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Abstract
Background and aims: Mental health problems are considered as important public health issues.
This study aimed, firstly, to investigate the epidemiology of mental disorders’ symptoms among the
students of Bojnord University and examine the role of demographic characteristics in the prevalence
of the given symptoms; and, secondly, to explore and compare the predictive role of adaptive and
maladaptive emotion regulation strategies in identifying symptoms of different mental disorders.
Methods: A total of 351 students from Bojnord University completing their 2018-2019 academic
year were recruited using cluster sampling method and responded to Symptom Checklist-SCL90 and
Cognitive Emotion Regulation Questionnaire. Data were analyzed using descriptive statistics including
mean, standard deviation, frequency and percentage, as well as multiple regression analysis.
Results: According to the findings from this epidemiological study, 33% of the students suffered
from moderate symptoms of mental disorders, while 14% of them suffered from severe symptoms.
Demographic characteristics of gender, marital status, and place of origin (i.e., being indigenous/nonindigenous) were not found to exert a significant effect on the prevalence of symptoms of mental
disorders. The results of multiple regression analysis also indicated that cognitive emotion regulation
strategies were capable of predicting all nine dimensions of mental disorder symptoms. In this regard,
the maladaptive strategies were discovered to play a stronger role in predicting mental disorders
compared to adaptive strategies.
Conclusions: Mental disorders were very common among university students. No significant
relationship was detected between the prevalence of mental disorders’ symptoms and gender, marital
status, and place of origin. The study findings were also found to support the trans-diagnostic role of
the emotion regulation in mental disorders.
Keywords: Epidemiology, Emotion regulation, Mental disorders

