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Abstract

Objective This secondary analysis of a randomised controlled pilot study (n=87 patients) examined how
transdiagnostic factors-including emotion regulation mechanisms (emotion beliefs, cognitive reappraisal, emotion
suppression and experiential avoidance) and negative affectivity-relate to depressive, anxiety and somatic symptoms
in the primary care setting, and whether emotion regulation mechanisms provide potential screening relevance
beyond negative affectivity, i.e, by explaining variance in symptom severity that is not accounted for by negative
affectivity alone.

Results All transdiagnostic factors were correlated with depressive, anxiety and somatic symptom scores. Negative
affectivity showed the strongest associations across diagnosis-specific symptom scores, while small to moderate
correlation estimates were observed for the emotion regulation mechanisms. In multiple regression analyses,
negative affectivity remained the most consistent contributor to symptom variance; emotion regulation mechanisms
showed limited incremental value. Lastly, across the respective symptom severity levels of depression, anxiety and
somatic symptom scores, negative affectivity most closely reflected symptom gradients. These cross-sectional
findings suggest that negative affectivity may serve as a particularly informative transdiagnostic indicator of overall
symptom burden in primary care. While no incremental relevance of emotion-regulation mechanisms beyond
negative affectivity was supported, their potential for guiding mechanism-based interventions and relation to
symptom trajectories should be examined by future research.

Trial registration: The pilot study has been registered with the German Clinical Trials Register: 18" of March 2024,
https://drks.de/search/en/trial/DRKS00033386
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Introduction

Primary care (PC) is a central point of contact for indi-
viduals experiencing mental health symptoms [1] and
typically represents the first step before accessing special-
ised mental healthcare [2]. General practitioners (GPs)
therefore require screening tools that support the accu-
rate identification of mental health conditions [3]. Unlike
the psychiatric setting, PC involves no prior diagnostic
pre-selection [4]. Patients often present with diverse,
vague or overlapping symptom profiles that do not map
neatly onto single diagnostic categories [5]. This limits
the usefulness of diagnosis-specific screening tools [1, 6],
which are designed to detect discrete disorders and may
fail to account for comorbid or subthreshold symptom
presentations [7]. Furthermore, applying several diag-
nosis-specific measures to find the most fitting diagnos-
tic label is unfeasible within the time constraints of PC
consultations [8]. Consequently, broader and conceptu-
ally coherent screening approaches may better reflect the
clinical reality of PC [9], for which a transdiagnostic per-
spective [10] offers a promising framework.

Neulinger et al. [11] systematically reviewed transdiag-
nostic screening tools for PC and identified a small num-
ber of available instruments (n = 7), noting substantial
conceptual heterogeneity. Most screening tools assessed
psychopathology by focusing on the mood or anxiety
spectrum. To capture unifying and clinically meaningful
constructs of psychopathology, the authors highlighted
the potential of approaches grounded in maladaptive
personality traits (e.g., negative affectivity [12]) or other
overarching transdiagnostic factors.

In line with this, the Modified Brief Personality Inven-
tory for DSM-5 (PID5BF+M [13]), has recently been
validated in a German PC population. Among the mal-
adaptive personality domains, negative affectivity (i.e.,
neuroticism) showed the strongest correlations with
depressive, anxiety and somatic symptoms. Thus, it was
suggested as a clinically relevant marker for common
mental health conditions in PC [14]. More specifically, its
clinical relevance lies in capturing an individual’s general
propensity to experience intense negative emotions and
to engage in maladaptive coping strategies [15], both of
which characterise a broad range of internalising symp-
tom presentations [16].

Importantly, however, heightened negative affectivity
does not in itself constitute clinical caseness but rather
reflects a higher-order vulnerability that is function-
ally related to lower-order symptom expressions [17].
Transdiagnostic emotion regulation mechanisms have
been proposed as processes bridging this conceptual gap
[7, 17]. Whereas negative affectivity primarily captures
a general tendency to experience negative emotions,
emotion regulation mechanisms describe how individu-
als perceive, process and respond to these emotional
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experiences [15]. As such, transdiagnostic factors includ-
ing beliefs about emotions, cognitive reappraisal, emo-
tion suppression and experiential avoidance represent
more proximal and potentially modifiable mechanisms
[17] and may therefore constitute additional meaningful
screening targets in PC.

