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Abstract  

Background: Mental health is a central component of an individual´s holistic health status. Various 
factors affect mental health, leading to different emotional symptoms. This study aimed to explore the 
relationship between emotional symptoms and emotion regulation, psychological inflexibility, and 
dispositional mindfulness, as well as age, sex, marital status, education, and professional situation.  

Methods: A total of 390 clinical patients (Mage=34.33, SD=9.99, 66.4% female) filled in the Philadelphia 
Mindfulness Scale (PHLMS), the Emotion Regulation of Others and Self (EROS) scale, the 
Acceptance and Action Questionnaire II (AAQ-II) and the Brief Symptom Inventory (BSI).  

Results: We found a significant relationship between emotional symptoms and sex (women reporting 
more symptoms), and a trend toward a negative relationship between emotional symptoms and age 
(older participants reporting fewer symptoms). Emotional symptoms showed a significant negative 
association with mindfulness (PHLMS total score and Acceptance subscale), and with emotion 
regulation (EROS Intrinsic affect-improving subscale). Conversely, higher scores on the EROS 
Extrinsic affect-worsening and Intrinsic affect-worsening subscales, as well as greater psychological 
inflexibility, were associated with more emotional symptoms.  

Conclusions: Mindfulness and emotion regulation appear to act as protective factors against emotional 
symptoms, whereas psychological inflexibility is associated with greater vulnerability to such 
symptoms. 

1 Health Sciences Faculty, University of Beira Interior, Covilhã, Portugal 

2 USF Caminhos do Cértoma, ULS de Coimbra, Portugal 

3 REACH – Mental Health Clinic, Porto, Portugal 

4 CINEICC, Center for Research in Neuropsychology and Cognitive Behavioral Intervention, 
University of Coimbra, Coimbra, Portugal 

5 RISE-Health, Department of Psychology and Education, Faculty of Human and Social Sciences, 
University of Beira Interior, Covilhã, Portugal 

6 Department of Mathematics and Center of Mathematics and Applications, University of Beira 
Interior, Covilhã, Portugal 

7 USF Anadia Saúde, ULS da Região de Aveiro, Portugal 

8 Coimbra Hospital and Universitary Centre, Coimbra, Portugal 

9 Institute of Psychological Medicine, University of Coimbra, Coimbra, Portugal 

10 Gabinete de Psicologia, Psintonia, Coimbra, Portugal 

11 University of Coimbra, Coimbra, Portugal 

12 William James Center for Research, Ispa – Instituto Universitário, Lisboa, Portugal 

E-mail corresponding author: ricardo@reach.com.pt  

mailto:ricardo@reach.com.pt


 
MJCP|14, 2, 2026 Meireles et al. 

2 

 

 

Keywords: 
Clinical psychology, Emotion regulation, Emotional symptoms, Mental health, 
Mindfulness, Psychiatry, Psychological inflexibility, Psychology. 

Received: 9 May 2026 

Accepted: 10 August 2026 

Published: 15 August 2026 

Citation: Meireles, A., Teixeira, R. J., Vitória, P., Nunes, C., Magalhães, T., 

Carvalho, F., Matos, M., Vaz Marques, M., & Brandão, T. (2026). Relation 

between emotion regulation, psychological inflexibility, dispositional mindfulness, 

and emotional symptoms in a Portuguese sample. Mediterranean Journal of Clinical 

Psychology, 14(2). https://doi.org/10.13129/2282-1619/mjcp-5430  

 

1. Introduction 

In Portugal, mental health disorders are highly prevalent (22.9%) with the most common mental 

health conditions being depressive and anxiety disorders, with an annual estimated prevalence 

of 16.5% and 7.9%, respectively (Direção-Geral de Saúde, 2017). Overall, mental health 

conditions and their inherent problems are currently the main cause of disability and one of the 

most prominent causes of early morbidity in industrialized countries, in which Portugal is 

included (Direção-Geral de Saúde, 2016, 2017). 

