet use, 
as these people may rely on the internet to satisfy support and emotion regulation needs that may not be met 
within the family (Lin, 2020; Mesch, 2006; Sela et al., 2020; Wright et al., 2021). Likewise, adolescents missing 
family support may use DSH-related content to increase their perceived group belongingness (Gámez-Guadix et 
al., 2022). It has also been shown that online DSH activities are associated with an increased risk of suicidality, 
including SI (Arendt et al., 2019; Nesi et al., 2021; Seong et al., 2021), and sometimes may contribute to the de-
velopment of a self-harmer identity, which can lead to an amplification of the behaviors (e.g., Jacob et al., 2017). 
Finally, previous findings show that DSH diversity is a strong predictor of SI (e.g., Duarte et al., 2020; Gouveia-
Pereira et al., 2022). Hence, our third objective is to test the previously mentioned mediation model by adding 
the role of online DSH activities and identification with DSH-related content creators (Objective 3, see Figure 1).

While the literature is consensual about the family risk factors that influence suicidality, including family con-
flicts, this is the first study, as far as we know, that tests a model that encompasses the role of online DSH activi-
ties, identification with DSH-related content creators, and DSH diversity in this relationship.

Identification 
with DSH-related 
content creators

Frequency of 
online DSH 
activities

DSH Diversity

Family Conflicts Suicidal Ideation

Figure 1. The Proposed Mediation Model
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Method
Participants

A total of 366 students from public and professional schools participated in this study. After removing incomplete 
and repetitive answers (n = 8), and one participant who did not accept to participate, we composed our final sam-
ple including 357 adolescents and young adults (54.1% male; Mage = 16.61, SD = 1.83), mostly nationals (93.6%), 
who studied between the 7th and 12th grade, of whom 41.5% (n = 147) reported at least one school retention. Most 
participants had a history of DSH: 50.9%, with a range from one to 13 DSH methods (M = 4.12, SD = 3.14). 
Despite being higher, the prevalence of young people in our sample reporting a previous history of DSH appears 
to be similar compared to community samples of other national studies using ICAL (e.g., 40.8%, Duarte et al., 
2020; 33.9%, Gouveia-Pereira et al., 2022). 

Measures

Family Conflict

We used the national version of the Family Climate Inventory (FCI, Teodoro et al., 2009) to evaluate whether the 
relationship between parents and their children is aggressive, critical, or conflictual. Items (sample item: “People 
often criticize each other”) were answered from 1 = Totally disagree to 7 = Totally agree. The Portuguese version 
(Teodoro et al., 2009) showed good levels of internal consistency (α =.84). In the current study, the measurement 
also presents good internal consistency (α =.82), and we computed a mean score by averaging the six items of the 
scale (M = 2.53, SD = 0.89). 

Online DSH Activities

We developed the Online DSH Activities Questionnaire, a self-report measurement to test the frequency of 
the different online DSH activities. We started with a literature review (Lewis et al., 2012; Nesi et al., 2021) 
as well as consulting clinicians and researchers with expertise in working with adolescents with DSH. Five 
items questioned the frequency of viewing, sharing, and creating DSH-related content; talking online about 
DSH with peers also known offline, and talking online about DSH with peers only known online, which were 
answered on a five-point rating scale (from 1 = Never to 5 = Everyday). We carried out an exploratory factor 
analysis using the Maximum Likelihood factoring method with Promax rotation, and applying the Kaiser cri-
teria to determine the number of factors. The analysis revealed a one-factor structure accounting for 41.7% of 
the variance, in which all items saturated (with all factor loadings greater than .52). The Kaiser-Meyer-Olkin 
test indicated sampling adequacy (KMO = .80), and Barlett’s test of sphericity corroborated the data’s suitability 
for this analysis (p < .001). We computed the online DSH activities index by means of averaging the five items 
(α = .76; M = 1.74, SD = 0.64). For each of the five items we asked the respondent which platforms they used 
for each activity (Instagram; TikTok; Facebook; Tumblr; Blogs; Forums; Reddit; WhatsApp; Telegram; Others), 
allowing the selection of more than one platform.

Identification with DSH-Related Content Creators

The Identification with DSH-related Content Creators Questionnaire is an adaptation based on the social identi-
fication scale developed by Palmonari et al. (1991) aimed at adolescents. Palmonari et al. (1991) used four iden-
tification scales, with five items each (answered from 1 = Completely disagree to 5 = Completely agree), measuring 
adolescents’ identification with the peer group (sample item: “I feel close to my peer group”), the family (sample 
item: “I feel close to my family”), with the school mates (sample item: “I feel close to my school mates), and 
with the best friend (sample item: “I feel close to my best friend”. In the present study, we have modified these 
scales, using only a scale related to identifying with DSH-related content creators. For that purpose, we asked 
the respondents to answer five items regarding the people who create online DSH-related content they consume 
(sample item: “I feel close to these people”), changing the items used by Palmonari et al. (1991), so that our items 
could refer to the people who create online DSH content.  The participants answered on a five-point rating scale 
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(from 1 = Completely disagree to 5 = Completely agree). We computed a final index from the mean of the five items 
(α = .93; M = 2.42; SD = 1.07).

Deliberate Self-Harm (DSH)

The Inventory of Deliberate Self-Harm Behaviors (ICAL) is a self-report measure that was previously validated for 
Portuguese adolescents and indicated acceptable psychometric properties (Duarte et al., 2019). The participants 
were asked to indicate the lifetime frequency of 14 DSH behaviors (e.g., cutting, biting), with a four-option re-
sponse format (“No”, “Yes – 1 time”, “Yes, 2–10 times”, “Yes, more than 10 times”). DSH diversity was ascertained 
after dichotomizing each DSH behavior (“0” for the absence of a lifetime history of the DSH method, “1” for the 
presence of a history of the DSH method) and summing all items. 

Suicidal Ideation

The Suicidal Ideation Questionnaire (SIQ, Ferreira & Castela, 1999; Reynolds, 1988) is a 30-item self-report 
measure that assesses the frequency of suicidal thoughts (from 0 = I never had the thought to 6 = Almost every day). 
The original version (Reynolds, 1988) revealed a very good level of internal consistency (α = .97), and good con-
struct validity. The Portuguese version (Ferreira & Castela, 1999) showed a very good internal consistency 
(α = .96) and an alpha of .76 in the test-retest reliability. In the current study, this measurement has also presented 
an excellent level of internal consistency (α = .98). We computed an index with the sum of all items revealing a mean 
of 34.50 (SD = 43.45), similar to the mean scores found in other studies using both a community and a clinical 
sample (e.g., M = 34.35, SD = 42.75, Duarte et al., 2020; M = 55.13, SD = 48.18, Gouveia-Pereira et al., 2022). 

Socio-Demographic Questionnaire 

The socio-demographic variables included sex, age, nationality, education (school year and the number of possible 
academic retentions), and others.

Procedure

This study was approved by the ISPA-Instituto Universitário Ethics Committee in Lisbon, Portugal (Registry 
number: I-081-5-22). Before collecting the data, we did a qualitative pre-test with six adolescents in order to 
verify if the questionnaire was easily understood and if further issues were mentioned by these six respondents. 
After this moment, the team established contact with the schools, and the principals selected different classes by 
convenience. After the consent forms were signed by both legal guardians and students, the researchers carried out 
the data collection. Questionnaires were completed during school time (approximately 30 minutes). Considering 
the sensitive nature of the topic and since the Investigators did not have a protocol for intervening in cases of high 
scores on the SIQ measure, a final section was added to the survey with various helplines and community support 
contacts in Portugal for suicide and DSH.

Statistical Analysis

Statistical analyses were performed using SPSS statistics and PROCESS macro for SPSS (version 4.1) (Hayes, 
2022). To answer our first objective, descriptive statistics were carried out to explore the online DSH activities 
variables. 

To test the mediation effects proposed in our second and third objectives, we started with conducting Pearson 
correlations between the variables of interest. We have checked the assumption of normal distribution using the 
Kolmogorov-Smirnov test, and the results revealed a non-normal distribution of all the variables (p < .001). How-
ever, the results did not grossly violate the normality assumption as the absolute values for skewness and kurtosis 
did not exceed the recommended values of two and seven respectively (Kim, 2013; Kline, 2005), thus justifying 
the use of the analysis. We used Model 6 in the SPSS PROCESS Macro with bootstrapping 5000 simulations 
to examine the significance of the indirect effects, and 95% CIBoot were provided. Importantly, a given effect was 
considered statistically significant if both the upper and lower bond of the CI were positive (entirely above zero) 
or negative (entirely below zero).
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Results
Describing the Frequencies of Online DSH Activities

The results revealed that viewing DSH online content was the activity that most participants stated having en-
gaged in, with only 20.9% of all participants reporting never viewing online DSH content (see Table 1).  In Table 
1 it is possible to see the average frequency with which participants engaged in each online DSH activity. 

Table 1. Descriptive Statistics of Online DSH Activities

Frequency

% selecting 
option 1

% selecting 
option 2

% selecting 
option 3

% selecting 
option 4

% selecting 
option 5

Online DSH activities M SD % % % % %

Viewing DSH content 2.58 1.12 20.9 25.1 35.7 11.1 7.1

Talking online with people also known offline 2.12 1.06 41.1 27.8 24.1 4.5 2.5

Talking online with people only known online 1.65 0.90 66.2 17.3 13.4 2.0 1.1

Sharing DSH content 1.47 0.83 72.0 14.2 12.2 0.3 1.4

Creating DSH content 1.20 0.59 89.0 6.2 3.7 0.3 0.8

Note. DSH: Deliberate self-harm. 
% selecting option 1, 2, 3, 4, or 5 refers to the percentage of participants selecting one of the given response options.
The presented numbers pertain to the frequency of engagement in each online DSH activity, where 1 = Never, 2 = Rarely, 3 = 
Sometimes, 4 = Almost every day, 5 = Everyday.  

Adolescents and young adults who had engaged in at least one of the online DSH activities (85.3%) used vari-
ous platforms (see Table 2). For all the online DSH activities, Instagram was the most used platform, except for 
communication with people also known offline, for which the preponderant platform was WhatsApp. 

Table 2. Platforms Used to Engage in Online DSH Activities

Online DSH 
activities

n (%)

Instagram Tiktok Facebook Tumblr Blogs Forums Reddit Whats-App Telegram Discord Outras

Viewed 
content

225  
(81.2)

187 
(67.5)

51  
(18.4)

7 
(2.5)

15 
(5.4)

19 
(6.9)

33 
(11.9)

100  
(36.1)

22 
(7.9)

55  
(19.9)

46  
(16.6)

Talked with 
peers also 
known  
offline 
about DSH

115  
(55.3)

23 
(11.1)

13 
(6.3)

1 
(0.5)

2 
(1)

2 
(1)

3  
(1.4)

162  
(77.9)

7 
(3.4)

48  
(23.1)

5 
(2.4)

Talked with 
peers only 
known  
online 
about DSH

69  
(58)

18 
(15.1)

7  
(5.9)

2  
(1.7)

3 
(2.5)

4 
(3.4)

6  
(5.0)

68 
(57.1)

6 
(5.0)

41  
(34.5)

3 
(2.5)

Shared 
content

83 
(83.8)

14 
(14.1)

9  
(9.1)

2 
(2.0)

1 
(1.0)

1 
(1.0)

2  
(2.0)

41 
(41.4)

2 
(2.0)

8 
(8.1)

7 
(7.1)

Created 
content

24 
(61.5)

14 
(35.9)

3  
(7.7)

0 
(0.0)

0 
(0.0)

0 
(0.0)

1 
(2.6)

14 
(35.9)

2 
(5.1)

6 
(15.4)

1 
(2.6)

Note. DSH: Deliberate self-harm.
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Testing the Mediation Models 

Firstly, the correlation analysis (see Table 3) showed that family conflicts were moderately positively correlated 
with DSH diversity and SI. Likewise, the findings proved a significant strong positive correlation between DSH 
diversity and SI. The results also revealed a significant weak positive correlation between family conflicts and the 
frequency of online DSH activities; a moderate positive correlation between the frequency of online DSH activi-
ties and identification with DSH-related content creators; and a weak positive relationship between identification 
and DSH diversity. See Table 4 for other significant and non-significant correlations.

Table 3. Descriptive Statistics and Pearson Correlations Between Variables

Variables M (SD) 1 2 3 4 5 Skewness Kurtosis

(1) Family conflicts  2.53 (0.89) - 0.33 -0.58

(2) Freq. online DSH 1.74 (0.64) .19** - 1.53 3.82

(3) Identification 2.42 (1.07) .13*   .44** - 0.21 -0.74

(4) DSH diversity 2.10 (3.04) .33** .10 .14** - 1.71 2.34

(5) Suicidal ideation 34.5 (43.45) .38**  .14* .15** .72** - 1.37 0.76

Note. Freq.online DSH: Frequency of online DSH activities; Identification: Identification with DSH-related content creators; 
DSH diversity: Deliberate self-harm diversity
 * p < .05, ** p < .01, *** p < .001.

Overall, the results of the regression analysis (Table 4) revealed that family conflicts were significantly positively 
associated with DSH diversity, which was significantly positively associated with SI. Also, the direct effect of fam-
ily conflicts on SI was significant.

Furthermore, the findings showed that: (1) family conflicts were significantly positively associated with the 
frequency of online DSH activities; (2) the frequency of online DSH activities was significantly positively associ-
ated with the identification with DSH-related content creators; (3) the identification with DSH-related content 
creators was significantly positively associated with DSH diversity, bringing forth a sequential mediation pathway. 
No other associations between the variables were significant. 