Introduction
Mental health problems are considered as important
public health issues.1 Mental disorders cause significant
disabilities regarding social, occupational, or other
important areas of functioning.2
Numerous studies in the United States and Europe have
shown that mental health problems are common among
students.3-6 Similarly, studies conducted in some Iranian
universities have also reported a high prevalence of mental
disorders among students.7,8 Stressful transition from
adolescence to early adulthood requiring the acceptance
of responsibilities and independence,9,10 transition
from home to university,10,11 academic pressures,11,12
and financial worries11 are among the most important
contributory factors responsible for higher prevalence
of mental disorders in students compared to the general
population.
Although a significant percentage of students have
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some degrees of mental health problems, many of them
do not receive appropriate treatment. A research carried
out in USA showed that about 50% of American college
students with mental health problems had not received
mental health services and supports,13 A common barrier
for seeking treatment is the fact that these problems often
remain undiagnosed and, therefore, the individuals are
unaware of them or fail to perceive the need for treatment.14
The early diagnosis and treatment of mental disorders in
students is of great importance because if these disorders
are left untreated, they can have significant negative
consequences for students regarding their academic
achievement3,15 and can also lead to the decreased quality
of life,16 increased substance and alcohol abuse17 and, in
more serious cases, suicidal ideations and behaviors.18
Another effective measure in providing appropriate
prevention and treatment programs for people with mental
disorders is to identify the crucial etiological factors that
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contribute to these disorders. Among the factors involved
in the etiology of mental disorders, emotion regulation is
an important trans-diagnostic factor that is believed to
contribute to various disorders.19
The emotion regulation as a general concept is defined
as “the extrinsic and intrinsic processes responsible
for monitoring, evaluating, and modifying emotional
reactions, especially their intensive and temporal features,
to accomplish one’s goals”.20 The general concept of
emotion regulation may include a variety of biological
(e.g., increased heart rate), social (e.g., seeking support),
behavioral (e.g., screaming), and cognitive regulatory
processes. Cognitive emotion regulation is defined as
the cognitive way of managing the emotionally-related
information.21 Emotions can be regulated by a range
of cognitive processes such as self-blame, other blame,
rumination, or catastrophizing.22 Cognitive processes are
involved in experiencing and expressing emotion.23 The
ability to modify and change the way one experiences and
expresses emotions plays a crucial role in maintaining
mental health.24
Numerous studies have suggested that emotional
dysregulation (i.e., the use of dysfunctional and maladaptive
strategies of emotion regulation) is a determining factor
in developing depression,25 compulsive behavior,26 eating
disorders,27,28 anxiety disorders,25,29 somatic symptom
disorder,30 paranoia,31 bipolar disorder,32 alcohol use,33
post-traumatic stress disorder,34 psychotic disorders,35 and
problematic gambling.36 Accordingly, emotion regulation
can be considered as an important trans-diagnostic
factor in the development, maintenance, and treatment
of a wide range of mental disorders.19 Several researches
conducted in Iran in this regard have confirm the role of
emotion regulation strategies in mental disorders such
as borderline personality disorder,36 schizophrenia,37
obsessive-compulsive disorder (OCD),38 depression,39,40
anxiety disorders,41 bipolar disorders,37 and substance
use.42,43
Although several studies have examined the role
of emotion regulation in developing different mental
disorders, it seems that the role of adaptive and maladaptive
cognitive strategies of emotion regulation in different
mental disorders has not received a due research attention.
The present study, therefore, aimed to investigates the
prevalence of mental disorders symptoms in Bojnord
University students. Previous studies had already
suggested that demographic characteristics such as gender,
marital status, and place of origin (i.e., indigenousness/
non-indigenousness) may have functioned as risk or
protective factors in mental disorders and different results
had been obtained in this regard4,44-47; therefore, this study
also attempted to examine the effect of these factors on
the prevalence of mental disorders symptoms in students.
Finally, the present study aimed to investigate and compare
the predictive role of adaptive and maladaptive emotion
regulation strategies in the symptoms of different mental
disorders.
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Materials and Methods
Study Design
The present study was a descriptive-analytical crosssectional study.
Study Population, Sample and Sampling
The research participants were selected from among
Bojnord University students completing their 2018-2019
academic year. The sample size was 351 based on Krejcie
and Morgan Table48 and the participants were recruited via
cluster sampling. Inclusion criteria were being a student,
and willingness to participate in the study. Exclusion criteria
were those disabilities that prevented the individuals from
responding to the research’s questionnaires (e.g., blindness
or severe visual impairment).
Data Collection Tools
Symptoms Checklist (SCL90): It is a widely used measure
to assess the symptoms of psychopathology. This selfreport inventory consists of 90 items, each rated on a
five-point scale of distress (o to 4) from “not-at all” to
“extremely”. This inventory evaluates nine symptom
dimensions: somatization, OCD, interpersonal sensitivity,
depression, anxiety, hostility, phobic anxiety, paranoid
ideation, and psychoticism.49 In the study by Derogatis et
al,49 the Cronbach’s alpha coefficients were 0.77 to 0.90 for
these nine dimensions. In this study, convergent validity
was confirmed by examining the relationship between
SCL-90 subscales and Minnesota Multiphasic Personality
Inventory (MMPI). The Persian version also showed good
psychometric properties. Cronbach’s alpha coefficients of
the nine dimensions were 0.65 to 0.84, and the test–retest
reliability coefficients for one-week interval were 0.86
to 0.92. Convergent validity of the inventory was also
confirmed.50
Cognitive Emotion Regulation Questionnaire (CERQ):
This questionnaire was developed by Garnefski and Kraaij.51
The short form is an 18-item questionnaire that evaluates
cognitive emotion regulation strategies in response to lifethreatening and stressful events. Each item is rated on a
five-point scale of distress (1 to 5) from “almost never” to
“almost always”. In CERQ, cognitive emotion regulation
strategies are divided into two general categories: adaptive
strategies and maladaptive strategies. Adaptive strategies
include five subscales (i.e., putting into perspective,
positive refocusing, positive reappraisal, acceptance,
and planning) and maladaptive strategies include four
subscales (i.e., self-blame, other-blame, rumination, and
catastrophizing).52 In the study of Garnefski and Kraaij,51
Cronbach’s alpha coefficients of the CERQ subscales were
0.73 to 0.81. In this study, the construct and concurrent
validity of the questionnaire were confirmed. The
Persian version of CERQ also showed good psychometric
properties. Cronbach’s alpha coefficients of the Persian
CERQ subscales were 0.73 to 0.90, and the test-retest
reliability coefficients for a four-week interval were 0.70
to 0.81. The convergent and discriminant validity of this
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questionnaire also were confirmed.53
Statistical Analysis
Descriptive statistics including mean, standard deviation,
frequency, and percentage were used to analyze the data.
A cut-off point based on one standard deviation above
the mean was used to detect moderate symptoms of the
disorder. Moreover, a cut-off point based on two standard
deviations above the mean was adopted to detect severe
symptoms of the disorder.54,55 Chi-square test was also
used to assess the role of demographic variables in the
prevalence of mental disorders. In addition, multiple
regression analysis was employed to test the hypothesis
that “cognitive emotion regulation strategies (adaptive and
maladaptive strategies) predict the symptoms of mental
disorders.” Analyses were performed using SPSS software
version 22.
Results
The study participants were 351 students including 227
female students (64.7%) and 124 male ones (35.3%). The
mean age of participants was 21.27±2.9 years (mean ±
SD). As for the marital status, 266 participants (75.8%)
were single and 85 ones (24.2%) were married. And as for
the participants’ places of origin, 156 ones (44.4%) were