Emotional difficulties are now considered a transdiagnostic factor that contributes to the onset, 

maintenance and severity of various mental health conditions (e.g., Aslan et al., 2024; 

Beauchaine & Cicchetti, 2019). There are multiple variables related to the impact of emotional 

symptoms on mental health conditions, among which the following stand out – being the focus 

of this work - emotion regulation, psychological inflexibility, dispositional mindfulness, sex and 

age (e.g., Moreno-Agostino et al., 2026). 

The ability to regulate emotions in everyday life is critically important for the stability and 

adaptation of every human being (Clamor et al., 2026; Saccaro et al., 2024; Sloan et al., 2026). 

Thus, emotion regulation is a crucial factor in helping individuals remain flexible and stable 

across a wide range of situations that demand adaptation. Emotion regulation is important for 

the identification, awareness, interpretation, and labelling of emotions, as well as for the 

acceptance and tolerance of negative emotional experiences. It involves two types of regulation: 

intrinsic, referring to intrapersonal processes used to manage one's own emotions, and extrinsic, 

referring to interpersonal processes aimed at influencing others' emotions (Niven et al., 2011). 

Several studies show that lower levels of emotion regulation are associated with higher levels of 

emotional symptomatology (e.g., Coutinho et al., 2010; Sheppes et al., 2015). 

Psychological flexibility refers to an individual's ability to remain in touch with the present 

moment and aware of their thoughts and emotions, allowing to adjust the behavior in response 

https://doi.org/10.13129/2282-1619/mjcp-5430
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to changing circumstances (Bond et al., 2011; Hayes et al., 2006). In summary, it is understood 

as the ability to actively experience an event as it is. Accordingly, numerous studies have 

consistently reported that psychological inflexibility is related to greater vulnerability to 

emotional symptoms (Gilbert et al., 2019; Kashdan & Rottenberg, 2010; Stange et al., 2017). 

Mindfulness, a self-regulation process rooted in traditional Buddhist practices, is conceptualized 

as a self-regulatory process based on the acceptance and balanced awareness of oneself and the 

surrounding environment (Schuman-Olivier et al., 2020). Dispositional mindfulness is an 

inherent trait of the individual himself, characterized by a state of awareness and full attention, 

without judgment and with acceptance, independently of the practice of meditation (Brown et 

al., 2007; Brown & Ryan, 2003; Riggs et al., 2015). In this sense, the literature shows that higher 

levels of dispositional mindfulness are associated with greater self-esteem, self-regulation, and 

self-acceptance, all of which related to a stronger capacity for cognitive adaptation and positive 

modulation, in response to diverse stimuli, emotions, and situations (e.g., Keng et al., 2011; 

Magalhães et al., 2023). 

Published research supports the association between mindfulness and reduced psychological 

and somatic symptoms (e.g., Goldberg et al., 2018; Maas genannt Bermpohl et al., 2023). 

Chronic pain constitutes a salient example in which mindfulness has been associated both with 

the psychological dimensions of pain and with interventions designed to mitigate limitations in 

daily functioning related to it (Riegner et al., 2025; Wielgosz et al., 2022). Regular mindfulness 

practice enhances emotion regulation and fosters the development of adaptive coping strategies 

(Bishop et al., 2004). It is also linked with significant reductions in stress levels, emotional 

symptomatology (such as depression and anxiety) and the likelihood of relapses) (Kuyken et al., 

2016; Spinhoven et al., 2022; Strauss et al., 2014). Accordingly, mindfulness appears to be a 

promising tool for both the prevention and treatment of mental health conditions, while also 

supporting the management of emotion regulation problems.  

Regarding the association between emotional symptoms and sex, several studies demonstrate 

that women are more susceptible to the development of emotional disorders, presenting higher 

levels of anxiety and depression when compared to men (Apóstolo et al., 2008; Nolen-

Hoeksema & Aldao, 2011; Nolen-Hoeksema, 1987). Concerning age, the literature also indicates 

that depression tends to be less prevalent and less severe in older adults (Carvalho, 2017; Nolen-

Hoeksema & Aldao, 2011; Fiske et al., 2009). 