Table 4. Regression Analysis of Variable Relationship in Sequential Mediation Model

Result variable Predictor variable B t p

Freq. of online DSH Family conflicts .14 3.60 <.001***

Identification
Family conflicts .06 1.01 .315

Freq. of online DSH .71 8.61 <.001***

DSH diversity

Family conflicts 1.09 6.12 <.001***

Freq. of online DSH -.05 -.17 .864

Identification .32 1.98 .048*

Suicidal ideation

Family conflicts 6.21 3.25 <.001***

Freq. of online DSH 2.58 .94 .350

Identification .68 .41 .681

DSH diversity 9.71 17.49 <.001***

Note. DSH: Deliberate self-harm; Freq. of online DSH: Frequency of online DSH activities; Identification: Identification with DSH-
related content creators; DSH diversity: Deliberate self-harm diversity. B refers to the unstandardized regression coefficients. 
Due to missing data, the total sample size for de sequential mediation analysis was N = 342.

 * p < .05, ** p < .01, *** p < .001. 
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The bootstrap test results, detailed in Table 5, revealed that both the pathways we propose in Figure 1 are 
significant. Specifically, the third indirect effect (i.e., the specific indirect effect of family conflicts on SI through 
DSH diversity) was significant, fulfilling our second objective. Furthermore, a significant indirect effect (Ind 7) 
of family conflicts on SI through the frequency of online DSH activities, as well as the identification with DSH-
related content creators, and DSH diversity was also indicated, further satisfying the third objective. Thus, the 
frequency of online DSH activities, identification with DSH-related content creators, and DSH diversity partially 
and sequentially mediate the relationship between family conflicts and SI. No other indirect paths of influence 
were statistically significant.

Discussion
Description of DSH Online Activities

A considerable proportion of the community sample reported having practiced at least one of the online DSH 
activities. The participants engaged frequently in viewing online DSH content, followed by communicating on-
line with people also known offline and with people only known online. Similarly, Nesi et al. (2021) found that 
talking online with offline peers was the predominant activity, followed by viewing content, talking online with 
online peers, and, finally, sharing online DSH content. The online nature of these interactions might be appealing 
because adolescents probably feel free to share their suffering without the weight of inhibitions inherent in face-
to-face encounters (Adams et al., 2005).

Young people mostly used Instagram and WhatsApp for DSH-related online activities. Despite some impor-
tant work on Instagram (e.g., Arendt et al., 2019; Brown et al., 2018, 2020; Giordano et al., 2021) a large body 
of research focused on forums or websites specifically developed to address these behaviors (e.g., Lewis & Seko, 
2016; Whitlock et al., 2006). Only a small number of participants in this study endorsed using those sites. Thus, 
research that explores online DSH representations in more modern and popular social media (e.g., Instagram, 
WhatsApp, TikTok) is needed, as already suggested by Nesi et al. (2021).

Table 5. The Direct and Indirect Effect of Family Conflicts on Suicidal ideation

Effects Boot SE Boot LLCI Boot ULCI

Direct effect 6.205 1.910 2.448 9.962

Total indirect effect 11.442  2.120 7.494 15.884

Indirect effect 1 0.358 0.473  -0.430 1.460

Indirect effect 2  0.041  0.140  -0.236 0.362

Indirect effect 3 10.545 2.092  6.633 14.902

Indirect effect 4 0.067 0.169 -0.261 0.440

Indirect effect 5 -0.062 0.438  -0.975  0.818

Indirect effect 6 0.187 0.221 -0.217 0.665

Indirect effect 7 0.306 0.194 0.006 0.754

Note. All reported coefficients are unstandardized. Boot SE, Boot LLCI, and Boot ULCI denote the standard error, lower limit, 
and upper limit of the 95% confidence intervals for the indirect effects calculated using the bootstrap technique. 
Indirect effect 1: F. conflicts → Freq. of online DSH → SI; indirect effect 2: F. conflicts → Identification → SI; indirect effect 3: F. con-
flicts → DSH diversity → SI; indirect effect 4: F. conflicts → Freq. of online DSH → Identification → SI; indirect effect 5: F. conflicts 
→ Freq. of online DSH → DSH diversity →SI; indirect effect 6: F. conflicts → identification → DSH diversity → SI; indirect effect 7: F. 
conflicts → Freq. of online DSH → identification → DSH diversity → SI
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The Role of DSH Diversity in the Relationship Between Family Conflicts and SI

The links we found between family conflicts, DSH diversity, and SI, are in accordance with past findings 
demonstrating that family conflict is a predictive and explanatory variable of DSH and STBs (Aggarwal et al., 
2017; Dieserud et al., 2010; Gulbas et al., 2015; Naz et al., 2021; Nicolopoulos et al., 2018; O’Brien et al., 
2021; Pelkonen & Marttunen, 2003; Simes et al., 2022; Syed & Khan, 2008). Also, consistent with previous 
research, DSH diversity is positively associated with an increased SI (e.g., Duarte et al., 2020; Gouveia-Pereira 
et al., 2022). Overall, the findings examine and can be contextualized through the Gateway Theory, suggesting 
that DSH precedes a broader spectrum of STBs (Grandclerc et al., 2016; Hamza et al., 2012). By including 
family conflicts, our results also contribute to the literature and advance the knowledge regarding the Gateway 
Theory, illuminating the contextual factors that precede the association between DSH and SI. Indeed, the me-
diation analysis confirmed a significant path of influence between these variables (i.e., family conflicts → DSH 
diversity → SI). 

The Role of Online DSH Activities, Identification with DSH-Related Content Creators,  
and DSH Diversity in the Relationship Between Family Conflicts and SI

Concerning our third objective, the frequency of online DSH activities, the level of identification with DSH-
related content creators, and DSH diversity partially mediated the effects of family conflicts on SI, as a result. 
Thus, our results present us with an innovative path of influence, namely the indirect effect related to the fre-
quency of online DSH activities, identification, and DSH diversity on the relationship between family conflicts 
and SI (i.e., family conflicts → frequency of online DSH activities → identification with DSH-related content 
creators → DSH diversity → SI). To further discuss these findings, we will provide a framework in relation to 
previous research. 

Literature has shown that poor family functioning and family conflicts are positively related to adolescents’ 
internet use and internet addiction since a negative family environment becomes a source of stress (Lin, 2020); 
and might not fulfill adolescents’ social support needs (Mesch, 2006); or because it hinders young people ca-
pabilities to regulate negative emotions, contributing to the development of risky behaviors, including a prob-
lematic internet use (Sela et al., 2020). Focusing specifically on online DSH activities, young people who view 
DSH content, intentionally or accidentally, are more likely to engage in DSH or suicide due to the exposure 
itself or because they are more vulnerable and at an increased risk, to begin with, and thus being more likely to 
stumble upon problematic content (Arendt et al., 2019). Previous studies also suggest that some adolescents, 
lacking family support and feeling incapable of speaking with their family about their DSH, turn to the inter-
net to find social support, a sense of belonging, peers with similar sufferings, and an opportunity to disclose 
their DSH (Brown et al., 2020; Gámez-Guadix et al., 2022). Thus, it is comprehensible that, in our model, 
higher levels of family conflicts predict a higher frequency of online DSH activities.

Prior research has stated that online DSH activities can be triggering, lead to a greater risk of a history of DSH 
and SI, increases in DSH frequency, severity, and SI levels, and may foster imitative behaviors, which in turn may 
include the discovery and practice of new DSH methods and techniques (e.g., Arendt et al., 2019; Brown et al., 
2020; Frost & Casey, 2016; Lee et al., 2022; Lewis & Baker, 2011; Lewis & Seko, 2016; Memon et al., 2018; 
Nesi et al., 2021; Sternudd, 2012; Zhu et al., 2016). However, our findings showed that using DSH-related 
internet content and interacting online with peers regarding these behaviors is not enough to increase DSH di-
versity and SI, as we did not find significant effects between online DSH activities and the clinical variables in our 
model. Indeed, the results indicated that this effect only happens when young people possessing a background of 
family conflicts identify with the group of DSH-related content creators and view them as important (i.e., fam-
ily conflicts → frequency of online DSH activities → identification with DSH-related content creators → DSH 
diversity → SI) (indirect effect 7).

These findings can be contextualized through Social Identity Theory (Tajfel & Turner, 1979), as it argues 
that the group only influences the individuals when they identify with the group (Jetten et al., 2017), i.e. 
when group members are recognized as significant and important. Thus, this study’s results seem to be consis
tent with qualitative findings (Adler & Adler, 2008; Jacob et al., 2017; Sternudd, 2012) pointing that online 
DSH activities contribute to the development of a self-harm identity through the identification with an online 
community with whom adolescents share similar sufferings and symptoms, sometimes leading to more severe 
behaviors.
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Overall, we suggest that the ability to predict SI is higher when the frequency of online activities, identification 
with DSH-related content creators, and, in sequence, DSH diversity, along with a background of family conflicts, 
are regarded. These results seem very interesting but also concerning since both DSH diversity and SI have a 
strong impact on suicide risk (e.g., Gouveia-Pereira et al., 2022). 

Strenghts and Limitations
A major strength of this study is its innovative character regarding online DSH content representations and use. It 
not only describes online DSH engagement, as done in previous international studies (e.g., Nesi et al., 2021), but 
also brings additional understanding concerning the relationship between family conflicts and SI, highlighting a 
novel model where online DSH activities, identification with DSH-related content creators and DSH diversity 
have a role in this association. Indeed, worldwide, we found no studies on this topic. However, the current study 
is not free from limitations. Firstly, the cross-sectional design and the use of self-reported measures do not allow 
us to infer causality effects and might lead to social desirability and recall biases. The results should be treated 
with caution, as the Kolmogorov-Smirnov tests revealed a violation of the normality assumption. However, the 
absolute values of skewness and kurtosis ensured that this violation was not severe (e.g., Kline, 2005). Using 
a convenience sample also brings further limitations due to the homogeneity and size of the sample. Another 
limitation pertains to the sample’s representativeness and generalizability. For instance, 42% of the participants 
reported at least one academic retention. Even though in Portugal schools retentions are higher than the mean 
for other OECD countries (European Commission, 2020), in the current study the number of participants who 
reported being retained academically seems to be higher compared to samples of other Portuguese studies (e.g., 
Gouveia-Pereira et al., 2022; Santos et al., 2023). Moreover, the prevalence of adolescents and young adults re-
porting a previous history of DSH, and the presented mean scores of the SIQ measure, are similar to those found 
in national studies analyzing both a community and a clinical sample (Duarte et al., 2020; Gouveia-Pereira et al., 
2022). Future work should use longitudinal designs to address wider questions of causality and comprise a larger 
and randomized representative sample of the Portuguese population.

Conclusion, Implications, and Future Directions
This study highlights both the large proportion of national adolescents using DSH-related online content and 
interacting online regarding these behaviors with offline and online peers. Besides, it grants further support to 
past findings, demonstrating that family conflicts are a risk factor for SI, with DSH diversity having a role in this 
relationship. Furthermore, the most significant contribution of the current study is its novel path of influence 
that encompasses the frequency of online DSH activities and identification with DSH-related content creators 
in the previously mentioned model. This knowledge is relevant to developing prevention strategies and interven-
tions that encompass the creation of online content or further supervision of online platforms and interactions, 
bringing implications for parents, clinicians and policymakers, who need to be aware of this phenomenon and its 
possible harms. It also contributes to affirming the importance of attending to family factors regarding its role in 
suicidality and DSH-related internet use, thus making it relevant to incorporate the family system in prevention 
programs and adolescent therapy, as suggested by Cruz et al. (2014) and Gouveia-Pereira et al. (2014).

Regarding future directions, it would be relevant to replicate these findings in a clinical sample, enabling a bet-
ter identification of vulnerable adolescents and further contributing to the development of preventive and clinical 
interventions. Future studies should also focus on deepening the knowledge regarding the relationship between 
online DSH activities and identity construction, which could improve not only the knowledge in this field but 
also the clinical practice.
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The Effect of Adverse and Positive Childhood 
Experiences, Attachment, and Emotional 
Support on Adult Mental Health
Metka KUHAR   1 , Elizabeth DORRANCE-HALL   2 , and Simona PROSEN   3 

Introduction: Adverse childhood experiences (ACEs) can contribute to sig-
nificant health issues in adulthood. 
Aims: The present study seeks to understand the role of attachment and 
positive childhood experiences (PCEs) in the association between ACEs, 
self-rated emotional support and mental health. 
Methods: An online panel survey gathered data from 4,940 Slovenian 
adults aged 18 to 75. Simultaneous multiple regression path analysis 
(PROCESS) was used to test two moderation and mediation models. 
Results: Results indicate that ACEs were weakly associated with higher 
rates of anxious attachment and reduced self-rated mental health. Anxious 
attachment mediated the relation between ACEs and self-rated emotional 
support and self-rated mental health. PCEs were weakly negatively associ-
ated with anxious and avoidant attachment and interacted with ACEs in 
their effect on emotional support in adulthood. The strongest associations 
were found in the negative pathways between the two attachment styles 
(anxious and avoidant), emotional support, and self-rated mental health.
Conclusions: These findings can guide (therapeutic) interventions for in-
dividuals with a history of child adversity: interventions could focus on 
addressing insecure attachment, involve a person’s social network as well as 
recognize and support the potential role of positive childhood experiences 
as protective factors. 