indigenous and 195 ones (55.6%) were non-indigenous.
Table 1 shows the prevalence of mental disorders
symptoms by gender, marital status, and place of origin
based on one standard deviation above the mean that
indicates moderate symptoms.
The prevalence of severe symptoms was investigated
based on two standard deviations above the mean. Table 2
shows the prevalence of severe mental disorders symptoms
by gender, marital status, place of origin.
Also, the results showed that there were no significant
relationships between the prevalence of mental disorders
symptoms and gender (χ2=1.11; P=0.3), marital status
(χ2=0; P=0.9), and place of origin (χ2=0.62; P=0.4).
Table 3 shows the results of the multiple regression
analysis to determine the relationship between the
adaptive/maladaptive cognitive emotion regulation
strategies and the symptoms of mental disorders.
According to the results displayed in Table 3, cognitive
emotion regulation strategies predicted 13% of the variance
in somatization, 16% of the variance in OCD, 23% of the
variance in interpersonal sensitivity, 22% of the variance
in depression, 19% of the variance in anxiety, 8% of the
variance in hostility, 15% of the variance in phobic anxiety,
14% of the variance in paranoid ideation, and 24% of the
variance in psychoticism. M aladaptive emotion regulation

Table 1. The Prevalence of Moderate Symptoms of Mental Disorders by Gender, Marital Status, and Place of Origin
Variables

M (±SD)

Males

Females

Married

Unmarried

Indigenous

Non-indigenous

Total

Somatization

1.1 (0.69)

19 (15.3%)

27 (11.9%)

14 (16.5%)

32 (12%)

22 (14.1%)

24 (12.3%)

46 (13.1%)

Obsessive-compulsive disorder

1.13 (0.67)

15 (12.1%)

27 (11.9%)

10 (11.8%)

32 (12%)

17 (10.9%)

25 (12.8%)

42 (12%)

Interpersonal sensitivity

1.8 (0.67)

19 (15.3%)

38 (16.7%)

17(20%)

40 (15%)

25 (16%)

32 (16.4%)

57 (16.2%)

Depression

1.1 (0.71)

19 (15.3%)

31 (13.7%)

9 (10.6%)

41 (15.4%)

26 (16.7%)

24 (12.3%)

50 (14.2%)

Anxiety

0.9 (0.7)

22 (17.7%)

30 (13.2%)

12 (14.1%)

40 (15%)

27 (17.3%)

25 (12.8%)

52 (14.8%)

Hostility

0.9 (0.71)

23 (18.5%)

30 (13.2%)

13 (15.3%)

40 (15%)

25 (16%)

28 (14.4%)

53 (15.1%)