Using cross-sectional baseline data from a randomised
controlled pilot study evaluating a GP-led transdiagnostic
intervention [18], the present secondary analysis exam-
ined the relationship between transdiagnostic factors
(beliefs about emotions, cognitive reappraisal, emotion
suppression, experiential avoidance and negative affectiv-
ity) and diagnosis-specific symptoms (depressive, anxiety
and somatic symptoms). The analysis aimed (1) to quan-
tify the correlations between transdiagnostic and diagno-
sis-specific measures, (2) to explore how much variance
in diagnosis-specific symptom scores is accounted for by
the transdiagnostic factors, with particular attention to
the potential incremental relevance of emotion regula-
tion mechanisms beyond negative affectivity and (3) to
describe the distribution of transdiagnostic factor scores
across the respective depressive, anxiety and somatic
symptom severity levels.

Main text

Methods

Study design, participants and procedures

This secondary analysis is based on a cluster-randomised
controlled pilot study conducted between April and June
2025 in Munich, Germany [18]. The pilot study evaluated
the feasibility, acceptability and potential effectiveness of
a GP-led transdiagnostic mental health intervention in
PC.

Practices were recruited via the teaching practice net-
work of the Institute of General Practice at LMU Munich.
Participating PC practices were randomised (1:1 alloca-
tion ratio) to either the intervention group (IG), admin-
istering a transdiagnostic intervention, or the control
group, providing improved treatment as usual. GPs in
both groups recruited adult patients presenting with psy-
chological distress during routine consultations. Identifi-
cation of eligible patients was based on the GP’s clinical
impression, supported by the Kessler Psychological Dis-
tress Scale (K-6, [19]). Patients were eligible if they were >
18 years, fluent in German, screened positive for psycho-
logical distress and provided written or digital informed
consent. Exclusion criteria included severe psychiatric
conditions requiring specialised care, acute suicidality,
substance use disorder, cognitive impairment, concur-
rent psychotherapy, recent changes in psychotropic med-
ication, limited life expectancy or inability to attend
in-person sessions.

The transdiagnostic intervention in the IG was adapted
from the Unified Protocol for Transdiagnostic Treatment
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of Emotional Disorders (UP), a CBT based psychological
intervention focusing on enhancing emotion regulation
skills [20]. Treatment comprised four 20-min sessions:
session 1 promoted a better understanding of emotions;
session 2 addressed cognitive flexibility; session 3 focused
on emotion-based avoidance; session 4 summarised
treatment content and discussed further care options.
In the CG, improved treatment as usual followed official
clinical guidelines for depression, anxiety and somatic
symptom disorders [21-23]. Apart from four 20-min
consultations, no additional structure was required for
the CG.

Data were collected before treatment initiation (t
patients only) and after treatment completion (t;
patients and GPs), of which only data from t, was used in
for this secondary analysis. The study complied with the
Declaration of Helsinki [24] and the CONSORT exten-
sion for randomised pilot and feasibility studies [25].
Ethical approval was granted by the LMU Munich Ethics
Committee (1st of March 2024; ref. no. 24-0080). More
detailed information on eligibility criteria, recruitment,
randomisation, blinding and treatment content can be
derived from the study protocol [26].

Outcomes

In the pilot study, feasibility and acceptability were
assessed as primary outcomes according to a framework
for process evaluations of cluster-randomised controlled
trials [27] and procedures from a previous pilot study
[28].

