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Abstract

Aim of this study was to study relationships between cognitive emotion regulation strategies and depres-
sive symptoms. Five specific samples (ranging from adolescents to elderly) were compared on their reported
use of cognitive emotion regulation strategies (Rumination, Catastrophizing, Self-blame, Other-blame,
Acceptance, Positive Reappraisal, Putting into Perspective, Positive Refocusing, Planning) and on the rela-
tionships between these strategies and symptoms of depression. Although remarkable differences were
found in reported strategies, relationships between cognitive emotion regulation strategies and symptoms
of depression were shown to be similar between the five groups.
� 2006 Elsevier Ltd. All rights reserved.
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1. Theoretical background

The concept of cognitive emotion regulation can be understood as the cognitive way of
managing the intake of emotionally arousing information (Thompson, 1991) and refers to the
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doi:10.1016/j.paid.2005.12.009

* Corresponding author. Tel.: +31 71 527 3774; fax: +31 71 527 3619.
E-mail address: garnefski@fsw.leidenuniv.nl (N. Garnefski).

mailto:garnefski@fsw.leidenuniv.nl


1660 N. Garnefski, V. Kraaij / Personality and Individual Differences 40 (2006) 1659–1669
cognitive part of coping (see Garnefski, Kraaij, & Spinhoven, 2001). The regulation of emotions
through thoughts or cognitions is inextricably associated with human life and helps people to
manage their emotions after the experience of stressful events (Garnefski et al., 2001). Although
the capacity of cognitive emotion regulation is universal, individual differences exist in the specific
thoughts or cognitions by means of which people regulate their emotions in response to life expe-
riences. Cognitive emotion regulation is therefore widely assumed to be an important issue with
regard to mental health.

In the literature nine conceptually different cognitive emotion regulation strategies were distin-
guished: Self-blame, Other-blame, Rumination, Catastrophizing, Putting into Perspective, Posi-
tive Refocusing, Positive Reappraisal, Acceptance and Planning (e.g. Garnefski et al., 2001). A
number of recent studies have confirmed the existence of strong relationships between the use
of these strategies and emotional problems (Garnefski, Boon, & Kraaij, 2003; Garnefski et al.,
2001, 2002a; Garnefski, Legerstee, Kraaij, Van den Kommer, & Teerds, 2002; Garnefski, Teerds,
Kraaij, Legerstee, & Van den Kommer, 2004; Kraaij et al., 2003; Kraaij, Pruymboom, & Garnef-
ski, 2002). In general, the results suggest that by using cognitive styles such as Rumination, Catas-
trophizing and Self-blame people may be more vulnerable to emotional problems than others,
while other outcomes suggest that by using other styles, such as Positive Reappraisal people
may be less vulnerable.

These results indicate that important targets for intervention might be found on the basis of
cognitive emotion regulation research. Thus far, however, studies have been limited to single, spe-
cific samples, making it unclear to what extent the findings are generalizable to different popula-
tions and/or age groups. Against this background, there is a clear need for multiple-sample-
comparison studies focusing on (a) differences between subgroups in the use of specific cognitive
emotion regulation strategies and (b) the consistency of relationships between cognitive emotion
regulation strategies and symptoms of psychopathology across samples. By studying subgroup
differences in reported use, a more solid basis would be obtained to draw conclusions on the iden-
tification of subgroups of people at risk for the development of psychopathology. By including
samples of different ages, insight might also be gained into how the use of cognitive emotion reg-
ulation strategies unfolds during the life span. By studying the consistency of relationships be-
tween strategies and psychopathology across samples, a more solid basis might be found for
drawing conclusions on the extent to which certain cognitive emotion regulation strategies might
be considered adaptive or maladaptive. This, in turn, would carry important opportunities for a
more targeted tailoring of treatment and preventive measures.

One of the purposes of the present study is to compare five specific samples (i.e. early adoles-
cent, late adolescent, adult, elderly and psychiatric samples) on their reported use of cognitive
emotion regulation strategies. Although some of these samples were included in separate publica-
tions of Garnefski, Kraaij and co-authors before, they were never analyzed together in one and
the same study before. The first hypothesis is that reported use of cognitive emotion regulation
strategies will be lower in adolescents than in adults, as it is generally assumed that the period
of adolescence is the period in which the more advanced cognitive abilities are being mastered.
The second hypothesis is that reported use of more unadaptive cognitive strategies will be highest
in psychiatric adults, while reported use of more adaptive strategies will be lowest.