Thus, the aim of the present study is to explore the relation between emotion regulation, 

psychological inflexibility and dispositional mindfulness, as well as sociodemographic variables 

(age, sex, marital status, education, and professional status), and emotional symptoms in a 

Portuguese clinical sample. 
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2. Methods 

2.1 Participants 

The sample included 390 patients followed in a mental health clinic (receiving cognitive-

behavioral therapy), that answered a set of sociodemographic and clinical questions (see Table 

1 with sociodemographic data of the sample). In general terms, and for the purposes of the 

current study, the clinical characteristics of the sample and the main reasons for referral were: 

anxiety symptoms, depressive symptoms, stress, adjustment difficulties, and eating behavior 

problems. The mean age was 34.33 years old (SD = 9.99; range = 13-66 years old, 3 participants 

were less than 18 years old). Most of the participants were women (66.4%), had a higher 

education (59%), lived alone (55.1%; single/widow/divorced) and were employed (63.9%).  

Table 1 

Sociodemographic characteristics of the sample 

Variable  n % 

Sex Male 131 33.6 

 Female 259 66.4 

Marital status  Married/living together 175 44.9 

 Single 191 49.0 

 Divorced/separated/widowed 24 6.1 

Education Under 9th grade 39 10.0 

 High school 121 31.0 

 College degree 173 44.4 

 Master's/PhD 57 14.6 

Professional status Unemployed 64 16.4 

 Employed 249 63.9 

 Student 71 18.3 

 Retired  6 1.5 

    

Age* Mean ± SD Minimum Maximum 

 34.33 ±9.99 13 66 

*Three of the participants included in the study are minors, aged 13, 15, and 17. 
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2.2 Measures  

Philadelphia Mindfulness Scale (PHLMS; Cardaciotto et al., 2008; Portuguese version: 

Teixeira et al., 2017). This self-report scale is composed of 20 items and two subscales, namely 

acceptance (i.e., “attitude of openness and receptivity to whatever happens to occur in the field 

of awareness”) and present moment awareness (i.e., “the self-regulation of attention so that it 

is maintained on immediate experience, thereby allowing for increased recognition of mental 

events in the present moment”) (Bishop et al., 2004, p. 232). Each subscale is composed of 10 

items that are rated on a Likert-type scale ranging from 1 (never) to 5 (very often). In this study, 

Cronbach’s α coefficients were .78 for awareness and .81 for acceptance. 

Emotion Regulation of Others and Self scale (EROS; Niven et al., 2011; Portuguese version: 

Brandão et al., 2023). This self-report scale is composed by 19 items and assesses four types of 

affect regulation: extrinsic affect-improving (example: “I listened to someone’s problems”), extrinsic 

affect-worsening (example: “I acted annoyed towards someone”), intrinsic affect-improving (example: 

“I did something I enjoy”), and intrinsic affect-worsening (example: “I thought about my shortcomings”). 

Items are rated on a Likert-type scale ranging from 1 (not at all) to 5 (a great deal). In this study, 

Cronbach’s α coefficients were .88 for extrinsic affect-improving, .80 for extrinsic affect-

worsening, .83 for intrinsic affect-improving, and .85 for intrinsic affect- worsening. 

The Acceptance and Action Questionnaire II (AAQ-II; Bond et al., 2011; Portuguese 

version: Pinto-Gouveia et al., 2012). This self-report scale is composed by 7 items measuring 

experiential avoidance and psychological inflexibility (not being a diagnostic tool). It is a 

unidimensional scale. Items are rated on a Likert-type scale ranging from 1 (never true) to 7 

(always true). Higher results predict higher psychological inflexibility or higher experiential 

avoidance. In this study, Cronbach’s α coefficient was of .88. 