Phobic anxiety

0.7 (0.64)

20 (16.1%)

26 (11.5%)

11 (12.9%)

35 (13.2%)

22 (14.1%)

24 (12.3%)

46 (13.1%)

Paranoid ideation

1.37 (0.73)

24 (19.4%)

24 (10.6%)

8 (9.9%)

40 (15%)

23 (14.7%)

25 (12.8%)

48 (13.7%)

Psychoticism

0.9 (0.67)

21 (16.9%)

30 (13.2%)

14 (16.5%)

37 (13.9%)

26 (16.7%)

25 (12.8%)

51 (14.5%)

-

45 (36.3%)

71 (31.3%)

29 (34.1%)

87 (32.7%)

53 (34%)

63 (32.3%)

116 (33%)

Total

Table 2. The Prevalence of Severe Symptoms of Mental Disorders by Gender, Marital Status, and Place of Origin

Variables

Total

Total Students With
Moderate to Severe
Symptoms

6 (3.1%)

11(3.1%)

57 (16.2%)

6 (3.1%)

10 (2.8%)

52 (14.8%)

5 (3.2%)

5 (2.6%)

10 (2.8%)

67 (19.1%)

5 (3.2%)

6 (3.1%)

11 (3.1%)

61 (17.4%)

11 (4.1%)

5 (3.2%)

7 (3.6%)

12 (3.4%)

64 (18.2%)

10 (3.8%)

7 (4.5%)

9(4.6%)

16 (4.6%)

69 (19.7%)

3 (3.5%)

12 (4.5%)

7 (4.5%)

8 (4.1%)

15 (4.3%)

61 (17.4%)

2 (2.4%)

8 (3%)

2 (1.3%)

8 (4.1%)

10 (2.8%)

58 (16.5%)

Males

Females

Married

Somatization

1 (0.8%)

10 (4.4%)

Obsessive-compulsive disorder

3 (2.4%)

7 (3.1%)

Interpersonal sensitivity

2 (1.6%)

8 (3.5%)

Depression

2 (1.6%)

9 (4%)

Anxiety

0 (0%)

Hostility

5 (4%)

Phobic anxiety
Paranoid ideation
Psychoticism
Total

Unmarried

Indigenous

Non-indigenous

4 (4.7%)

7 (2.6%)

5 (3.2%)

0 (0%)

10 (3.8%)

4 (2.6%)

1(1.2%)

9 (3.4%)

1(1.2%)

10 (3.8%)

12 (5.3%)

1(1.2%)

11 (4.8%)

6 (7.1%)

8 (6.5%)

7 (3.1%)

3 (2.4%)

7 (3.1%)

5 (4%)

6 (2.6%)

1 (1.2%)

10 (3.8%)

5 (3.2%)

6 (3.1%)

11 (3.1%)

62 (17.7%)

18 (14.5%)

31 (13.7%)

11 (12.9%)

38 (14.3%)

24 (15.4%)

25 (12.8%)

49(14%)

165 (47%)

Int J Epidemiol Res, Volume 8, Issue 4, 2021

169

Alavi
Table 3. Multiple Regression Analysis to Evaluate the Predictive Role of Adaptive and Maladaptive Cognitive Emotion Regulation Strategies on the Symptoms of
Mental Disorders
Criterion Variable
Somatization

Obsessive-compulsive disorder

Interpersonal sensitivity

Predictive Variable
Adaptive ER
Maladaptive ER
Adaptive ER
Maladaptive ER
Adaptive ER
Maladaptive ER
Adaptive ER