Keywords: attachment anxiety, attachment avoidance, adverse and positive 
childhood experiences, self-rated mental health, self-rated emotional sup-
port 
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Introduction
Adverse Childhood Experiences (ACEs) are recognized as a major global health problem as they can have long-
lasting negative effects on physical and mental health, psychosocial functioning, and quality of life (Felitti et al., 
1998; Hughes et al., 2017; van der Kolk et al., 2005). Indeed, the severity of ACEs is recognized globally, high-
lighted by their inclusion in the United Nations Sustainable Development Goals (United Nations, 2015). Several 
constructs have been used to better understand the associations between these adverse experiences in early life and 
adult outcomes. One of the most well-known such constructs is attachment (e.g., Corcoran & McNulty, 2018; 
Muller et al., 2012; Widom et al., 2018).

The attachment theory proposed by John Bowlby (1982) states that childhood mental representations and 
attachment patterns formed during early interactions with attachment figures influence adult attachment. This 
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theory distinguishes between secure attachment, which results from consistent, sensitive interactions with caregiv-
ers, and insecure attachment, which can be further subdivided into resistant and avoidant styles (Ainsworth et 
al., 1978; Cassidy & Berlin, 1994). Securely attached children have the confidence that their carers are there to 
meet their needs. These children seek comfort from their caregivers when they are frightened, show distress when 
their caregivers leave, and are happy when they return. This attachment style develops through consistent, sensi-
tive and attentive care. Children with resistant attachment show clinginess and dependence, but also difficulties 
in being comforted. They can be very distressed when their attachment figure leaves and ambivalent when they 
return because they seek comfort but resist it. This pattern results from the caregiver’s inconsistent availability and 
responsiveness, which makes the child insecure about the caregiver’s reliability (Ainsworth et al., 1978). Children 
with an avoidant attachment show hardly any emotional reactions to the presence or absence of their attachment 
figure and may even avoid them altogether. They tend to be self-reliant and emotionally distant, often because the 
carer is unavailable or unresponsive to their needs. These children learn to suppress their emotional needs to avoid 
rejection or neglect (Cassidy & Berlin, 1994).

Adverse childhood circumstances, such as maltreatment or parental psychopathology, may precipitate the de-
velopment of “disorganized” attachment in childhood (Baer & Martinez, 2006; Main & Solomon, 1990), which 
is referred to as “unresolved” attachment in adulthood (Main & Hesse, 1990). Disorganized attachment occurs 
when a child’s need for closeness and security with their caregiver collides with their fear of the same person, 
resulting in a lack of coherent attachment strategy (Main & Solomon, 1990). This pattern of attachment is con-
sidered particularly maladaptive because it fails to provide a sense of security or a reliable strategy for dealing with 
stress and emotions. It is often associated with atypical maternal behavior as described in the AMBIANCE code 
system, which identifies disrupted communication and caregiving patterns between the caregiver and the child 
(Lyons-Ruth et al., 2013). When disorganized patterns persist into adulthood without informal or formal sup-
port and attachment-related interventions, they pose risks for the development of psychopathology (Cicchetti & 
Doyle, 2016; Mikulincer & Shaver, 2012).

Our research builds on the understanding that attachment, which is expressed not only at the psychological 
and interpersonal level but also at the neurobiological level, is a critical mechanism due to its potential for modifi-
cation, making it an appropriate target for interventions developed for people with adverse life histories (Lahousen 
et al., 2019; Schore & Schore, 2008). Attachment patterns are not static; they can change over time in response 
to life events and relational experiences, which emphasizes the importance of timely and effective interventions.

It is important to recognize the continuum of parenting behaviors, ranging from insensitive interactions to 
more severe trauma such as abuse or neglect, as well as the continuum of attachment types, ranging from inse-
cure to disorganized to attachment disorders including Reactive Attachment Disorder and Disinhibited Social 
Engagement Disorder which represent the most severe disruptions in attachment patterns (American Psychiatric 
Association, 2013). 

Our research focuses specifically on attachment insecurity and its indicators, which are assessed using brief 
screening tools for risks of avoidant and anxious tendencies. In our study, we use the terms “attachment anxiety” 
and “attachment avoidance” as used by several authors (e.g., Corcoran & McNulty, 2018; Mikulincer & Shaver, 
2005). Attachment anxiety is characterized by an excessive need for closeness and fear of rejection. Attachment 
avoidance corresponds to avoidant attachment, which is characterized by emotional distance and self-reliance. 
By identifying and measuring the signs of attachment insecurity, we aim to better understand the complex in-
teractions between adverse childhood experiences and mental health in adulthood. This approach will allow us 
to develop targeted interventions that can change attachment patterns and thus improve the psychological and 
interpersonal functioning of people with adverse life histories.

Empirical Results and Research Gaps

ACEs, Attachment and Mental Health

There is extensive research on the detrimental effects of ACEs on adult outcomes, including self-rated health 
(Felitti et al., 1998; Hughes et al., 2017; Petruccelli et al., 2019). ACEs have a significant impact on mental health 
in adulthood and contribute to a higher risk of developing depression, anxiety, PTSD and other mental disorders 
(Anda et al., 2006; Edwards et al., 2003; Hughes et al., 2017). Furthermore, the literature points to the mediating 
role of attachment in developing adverse childhood experiences into psychopathology in adulthood, which in-
cludes mental health symptoms, personality disorders, somatic symptoms and risk behaviors (Bifulco et al., 2006; 
Corcoran & McNulty, 2018; Hankin, 2005; Lin et al., 2020; Oshri et al., 2015; Riggs et al., 2007; Schimmenti 



M. KUHAR ET AL.	 The Effect of Adverse and Positive Childhood Experiences on Adult Mental Health

Eur. J. Ment. Health 2024, 19, e0031, 1–19.	 3

& Bifulco, 2015; Widom et al., 2018). Some studies, such as Corcoran and McNulty (2018), demonstrate that 
attachment anxiety and avoidance mediate the relationship between adverse childhood circumstances and sub-
jective well-being. Their research shows that people with a high level of attachment anxiety or avoidance who 
experienced adverse circumstances in their childhood have a lower subjective well-being. However, other studies 
question the universality of these pathways, pointing only at the mediating role of attachment anxiety but not 
avoidance (Lin et al., 2020; Schimmenti & Bifulco, 2015), or finding different pathways depending on the 
attachment measurement method used (self-report questionnaire or interview) (Riggs et al., 2007).

Although attachment insecurity generally correlates with various forms of psychological distress, the pathways 
are complex and are influenced by individual differences in coping mechanisms and social support systems, in-
dicating that attachment anxiety and avoidance are not deterministic but interact with a range of personal and 
environmental factors and are part of a broader interplay of circumstances that influence adult outcomes. Further 
research is needed to explore how different attachment styles influence the long-term outcomes of adverse child-
hood experiences and to identify the moderating factors that can enhance mental health.

In this study, we focus on self-rated mental health as the primary outcome variable, rather than on specific 
psychopathologies. While mental health is often equated with the absence of mental symptoms or disorders, the 
World Health Organization (2022) defines it more broadly to include subjective well-being, coping and contri-
bution to the community. Therefore, we use self-rated mental health to provide a holistic view that encompasses 
feelings of well-being or distress and their impact on functioning (Ahmad et al., 2014; Levinson & Kaplan, 2014; 
McAlpine et al., 2018). The use of self-rated mental health is relevant because the results show that correlations 
between diagnostic measures of mental health and subjectively rated mental health are modest (McAlpine et al., 
2018). Both measures capture different aspects of mental health, allowing for the possibility that someone could 
meet the criteria for mental illness while maintaining healthy aspects of mental health. Self-rated mental health 
provides additional predictive value for various outcomes (e.g., mortality and future well-being), beyond objec-
tive measures of mental health, and includes characteristics not captured by objective diagnostic measures such as 
severity, recency, persistence of symptoms and impairment of functioning (Levinson & Kaplan, 2014; McAlpine 
et al., 2018).  

ACEs, Attachment, and Emotional Support

Emotional support is often a precursor to sound mental health; it involves providing comfort and help to oth-
ers who are struggling with problems or worries (Cutrona, 1990; Cutrona & Russel, 1983). Actual received and 
perceived emotional support are not necessarily the same. The latter depends on how a person appraises potential 
support and has been linked to myriad health outcomes (Haber et al., 2007). People differ in their need for support 
as a means of coping with distress, in their ability to mobilize the support available in their social environment, in 
their ability to use the support offered, and in their satisfaction with the support (Coble et al., 1996; Sarason et al., 
1991). Attachment theory provides a useful theoretical framework for understanding these differences, particularly 
in the context of ACEs. ACEs, such as childhood abuse, neglect, or household dysfunction, can significantly dis-
rupt the development of secure attachment and have long-term effects on how people perceive and utilize emotion-
al support in adulthood. Securely attached individuals possessing a history of relationships with significant others 
who have been available and responsive to signals of distress in times of need, create an expectation that significant 
others will be available when needed and able to bring comfort and relief (Ainsworth et al., 1978; Hazan & Shaver, 
1987). This expectation, developed despite the possible presence of ACEs, allows them to effectively recognize and 
utilize available support, which is crucial for regulating distress and maintaining mental health. 

In contrast, individuals who experienced ACEs often develop insecure attachment styles due to past relation-
ships with attachment figures who were unresponsive, unavailable or rejecting in times of need. These individuals, 
whether they develop an avoidant or anxious-preoccupied attachment style, may struggle with the perception and 
utilization of emotional support in adulthood. They often develop a general belief that significant others cannot 
comfort them when they are distressed and are ambivalent or unwilling to rely on others to help them cope with 
life’s adversities (Ainsworth et al., 1978; Hazan & Shaver, 1987). Existing studies show that individuals with in-
secure attachment, particularly those shaped by ACEs, tend to report low levels of perceived support, even if the 
support is available to them (Anders & Tucker, 2000; Blain et al., 1993; Florian et al., 1995; Kobak & Sceery, 
1988; Priel & Shamai, 1995; Wallace & Vaux, 1993). 

Perceptions of lower support may be related to emotion regulation strategies that are influenced by attach-
ment qualities, especially by the attachment disruptions caused by ACEs (Brenning & Braet, 2013; Ognibene & 
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Collins, 1998), including biases regarding the availability and trustworthiness of others (Sirois et al., 2016) and 
behavioral components such as deficits in interpersonal communication skills (Anders & Tucker, 2000). People 
with anxious attachment may use hyperactivation strategies as an attempt to cope with distress and regulate 
emotions, which can lead to excessive and sometimes insatiable demands for support, reinforcing the perception 
that others are less available and sensitive to their needs (Mikulincer et al., 1993). They may also doubt that 
others can comfort them or fear the possibility of being rejected. As a result, they may distrust the intentions of 
others, interpret their responses negatively, and believe that they do not have the appropriate skills to mobilize 
available sources of support (e.g., Collins & Read, 1990; Hazan & Shaver, 1987; Mikulincer & Florian, 1997). 
Conversely, individuals with avoidant attachment typically deactivate their attachment system in distressing 
situations, use emotional disengagement as a coping strategy, maintain emotional distance from others, and 
rely predominantly on their own resources (Hazan & Shaver, 1987; Mikulincer & Shaver, 2007). Their façade 
of independence and “compulsive self-reliance” (Bowlby, 1980) may mask their distrust of others as sources of 
support and lead them to devalue any support offered as not available or necessary (Mikulincer & Shaver, 2007). 
However, there is a still a need for further research regarding ACEs influence on perceived emotional support 
(Bethell et al., 2019).

Moderating Role of Positive Childhood Experiences (PCEs) 

In addition to the well-documented harmful effects of ACEs, research has shown that positive childhood expe-
riences (PCEs) can play an important role in counteracting these negative effects. PCEs, characterized by safe, 
stable and nurturing relationships as well as supportive community and environmental factors, carry the potential 
to mitigate the negative impact of ACEs on negative mental health outcomes in adulthood and increase resilience 
(Afifi & MacMillan, 2011; Bethell et al., 2019; Crandall et al., 2019; Kuhar & Zager Kocjan, 2021; Masten & 
Cicchetti, 2016). Research has primarily focused on PCEs in the area of relationships, emphasizing the impor-
tance of secure, stable and nurturing relationships (Thornberry et al., 2013). Studies have shown that having at 
least one positive relationship with an adult in childhood can mitigate the negative effects of childhood adversity 
on later life outcomes (Bellis et al., 2017; Crouch et al., 2019). Furthermore, an individual’s experiences and 
adaptive responses to adversity are shaped by a complex interplay of factors including personal characteristics, 
community and societal resources (e.g., safe and supportive neighborhoods, schools, clubs) (Biggs et al., 2017), 
as well as natural and spiritual experiences (Bethell et al., 2019).

Research Objectives

The present study aims to:
•	 Explore the mediating role of attachment insecurity, specifically anxiety and avoidance, in the relationship 

between ACEs and self-rated emotional support and mental health: Despite an extensive research on the ef-
fects of ACEs on mental health, a notable gap exists in understanding how attachment insecurity, particularly 
anxiety and avoidance, mediates the relationship between ACEs and self-rated emotional support and mental 
health. To address this gap, the present study aims to examine the mediating effects of these attachment styles, 
providing insights into the pathways through which ACEs influence adult psychological outcomes. By explor-
ing these mediating roles, we hope to improve the understanding regarding the underlying mechanisms.