Brief Symptom Inventory (BSI; Derogatis & Fitzpatrick, 2004; Portuguese version: 

Canavarro, 1999, 2007). This self-report scale is composed of 53 items and assesses individuals’ 

psychopathological and psychological symptoms. It covers 9 dimensions: somatization, 

obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation, and psychoticism. Items are rated on a Likert-type scale ranging from 0 (not 

at all) to 4 (extremely). In this study, Cronbach’s α coefficients ranged from .73 (psychoticism) 

to .89 (depression). Individuals with emotional disturbance will score higher in the various BSI 

categories and indices. Particularly, the Positive Symptom Distress Index (PSDI) is the one that 

best discriminates two groups (individuals with and without emotional disturbance), with its 

cut-off point being of ≥ 1.7 for the Portuguese population (below this value it is more likely to 

find individuals without emotional disturbance; above this value, the opposite) (Canavarro, 

2007). We considered this cut-off point to identify those with low vs high emotional 

symptomatology.  
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2.3 Procedure 

In adherence to the ethical principles outlined in the Helsinki Declaration, this study places a 

paramount emphasis on the protection of participants' rights and well-being. Prior to their 

involvement, participants were provided with comprehensive information about the study's 

objectives, procedures, potential risks, and benefits. A written informed consent was obtained 

from all participants, ensuring that individuals fully comprehend the nature of their 

participation. This study was approved by the Ethics Committee of the Clinic and the first 

author associated University (Approval number: 2; 5 February 2020). Data was collected in a 

Mental Health private clinic from the North of Portugal. Patients attending the clinic were 

approached by the staff of the clinic. The 390 patients voluntarily answered the instruments, 

after being ensured about the confidentiality of the data and that their participation was 

voluntary. Participants did not receive any type of incentives. Three of the participants included 

in the study were minors, aged 13, 15, and 17. The authors made a methodological decision to 

retain these participants, considering that it is standard clinical practice in Portugal to involve 

parents in processes concerning minors and to seek consent for their inclusion in future studies 

(written parental consent, together with adolescent assent, was obtained, and the Clinic Ethics 

Committee also approved explicitly the inclusion of minors), and given the difficulty of 

recruiting participants in clinical settings not typically oriented toward research—such as private 

mental health clinics. To further strengthen the ethical care provided in these cases, we ensured 

dedicated support during the administration of the instruments. Furthermore, since three of the 

questionnaires (PHLMS, EROS, and AAQ-II) have only been translated and validated for adults 

in Portuguese—and validating them for other age groups was not an objective of this study—

the authors opted to continue using the adult versions, while ensuring appropriate debriefing 

and parental consideration. This decision proved straightforward and does not compromise the 

study's validity. In the specific case of the BSI, it is suitable for individuals aged 13 and older, 

including adolescents (13-17 years).  

2.4 Data analysis 

The IBM Statistical Package for the Social Sciences®SPSS (version 25 for MacOs) was used to 

conduct the statistical analyses. Since the sample was composed of 390 patients, assuming a 

confidence level of 95%, the associated estimation error was less than 5%. A descriptive analysis 

was conducted to describe the data (absolute and relative frequency for qualitative variables and 

mean and standard deviation, minimum and maximum values for quantitative variables).  

To explore the relationships among the variables under study, inferential statistical methods 

were conducted. Data normality was assessed using the Kolmogorov–Smirnov test.  
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Since the Kolmogorov–Smirnov test indicated departures from normality (p-values < .05), the 

Mann–Whitney U test was applied to confirm the existence of significant differences between 

the two groups (with low and high emotional symptomatology; as described previously, a cutoff 

of 1.7 were used to classify participants into low and high emotionality groups; Canavarro, 

2007). To assess the relationship between emotional symptomatology (BSI) and the qualitative 

variables, the Chi-square test or Fisher's exact test (when more than 20% of the cells in the 

contingency tables had expected frequencies below 5) were applied. To quantify the level of 

association between the variables, Cramer’s V coefficient was considered. It is interpretation 

followed Cohen´s criteria (2013): V<.1, very weak association; .1 ≤ V < .3, weak association; .3 