Depression

Maladaptive ER
Adaptive ER

Anxiety

Maladaptive ER
Adaptive ER

Hostility

Maladaptive ER

Phobic anxiety

Paranoid ideation

Psychoticism

Adaptive ER
Maladaptive ER
Adaptive ER
Maladaptive ER
Adaptive ER
Maladaptive ER

R

R2

F

P

0.36

0.13

26.65

0.001

0.40

0.16

33.02

0.001

0.48

0.47

0.44

0.28

0.19

0.08

49.6

41.93

14.84

0.001

0.001

0.001

0.001

0.15

29.67

0.001

0.38

0.14

28.88

0.001

0.49

0.24

55.29

0.001

Discussion
This study aimed, firstly, to investigate the prevalence of
mental disorders symptoms among students of Bojnord
University and, secondly, to evaluate and compare the
relationships between cognitive emotion regulation
strategies and each of the given disorders. The study results
showed that 33% of the students had moderate symptoms
of at least one of the nine mental health problems. In
addition, 14% of the students had severe symptoms of the
given problems. In other words, 47% of university students
suffered from moderate to severe symptoms of mental
disorders. These results were consistent with the findings
from previous studies having evaluated the prevalence of
mental disorders among students. For example, Said et
al11 examined a large sample of Australian students and
reported that 30% of them had at least one mental disorder.
Fortney et al5 also demonstrated that the prevalence rates
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0.22

52.4

0.38

strategies were capable of predicting the symptoms of all 9
mental health problems including somatization (P≤0.001),
OCD (P≤0.001), interpersonal sensitivity (P≤0.001),
depression (P≤0.001), anxiety (P≤0.001), hostility
(P≤0.001), phobic anxiety (P≤0.001), paranoid ideation
(P≤0.001), and psychoticism (P≤0.001). On the other hand,
adaptive emotion regulation strategies were also capable
of predicting the symptoms of interpersonal sensitivity
(P=0.006), depression (P=0.02), anxiety (P=0.02), and
psychoticism (P=0.03). Maladaptive strategies predicted
these problems positively, whereas adaptive strategies
predicted them negatively. Furthermore, maladaptive
strategies played a greater role than adaptive strategies in
all of these four mental health problems.