Secondary outcomes comprised transdiagnostic fac-
tors and diagnosis-specific symptoms, completed by
patients pre- and post-treatment. As surrogate mea-
sures of potential effectiveness, transdiagnostic factors
included maladaptive emotion beliefs [Emotion Beliefs
Questionnaire (EBQ [29]); Cronbach’s a = 0.87], cogni-
tive reappraisal/emotion suppression [Emotion Regula-
tion Questionnaire (ERQ [30]); Cronbach’s a of cognitive
reappraisal subscale = 0.84, Cronbach’s a of emotion sup-
pression subscale = 0.73], experiential avoidance [Brief
Experiential Avoidance Questionnaire (BEAQ [31];
Cronbach’s @ = 0.92] and negative affectivity [subscale
of the Modified Personality Inventory for DSM-5 Brief
Form (PID5BF+M [13]); Cronbach’s a = 0.74]. Main diag-
nosis-specific symptom scores of interest were: depres-
sive symptoms [Patient Health Questionnaire-9 (PHQ-9
[32]); Cronbach’s @ = 0.95], anxiety symptoms [Gener-
alised Anxiety Disorder Screener-7 (GAD-7 [33]); Cron-
bach’s & = 0.87] and somatic symptoms [Patient Health
Questionnaire-15 (PHQ-15 [34]); Cronbach’s a = 0.60].
In accordance with respective scoring guidelines [32—34],
PHQ-9 severity levels were divided into mild (> 5), mod-
erate (> 10), moderately severe (> 15) and severe (> 20);
for the GAD-7 and PHQ-15, severity was categorised as
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mild/low (> 5), moderate/medium (> 10) and severe/high
(= 15). The study protocol provides an in-depth descrip-
tion of primary and secondary outcomes as well as of
additionally collected outcomes (e.g., sociodemographic
data) [26].

Statistical methods

Data analysis Data analysis was performed with the
software R [35]. Cross-sectional baseline data from the
IG and CG were analysed jointly. Pearson correlations
were used to examine the bivariate associations between
diagnosis-specific symptom scores (PHQ-9, GAD-7,
PHQ-15) and transdiagnostic factor scores (EBQ, ERQ,
BEAQ, PID5BF+M). Associations were additionally illus-
trated using simple linear regression plots. To further
explore the incremental contribution of single transdi-
agnostic factor scores on diagnosis-specific symptom
scores when considered together, separate standardised
multiple linear regression models were estimated for each
diagnosis-specific symptom score (dependent variable),
with all transdiagnostic factors (independent variables)
entered simultaneously. To account for minor violations
of homoscedasticity observed in the regression diagnos-
tics, robust standard errors (HC3 [36]) were computed.
The distribution of transdiagnostic factor scores across
the respective depressive, anxiety and somatic symptom
severity levels were visualised with scatter plots, includ-
ing medians and inter-quartile ranges. Missing data (<
1%) were handled using mean imputation. In line with
the exploratory nature of the study, estimates are reported
with 95% confidence intervals (Cls), without relying on
p-values. Accordingly, interpretation focused on the mag-
nitude and direction of effects, with particular attention
to estimates whose Cls did not include zero.

Sample size As statistical inference is not the primary
aim of a pilot study [25], no a priori sample size calcu-
lation was performed. Based on available staff and time
resources, and in line with recommendations for mini-
mising the maximum likely error for any estimated rates
in pilot studies [37], a recruitment target of 100 patients
was set.

Results

The final sample comprised 87 patients (IG: n = 52; CG:
n = 35). The mean age was 46.98 years (SD = 15.21), and
68% of participants were female. Most participants were
of German nationality (91%) and over half were married
or in a relationship (55%). Educational attainment was
generally high, with 49% holding a high school diploma
and 33% having a university degree. The majority of par-
ticipants were employed (83%). At baseline, moderate
symptom severity was observed for depressive symptoms
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(PHQ-9: M = 13.79, SD = 5.75), anxiety symptoms (GAD-
7: M = 11.89, SD = 5.10) and somatic symptoms (PHQ-
15: M = 12.78, SD = 5.45). One third of participants
reported a prior diagnosis of depression (33%), while
fewer reported anxiety (8%) or somatic symptom disor-
ders (1%). Further details on baseline characteristics and
participant flow have been reported elsewhere [18].

Correlations between transdiagnostic factor scores and
diagnosis-specific symptom scores

Negative affectivity showed the strongest correlation
estimates with depressive, anxiety and somatic symp-
tom scores (PHQ-9: r = 0.50, 95% CI [0.32, 0.64]; GAD-7:
r = 0.54, 95% CI [0.37, 0.68]; PHQ-15: r = 0.55, 95% CI
[0.38, 0.68]). Among emotion regulation mechanisms,
the strongest associations across symptom domains
were found for experiential avoidance (PHQ-9: r = 0.40,
95% CI [0.21, 0.57]; GAD-7: r = 0.36, 95% CI [0.16, 0.53];
PHQ-15: r = 0.36, 95% CI [0.17, 0.53]) (Fig. 1). Additional
files 1, 2 and 3 present the graphical outputs of single
linear regression models for each transdiagnostic fac-
tor score in relation to depressive, anxiety and somatic
symptom scores, respectively.
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Multiple linear regression of transdiagnostic factor scores on
diagnosis-specific symptom scores