Another purpose of the study is to present research results concerning the relationships between
cognitive emotion regulation strategies and symptoms of depression in the five different samples.
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Issues will be addressed such as whether relationships hold across different age groups (life span
perspective) and across general population and psychiatric samples. The third hypothesis of the
study is that although subgroups might differ in their reported use of certain strategies, the type
of the relationships between specific cognitive emotion regulation strategies and depressive symp-
toms remains stable across samples.
2. Method

2.1. Samples and procedures

2.1.1. Sample 1: early adolescents
The early-adolescent sample consisted of 597 adolescents aged between 12 and 15 years, of

whom 43% were boys. The mean age was 13 years and 11 months (SD = 0.74). The educational
levels were as follows: 4% of the pupils had lower vocational education, 18% lower secondary gen-
eral education, 39% higher general secondary education and 39% of the pupils attended pre-uni-
versity education. The research was carried out in three different state schools by means of a
written questionnaire that students filled out during school hours (about 25 min in total), under
the supervision of a teacher and two graduate psychology students. The sample consisted of sec-
ond and third grade pupils. The students were guaranteed anonymity in relation to their parents,
teachers and fellow students.

2.1.2. Sample 2: late adolescents
The late-adolescent sample consisted of 1164 adolescents in the age group 16–18 years, of whom

47% were boys. The mean age was 16 years and 11 months (SD = 0.77). All participants were first-
year students of a large school for intermediate vocational education in the south-east of the
Netherlands. Questionnaires were completed at school, under the supervision of a researcher
and two psychology students, while anonymity was guaranteed.

2.1.3. Sample 3: adult general population
The adult-general-population sample comes from a random selection of the directory of a gen-

eral practitioner’s office in a medium-sized town in the west of the Netherlands. Following a writ-
ten mailing in January 2000, 611 people aged between 18 and 65 years participated in the study on
an individual basis. Forty percent of them were male. The mean age was 41 years and 11 months
(SD = 11.51). Of the respondents 63% indicated they were married, engaged or living together.
Thirty five percent were either single or divorced. Educational level ranged from primary school
(4%), lower vocational or lower general secondary education (20%), intermediate vocational edu-
cation (16%), higher general secondary and pre-university education (11%), to higher vocational
and university education (48%).

2.1.4. Sample 4: elderly people
The elderly group comes from a random sample of people aged over 65 years from the muni-

cipal directory of a medium-sized town in the west of the Netherlands. Following a written mail-
ing and a telephone call, 89 people aged 66–97 years participated individually in the survey. Forty
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eight percent of them were male. The mean age was 77 years, 2 months (SD = 6.12). Of the
respondents 52% indicated they were married or living together, 42% had been widowed, and
6% were divorced or had never married. The majority (92%) lived on their own, the others lived
in an old people’s home (3%), sheltered accommodation (3%) or in different conditions (2%).

2.1.5. Sample 5: psychiatric patients
The data of this group were collected among outpatients of a psychiatric institution in the west

of the Netherlands. In this group, completing the CERQ was part of a larger set of questionnaires
that they had to fill out before the intake interview on admission to this clinic. Three hundred and
one people aged 18–65 years participated, of whom 40.3% were male. The mean age was 35 years,
5 months (SD = 11.25). Of the respondents 53% indicated they were married, engaged or living
together, 47% were widowed, single or divorced. The educational level ranged from primary
school (16%), lower vocational or lower general secondary education (32%), intermediate voca-
tional education (10%), higher general secondary and pre-university education (22%), to higher
vocational and university education (18%).
3. Instruments

3.1. The cognitive emotion regulation questionnaire (CERQ)

To measure the specific cognitive emotion regulation strategies participants used in response to
the experience of threatening or stressful life events, the Cognitive Emotion Regulation Question-
naire (CERQ) was used (Garnefski, Kraaij, & Spinhoven, 2002b). The CERQ was developed in
1999 both on theoretical and empirical bases and was the first questionnaire explicitly measuring
the self-regulating, conscious cognitive components of emotion regulation.