170

0.23

P

B

Beta

t

-0.03

-0.02

-0.43

0.66

0.53

0.37

7.2

0.001

-0.03

-0.03

-0.58

0.56

0.47

0.41

8.03

0.001

-0.12

-0.13

-2.75

0.006

0.52

0.49

10.23

0.001

-0.16

-0.11

-2.31

0.02

0.78

0.48

9.96

0.001

-0.13

-0.12

-2.35

0.02

0.55

0.45

9.15

0.001

-0.015

-0.02

-0.42

0.67

0.21

0.28

5.39

0.001

-0.06

-0.08

-1.57

0.11

0.31

0.39

7.7

0.001

-0.007

-0.01

-0.19

0.84

0.29

0.38

7.45

0.001

-0.11

-0.10

-2.13

0.03

0.59

0.50

10.51

0.001

of depression, generalized anxiety disorder, and posttraumatic stress disorder among the student population
were 20%, 17.5%, and 13%, respectively. Using data from
WHO surveys conducted in 21 countries, Auerbach et
al3 reported that the 12-month prevalence of disorders
listed in the Diagnostic and Statistical Manual of Mental
Disorders (DSM) among students was about 20%. The
results from another study using WHO surveys’ data
from 19 universities in eight countries showed that the
lifetime prevalence of mental disorders among students
was 35%, whereas the 12-month prevalence was 31%.4 In
Iran, Mesgarani et al56 indicated that 15.5% of the students
participating in their study were suspected of having a
mental disorder. Sarabi et al47 also determined that about
14% of students suffered from at least one mental disorder.
Various factors have been suggested to increase the
risk of mental disorders among students living under
stressful conditions, including academic pressure,11,12
financial worries,11 irregular sleep patterns, a significant
shift in social roles, and increased independence due to a
shift from living with parents to living away from home.4
University age is also the age when some common mental
disorders – mood, anxiety, and substance use disorders,
in particular – begin to develop.57 Accordingly, students
can be considered a population that is at more risk of
developing mental disorders than the general population,
and therefore, adopting preparatory plans for early
diagnosis and treatment of these disorders is a serious
and urgent need for them; a strategy that can reduce the
likelihood of their dropping out and increasing their
academic and psychosocial functioning.3
Investigating the role of gender, marital status, and
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place of origin in prevalence of moderate to severe mental
disorders’ symptoms has also shown that there are no
significant relationships between these demographic
variables and the prevalence of the given symptoms.
Different studies have reported contradictory findings
in this regard. For example, the findings from a study by
Zolfaghari et al8 indicated that there was no significant
difference between male and female students regarding the
prevalence of mental disorders. The study by Mesgarani
et al56 also showed that marital status and place of origin
had no effect on the prevalence of mental disorders. The
above-mentioned study findings were in line with the
results from the present study. On the other hand, Sarabi
et al47 reported that the prevalence of mental disorders in
single students was higher than that in married students.
Similarly, Levecque et al6 found that the prevalence of
mental disorders was higher among female students
compared to male ones, and it was also higher among single
students compared with married ones. However, the study
of Yaghubi et al46 discovered that the prevalence of mental
disorders was higher among male students and students
staying at dormitories. Taking into account the given study
results, the demographic variables had seemingly different
effects on different populations. This difference might
have been explained by the fact that other factors, such as
cultural issues, were responsible for determining the role
of variables including gender, marital status, and origin of
place in developing mental disorders.
The findings from the present study also demonstrated
that cognitive emotion regulation strategies played a role
in all nine dimensions of the symptoms of mental health
problems. Cognitive emotion regulation strategies were
the strongest predictors of psychosis, but the weakest
predictors of hostility. It was found that maladaptive
cognitive emotion regulation strategies played an
obviously greater role than adaptive strategies in causing
mental disorders. Adaptive strategies are involved in
determining interpersonal sensitivity, depression, anxiety,
and psychoticism. However, these strategies have no role in
determining somatization, OCD, hostility, phobic anxiety,
and paranoid ideation. In contrast, maladaptive strategies
predict all nine dimensions. As for four dimensions in
which both adaptive and maladaptive strategies play
significant roles (i.e., interpersonal sensitivity, depression,
anxiety, and psychoticism), maladaptive strategies play a
more prominent role than adaptive strategies. This implies
that although using maladaptive cognitive emotion
regulation strategies is an important risk factor for mental
disorders, adopting adaptive strategies to a lesser extent
functions as a protective factor against these disorders.
The question that which emotion regulation strategies
repertoire one may have and/or how one chooses emotion
regulation strategies, plays a greater role as a risk factor than
a protective factor in mental disorders. In the following
section, the role of cognitive emotion regulation strategies
in each of the mental health problems is examined.
According to the findings of the present study,