•	 Examine both direct and indirect relationships between ACEs and self-rated emotional support through at-
tachment styles: This study aims to investigate how attachment styles mediate the relationship between ACEs 
and self-rated emotional support, and how emotional support, influenced by attachment styles, may serve as 
both an outcome of ACEs and a moderator of their effects on self-rated mental health. Self-rated emotional 
support, influenced by attachment styles, may be both an outcome of ACEs and a moderator of their effects 
on mental health. Although previous research has focused on the protective or buffering effects of perceived 
versus received support in adulthood against the negative consequences of ACEs (e.g., Cheong et al., 2017; 
Runtz & Schallow, 1997; Sperry & Widom, 2013), understanding how insecure attachment might elucidate 
the connection between ACEs and perceived emotional support in adulthood remains incomplete. Despite the 
extensive research on the impact of ACEs on mental health conditions (Hughes et al., 2017), a notable gap 
exists in the literature regarding how ACEs influence perceived emotional support (Bethell et al., 2019). The 
present study seeks to fill these gaps by means of providing a comprehensive analysis of these relationships.
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•	 Examine the moderating role of PCEs in the impact of ACEs on self-rated emotional support and mental 
health: While we know that PCEs can buffer the negative effects of ACEs on mental health, the specific 
mechanisms through which they operate, particularly their role in mitigating the effects of ACEs on perceived 
emotional support and mental health, have not yet been adequately explored. The present study aims to fill 
this gap through investigating how PCEs influence the relationship between ACEs and self-rated emotional 
support and mental health. Understanding these mechanisms is crucial for the development of developing 
interventions that utilize PCEs to strengthen resilience and improve mental health in people with ACEs.

By systematically exploring the role of attachment insecurity and PCEs in the context of ACEs, this study aims 
to provide insights that can further inform the development of therapeutic and preventive strategies to mitigate 
the harmful effects of ACEs.

Our proposed model is based on a serial mediation approach that examines perceived emotional support as an 
antecedent of self-rated mental health. This perspective derives from evidence suggesting that self-rated emotional 
support and self-rated mental health can predict outcomes such as physical well-being, health use and expenditure 
(Cohen & Wills, 1985; McAlpine et al., 2018; Nguyen et al., 2015). 

Hypotheses

	 Based on the theoretical overview, we postulate the following hypotheses (presented in Figure 1): 
•	 Hypothesis I: Higher numbers of ACEs are negatively associated with self-rated (a) emotional support and (b) 

mental health. 
•	 Hypothesis II: 	Higher numbers of ACEs are positively associated with (a) avoidant and (b) anxious attach-

ment. 
•	 Hypothesis III: The association between ACEs and self-rated mental health is mediated by (a) attachment 

avoidance and anxiety and (b) self-rated emotional support. 
•	 Hypothesis IV: PCEs are negatively associated with (a) avoidant and (b) anxious attachment. 
•	 Hypothesis V: 	PCEs moderate (reduce) the direct negative association between ACEs and self-rated (a) emo-

tional support and (b) mental health.

Anxious/
Avoidant

Attachment

Adverse 
Childhood 

Experiences Mental Health

Emotional 
Support

Positive
Childhood

Experiences

H3

H2+

H1-

H1-

H5-

Figure 1. Conceptual Moderation and Mediation Model Portraying the Hypothesized Associations Between ACEs, PCEs,  
Attachment Qualities, Self-Rated Emotional Support, and Mental Health

Note. H4 predicts direct associations between PCEs and attachment and is not depicted in Figure 1. H3 predicts the indirect association 
from ACEs to self-rated mental health through attachment and perceived emotional support. Anxious and avoidant attachment models 
were run separately.
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Method
Participants and Data Collection

We tested the model on a large sample of Slovenian adults with demographic characteristics similar to those of 
the general Slovene population. Although a former Yugoslav republic, Slovenia was the “westernmost” country of 
the Eastern European communist bloc, gaining independence in 1991 and joining the EU in 2004. In terms of 
demographic, family, and child-rearing trends, Slovenia is considered more modern than Eastern and Southern 
Europe and quite like Western countries (e.g., Švab et al., 2012). Therefore, we assumed that the used constructs 
apply to the Slovenian population in a similar way as to other Western populations.

Participants were recruited from an online survey panel run by a Slovene research agency using nonprobability 
quota sampling based on the demographic characteristics regarding the population of Slovenia aged between 18 
and 75 years. The panel consists of individuals who have given their informed consent in advance to participat-
ing in online surveys and receive a small compensation for their participation. We conducted a computerized 
web survey that was fully completed by 4,940 panelists. Data collection took place between February and 
October 2019. Data were weighted by gender, age, education, and statistical regions to reduce potential bias 
and ensure an accurate reflection of the population. The weighting was done through an iterative proportional 
adjustment process that matches survey respondents to population benchmarks. Demographic benchmarks 
were obtained from the SiStat data portal (Statistical Office of the Republic of Slovenia (SURS), 2018). The 
characteristics of the survey sample are presented in the online appendix. In the weighted study sample, women 
accounted for 49.1% and men for 50.9% of the participants. The average participant age was 46.7 years 
(SD = 15.3 years). In terms of their education, 43.9% of the participants completed only primary school, 
31.0% completed secondary school and 25.0% completed a post-secondary or tertiary education. Participants 
also provided a self-assessment of their household’s material living conditions, with 40.3% reporting below 
average material living conditions, 45.1% reporting average material living conditions, and 14.7% reporting 
above average material living conditions. The study was approved by the National Medical Ethics Committee 
of the Ministry of Health (0120–236/2019/4).

Measures 

Adverse Childhood Experiences

Adverse childhood experiences (ACEs) were measured with ten items asking about a variety of negative experi-
ences based on Felitti et al. (1998), Dube et al. (2003), and the Behavior Risk Factor Surveillance System 
(Centers for Disease Control and Prevention, n.d.) – for the full items see Kuhar & Zager Kocjan, 2021). Five 
items measured child maltreatment (i.e., physical abuse, emotional abuse, sexual abuse, physical neglect, and 
emotional neglect), and five items measured household dysfunction among the adults in the household (i.e., 
domestic violence, mental illness, substance abuse, incarceration, death/separation of parents). The items on child 
maltreatment were on a scale from never (1) to very often (5). Household dysfunction items were dichotomous 
(yes/no). If a participant indicated that at least one of the items for a single ACE was present (answering yes to 
the items on household dysfunction) or that he or she had experienced the adverse situation at least a few times 
(answering sometimes, often, or very often to physical and emotional abuse and neglect items) by the age of 18, a 
score of 1 was given for that ACE. In the case of sexual abuse, 1 was also given for the answer once for any of the 
corresponding items. Once the scores were assigned, all items were summed to create an ACE composite variable 
that ranged from 0–10. In this study, the 10-item scale was reliable (α = .75).

Positive Childhood Experiences

Positive childhood experiences (PCEs) were assessed with 13 items from the Resilience Questionnaire (Rains & 
McClinn, 2013). Example items include, “When I was little, my mother/father loved me”, and “My parents or 
guardians had the help of relatives, neighbors, or other people.” Response options ranged from not at all true (1) 
to completely true (5). The response options 1–3 were recoded as 0 and 4–5 were recoded as 1. All items were 
summed to create a composite PCEs variable that ranged from 0–13. The 13-item scale was reliable (α = .88).
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Attachment

Attachment qualities were assessed using Carver’s (1997) Measure of Attachment Qualities (MAQ) scale. Re-
sponse options ranged from not at all true (1) to completely true (5). As we have been specifically interested in 
the impact of insecure attachment styles on adult self-rated emotional support and mental health, the secure 
attachment sub-scale, while obviously important in attachment theory, was excluded from the data analysis as it 
was not relevant to the set hypotheses.

Avoidance was measured using three items from the avoidance sub-scale of the MAQ: we conducted a 
maximum likelihood exploratory factor analysis on the data of all five items originally included into the sub-scale, 
and found that two of the items did not load onto the same factor as the rest of the items; they were therefore 
omitted (see Online Appendix).

The items included were “I prefer not to be too close to others”, “It’s not hard for me to maintain closeness with 
others”, and “I get uncomfortable when someone wants to be very close.” The items were averaged to create an 
attachment avoidance composite variable that ranged from 1–5. The three-item scale’s reliability was acceptable 
(α = .61). Dropping the reverse coded item improved reliability to α = .73, however, testing the models with the 
two-item version of attachment avoidance did not change the results, so the three-item variable is reported here. 

Anxiety was measured via six items from the worry and merger anxiety sub-scales of the MAQ. A maximum 
likelihood factor analysis indicated that all six items load onto one factor (see Online Appendix). Example worry 
items include “I often worry that my partner doesn’t really love me” and “I often worry my partner will not want 
to stay with me.” Example merger items include “I have trouble getting others to be as close as I want them to 
be” and “I find others are reluctant to get as close as I would like.” Because both worry and merger are indicative 
of anxious attachment, the two sub-scales were averaged to create an anxiety composite score for each participant 
that ranged from 1–5. The six-item scale was reliable (α = .79).

Self-Rated Emotional Support

A single item (cf. Bethell et al., 2019) assessed emotional support “How often do you receive emotional support 
when you need it?” Response options ranged from never (1) to always (5). On average, participants reported re-
ceiving emotional support above the scale midpoint. 

Self-Rated Mental Health

A single item assessed mental health (Ahmad et al., 2014; Levinson & Kaplan, 2014; McAlpine et al., 2018) with 
the question, “My mental health is:” Response options ranged from very poor (1) to very good (5). On average, 
participants reported good mental health. 

Data Analysis

Descriptive statistics and correlations were calculated. All study variables had skew and kurtosis values between 
-1.0 and +1.0, indicating normal distribution (see Table 1). 

To analyze the proposed model (see Figure 1), two mediation and moderation models were tested using Hayes’ 
(2017) PROCESS macro for SPSS (Model 85). Control variables included gender, age, education level, and the 
other type of attachment (avoidant attachment in the anxious model, anxious attachment in the avoidant model). 

ACEs were included as the independent variable, avoidant (Model 1) and anxious (Model 2) attachment and 
self-rated emotional support as serial mediators, and mental health as the dependent variable (H1–3). Serial 
mediators (i.e., 1) avoidant or anxious attachment and 2) self-rated emotional support) create a hypothesized 
causal chain linking an independent variable with two or more mediating variables and then a dependent variable 
(see Figure 1 for depiction). PCEs were included as moderators in the relationships between ACEs and self-rated 
emotional support/mental health (H5). A moderator (i.e., PCEs) is predicted to change the relationship between 
an independent and dependent variable. PROCESS simultaneously tests the direct associations between modera-
tors and outcomes. These statistics were used to answer H4. The Likert scales included in our models are similar 
to interval level data with evenly spaced response options (see Norman, 2010; Sullivan & Artino, 2013). As such, 
we used multiple regression to test our hypotheses.
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Results
Descriptive Statistics 

Table 1 includes descriptive statistics (mean, standard deviation, minimum and maximum values) for all scales, as 
well as correlations among the study variables. 

Table 1. Descriptives and Bivariate Correlations

Variables (Min.-Max.) Mean (SD) Skewness (SE) Kurtosis (SE) 1 2 3 4 5 6

1. ACEs (0–10) 	2.37	 (2.20) 	 .87	 (.04) 	 -.06 	 (.07) -

2. PCEs (0–13) 	8.94	 (3.41) 	 -.79	 (.04) 	 -.26 	 (.07) -.51* -

3. Avoidance (1–5) 	2.41	 (.74) 	 .21	 (.04) 	 .13 	 (.07) .16* -.24* -

4. Anxiety (1–5) 	2.43	 (.71) 	 .36	 (.04) 	 .16 	 (.07) .21* -.25* .42* -

5. Emo. Support (1–5) 	3.56	 (1.23) 	 -.50	 (.04) 	 -.65 	 (.07) -.25* .38* -.29* -.33* -

6. Mental Health (1–5) 	4.01	 (.90) 	 -.83	 (.04) 	 .57 	 (.07) -.27* .27* -.31* -.40* .29* -

Note. ACEs = adverse childhood experiences, PCEs = positive childhood experiences, Emo. Support = perceived emotional sup-
port. Pearson’s correlation is reported for ACEs and PCEs. All other correlations are Spearman’s rho.
*p < .001.
All significant correlations have p values less than .001. 

Associations Between Sociodemographic Variables and Study Measures

Participant age had a weak negative association with PCEs (ρ = -.11, p < .001), avoidance (ρ = -.05, p < .001), 
anxiety (ρ = -.15, p < .001), and self-rated emotional support (ρ = -.13, p < .001) indicating that older partici-
pants reported fewer PCEs, lower avoidance and anxious attachment, and reduced emotional support. Age had a 
small positive association with mental health (ρ = .13, p < .001) indicating that older participants reported better 
mental health. Education level had a weak positive association with PCEs (ρ = .15, p < .001), perceived emotional 
support (ρ = .09, p < .001), and mental health (ρ = .07, p < .001). Education level had a weak negative association 
with ACEs (ρ = -.08, p < .001) and anxious attachment (ρ = -.13, p < .001). 

Men and women significantly differed on ACEs, PCEs, avoidance and anxious attachment, self-rated emo-
tional support, and mental health (see Table 2). Men reported higher PCEs and mental health whereas women 
reported higher ACEs, self-rated emotional support, avoidance and anxious attachment. Effect sizes for these dif-
ferences were small. Due to significant differences by gender and the association of age and education level with 
the study variables, these variables were included as control variables in the subsequent models.