The CERQ is a 36-item questionnaire, consisting of the following nine conceptually distinct
subscales, each consisting of four items and each referring to what someone thinks after the expe-
rience of threatening or stressful events: Self-blame, referring to thoughts of putting the blame of
what you have experienced on yourself; Other-blame, referring to thoughts of putting the blame of
what you have experienced on the environment or another person; Rumination or focus on
thought, referring to thinking about the feelings and thoughts associated with the negative event;
Catastrophizing, referring to thoughts of explicitly emphasizing the terror of what you have expe-
rienced; Putting into Perspective, referring to thoughts of brushing aside the seriousness of the
event/emphasizing the relativity when comparing it to other events; Positive Refocusing, referring
to thinking about joyful and pleasant issues instead of thinking about the actual event; Positive
Reappraisal, referring to thoughts of creating a positive meaning to the event in terms of personal
growth; Acceptance, referring to thoughts of accepting what you have experienced and resigning
yourself to what has happened and Refocus on Planning, referring to thinking about what steps to
take and how to handle the negative event.

Cognitive emotion regulation strategies were measured on a 5-point Likert scale ranging from 1
((almost) never) to 5 ((almost) always). Individual subscale scores were obtained by summing the
scores belonging to the particular subscale or cognitive emotion regulation strategy (ranging from
4 to 20). The higher the subscale score, the more the specific cognitive strategy is used.
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Research on cognitive emotion regulation strategies has shown that all subscales have good
internal consistencies (Garnefski, Kraaij, et al., 2002b). As regards the five samples of the present
study: in the early adolescent sample alpha reliabilities ranged from .68 to .83. In the late adoles-
cent sample alpha reliabilities .68–.79 were found. In the adults general population sample the
lowest alpha was .75 and the highest alpha was .86. In the elderly alpha’s ranged from .76 to
.82. In the psychiatric sample alphas between .72 and .85 were found.

3.2. Depressive symptomatology

In four of the five samples (except for the Elderly) depressive symptomatology was measured by
the depression subscale of the Symptom Checklist (SCL-90; Derogatis, 1977; Dutch translation
and adaptation by Arrindell & Ettema, 1986). This subscale consists of 16 items, assessing
whether and to what extent individuals report symptoms of depression. Depressive symptomatol-
ogy was measured using a 5-point Likert scale, ranging from 1 (not at all) to 5 (very much). Indi-
vidual scale scores were obtained by summing the items belonging to the subscale. In the
adolescent groups one item, concerning loss of sexual interest was dropped, because of the age
of the students. Therefore, scores ranged from 15 to 75 for the adolescent groups and from 16
to 80 for the adult groups.

Previous studies reported a-coefficients ranging from .82 to .93 for the depression sub-
scale (Arrindell & Ettema, 1986). In the present samples, a-coefficients were .87 (early adoles-
cents), .90 (late adolescents), .94 (adult general population sample) and .92 (psychiatric
sample).

In the Elderly sample depressive symptoms were measured by the Geriatric Depression Scale
(GDS; Brink, Yesavage, Heersema, Adey, & Rose, 1982), The GDS consists of 30 dichotomous
items. A scale score was obtained by summing the items and ranged from zero to 30, with a high
score indicating more depressive symptoms. The GDS was used in this specific sample, because it
excludes items that are confounded with normal aging and diseases associated with old age and
therefore is very suitable for assessing depression in the elderly. The GDS has been demonstrated
to have high reliability (Olin, Schneider, Eaton, Zemansky, & Pollock, 1992). In the present geri-
atric sample an alpha reliability of .91 was found.

3.3. Data analysis

To study overall differences in the reporting of cognitive strategies between the specific samples,
Multivariate Analysis of Variance (MANOVA) was performed, with ‘type of sample’ as indepen-
dent variable and the nine cognitive emotion regulation strategies as dependent variables. To
study gender effects and the interaction effects between gender and type of sample, gender was in-
cluded as independent variable. The multivariate main effect of ‘sample type’ was tested by means
of Wilks’ k. Univariate differences were tested by means of oneway Analysis of Variance (ANO-
VA). Multiple comparisons were performed by Post-hoc Tukey tests to locate the significant
group-by-group differences. To study the relationships between the nine cognitive strategies
and depressive symptomatology across the five samples, Pearson correlations were calculated.
Subsequently, in each of the five samples Multiple Regression Analysis (MRA) was performed
with depressive symptomatology as the dependent variable and the nine cognitive strategies as
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the independent variables. To be able to control for the influence of gender, gender was included
as independent variable in these analyses.
4. Results

4.1. Multivariate and univariate differences between the five specific samples

The results of MANOVA showed that there was a significant main effect for ‘type of sample’,
indicating an overall difference in the reporting of cognitive strategies between the five separate
samples (Wilks’ k = .71; F(36,10108) = 26.98; p = .000). Univariate ANOVA results showed that
the significant differences referred to all the nine cognitive strategies. Significant main gender
effects and interaction effects between sample and gender were found as well. In most strate-
gies however the variance explained by gender main or interaction effects was less than 1% (see
Table 1).