maladaptive cognitive emotion regulation strategies were
capable of predicting the somatization symptoms. In the
study by Sayah Bargard et al,58 only maladaptive strategies
of cognitive emotion regulation were detected to be capable
of predicting the somatic symptoms, whereas the adaptive
strategies were discovered to be incapable of predicting
them. In a study by Martin and Gitzen,30 patients with
somatization disorder adopted more maladaptive emotion
regulation strategies, but fewer adaptive emotion regulation
strategies compared to individuals in healthy control
group. The findings from this study also revealed that
maladaptive cognitive emotion regulation strategies were
capable of predicting the symptoms of OCD, which were
in line with the study results of Grisham et al.26 Moreover,
this study determined that the patients with OCD ffaced
more difficulty in emotion regulation compared to those
from the healthy control group. In a study by Saeidpoor et
al,38 OCD patients were compared with those from healthy
group in terms of using cognitive emotion regulation
strategies. The results indicated that the OCD group
significantly scored higher than the control group in all four
maladaptive strategies of cognitive emotion regulation.
Patients with OCD obtained significantly lower scores
compared to the control group in adopting three adaptive
cognitive emotion regulation strategies (i.e., putting into
perspective, positive refocusing, and positive reappraisal)
out of the five ones. That is, the role of maladaptive
strategies was greater than that of adaptive strategies. In
the present study, it was also detected that maladaptive
and adaptive cognitive emotion regulation strategies
were capable of predicting the symptoms of interpersonal
sensitivity. This finding was consistent with the findings
from two studies by Garofalo et al59 and Poole et al.60 Both
studies found that the difficulty in emotion regulation was
directly related to interpersonal problems. According to the
findings of the present study, the maladaptive and adaptive
cognitive emotion regulation strategies were also capable
of predicting the depressive symptoms. This finding was
in line with the results from the studies by Garnefski et
al,21 Amone-P’Olak et al,25 Sayah Bargard et al,58 and Salehi
et al.40 In these studies, both adaptive and maladaptive
strategies were found capable of predicting depressive
symptoms, but maladaptive strategies were discovered to
have more predictive power. Findings also suggested that
maladaptive and adaptive cognitive emotion regulation
strategies were capable of predicting anxiety symptoms.
This finding was in agreement with the findings from
studies by Amone-P’Olak et al25 and Vahedi et al.39 In
the study by Amone-P’Olak et al,25 both adaptive and
maladaptive strategies were found capable of predicting
the symptoms of depression and anxiety, but maladaptive
strategies were discovered to be stronger predictors.
According to Vahedi et al,39 adaptive and maladaptive
strategies of cognitive emotion regulation had significant
correlations with anxiety. The correlation between anxiety
and maladaptive regulation (0.59) was stronger than that
between anxiety and adaptive regulation (-0.34).
Int J Epidemiol Res, Volume 8, Issue 4, 2021
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Furthermore, the result from the present study
demonstrated that maladaptive cognitive emotion
regulation strategies were capable of predicting the
hostility. This result supported the finding of Garofalo
et al study59 which showed that emotion regulation
difficulties were capable of predicting aggression in
interpersonal relationships. No study was found similar
to the present study in finding the fact that maladaptive
cognitive emotion regulation strategies were also capable
of predicting phobic anxiety.
According to the present study findings, maladaptive
cognitive emotion regulation strategies were capable of
predicting paranoid ideation. This finding was consistent
with the results from Krkovic et al study.61 In this study,
only maladaptive cognitive emotion regulation strategies
were observed capable of predicting paranoia.
The findings also determined that maladaptive and
adaptive cognitive emotion regulation strategies were
capable of predicting the psychoticism. The results from
a study by Grezellschak et al35 showed that the patients
with psychosis resorted to suppression (i.e., a maladaptive
strategy) more than the individuals in healthy group for
regulating emotions. However, there was no significant
difference between these two groups in terms of using
reappraisal (i.e., an adaptive emotion regulation strategy).
Following the study by Atadokht et al,62 maladaptive
emotion regulation strategies predicted 72% of the variance
in schizophrenia symptoms, while adaptive strategies
predicted 19% of it. Zarekar et al37 also reported that the
patients with schizophrenia resorted to more suppression
and less reappraisal compared to the individuals in healthy
control group.
Limitations
The present study had some limitations that should be
considered when interpreting and using the results.
First, the present study was conducted using self-report
questionnaires in which the possibility of bias in responding
to the items existed. Second, the participants were students
from a specific age range (i.e., early adulthood) and had
a specific level of education (i.e., above the average);
therefore, it was recommended that the generalization
of the results to nonstudent populations be made with
caution.
Conclusion
According to the results from the present study, about
one-third of the students had moderate levels of mental
disorders symptoms, which may have indicated a warning
status and a higher probability of developing a full-blown
mental disorder. Moreover, 14% of the students suffered
from severe levels of mental disorders symptoms, which
indicated the need for prompt and serious intervention.
Findings also supported the role of emotion regulation as a
trans-diagnostic component in causing mental disorders,
and suggested that cognitive emotion regulation strategies
had the strongest role in predicting psychosis but the
172
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weakest role in predicting hostility. These findings had
some implications for mental health interventions. The
role of emotional dysregulation in mental disorders
suggested that emotional regulation skills training may
be effective in treating these disorders and, thus, provides
support for the underlying assumption of many approaches
that highlighted emotion regulation as an important
component of therapy (e.g. dialectical behavior therapy).
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