≤ V < .5, moderate association; V ≥ .5, strong association. A binary logistic regression analysis 

was conducted, considering emotional symptomatology as the dependent variable, measured by 

the BSI (dichotomized into high and low emotional symptomatology, Canavarro, 2007), and as 

the independent variables those that presented a significant relationship in the preceding 

bivariate analysis, namely, sex, mindfulness acceptance, emotion regulation (intrinsic affect- 

worsening, intrinsic affect-improving, extrinsic affect-worsening) and psychological inflexibility. 

The results were reported using the odds ratio (OR) and their 95% confidence intervals (CI). 

The model’s goodness of fit was assessed through the Hosmer-Lemeshow test and the area 

under the curve (AUC) through Receiver Operating Characteristic (ROC) was used to evaluate 

the discriminant capacity of the model. The percentage of variance in emotions symptomatology 

explained by the model was assessed using Nagelkerke's R². Given the exploratory aim of 

identifying independent predictors of emotional symptomatology, the Forward Stepwise 

(Likelihood Ratio) procedure was applied to identify the variables that independently 

contributed to the outcome. Potential multicollinearity among the independent variables was 

assessed during the logistic regression analysis, and no evidence of multicollinearity was 

observed. A statistical significance of 5% was applied.  

3. Results 

3.1 Descriptive analysis 

In Table 2 we present the maximum and minimum values, as well the mean value and standard 

deviation for each variable and its scales and subscales.  

  



 
MJCP|14, 2, 2026 Meireles et al. 

8 

 

Table 2 

Descriptive analysis of the variables  

Variables and 

scales 

Subscales Mean ± SD Minimum Maximum 

Mindfulness 

(PHLMS) 

Awareness 37.32±6.26 17 50 

Acceptance 24.84±6.17 11 46 

Total  62.16±7.36 39 90 

Emotions 

regulation 

(EROS) 

Extrinsic affect-improving 3.53±.89 1 5 

Extrinsic affect-worsening 1.54±.81 1 5 

Intrinsic affect-improving 3.04±.83 1 5 

Intrinsic affect-worsening 1.77±.91 1 5 

Psychological 

inflexibility 

(AAQ II) 

Total 33.69±8.95 7 49 

Emotional 

symptoms 

(BSI) 

Somatization 8.44±6.34 0 27 

Obsessive-compulsive  11.31±5.52 0 24 

Interpersonal sensitivity 6.44±4.16 0 16 

Depression 10.72±6.18 0 23 

Anxiety 10.25±5.75 0 24 

Hostility 6.45±4.30 0 20 

Phobic anxiety 6.32±5.42 0 20 

Paranoid ideation 7.27±4.71 0 19 

Psychoticism 6.70±4.21 0 19 

According to Table 2, all variables’ scores, with exception to PHLMS acceptance and PHLMS 

total score, include the possible maximum value of each subscale. Regarding emotional 

symptoms on the BSI scale, the results reached the maximum possible values, except for 

somatization, depression, paranoid ideation, and psychoticism. Regarding the minimum values, 

these again coincided with the lowest possible scores, except for mindfulness PHLMS 

awareness, acceptance, and total score. 

3.2 Relationship between emotional symptoms and sociodemographic variables 

Analysis of results presented in Table 3 indicates a significant relation between emotional 

symptoms and sex, (p<.05; V=.113). Notably, 69.4% of patients with high emotional symptoms 

were women. There is a tendency for a significant relationship between emotional symptoms 

and educational level (p<.1), with 45% of patients presenting emotional symptoms having a 

bachelor’s degree. There is also a tendency for a significant relationship between emotional 

symptoms and patient´s age (p<.1), with older participants with less emotional symptoms. 
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Table 3 