The mean cognitive strategy scores and standard deviations of the separate samples are pre-
sented in Table 2. Post-hoc Tukey tests revealed that without exception the significantly highest
scores for Self-blame, Rumination, Catastrophizing and Other-blame were found in the adult psy-
chiatric sample. The highest scores for Acceptance, Positive Refocusing and Putting into Perspec-
tive were found in the elderly sample. Post-hoc Tukey tests showed that this was a significant
difference in all cases, but one. The Elderly did not significantly differ in their Acceptance scores
from the Adult Psychiatric sample. The significantly highest Planning and Positive Reappraisal
scores were found in the adult general population sample, with the exception that the mean
Table 1
Results MANOVA: effects of sample, gender and sample by gender

Cognitive strategies Manova effects

Sample Gender Sample by gender

F(4,2705) g2 F(1,2705) g2 F(4,2705) g2

Self-blame 57.82*** .08 1.19 .00 3.45** .01
Acceptance 37.58*** .05 11.99** .00 2.28 .00
Rumination 78.52*** .10 58.03*** .02 2.60* .00
Positive Refocusing 19.80*** .03 11.50 .00 2.08 .00
Planning 61.39*** .08 2.06 .00 3.29* .01
Positive Reappraisal 69.20*** .09 2.63 .00 0.72 .00
Putting into Perspective 29.83*** .04 7.21** .00 0.90 .00
Catastrophizing 44.82*** .06 6.56* .00 3.09* .01
Other-blame 14.90*** .02 0.24 .00 2.59* .00

Wilks k k = .71; k = .97; k = .97;
F(36,10108) = 26.98*** F(9,2697) = 10.99*** F(36,10108) = 2.55***

g2 = .08 g2 = .04 g2 = .01

* p < .05.
** p < .01.
*** p < .001.



Table 2
Comparison of groups: means and standard deviations

Cognitive strategies Samples

Early adolescents
(N = 592)

Late adolescents
(N = 1143)

Adults general
population
(N = 620)

Elderly
(N = 89)

Adults psychiatric
sample (N = 301)

M (SD) M (SD) M (SD) M (SD) M (SD)

Self-blame 7.28 (2.92) 7.82 (2.92) 8.28 (3.06) 7.55 (3.25) 10.58 (4.24)
Acceptance 8.98 (3.36) 9.72 (3.70) 10.66 (3.64) 2.31 (4.56) 11.49 (3.69)
Rumination 8.15 (3.37) 9.11 (3.74) 10.24 (3.81) 9.45 (3.50) 12.61 (4.07)
Positive Refocusing 9.22 (3.40) 10.44 (3.91) 9.86 (3.64) 11.40 (4.04) 8.94 (3.26)
Planning 9.71 (3.44) 10.76 (3.81) 12.79 (3.88) 11.77 (3.82) 12.28 (3.98)
Positive Reappraisal 8.56 (2.99) 10.46 (3.87) 12.20 (4.07) 11.19 (4.11) 10.10 (3.94)
Putting into Perspective 9.23 (3.35) 10.26 (3.82) 11.44 (3.86) 11.88 (3.81) 10.22 (3.80)
Catastrophizing 5.81 (2.82) 6.80 (2.94) 6.23 (2.80) 6.99 (3.37) 8.48 (3.77)
Other-blame 5.98 (2.05) 6.58 (2.65) 6.40 (2.77) 6.04 (2.87) 7.42 (3.42)
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Planning score of the Psychiatric sample did not differ significantly from the Planning score of the
Adults. In all cases the early adolescent sample had significantly lower mean scores on the cogni-
tive emotion regulation strategies than the late adolescents, while in most cases the late adolescent
sample had lower scores than the adults. For Positive Refocusing, however, significantly higher
scores were found in adults than in late adolescents.

As regards the mean gender differences (not in table): significant gender differences in all cases
referred to the fact that females scored higher than males. In all cases, however, the relative order
of the heights of the mean values was equal for males and females. For example, gender results
regarding Rumination showed that the female participants of respectively the early adolescent,
late adolescent, adult, elderly and psychiatric samples had the following mean scores: 8.92,
10.15, 10.77, 10.21 and 13.05. The mean scores of the male participants were respectively 7.16,
7.90, 9.45, 8.81 and 12.02.