Table 2. Comparing Study Variables by Participant Gender

Variable Women Men t df p d

M SD M SD

ACEs 2.61 2.35 2.14 2.01 7.47 4937 <.001 .21

PCEs 8.71 3.42 9.17 3.39 4.67 4818 <.001 .14

Avoidance 2.47 0.76 2.36 0.71 5.05 4923 <.001 .14

Anxiety 2.45 0.73 2.42 0.70 1.32 4923    .190 .04

Emo. Support 3.68 1.17 3.45 1.28 6.63 4937 <.001 .13

Mental Health 3.87 0.92 4.14 0.86 10.53 4937 <.001 .30

Note. Mann-Whitney was used to calculate difference scores for self-rated emotional support and mental health. 
All other difference scores were calculated using t-tests.

Cross-Correlations

ACEs had a moderate negative association with PCEs and weak negative associations with self-rated emotional 
support and self-rated mental health (see Table 1). ACEs had weak positive associations with attachment avoid-
ance and anxiety. Avoidance and anxiety had weak negative associations with PCEs and weak-to-moderate nega-
tive associations with self-rated emotional support and good mental health. 
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Model Analyses

The models accounted for 24.9% of the variance in self-rated emotional support and 28.2% of the variance in 
mental health. The strongest pathways in the model were between the two types of attachment, perceived emo-
tional support, and perceived mental health. ACEs and PCEs contributed less but indicated some significant 
trends. Model results are presented in Figures 2-3.
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Figure 2. Anxious Attachment Serial Mediation and Moderation Model

Note. Dashed lines indicate nonsignificant paths, light lines indicate very small effect sizes that should be interpreted with caution. Effects 
(B) are unstandardized. Because the model including Avoidant Attachment as mediator includes Anxious Attachment as control variable and 
vice versa, the results of PCE and ACE on Emotional Support and Mental Health remain the same throughout the two models.
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Figure 3. Avoidant Attachment Serial Mediation and Moderation Model

Note. Dashed lines indicate nonsignificant paths, light lines indicate very small effect sizes that should be interpreted with caution. Effects 
(B) are unstandardized. Because the model including Avoidant Attachment as mediator includes Anxious Attachment as control variable and 
vice versa, the results of PCE and ACE on Emotional Support and Mental Health remain the same throughout the two models.
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ACEs’ Direct Associations

H1 predicted that higher numbers of ACEs are negatively associated with self-rated (a) emotional support and (b) 
mental health. As predicted, ACEs had a weak and negative association with self-rated mental health but were not 
significantly associated with self-rated emotional support in either model (see Table 3). Only H1b was supported. 

H2 predicted that higher levels of ACEs are positively associated with (a) avoidant and (b) anxious attachment. 
In the models, ACEs were not significantly associated with reports of avoidant attachment (H2a) but had a small 
positive association with reports of anxious attachment, thereby supporting H2b.

Table 3. ACE, PCE, Attachment, Perceived Emotional Support, and Mental Health Direct, Indirect, and Conditional Path Model 
Results

Path B SE CI [lower, upper]

Avoidant Attachment Model

Direct Paths

ACE → Avoidant Attachment -.003 .012 	 [-.026,	 .020]

ACE → Emotional Support  .004 .018 	 [-.032,  	 .040]

ACE → Mental Health -.029* .013 	 [-.055, 	 -.003]

PCE → Avoidant Attachment -.040*** .005 	 [-.050, 	 -.030]

PCE → Emotional Support  .103*** .008 	 [.088,  	 .119]

PCE → Mental Health  .025*** .006 	 [.013,   	.036]

Avoidant Attachment → Emotional Support -.219*** .022 	 [-.263, 	 -.176]

Avoidant Attachment → Mental Health -.169*** .016 	 [-.201, 	 -.137]

Emotional Support → Mental Health  .105*** .011 	 [.085,   	.126]

ACE*PCE → Avoidant Attachment  .002 .001 	 [-.001, 	 .004]

ACE*PCE → Emotional Support -.006** .002 	 [-.010, 	 -.002]

ACE*PCE → Mental Health -.003t .002 	 [-.006,  	 .000]

Indirect Paths

ACE → Emotional Support → Mental Health -.004* .001 	 [-.006, 	 -.002]

ACE → Avoidant Attachment → Mental Health -.002 .001 	 [-.003,  	 .001]

ACE → Avoidant Attachment → Emotional Support → Mental Health -.0002 .001 	 [-.002,  	 .000]

Anxious Attachment Model

Direct Paths

ACE → Anxious Attachment  .024* .011 	  [.002,  	 .046]

ACE → Emotional Support  .004 .018 	 [-.032,  	 .040]

ACE → Mental Health -.029* .013 	 [-.055, 	 -.003]

PCE → Anxious Attachment -.030*** .005 	  [-.039, 	 -.020]

PCE → Emotional Support  .103*** .008 	  [ .088,  	 .119]

PCE → Mental Health  .025*** .006 	  [.013,  	 .036]

Anxious Attachment → Emotional Support -.340*** .024 	  [-.386, 	 -.294]

Anxious Attachment → Mental Health -.312*** .018 	 [-.346,  	-.277]

Emotional Support → Mental Health  .105*** .011 	 [.085,   	.126]

ACE*PCE → Anxious Attachment  .0004 .001 	 [-.002,   	.003]

ACE*PCE → Emotional Support -.006** .002 	 [-.010, 	 -.002]

ACE*PCE → Mental Health -.003t .002 	 [-.006,   	.000]

Indirect Paths

ACE → Emotional Support à Mental Health -.004* .001 	 [-.007,  	-.002]

ACE → Anxious Attachment à Mental Health -.009* .002 	 [-.012,  	-.005]

ACE → Anxious Attachment → Emotional Support → Mental Health -.001* .000 	 [-.002,  	-.001]

Note: ACEs = adverse childhood experiences, PCEs = positive childhood experiences. Control variables include age, gender, edu-
cation level, and the other attachment style. Because the model including Avoidant Attachment as mediator includes Anxious 
Attachment as control variable and vice versa, the results of PCE and ACE on Emotional Support and Mental Health remain the 
same throughout the two models. 

*p < .05, **p < .01, ***p < .001, t indicates p < .100.
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Attachment Mediation

H3 predicted that (a) avoidant and (b) anxious attachment and self-rated emotional support mediate the associa-
tion between ACEs and self-rated mental health. Each model contained three indirect effects (see Figure 1). In the 
avoidant attachment model, the association between ACEs and self-rated mental health through emotional sup-
port was negative and significant. The association between ACEs and self-rated mental health through avoidant 
attachment was not significant, nor was the association between ACEs and mental health through both avoidant 
attachment and emotional support. 

All three indirect effects were significant in the anxious attachment model. The association between ACEs and 
self-rated mental health through emotional support was negative and significant. The association between ACEs 
and self-rated mental health through anxious attachment was negative and significant. Finally, the association be-
tween ACEs and self-rated mental health through both anxious attachment and emotional support was negative 
and significant. H3 was partially supported (see Table 3). 

PCE’s Direct Association

H4 predicted that positive childhood experiences are negatively associated with (a) avoidant and (b) anxious 
attachment. As predicted, PCEs had a small negative association with avoidant attachment and anxious attach-
ment, supporting H4a and H4b. 

Moderation

H5 predicted that PCEs moderate (i.e., reduce) the direct negative association between ACEs and self-rated (a) 
emotional support and (b) mental health. In both models, the interaction between ACEs and PCEs related to 
emotional support was very small but negative and significant, indicating that PCEs moderated the association 
between ACEs and self-rated emotional support (see Figure 4). However, the moderation effect did not work 
in the proposed direction. The interaction between ACEs and PCEs related to self-rated mental health was not 
significant. 
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Figure 4. The Interaction of ACEs and PCEs On Perceived Emotional Support
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Discussion
Our study aimed to decipher the role of adult insecure attachment (avoidant and anxious) and PCEs in the corre-
lation between ACEs and self-rated mental health and emotional support in adulthood. Although our findings are 
consistent with previous literature, they also yield unique insights and contributions. It is important to note that 
we attempted to capture these constructs using brief screening procedures and measurement instruments rather 
than more in-depth, multilevel instruments. While this approach grants us a broad overview, it may not provide 
the depth and specificity of more comprehensive instruments. Therefore, our results should be interpreted with 
caution. That said, the strongest (and likely most important) associations were observed for the pathways between 
the two attachment styles, emotional support and mental health. Both types of attachment were negatively associ-
ated with perceived (a) emotional support, and (b) mental health. Pathways in the model from ACEs and PCEs 
contributed less but offered some significant indicative trends. 

First, we found that ACEs have a weak but direct impact on self-rated mental health, confirming previous 
findings (Felitti et al., 1998; Hughes et al., 2017). However, in contrast to the reports of some studies with 
high-risk samples (Caravaca-Sanchez et al., 2019; Schüssler-Fiorenza Rose et al., 2016), our results did not show 
a significant direct association between ACEs and self-rated emotional support. This divergence might be due 
to our “low-risk sample”, which is not specifically targeted at high-risk groups with known mental illness. Our 
sample might be considered “low-risk” given the low mean number of ACEs (M = 2.37 out of 10) and the 
relatively high perceived emotional support (M = 3.56 out of 5) reported by the participants. This may explain 
the lack of significant correlation between ACEs and self-rated emotional support, in contrast to the significant 
association between ACEs and self-rated mental health, which may be more sensitive to variation in a broader 
population. This observation warrants more focused future research to identify possible patterns in the relations 
between ACEs and perceived emotional support, perhaps taking into account the possible differences of perceived 
emotional support across different relationships. Our second hypothesis was only partially confirmed. While 
ACEs showed a weak positive association with anxious attachment, no such relationship was found with avoidant 
attachment. While this contradicts some previous studies (Erozkan, 2016; Taunton et al., 2021), it aligns with 
others (Hatton-Bowers et al., 2023). One possible explanation for this discrepancy lies in the nature of avoidant 
attachment, which can involve minimising the importance of negative life experiences (Muller, 2009); this may 
bias retrospective reports of ACEs submitted by avoidantly attached adults. Additionally, including disorganized 
attachment in the study might have revealed a stronger link between ACEs and attachment. It is also plausible 
that insecure attachment arises not only from ACEs but from other factors within or beyond the family envi-
ronment (e.g., parental insensitivity), or that a different attachment measure could have yielded different results.

Although our third hypothesis was only partially supported, our study offers nuanced insights into the me-
diating role of different attachment styles in the relationship between ACEs, perceived emotional support and 
self-rated mental health in adults. Our analysis found a weak but significant pathway from ACEs, through at-
tachment styles, to perceived emotional support and then to self-rated mental health that was significant only for 
anxious attachment. In contrast, the mediation pathway was not significant in the avoidant attachment model. A 
possible explanation for this finding could be that avoidant people are inherently less likely to reach out to their 
networks for emotional support or expect support availability from their networks, which could potentially affect 
the perceived emotional support. In both models, perceived emotional support acted as a significant mediator of 
the negative association between ACEs and mental health. This finding confirms the existing literature that un-
derscores the importance of emotional support in mitigating the adverse effects of ACEs (Corcoran & McNulty, 
2018; Lin et al., 2020; Widom et al., 2018). Furthermore, our study extends this discussion by highlighting the 
differential mediating role of anxious and avoidant attachment styles, thus providing a more nuanced understand-
ing of how these factors interplay to influence self-rated mental health, a key indicator of overall health and well-
being (McAlpine et al., 2018). However, these findings should be interpreted with caution given the small effect 
sizes and cross-sectional nature of our data. We argue that the observed associations provide a weak but valuable 
snapshot, suggesting plausible pathways that are theoretically consistent with existing literature. These findings 
highlight the necessity for longitudinal studies to examine the temporal dynamics of these relationships.

Consistent with previous research (Bethell et al., 2019), our findings highlight the protective role of positive 
childhood experiences (PCEs) in the context of adverse childhood events. In particular, our weak but significant 
findings consolidate the finding that PCEs are inversely related to avoidant and anxious attachment styles, sup-
porting H4a and H4b. Our moderation analysis provides additional insights. While H5 assumed that PCEs 
would mitigate the negative impact of ACEs on self-rated emotional support and mental health, our findings 
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reveal a more complex picture. Specifically, we found that the interaction of ACEs and PCEs had a small but 
significant negative impact on perceived emotional support. When ACEs were low, high PCEs boosted perceived 
emotional support. However, for those who experienced high ACEs, PCEs did not boost perceived emotional 
support nearly as much.  However, the expected moderation of the association between ACEs and mental health 
by PCEs was found to be at a trend level of significance (p = .082). This non-significant finding may be due to 
the inclusion of emotional support in the model containing mental health (indeed, when running the model 
without emotional support, this interaction was small but significant (p = .035). This means that PCE’s impact 
on perceived mental health overall could be mediated or affected by other factors.

Strenghts and Limitations
One of this study’s main strengths and limitations lay in the fact that self-rated emotional support and mental 
health were each measured with a single item. This approach allows for a straightforward and efficient assessment 
that captures the most important aspects of the constructs in question. However, it may also limit the ability to 
capture the full complexity and nuance of these experiences. The reliance on single-item measures may not fully 
grasp the variability and multidimensional nature of emotional support and mental health, thus compromising 
the depth of the results. Furthermore, the degree of avoidant attachment tendencies was assessed with only three 
items. While this approach is a useful screening tool to identify risk for avoidant tendencies, it may not be as in-
depth and extensive as more comprehensive measures. Therefore, results related to avoidant attachment should 
be interpreted with caution. In addition, the effect sizes for indirect and moderating effects were small. Our large 
sample size likely influenced our ability to detect significance in small effects. Despite this, some direct effects were 
robust, including the link between attachment and perceived (a) emotional support and (b) mental health. In 
addition, our models accounted for 25% of the variance in emotional support and 28% of the variance in mental 
health, indicating their strength.