Relationship between emotional symptoms and sociodemographic variables 

                     Emotional symptomatologya 

  Low  High  p-value Cramer’s V 

   n % n %   

 Totals 98 25.1 291 74.9   

Sex Men 42 42.9 89 30.6 .035**#3 .113 

   32.1  67.9   

 Women 56 57.1 202 69.4   

   21.7  78.3   

Marital status Married/living 

together 

51 52.0 

29.1 

124 42.6 

70.9 

.263#3 .083 

 Single 42 42.9 148 50.9   

   22.1  77.9   

 Divorced/separated/ 

widowed 

5 5.1 

20.8 

19 6.5 

79.2 

  

Education Under 9th grade 5 5.1 

12.8 

34 11.7 

87.2 

.094*#3 .128 

 High school 32 32.7 89 30.6   

   26.4  73.6   

 College degree 41 41.8 131 45.0   

   23.8  76.2   

 Master's/PhD 20 20.4 37 12.7   

   35.1  64.9   

Professional 

status 

Unemployed 10 10.2 

15.6 

54 18.6 

84.4 

.198#4 .109 

 Employed 70 71.4 

28.2 

178 61.1 

71.8 

  

 Student 17 17.4 

23.9 

54 18.6 

76.1 

  

 Retired 1 1.0 5 1.7   

   16.7  83.3   

        

  Mean ± SD Mean ± SD p-value#5  

Age  35.63 ± 9.58 33.89 ± 10.12 .074*  

a Cut off point: PSI (positive symptoms index)  1.7 

#3 – Chi-square test; #4 – Fisher’s Exact test; #5 - Mann-Whitney test;  

*p<.1; **p<.05. 

  



 
MJCP|14, 2, 2026 Meireles et al. 

10 

 

3.3 Relationship between emotional symptoms with mindfulness, emotion regulation, 

and psychological inflexibility 

Analyzing data presented in Table 4, there is a significant difference between patients with low 

and high emotional symptomatology in the following variables: mindfulness (PHLMS 

acceptance, p=.001; and PHLMS total value, p<.05), emotion regulation (EROS: extrinsic 

affect-worsening, p<.05; intrinsic affect-improving, p<.05; and intrinsic-affect worsening, 

p<.001) and psychological inflexibility (p<.001). Mindfulness (PHLMS acceptance and PHLMS 

total value) and emotion regulation (intrinsic affect-improving) were significantly higher in 

patients with low emotional symptomatology. Emotion regulation (extrinsic affect-worsening, 

intrinsic affect-worsening) and total psychological inflexibility were significantly higher in 

patients with high emotional symptomatology.  

Table 4 

Relationship between emotional symptoms and mindfulness, emotions regulation, psychological inflexibility 

  Emotional symptomatologya  

  Low High  

Variable Subscale Mean ± SD Mean ± SD p-value#5 

Mindfulness PHLMS awareness 37.23±5.84 37.33±6.40 .906 

PHLMS acceptance 26.51±6.26 24.25±6.04 .001** 

PHLMS total 63.74±7.00 61.58±7.38 .013** 

Emotions regulation Extrinsic affect- 

improving 

3.64±.79 3.49±.92 .355 

Extrinsic affect- 

worsening 

1.37 ±.06 1.60±.86 .028** 

Intrinsic affect-  

improving 

3.22±.80 2.97±.80 .007** 

Intrinsic affect-  

worsening 

1.36 ±.51 1.91±.97 <.001** 

Psychological inflexibility 27.01±8.65 36.04±7.68 <.001** 

Cut off point: PSI1.7; #5 - Mann-Whitney test; **p<.05; ***p<.001 

3.4 Factors associated with emotional symptoms 

Table 5 presents the logistic regression results, with emotional symptomatology as the 

dependent variable and the independent variables being those that showed a significant 

relationship with it in previous analyses. 
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Table 5 

Logistic regression model, including variables that significantly influence emotional symptomatology 