4.2. Relationships between cognitive emotion regulation strategies and depressive symptoms

In each of the samples Pearson correlations between cognitive emotion regulation strategies and
depressive symptoms were calculated. Acceptance, Rumination and Catastrophizing showed sig-
nificant (positive) correlations in all the samples. Both Self-blame and Other-blame had (positive)
significant correlations with depressive symptoms in all samples but the elderly. For Positive Refo-
cusing, Planning, Positive Reappraisal and Putting into Perspective a more varied picture was vis-
ible, being (positively or negatively) significant in some cases and nonsignificant in other (Table 3).

Subsequently, Multiple Regression Analyses were performed on the five separate samples. Gen-
der was included as control variable. The results showed that in all samples considerable amounts
of the variance were explained. The influence of gender ranged from very small and nonsignificant
to moderately significant (b = .13; p < .01 in the adult psychiatric sample). The results showed the
unique relationships between the cognitive emotion regulation strategies and depressive symptoms
after controlling for gender and all the other strategies.



Table 3
Pearson correlations with depressive symptoms

Samples

Early
adolescents r

Late
adolescents r

Adults general
population r

Elderly r Adults psychiatric
sample r

Gender .20*** .18*** .11** .23* .15*

Self-blame .48*** .40*** .26*** .01 .39***

Acceptance .29*** .25*** .18*** .27* .20**

Rumination .55*** .43*** .44*** .42*** .42***

Positive Refocusing .07 �.03 �.06 �.15 �.15*

Planning .28*** .15*** .02 �.01 �.09
Positive Reappraisal .14*** .02 �.14** �.27* �.15*

Putting into Perspective .22*** .07* �.08* .07 �.02
Catastrophizing .35*** .43*** .57*** .46*** .46***

Other-blame .17*** .24*** .34*** �.03 .28***

* p < .05.
** p < .01.
*** p < .001.
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In all samples, significant relationships between depressive symptoms and the cognitive emotion
regulation strategies of Rumination, Catastrophizing and Positive Reappraisal were found.
Whereas Rumination and Catastrophizing were positively related (the more the strategy was used,
the more symptomatology), Positive Reappraisal was negatively related. In addition, Self-blame
showed significant positive effects in all samples but the Elderly. None of the samples showed sig-
nificant relationships between depressive symptoms and Other-blame.
Table 4
Results regression analysis (method = stepwise) with depressive symptoms as dependent variable and gender and
cognitive strategies as independent variables

Samples

Early
adolescents b

Late
adolescents b

Adults general
population b

Elderly b Adults psychiatric
sample b

Gender .07 .09** .02 .10 .13**

Self-blame .30*** .23*** .16*** Ns .33***

Acceptance Ns Ns .08* .24* Ns
Rumination .41*** .29*** .26*** .26*** .21***

Positive Refocusing �.08* �.10** Ns Ns Ns
Planning Ns Ns Ns Ns �.16*

Positive Reappraisal �.14** �.20*** �.31*** �.64*** �.11*

Putting into Perspective Ns Ns Ns .30** Ns
Catastrophizing .08* .22*** .37*** .22* .31***

Other-blame Ns Ns Ns Ns Ns
R2 (adjusted) 37.91% 32.1% 42.6% 44.4% 39.2%

* p < .05.
** p < .01.
*** p < .001.
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As regards the other cognitive emotion regulation strategies, more sample-specific results were
found. Acceptance only showed significant (positive) relationships with depressive symptoms in
the general adult sample and in the Elderly. Positive Refocusing only had significant (negative)
relationships with depressive symptoms in the two adolescent samples. Planning was significantly
(negative) related to depressive symptoms in the psychiatric sample only, while Putting into Per-
spective was only significant in the Elderly (Table 4).
5. Discussion

The present study focused on the comparability of adolescent, adult, elderly and psychiatric
samples in the reporting of cognitive emotion regulation strategies and their relationships to
symptoms of depression. Remarkable and significant differences were found between the five sam-
ples in the reporting of specific cognitive emotion regulation strategies.