Besides, our study was based on self-reports with strengths and limitations as previously described, such as the 
use of the online research panel (Kuhar & Zager Kocjan, 2021). Respondents knew the topic of the survey before 
they agreed to participate, which can lead to motivation bias. Those who chose to participate may have a particu-
lar interest in the topic or personal experience with the issues discussed, which may bias the results. The fact that 
ACEs and PCEs were reported retrospectively, and attachment qualities, self-rated mental health and emotional 
support were reported as cross-sectional data should also be considered when reporting or generalizing findings. 
ACE’s provided self-reports may be biased by concurrent mental health factors, such as depression and psycho-
logical distress (Colman et al., 2016). Attachment qualities were measured using self-report, which may bias 
responses (Brennan et al., 1998). Objectively measured ACEs and PCEs would allow researchers to explore their 
influence on attachment without concerns about attachment styles biasing retrospective accounts of parent-child 
interactions. A limitation regarding the self-rated measure of mental health is that somatic symptoms or physical 
complaints may influence the perceived state of mental health. However, subjective assessments of mental health 
can also capture symptoms, difficulties, and reactions to life events (e.g., the end of a love relationship) that are 
not classified as psychiatric disorders (Levinson & Kaplan, 2014; McAlpine et al., 2018). This broad perspective 
is valuable because many mental health challenges remain undiagnosed, and a single-item assessment on a five-
point scale can serve as an effective screening tool to identify individuals who might benefit most from treatment 
(Mawani & Gilmour, 2010; McAlpine et al., 2018; Nguyen et al., 2015). This approach increases the prognostic 
importance of self-rated mental health, providing additional predictive value to outcomes such as mortality and 
future well-being. 

Conclusion, Implications and Future Direction
This study examined the complex relations between both adverse and positive childhood experiences (i.e., ACEs 
and PCEs), adult attachment qualities, and outcomes in adulthood (i.e., self-rated mental health and emotional 
support). The results suggest that among a large number of Slovene adults, PCEs may help mitigate the negative 
associations between ACEs and the mentioned outcomes. In addition, the findings indicate that ACEs are associ-
ated with increased tendencies toward insecure attachment qualities whereas PCEs appear to be associated with 
reduced tendencies toward these insecure attachment patterns. 
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These findings can guide interventions for individuals with history of child adversity to (also) focus on address-
ing insecure attachments as intervention targets – not only for children (e.g., Bakermans-Kranenburg et al., 2003) 
but also for adults (Daniel, 2006). Insecure attachment can be effectively treated through various therapeutic 
interventions, such as Dyadic Developmental Psychotherapy (Hughes, 2017) or Emotionally Focused Therapy 
(Johnson & Greenman, 2006). Interventions could also involve a person’s social network – not only to show them 
how to think differently about emotional support, but also to ensure that they actively seek support from their 
network. This could be particularly relevant for interventions aimed at couples and could focus not only on help-
ing the person with the insecure attachment to be more receptive to the support available, but also on the “sup-
port person” adjusting their own behavior to facilitate this process. Furthermore, the findings suggest that clinical 
interventions for individuals with adverse childhood histories could benefit from a comprehensive understanding 
of how these experiences may influence their relationships and interactions in adulthood. In addition, the role of 
PCEs should be recognized and supported. This study provides initial evidence on the strength of PCEs, which 
could be fostered through various programs that aim to provide each child with at least one adult caregiver or 
“mentor” type relationship. Such a relationship can serve as a PCE and help reduce some of the negative effects of 
the possible ACEs that children may experience. 

In order to build on the results of this study, future research should address several critical areas. Longitudi-
nally gathered data would provide more nuanced insight into the dynamic interactions of ACEs, PCEs, attach-
ment and their role in adulthood well-being. Although longitudinal data were not used in this study, the study 
variables were time-ordered (i.e., ACEs/PCEs occurred prior to our findings), which theoretically underpins our 
mediation models as a methodologically sound approach to examining the associations between these variables. 
Furthermore, we suggest that subsequent research utilize longitudinal designs to verify and extend our findings 
and provide a clearer picture of how these early experiences and attachment styles evolve over time, influencing 
perceived mental health and emotional support in adulthood.

Future research should include the severity of different types of mental health problems and consider whether 
perceptions of emotional support vary across the different networks in the person’s life (e.g., they may feel very 
supported by their friends but not by their siblings). Additionally, it should also consider disorganized attachment 
which is associated with a particularly high vulnerability to later psychological difficulties, especially dissociative 
experiences (Brothers, 2014) – perhaps the relationship between ACEs and disorganized attachment would prove 
to be stronger. Future research should also distinguish between different types of ACEs (e.g., abuse, neglect, 
household dysfunction), as evidence suggests that different adversity types contribute to different outcomes, 
including attachment qualities (e.g., Widom et al., 2018). This distinction could lead to a more nuanced under-
standing of the specific impact each type of adversity produces on mental health and attachment.
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Online Appendix 

Online Table 1. Demographic Characteristics and Descriptive Statistics of Main Study Variables for the Total Sample

Total sample

UnW No. W % / M (SD)

Age 4,939 46.7 (15.3)

Gender

    Male 2,513 50.9

    Female 2,426 49.1

Education

    Less than high school 1,886 38.2

    High school 1,533 31.0

    Post-secondary and graduate 1,236 25.0

Note. UnW = unweighted, W = weighted.

Online Table 2. Exploratory Factor Analysis Results for Anxious Attachment

Item Factor Loading

Worry Subscale

I often worry that my partner doesn't really love me. .732

I often worry my partner will not want to stay with me. .766

*I don’t worry about others abandoning me. .392

Desire for Merger Subscale

I have trouble getting others to be as close as I want them to be. .735

My desire to connection sometimes scares people away. .507

I find others are reluctant to get as close as I would like. .606

Note. *Reverse coded item.

Online Table 3. Exploratory Factor Analysis Results for Avoidant Attachment

Item Factor Loading

I prefer not to be too close to others. .790

I get uncomfortable when someone wants to be very close.  .727

I find it easy to be close to others.* .315

Note. *Reverse coded item.
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Introduction: Loneliness has been considered a major public health and 
policy concern, with substantial physical and mental health impacts. The 
University of California and Los Angeles Loneliness Scale (UCLA-LS) is 
one of the most widely used scales for measuring loneliness but it does not 
have robust psychometric properties among adolescents. 
Aims: To evaluate the psychometric properties of the Hungarian UCLA-LS 
among adolescents.
Methods: The sample includes a total of 2508 students, 57.3% females, 
aged between 14 and 21 years. Studying psychometric properties, inter-
nal reliability and criterion-related validity were measured. The sample was 
randomly divided into two parts to examine the factorial structure: one 
part was used for exploratory factor analysis (EFA) and the other was used 
for confirmatory factor analysis (CFA).
Results: The UCLA-LS showed good internal consistency. Its total score and 
the single-item measure showed a small correlation, and also indicated a sig-
nificant moderate association with hopelessness and self-reported well-being. 
Based on the EFA, we identified two factors with 51.7% of the total variance 
explained. In the CFA, the two-factor model demonstrated a good fit. 
Conclusions: The findings suggested that the Hungarian UCLA-LS can 
be a reliable and valid tool for adolescents to measure some dimensions of 
loneliness. We confirmed the non-normal, relatively skewed distribution 
of the scale. We can conclude that the UCLA-LS measures a trait charac-
teristic of loneliness. In the adolescent population, it is recommended to 
use further measures of loneliness to gain more information about the fre-
quency and nature of the multi-faceted mental representation of loneliness. 

Keywords: loneliness, adolescence, validity, reliability, UCLA Loneliness 
Scale
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Introduction
The term loneliness is one of the uniquely human states which are hard to define but appear universal, it seems to 
be present in all cultures (Jones et al., 1985; Wilson et al., 1992).  Although the commonly used definitions may 
differ somewhat, most of them incorporate certain elements such as an unpleasant subjective experience, when an 
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individual perceives that the quality and/or quantity of their social network is insufficient (Hawkley & Cacioppo, 
2010; Peplau & Perlman 1979).  Based on recent studies, loneliness is a common experience worldwide with a 
pooled prevalence of 9.2% to 14.4% for adolescents, and the COVID-19 pandemic resulted in a small increase 
in loneliness (Barreto et al., 2021; Ernst et al., 2022; Surkalim et al., 2022). 

Loneliness might be interrelated with living alone and social isolation, but it is distinct from these conditions 
(Lee & Ko, 2018), which are more objective, referring to the quantity of individuals’ social interactions, and lack 
of or infrequent social connections. Based on a recently proposed conceptual model, different triggers, risk factors 
and correlates exist, such as demography, health, and socio-environmental factors, which can lead to “problem-
atic” loneliness (Lim et al., 2020). At the same time, as loneliness is a subjective construct, while assessing loneli-
ness, the phenomenological perspective of the individual must also be assessed (Peplau, 1985).

Most studies consider loneliness as trait-like since individual differences in loneliness showed stability simi-
larly to personality traits (Mund et al., 2019). At the same time, based on the differential reactivity hypothesis 
(Cacioppo et al., 2003), the question has arisen: Do individuals who reported a higher level of loneliness in a 
questionnaire measure trait-like loneliness, experience loneliness constantly or does it manifest as a “different 
reactivity” to situations which sustains loneliness (Matthews et al., 2022; van Roekel et al., 2013)? Previous 
studies demonstrated that there is a difference between trait and state loneliness, and trait loneliness is affected by 
state loneliness in various social contexts, especially among adolescents (van Roekel et al., 2013, 2018).  

Loneliness occurs across the entire lifespan (Franssen et al., 2020; Qualter et al., 2015); however, it tends to 
be more prevalent and severe during adolescence and in old age (Laasgard et al., 2016; Yang & Victor, 2011). 
Adolescence has special neurological and developmental changes, which may increase the risk of loneliness among 
adolescents. Adolescent loneliness is closely related to poor mental health, including depression, anxiety and even 
suicidal behaviour (Ladd & Ettekal, 2013; Lasgaard et al., 2011; Matthews et al., 2022). Furthermore, loneliness 
is not only linked to poor mental health but is also one of its risk factors (Lyyra et al., 2021). 

Considerations regarding the Loneliness Measured by the University of California  
and Los Angeles Loneliness Scale (UCLA-LS) 

The difficulties in conceptualizing loneliness are reflected in the operationalization of loneliness, that is: how to 
measure loneliness precisely and accurately? It is the subjective nature of loneliness that causes problems during 
self-reporting, i.e., it is affected by social desirability concerns (Russell et al., 1978).

Assessments of loneliness use either multiple items that do not explicitly use the words “lonely” or “loneliness”, 
or single-item measures that directly ask the subjects to rate the frequency and/or severity of “feeling lonely” (Lee 
& Ko, 2018). These assessments use negative and/or positive wording, which may lead to problems during self-
reporting, causing a systematic bias in responses (Russell et al., 1980). The choice of the test format also influences 
the interpretation of loneliness, because women are more likely to report loneliness answering a direct question, 
while men appear more “lonely” on the multiple-item scale, although only in the younger age groups (Nicolaisen 
& Thorsen, 2014).

The UCLA-LS is one of the most widely used scales for measuring loneliness. The scale has been adapted and 
validated in many different languages. Russell et al. (1978) developed the original UCLA-LS from an existing 
instrument of measuring loneliness by Sisenwein (1964), who espoused the view that loneliness is a perceived lack 
of meaningful personal relationships (Mahon & Yarcheski, 1990). The original version of UCLA-LS consisted of 
20 statements that measured how lonely individuals described their experiences (Russell et al., 1978). Russel et al. 
(1980) revised the UCLA-LS including positively worded and non-lonely items, which do not include any refer-
ence to the words lonely or loneliness, to avoid systematic biases in responding such as acquiescence and social de-
sirability due to the negative/ “lonely” direction. The final revised version, the UCLA-LS version 3 (Russel, 1996) 
contains more readable questions, having simplified the response format and wording of items. The UCLA-LS has 
a total score of 20 to 80 points, with higher scores indicating greater loneliness (Russel, 1996). Loneliness scores 
are not normally distributed, only a relatively small proportion of individuals receive high scores on the scale. 

Theoretically, the UCLA-LS assumed the unidimensionality of loneliness; it may be a global measure concern-
ing the subjective experiences of loneliness (Russell et al., 1980); however, several studies examined the factorial 
structure of loneliness, which remains rather controversial (Boffo, et al., 2012; Hartshorne, 1993; Mahon & 
Yarcheski, 1990). Based on the factorial results that have been conducted with a diverse population but have 
primarily involved college students and adults over the last few decades, researchers suppose that the scale might 
be multi-dimensional. The studies on factorial structure have found mostly two- or three-factor solutions. In the 



J. TAKÁCS ET AL. 	 Psychometric Properties of the Hungarian UCLA Loneliness Scale Among Adolescents

Eur. J. Ment. Health 2024, 19, e0034, 1–16.	 3

two-factor solutions, the names of the factors were very similar, distinguishing the factors of intimate and social 
others (Mahon, et al., 1995; Wilson et al., 1992). However, a method artefact can also be assumed: a response set 
if the negatively or positively worded items consequently load on different factors (Mahon & Yarcheski, 1990). In 
the case of three-factor solutions, the names of the factors were different, which suggests some conceptual confu-
sion (Hartshorne, 1993). The factors described different aspects of loneliness such as psychological, psychosocial, 
social loneliness and relational/collective connectedness (Adams et al., 1988; Austin, 1983; Boffo et al., 2012; 
Dussault et al., 2009; McWhirter, 1990). In sum, these studies raised the possibility that the UCLA-LS does not 
assess a general experience of loneliness, but rather a multi-faceted mental representation of social connection 
(Hawkley et al., 2005).