 IC 95% 

 Coef. p-value OR Inferior Superior 

 -3.533  <.001 .029   

Sexa .596 .031 1.814 1.056 3.117 

Emotions regulation (Intrinsic 

affect-worsening) 

.728 .001 2.070 1.340 3.199 

Psychological inflexibility .117 <.001 1.124 1.086 1.163 

pHosmer-Lemeshow=.720; Nagelkerke's R²=.322; AUC=.811 (IC95%= [.764;.858]); % 

Correct global classification=79.2% 

Dependent variable: emotional symptomatology 

a Reference category = male 

The model fits well the data (pHosmer-Lemeshow>.05) and explains approximately 32.2% of the 

variance of emotional symptomatology (Nagelkerke's R² =.322). It classifies correctly 79.2% of the 

data and has a good discriminant power (AUC=81.1%). For each unity of increase in the 

emotion regulation scale (in the subscale intrinsic affect-worsening), the probability of 

presenting high emotional symptoms duplicates (OR=2.070; IC95= [1.340;3.199]). For each 

unity of increase in psychological inflexibility, the probability of presenting high emotional 

symptomatology increases 12.4% (OR=1.124; IC95=[1.086;1.163]). Regarding sex, women 

have 81.4% more possibility of developing high emotional symptomatology when compared to 

men (OR=1.814; IC95= [1.056;3.117]). 

4. Discussion 

Given the rising prevalence of mental health conditions, concern for the population's mental 

well-being has become increasingly prominent. The present study aimed to explore the 

relationship between emotion regulation, psychological flexibility, dispositional mindfulness, 

and emotional symptomatology. 

4.1 Emotion regulation 

Regarding emotion regulation, significantly higher values of intrinsic affect improvement were 

found in the group of patients with reduced emotional symptomatology. Individuals with high 

emotional symptoms presented significantly higher values of extrinsic and intrinsic worsening 

affect. Various studies obtained similar results, concluding that individuals with mental health 
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conditions present significant differences in emotion regulation (e.g., Aslan et al., 2024; 

Coutinho et al., 2010; Sheppes et al., 2015). 

4.2 Psychological inflexibility 

It was found that individuals with higher levels of psychological inflexibility were more likely to 

present emotional symptoms. Several studies show that psychological inflexibility, as an 

immediate inability to modify and/or adapt one’s behavior in face of unexpected events, 

increases levels of stress both in the short and long term, resulting in an increased vulnerability 

to future symptomatology manifestations, emotion dysregulation and consequently higher risk 

of anxiety or depression (Kashdan & Rottenberg, 2010; Stange et al., 2017). According to Bond 

et al. (2011), higher levels of psychological inflexibility are linked to depressive symptoms, 

anxiety, stress, and general psychological distress. Furthermore, psychological inflexibility can 

be understood as a risk factor for the development of mental health-related illnesses, greater 

psychological suffering, and increased limitations in daily life, such as a rise in absenteeism at 

work. Similarly, results of Gilbert et al.’s study support a positive relationship between 

psychological inflexibility, depression, and anxiety (although in a lower extent regarding anxiety) 

(Gilbert et al., 2019). Therefore, addressing psychological inflexibility through both preventive 

and therapeutic approaches is essential to promote symptom management and improve quality 

of life. 

4.3 Mindfulness 

Concerning mindfulness, the present study found that lower levels of emotional 

symptomatology were associated with higher levels of mindfulness, particularly on the 

acceptance subscale. Published research shows similar results, indicating that higher levels of 

mindfulness, particularly in its acceptance dimension, are directly associated with less severe and 

less frequent emotional symptoms (Keng et al., 2011; Magalhães et al., 2023). Mindfulness 

correlates moderately and negatively with depressive states, and moderately and positively with 

mental and emotional well-being (Kotsou et al., 2018). In one of these studies, Cardaciotto et 

al. (2008) found that mindfulness (particularly the component of acceptance) was negatively 

related with depression and anxiety, with higher levels of acceptance linked to fewer emotional 

symptoms and improved quality of life.  