The first hypothesis of the study was that reported use of cognitive emotion regulation strate-
gies would be lower in adolescents than in adults. The results showed that in most cases indeed
adolescents had lower scores on the specific cognitive emotion regulation strategies than the adult
samples. In fact, all nine cognitive strategies were reported significantly less often by Early ado-
lescents than by Late Adolescents or Adults. Late adolescents had lower scores than Adults on six
of the nine strategies. This suggests that although all cognitive strategies characterising adults are
also used by adolescents, the extent of which shows an increase from adolescence to adulthood.
This seems especially true for the cognitive emotion regulation strategy positive reappraisal. In
general it is assumed that adolescence refers to the period in which the more advanced cognitive
abilities are being mastered (Aldwin, 1994). On the basis of the present study it might be added
that the mastering or refinement of (new) cognitive emotion regulation abilities continues beyond
this period. This might be explained by the fact that the number of emotion-eliciting stressful
encounters usually grows as the individual grows older. It seems reasonable to assume that the
cognitive emotion regulation process continues to unfold in response to newly experienced stress-
ors, just as is assumed in general coping processes (Lazarus, 1999).

The second hypothesis was that reported use of more unadaptive cognitive strategies would be
highest in psychiatric adults, while reported use of more adaptive strategies would be lowest. The
results showed that members of the clinical sample indeed scored significantly higher on Self-
blame, Rumination and Catastrophizing than the other samples, confirming the expectations of
the present study as well as previous research results (e.g. McGee, Wolfe, & Olson, 2001;
Nolen-Hoeksema, McBride, & Larson, 1997; Sullivan, Bishop, & Pivik, 1995). The clinical sample
also showed higher scores on Other-blame, which was not in line with the expectations, but
concurred with theories stating that both kinds of blame, i.e. a continuing focus on blaming one-
self or another, may form an obstacle to adaptation to negative life events or trauma (Tedeschi,
1999).

The highest Acceptance scores were found in the Elderly. In addition, Acceptance appeared to
be positively related to depression scores in this group. Also adults from the psychiatric sample
had relatively high scores on Acceptance. An explanation for these results may be found in the
theory that a distinction can be made between Acceptance as an active process of self-affirmation
and Acceptance as a passive form of resignation to negative experiences (Wilson, 1996). It might
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be argued that the present study rather refers to the latter form of Acceptance, which has typically
been identified as a negative adjustment style associated with poor outcomes (Wilson, 1996).

Also the third hypothesis of the study, i.e. that the type of relationships between specific cog-
nitive emotion regulation strategies and depressive symptoms would remain stable across samples,
was confirmed. It was shown that in all five groups a considerable percentage of the variance in
symptoms of depression could be explained by the use of cognitive emotion regulation strategies.
Although the samples differed in relative strength of some relationships, in all groups the same
picture arose: the cognitive strategies Rumination, Catastrophizing, lack of Positive Reappraisal
and—in all groups but the Elderly—also Self-blame were shown to play the most important role
in the reporting of symptoms of psychopathology. These results fit in with the findings of earlier
studies showing relationships between adult psychopathology and the apparently less adaptive
styles of Rumination (Nolen-Hoeksema, Parker, & Larson, 1994), Catastrophizing (Sullivan
et al., 1995) and Self-blame (Anderson, Miller, Riger, Dill, & Sedikides, 1994). Also in earlier
studies ‘Positive Reappraisal’ was shown to be negatively related to measures of psychopathology
(Carver, Scheier, & Weintraub, 1989). On basis of the present study the conclusion can be added
that the relationships between Rumination, Self-blaming, Catastrophizing, lack of Positive Reap-
praisal and symptoms of depression hold in early and late adolescents as well.

A limitation of the design was that the detection of depression symptoms as well as the assess-
ment of cognitive emotion regulation strategies had to be made on the basis of self-reported eval-
uations. The cross-sectional nature of the study will also not allow us to draw conclusions about
any directions of influence. Theoretically, it would be just as likely that certain cognitive emotion
regulation strategies lead to depression, as the other way around. Furthermore, it is important to
acknowledge that in the present design the reporting of certain cognitive emotion regulation strat-
egies may be confounded with the reporting of depression. In addition, our study comprised five
different samples, all of which had their own limitations. As a consequence, we cannot definitely
conclude that it is the aging that makes the difference or merely the fact that the samples were
drawn from different populations.

Despite these limitations, two strong conclusions may be drawn from the results of the present
study. One conclusion is that it has clearly been shown that the use of cognitive emotion regula-
tion strategies and depressive symptoms are related issues. Second conclusion is that, generally
speaking, the same cognitive mechanisms appear to be at work in the reporting of psychopathol-
ogy in adolescents and adults. Relationships between cognitive emotion regulation strategies
and depressive symptoms were shown to be similar, in multiple samples ranging from young to
elderly.
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