Due to the simple rating and the easy-to-use format of the UCLA-LS scale, it is also widely used in Hungary. 
Although an officially translated version of the UCLA-LS exists in Hungarian (Csóka et al., 2007), the scale has 
not been validated yet. Thus, it is commonly used as part of the validation regarding different measurements, but 
the lack of a valid Hungarian version of the UCLA-LS poses an important limitation on the studies. 

The present study aims to evaluate the psychometric properties, reliability and validity of the UCLA-LS in 
Hungarian for adolescents, which is one of the most popular measures of loneliness for adolescents; although, for 
this measure, no robust psychometric properties have been proven in this age group (Cole et al., 2021). Another 
goal was to provide further results for the factorial structure of the UCLA-LS among adolescents. 

Methods
Study Sample

A total of 2556 secondary school students participated in the survey from 66 public schools in 37 cities in nine 
regions of Hungary. 48 students were excluded because of missing data or lack of parental agreement, so the study 
sample includes a total of 2508 students, 57.3% (n = 1436) females. Due to the structure of the Hungarian educa-
tion system, the age of secondary school students was between 14 and 21 years (M = 17.29, SD = 1.32). 

Procedure

The schools that participated in the survey were selected by personal contacts and with the assistance of the 
National Faculty of Education (Nemzeti Pedagógus Kar). The questionnaire was made available to secondary 
school students after the approval granted by the school principals or the heads of the institutions. The survey was 
conducted during the second and third waves of the COVID-19 pandemic when public education in Hungary 
took the form of digital distance learning.  

The 15-minute online survey was shared on a webpage and remained accessible for six weeks during the lock-
down. The research team kept in contact with school principals and teachers who encouraged the students to 
complete the questionnaire. Consent information about the aims of the research was given online and parental 
consent was requested before completion. We excluded those students who did not have parental consent or 
submitted a negative parental response. This research was approved by the Ethical Committee of the Medical 
Research Council (TUKEB), Hungary, under ETK TUKEB ethical permission No. IV/3067- 3/2021/EKU. 

Measurements

We used the revised UCLA Loneliness Scale (UCLA-LS, Version 3, Russell, 1996) which is officially translated 
into the Hungarian language (Csóka et al., 2007). The UCLA-LS consists of 20 items with a 4-point rating scale 
(1: never, 2: rarely, 3: sometimes, 4: always). The total score ranges from 20 to 80; the higher scores indicate 
greater loneliness. 

For convergent validity, we used the Beck Hopelessness Scale (BHS) and self-reported well-being as well as the 
number of close friends. 

BHS (Beck et al., 1974; Beck & Steer, 1988) is a self-report measure of the level of negative expectations about 
the future. The Hungarian version of BHS is a valid and reliable measure of hopelessness (Cronbach α = .91) in 
the Hungarian population, which demonstrated a one-factor model; the higher the total BHS score, the higher 
levels of hopelessness it reflects (Perczel-Forintos et al., 2001). 
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Self-reported well-being was measured with the question “How do you feel in general?” on a 4-point scale 
(1: I never feel well, 2: I am not really feeling well, 3: I feel somewhat well, 4: I feel very well). 

For congruent validity, we used a single-item measure of loneliness, the question “Do you feel lonely?” on a 
4-point scale (1: no, 2: sometimes, 3: quite often, 4: very often). 

Data Analysis

Descriptive statistics were reported in mean, standard deviation and relative frequencies. First, we examined the 
UCLA-LS internal consistency reliability and the effects of gender and age on the loneliness score. To examine 
criterion-related validity, for congruent validity, we calculated correlation coefficients between the scale and the 
items as well as the single-item measure of loneliness (“I feel lonely”). For convergent validity, we examined the 
relationship between loneliness and hopelessness, the number of close friends and self-reported well-being. 

To examine the factorial structure, the sample was randomly divided into two parts: one part was used for 
exploratory factor analysis (EFA), and the other part was used for confirmatory factor analysis (CFA). EFA was 
conducted with Maximum Likelihood as the factor extraction method, and Kaiser criterion, Kaiser’s eigenvalue-
greater-than-one rule, was used for electing the numbers of factors retained. During EFA, to explore the dimen-
sionality of the scale, first we used oblique rotation (Direct Oblimin), and the selection of factor numbers was veri-
fied using orthogonal rotation (Varimax) as recommended by Mahon et al. (1995). During CFA, with maximum 
likelihood with a robust standard errors (MLR) estimator, we tested the two- and three-factor solutions revealed in 
previous studies and compared them to the factorial structure explored in EFA. We used the test for exact fit (χ2), 
SRMR (standardized root mean square residual) and RMSEA (root mean square error of approximation) for test-
ing the fit of the model in CFA. To test and compare the previous two- and three-factor models in the Hungarian 
young sample, we used AIC (Akaike information criterion), BIC (Bayes information criterion), CFI (Comparative 
fit index) and TLI (Tucker–Lewis index). We used the following cut-off criteria for fit indexes by Hu and Bentler 
(1999), MacCallum et al. (1996), and Schreiber et al. (2006): CFI ≥ .95 for acceptance, TLI ≥ .95, SRMR ≤ .08, 
RMSEA ≤ .06 to .08 with confidence interval; for AIC and BIC, there is no cut-off value, the smaller the better.

The level of significance was set at α = .05 
(statistically significant results p < .05). For practi-
cal significance, we used effect size measurements 
for all statistical tests. Statistical analyses were per-
formed using IBM SPSS Statistics for Windows, 
Version 25.0 (IBM Corp. Released 2017, Armonk, 
NY, USA) and jamovi (Version 2.2.2, The jamovi 
project, 2021). 

Results
Descriptive Statistics and Reliability  
of Hungarian UCLA-LS

The descriptive statistics for items are presented in 
Table 1, for the frequency distribution of UCLA-LS 
scale scores, see Supplementary Table 1. 

The UCLA-LS showed good internal consist-
ency, Cronbach’s alpha coefficient was .87[.87; .88]. 
The correlation coefficients for the items’ score and 
the total score of the UCLA-LS ranged from .25 
to .71, from small to large correlation, except for 
Item 2, which showed a significant but very small 
correlation with the total score (.12). Intercorrela-
tions among 20 items were small among most of 
the items with .27[.26; .28] of average inter-item 
correlation (see Supplementary Table 2). 

Table 1. Descriptive statistics for items of the UCLA-LS

  M SD Skewness Kurtosis

UCLA-LS1 1.67 0.82 0.99 0.11

UCLA-LS2 3.13 0.95 -0.78 -0.44

UCLA-LS3 1.66 0.88 1.15 0.30

UCLA-LS4 2.38 1.12 0.12 -1.35

UCLA-LS5 1.75 0.98 1.07 -0.07

UCLA-LS6 1.92 0.92 0.65 -0.55

UCLA-LS7 1.56 0.84 1.37 0.87

UCLA-LS8 2.14 0.96 0.42 -0.80

UCLA-LS9 1.72 0.92 1.05 0.03

UCLA-LS10 1.33 0.66 1.98 3.29

UCLA-LS11 1.92 0.91 0.69 -0.44

UCLA-LS12 1.89 0.91 0.71 -0.40

UCLA-LS13 2.06 1.06 0.54 -0.99

UCLA-LS14 1.86 0.98 0.84 -0.43

UCLA-LS15 2.26 1.02 0.27 -1.06

UCLA-LS16 1.55 0.82 1.35 0.87

UCLA-LS17 1.81 0.99 0.94 -0.32

UCLA-LS18 1.98 0.98 0.66 -0.65

UCLA-LS19 1.33 0.66 2.04 3.61

UCLA-LS20 1.37 0.71 1.91 2.83

Notes. Sample size, N = 2508.
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The total score of UCLA-LS ranged from 20 to 77 (M = 37.29, SD = 9.87, Skewness (SE) = .78(.05), Kurtosis 
(SE) = .18(.10). Gender showed a statistically significant main effect (F (1, 2504) = 9.82, p = .002, η2

p = .004) but the 
mean difference (1.37) between females (M = 37.87, SD = 9.88) and males (M = 36.50, SD = 9.82) was negligible. 
Age revealed a non-significant main effect (F (1, 2504) = 3.60, p =.058, η2

p =.001), and Gender x Age interaction 
was also non-significant (F (1, 2504) = 3.20, p = .074, η2

p = .001).

Criterion-Related Validity of Hungarian UCLA-LS 

For criterion-related validity, convergent and congruent validity were examined. For congruent validity, assessing 
the similarity of UCLA-LS to other constructs that it theoretically should be similar to, a single-item measure 
of loneliness was used.  For convergent validity, the association of the UCLA-LS with constructs that are theo-
retically distinct from hopelessness but should still be related to it, such as the number of close friends and self-
reported well-being, was examined.

First, we examined the gender and age differences on the single-item measure of loneliness, hopelessness, as well 
as the number of close friends and self-reported well-being. Very small/small differences emerged between gender 
and age groups in these measurements (Supplementary Table 3 and Table 4); thus, we examined the criterion-
related validity using the total sample of the Hungarian young population. 

Congruent validity

We calculated correlation coefficients between the UCLA-LS total and items score as well as the single-item 
measure of loneliness. The UCLA-LS total score and the single-item measure indicated a statistically significant, 
positive small correlation (ρ (2506) = .39, p < .001). Examining the correlation between the UCLA-LS items and 
the single-item measure, six items showed a statistically significant but very small/small association. Further items 
revealed a small to moderate correlation with the single-item measure, correlation coefficients ranged from .21 to 
.39 (Supplementary Table 5). 

Convergent validity

The total score of the UCLA-LS suggested a significant positive moderate correlation with hopelessness (ρ (2506) 
= .46, p < .001), for the items, correlation coefficients ranged from .08 to .33. The total score revealed a sig-
nificant negative small/moderate correlation with the number of close friends (ρ (2506) = –.33, p < .001) and 
self-reported well-being (ρ (2506) = –.49, p < .001). In the case of items, correlation coefficients ranged from 
–0.33 to 0.04 with the number of close friends and ranged from –0.44 to –0.09 with self-reported well-being 
(Supplementary Table 5). 

The Factorial Structure of the Hungarian UCLA-LS 

Based on the previous findings, the factorial structure of the UCLA-LS still remains in question, i.e., how many 
factors exist and which items are related to these factors; there is no strong model assumption for CFA. Thus, in 
line with the recommendations for adaptation and scale development studies (Bandalos & Finney, 2010; Kline, 
2011), EFA was run first and then CFA to prove the validity of the structure.

The sample was divided into two parts randomly; one part was used for EFA, and one part was used for CFA. 
For the random samples’ characteristics, see Table 2. 

Table 2. Characteristics of the random samples

  Random sample 1 EFA (n = 1239) Random sample 2 CFA (n = 1269)

Females, n (%) 	 717	 (57.9) 	 719	 (56.7)

Age, M(SD) 	 17.29	 (1.32) 	 17.28	 (1.28)

UCLA-LS, M(SD) 	 37.77	 (9.95) 	 36.82	 (9.77)

UCLA-LS, Cronbach’s α .87 .87
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Exploratory factor analysis

The UCLA-LS items were subjected to exploratory factor analysis (maximum likelihood extraction). At first, we 
used an oblique rotation (Direct Oblimin), and then we used Varimax orthogonal rotation to verify the selection 
of the factor numbers. Items were excluded during factor extraction if their communalities were below 0.25. We 
used a rotated factor matrix to interpret the extracted factors, and items were excluded at this step if they did not 
meet the following criteria for item factor loadings by Pedhauser and Schemklin (1991):  each item has high load-
ing on one factor only and each factor has high loading for only some of the items.

Based on the results of the EFA, we identified two factors with 51.7% of the total variance explained. After 
rotation, Factor 1 explained 26.8% of the total variance and Factor 2 explained 24.9% of the total variance. The 
goodness-of-fit test was significant, but the chi-squared value was relatively low (χ2(26) = 131.60, p < .001). 
Factor 1 can be interpreted as Social Isolation and Factor 2 as Social Connectedness. The factorial solution is 
presented in Table 3. 

Table 3. Factor structure of the Hungarian UCLA-LS and psychometric characteristics of the factors

 
 

Factors

1 2

Social Isolation Social Connectedness

UCLA-LS11 - I feel left out .686 .180

UCLA-LS12 - My social relationships are superficial .522 .159

UCLA-LS13 - No one really knows me well .572 .209

UCLA-LS14 - I feel isolated from others .774 .189

UCLA-LS17 - I am unhappy being so withdrawn .561 .135

UCLA-LS18 - People are around me but not with me .712 .206

UCLA-LS10 - There are people I feel close to (R) .189 .692

UCLA-LS16 - There are people who really understand me (R) .272 .666

UCLA-LS19 - There are people I can talk to (R) .183 .809

UCLA-LS20 - There are people I can turn to (R) .213 .848

M(SD) 11.74(4.28) 5.63(2.43)

Skewness 0.63 1.69

Kurtosis -0.26 2.31

Cronbach’s α .82 .86

Notes. (R): revised items during coding.

Confirmatory factor analysis

In the CFA, the two-factor model showed a good fit. The chi-square value was 199 (df = 34) with a relatively low 
χ2/df (5.85). The SRMR was below .08 (.03) and the RMSEA was below .06 to .08 with the confidence interval 
[.06 (.05;.07)] representing a good fit. 