4.4 Sociodemographic variables 

Regarding the sociodemographic variables, most participants presented emotional symptoms, a 

finding that can be attributed to the clinical nature of the sample, composed of individuals 

seeking psychological and/or psychiatric support. In our sample, the majority of those 

presenting high emotional symptomatology were women. A study carried out in a primary care 
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unit in Portugal found that women present higher mean values of anxiety and depression 

(Apóstolo et al., 2008). There are several hypotheses, although mostly inconclusive, to explain 

the higher frequency of emotional symptoms and mental illnesses in women (Nolen-Hoeksema 

& Aldao, 2011; Nolen-Hoeksema, 1987). Our results are, therefore, in line with previous 

research, supporting that women have greater susceptibility to develop mental health conditions 

with high emotionality (Albert, 2015; Kuehner, 2017). 

The present study validated the negative association between emotional symptomatology and 

patient age. According to Fiske et al. (2009), depression appears to be less frequent in older 

adults. However, psychological assessments of the elderly should be conducted at appropriate 

times and in suitable contexts, such as general or family medicine practice consultations, thereby 

promoting early and preventive interventions at the onset of emotional symptomatology. 

Nolen-Hoeksema and Aldao (2011) emphasized that older adults possess a greater ability to 

manage and regulate their emotions, as well as to develop strategies to cope with everyday 

challenges, resulting in a lower incidence of depression and psychological disorders in this age 

group. On the other hand, Carvalho (2017) states that older adults are more prone to depression 

(with the highest values being reached at more advanced ages) but show a lower prevalence of 

anxiety when compared to younger adults.  

Therefore, it is extremely important to implement prevention, and intervention plans to address 

and mitigate the growing incidence of emotional symptomatology and mental health–related 

problems. On the one hand, individuals should strive to develop personal strategies for 

maintaining internal homeostasis and safeguarding mental health; on the other hand, when such 

balance cannot be achieved autonomously, seeking professional support becomes essential to 

ensure a tailored, targeted, and effective intervention.  

5. Study limitations 

The present study has some limitations. One is the absence of a non-clinical comparison group; 

because our sample consists entirely of individuals with mental health conditions, we cannot 

directly contrast their psychological functioning with that of mentally healthy participants. 

Additionally, the use of self-report measures increases the possibility of biases, which can affect 

data validity. The use of assessment instruments not validated for adolescents, even though our 

sample included only three adolescents and particular care was taken in administering them to 

this subgroup, also represents a limitation that must be acknowledged. Additionally, although 

the diagnostic characteristics of the sample were described in general terms, the lack of 

specificity and of possible comparisons between groups also constitutes a limitation of the 

present study. Finally, despite the methodological decision regarding the use of age-appropriate 

assessment instruments, we also acknowledge this as a limitation. The fact that this is a cross-
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sectional study also limits the ability to infer the direction of the relationships between the study 

variables and prevents tracking changes over time, particularly in response to the intervention. 

The absence of knowledge regarding participants’ prior mindfulness practice also represents a 

limitation. All these aspects are assumed study limitations that impact the interpretation and 

generalizability of the findings. 

6. Conclusions 

Portugal is among the countries with the highest prevalence of mental health conditions in both 

Europe and worldwide. Understanding these problems and how to prevent and treat them is 

highly relevant. The logistic regression model presented in this study explained approximately 

32.2% of the variance in emotional symptomatology, indicating that emotion regulation, 

psychological inflexibility, mindfulness and sex are important factors associated with emotional 

symptomatology and should be incorporated into the prevention and treatment of mental health 

conditions. Nevertheless, emotional symptomatology is a multifactorial phenomenon, and the 

remaining unexplained variance suggests that additional psychological, social, and clinical 

factors, not included in the present study, may also contribute to its occurrence. Future studies 

should therefore explore a broader range of potential predictors to achieve a more 

comprehensive understanding of emotional symptomatology. 
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