Based on the result of the testing, comparing the two-factor structure explored in EFA with previous two-, and 
three-factor models, the two-factor model revealed the smallest value of AIC, BIC, and ≥ 0.95 CFI (.97), TLI 
(.96) values (Supplementary Table 6).

Finally, we also examined the EFA factors’ correlation with hopelessness, the number of close friends, and self-
reported well-being. All correlations were statistically significant (p < .001), but the magnitude of correlations 
between factors and the number of close friends was small (Social isolation: –.28, Social connectedness: –.25). 
The Social isolation factor revealed a positive moderate correlation with hopelessness (.44) and a negative 
moderate correlation with self-reported well-being (–.51). The Social connectedness factor’s correlations with 
hopelessness (.35) and self-reported well-being (–.28) were also small. The factors showed a statistically sig-
nificant, positive small correlation with the single-item measure of loneliness (Social isolation: ρ (2506) = .39, 
p < .001; Social connectedness: ρ (2506) = .26, p < .001). 
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Discussion
The present study’s main aim was to evaluate the psychometric properties of UCLA-LS in Hungarian. The UCLA-
LS is the most widely used measure of loneliness in adolescents, but it does not have robust psychometric proper-
ties (Cole et al., 2021). We used a relatively large sample of adolescents; thus, our study provides further results 
for the psychometric properties of the UCLA-LS in this age group.  

The findings suggested that the Hungarian UCLA-LS can be a reliable and valid tool for adolescents to measure 
some dimensions of loneliness. Among adolescents, we did not find gender and age (early vs. late adolescence) 
differences. Previous studies examining gender differences demonstrate mixed findings; it can be assumed that 
mean levels of loneliness are similar for males and females across the lifespan (Maes et al., 2019; Vanhalst et al., 
2013). In the case of age differences, a U-shaped age distribution was found in the loneliness frequency from 
young adulthood to old age. However, loneliness can be relatively stable from mid-to-late adolescence (Vanhalst 
et al., 2013; Yang & Victor, 2011).

Based on the results of the factor analysis, we identified two factors, Social isolation and Social connectedness. 
Our results suggest that the UCLA-LS measures some dimensions of loneliness among adolescents, not loneliness 
per se. We also experienced wording problems, namely items that loaded on one factor were negatively worded 
and items that loaded on the other factor were positively worded. We assumed that it was not due to method ar-
tefact, response set as suggested by Mahon et al. (1995). At the same time, these results pose the question of why 
negatively worded items relate to the term isolation and positively worded items relate to the term connectedness. 
We can hypothesize the possibility of some cognitive bias among adolescents such as negativity bias. Further 
studies revealed that significant attentional and memory biases exist in lonely individuals which induce passive 
behaviour and social withdrawal (Bangee & Qualter, 2018; Spithoven et al., 2017). In our sample, we also com-
pared adolescents who reported “very/quite often feel lonely” to adolescents who reported “sometimes feel lonely” 
on the single-item measure of loneliness. Based on the results, “very/quite often feel lonely” adolescents showed 
significantly higher scores than those who “sometimes feel lonely” on the Social isolation factor which contains 
negatively worded items. The difference between these groups was small in the case of the Social connectedness 
factor which includes positively worded items. 

The Hungarian UCLA-LS has a good internal consistency, consistent with previous studies (Adams et al., 
1988; Austin, 1983; Boffo et al., 2012; Dussault et al., 2009; Mahon et al., 1995; McWhirter, 1990; Wilson et 
al., 1992;), but the intercorrelation among items was only small/moderate. In line with previous studies (Mahon 
et al., 1995; Russell, 1996; Wongpakaran et al., 2020) and providing further results, we found associations be-
tween the loneliness scale and some related constructs such as hopelessness and self-reported well-being. At the 
same time, contrary to our expectations, we found a small to moderate correlation between loneliness and the 
number of friends. It is important to outline that examining the two factors revealed in EFA and confirmed in 
CFA, the Social isolation factor indicated a large association with hopelessness and self-reported well-being, and 
the correlations with the Social connectedness factor were small/very small. 

Contrary to some previous empirical results revealing a large association between loneliness measured by the 
UCLA-LS and the single-item measure, we found a very small to moderate relationship between these measure-
ments of loneliness. Our results may suggest that the construct measured by the UCLA-LS is different from 
what a direct question of loneliness, the term lonely means for adolescents. The scale items do not refer specifi-
cally to loneliness; thus Russell (1982) observed that the scale does not directly measure states that people might 
label lonely. It is important to highlight that the time of the survey was during the COVID-19 pandemic, the 
period of school closures and distance learning. It can be assumed that in this critical situation, students would 
be more “sensitive” to the questionnaire’s wording and were more likely to experience what it means to “feel 
lonely”. Furthermore, it can also be supposed that the findings can represent more realistically what loneliness 
means for adolescents as measured by the UCLA-LS. These assumptions were partially demonstrated by the 
results of the single-item loneliness measure, which did not show a higher frequency of “loneliness” among 
adolescents.

Theoretically, loneliness is a single and unitary, i.e., unidimensional phenomenon (Russel, 1982) but based 
on the results of previous research (Adams et al., 1988; Austin, 1983; Dussault et al., 2009; Mahon et al., 1995; 
McWhirter, 1990; Wilson et al., 1992) our results also raised the possibility of the dimensionality of loneliness. 
Different commonly used definitions of loneliness share some same elements, but the term loneliness has a sig-
nificant subjective nature; thus, it is not surprising that our results are only partially consistent with the previous 
studies on the scale’s psychometric properties.
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A further issue that arises in the literature is whether the construct assessed by loneliness questionnaires rep-
resents a trait or a state (Matthews et al., 2022; van Roekel et al., 2013, 2018). Based on our results, we can 
conclude that the direct question, the single-item measure of loneliness can refer to the state of loneliness, and the 
UCLA-LS can rather measure the trait loneliness. The previous studies (Hartshorne, 1993; Russell, 1996) on the 
psychometric characteristics of the UCLA-LS such as non-normal, bimodal characteristics of the scale may sup-
port this assumption, i.e., a relatively small proportion of individuals receive a high score as we also experienced in 
the present study. On the UCLA-LS, it is difficult to give meaning to a middle score, that is: a medium/moderate 
amount of loneliness (Cacioppo & Patrick, 2008). There is a need for further results to confirm bimodal charac-
teristics of loneliness or provide meaningful cut-offs using a clinical sample with prolonged/chronic loneliness and 
suffering from personality disorders such as borderline and schizoid personality disorders. 

Irrespective of the dimensionality of UCLA-LS, it has been not clear yet whether loneliness is unidimensional 
or multidimensional; furthermore, loneliness could be a form of, a contributor to, or a result of mental ill health. 
With a stronger base for understanding the nature of loneliness, we could screen and identify those in need of 
extra support and prevent the concurrent and prolonged mental health problems that are linked to loneliness 
(Cole et al., 2021), especially at a young age.

Strenghts and Limitations
The strength of the present study is that it uses a relatively large sample of adolescents and the secondary school 
students who participated in the survey belonged to 66 public schools in 37 cities in nine regions of Hungary 
which enhances the generalizability of the present findings.

There are also some limitations of the present study. These include the fact that all data were collected online, 
and the students completed the questionnaires voluntarily in a cross-sectional survey; thus, it is not possible to 
make any causal inferences. Besides selection bias, further response bias may be caused by misinterpreting the 
questions, and giving socially acceptable responses, consent responses or even extreme responses.

In the present study, we could not provide results on the test-retest reliability which is a further limitation 
of our study. It is recommended to examine test-retest reliability not only for UCLA-LS but also for the single-
item measures of loneliness. Such analyses could support the trait characteristics of the UCLA-LS and the state 
characteristics of a single-item measure of loneliness. This assumption is partly proved by the results of congruent 
validity in the present study.

It is important to highlight the fact that, although we consider this to be a strength rather than a weakness in 
searching for the meaning of the UCLA-LS construct, the questionnaire was completed on one of the most vul-
nerable populations, adolescents. Furthermore, the time of the survey was during a pandemic, during the period 
of school closures and distance learning. It is assumed that in this critical situation, in a crisis, the results of the 
questionnaire are more indicative, more realistic, of what loneliness means for adolescents. They would be more 
“sensitive” to the wording of the questionnaire, and social isolation, especially in the case of those students who 
have more fragile, illusory friendships. They were more likely to experience what it means to feel lonely compared 
to normal times. It is recommended to examine the psychometric properties of the UCLA-LS in another less sen-
sitive period. At the same time, it is important to note that they did not report loneliness with a higher frequency 
on the single-item measure of loneliness; thus, we assume that the UCLA-LS items have a different meaning for 
adolescents than the meaning of the direct question on the term lonely. 

Conclusion, Implications, and Future Directions
Given the increasing prevalence of loneliness among adolescents and young people, there is a need for effective 
interventions and for this, we have to use a reliable and valid assessment of loneliness for the young popula-
tion to screen and identify those who need special support. Thus, the main purpose of the present study was 
to evaluate the psychometric properties, reliability and validity, of the UCLA-LS in Hungarian for adolescents, 
and another aim was to provide further results for the factorial structure of the UCLA-LS among adolescents. 
The survey was conducted during the second and third waves of the COVID-19 pandemic when public educa-
tion in Hungary took the form of digital distance learning. The present findings show high internal consistency 
and convergent validity of the Hungarian UCLA-LS among adolescents. We also confirmed the non-normal, 
relatively skewed distribution of the scale, consistent with previous studies. We demonstrated a two-factor 



J. TAKÁCS ET AL. 	 Psychometric Properties of the Hungarian UCLA Loneliness Scale Among Adolescents

Eur. J. Ment. Health 2024, 19, e0034, 1–16.	 9

model from which we can conclude that UCLA-LS measures some dimensions of loneliness such as Social 
isolation and Social connectedness. Based on the results of validity, we suggest that the UCLA-LS measures a 
trait characteristic of loneliness.  The direct question, the single-item measure of loneliness may refer to rather 
a state of loneliness, which is recommended to be measured to gain more information about the nature and 
frequency of loneliness among adolescents. Irrespective of the controversial dimensionality of the scale, the 
Hungarian UCLA-LS has good reliability and validity; thus, it can be used in measuring loneliness among 
Hungarian adolescents.
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Supplementary tables

Supplementary Table 1. Frequency distribution UCLA-LS scale scores

UCLA-LS  
total score

Frequency Percent
Cumulative 

Percent
UCLA-LS  

total score
Frequency Percent

Cumulative 
Percent

20 6 .24 .24 47 47 1.87 82.97

21 6 .24 .48 48 39 1.56 84.53

22 26 1.04 1.52 49 49 1.95 86.48

23 30 1.20 2.71 50 69 2.75 89.23

24 55 2.19 4.90 51 34 1.36 90.59

25 69 2.75 7.66 52 33 1.32 91.91

26 94 3.75 11.40 53 35 1.40 93.30

27 98 3.91 15.31 54 17 .68 93.98

28 88 3.51 18.82 55 19 .76 94.74

29 136 5.42 24.24 56 15 .60 95.33

30 117 4.67 28.91 57 19 .76 96.09

31 145 5.78 34.69 58 12 .48 96.57

32 109 4.35 39.04 59 8 .32 96.89

33 105 4.19 43.22 60 15 .60 97.49

34 94 3.75 46.97 61 14 .56 98.05

35 88 3.51 50.48 62 8 .32 98.37

36 76 3.03 53.51 63 8 .32 98.68

37 103 4.11 57.62 64 3 .12 98.80

38 89 3.55 61.16 65 9 .36 99.16

39 79 3.15 64.31 66 5 .20 99.36

40 74 2.95 67.26 67 4 .16 99.52

41 73 2.91 70.18 68 4 .16 99.68

42 67 2.67 72.85 69 2 .08 99.76

43 57 2.27 75.12 70 1 .04 99.80

44 62 2.47 77.59 71 2 .08 99.88

45 40 1.59 79.19 72 2 .08 99.96

46 48 1.91 81.10 77 1 .04 100.00
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Supplementary Table 3. Association between the single-item measure of loneliness (“I feel lonely”) and gender as well 
as age

 “I feel lonely”, n (%)
χ2 p V

Sometimes Quite often Very often

females (n = 1436) 	 1208	 (84.1) 	 156	 (10.9) 	 72	 (5.0)
10.73 .005 .07

males (n = 1072) 	 949	 (88.5) 	 78	 (7.3) 	 45	 (4.2)

14–17 yrs (n = 1413) 	 934	 (85.3) 	 113	 (10.3) 	 48	 (4.4)
2.48 .289 .03

18–21 yrs (n = 1095) 	 1223	 (86.6) 	 121	 (8.6) 	 69	 (4.9)

Note. V: Cramer’s V.

Supplementary Table 4. Gender and age differences in hopelessness, the number of close friends and self-reported 
well-being

 
 

Females (n = 1436) Males (n = 1072)
t p g

M SD M SD

Number of close friends 2.53 0.78 2.65 0.99 -3.20 .001 .14

Hopelessness 6.14 3.48 5.68 3.22  3.42 .001 .14

Self-reported well-being 3.40 0.86 3.63 0.74 -7.14 < .001 .28

 
 

14–17 yrs (n = 1413) 18–21 yrs (n = 1095)
t p g

M SD M SD

Number of close friends 2.56 0.79 2.59 0.94 -0.77 .443 .03

Hopelessness 6.15 3.43 5.79 3.32  2.61 .009 .11

Self-reported well-being 3.44 0.84 3.54 0.80 -3.11 .002 .12

Note. g: Hedges’ g.
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