Negative affectivity showed the strongest contribution
to explaining variance in depressive, anxiety and somatic
symptom scores. Adjusting for all other transdiagnostic
factors, an increase in negative affectivity was associ-
ated with higher predicted depressive (§§: 2.387, 95% CI
[0.881, 3.893]), anxiety (f5: 2.430, 95% CI [0.956, 3.895])
and somatic symptom scores (f§: 3.082, 95% CI [1.526,
4.638]). Out of the different emotion regulation mecha-
nisms, only cognitive reappraisal showed some additional
indication of an association with depressive symp-
toms: higher reappraisal (i.e. lower scores) was linked to
lower predicted depression (f$: —1.221, 95% CI [-2.294,
—0.147]). Notably, all point estimates for emotion beliefs
were negative, associating lower symptom scores with
more maladaptive beliefs; though Cls overlapped zero
(Fig. 2). Full regression estimates, including R* values and
variance inflation factors, are provided in Additional file
4.

Distribution of transdiagnostic factor scores across
diagnosis-specific symptom severity levels

Transdiagnostic factor scores generally followed a step-
wise pattern aligned with the respective depressive,
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Fig. 1 Correlation estimates between transdiagnostic factor scores (EBQ, ERQ, BEAQ, PID5BF + M) and diagnosis-specific symptom scores (PHQ9, GAD7,
PHQ15) Legend: * = p < 0.05; ** =p < 0.01; *** = p < 0.001; PHQ-9 Patient Health Questionnaire-9, GAD-7 Generalised Anxiety Disorder Screener-7, PHQ-15
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Fig. 2 Standardised regression coefficients for associations between transdiagnostic factor scores (EBQ, ERQ, BEAQ, PID5BF + M) and diagnosis-specific
symptom scores (PHQ-9, GAD-7, PHQ-15) Legend: * = p < 0.05; ** = p < 0.01; *** = p < 0.001; PHQ-9 Patient Health Questionnaire-9, GAD-7 Generalised
Anxiety Disorder Screener-7, PHQ-15 Patient Health Questionnaire-15, EBQ Emotion Beliefs Questionnaire, ERQ Emotion Regulation Questionnaire, BEAQ

Brief Experiential Avoidance Questionnaire, PID5BF+M Modified Personality Inventory for DSM-5 Brief Form

anxiety and somatic symptom severity levels. Clear dif-
ferentiation between severity levels was limited as trans-
diagnostic score distributions overlapped across severity
levels; some transdiagnostic factor scores also showed
inconsistent patterns (e.g. beliefs about emotions across
somatic symptom severity levels). The most consistent
separation across all three symptom domain severity lev-
els was observed for negative affectivity (Fig. 3).

Discussion

This cross-sectional analysis explored how transdiagnos-
tic factors, including emotion regulation mechanisms
and negative affectivity, correspond to depressive, anxi-
ety and somatic symptoms in PC, and assessed whether
emotion regulation mechanisms have potential screening
relevance beyond negative affectivity.

As implied by previous research [38], all transdiag-
nostic factors were correlated with diagnosis-specific
symptom scores. Consistent with its proposed role as a
general factor underlying internalising psychopathology
in PC patients [14, 39], negative affectivity demonstrated
the strongest associations across depressive, anxiety and
somatic symptoms. By contrast, small to moderate corre-
lations were indicated by emotion beliefs, cognitive reap-
praisal, emotion suppression and experiential avoidance,
suggesting more limited potential relevance in screening
contexts. Among these mechanisms, experiential avoid-
ance showed the strongest associations, consistent with
the notion that maladaptive regulation strategies may be
more closely related to psychopathology than adaptive

strategies [40]. Nevertheless, although emotion-regu-
lation mechanisms are conceptually related to negative
affectivity -as individuals high in negative affectivity tend
to engage more frequently in maladaptive regulation
strategies-they can be considered more proximal pro-
cesses describing how negative emotions are managed
instead of the general tendency to experience them [15].
Thus, while overlapping with negative affectivity, they
may retain translational value for informing treatment
planning by specifying modifiable targets [15, 17].

As opposed to previous findings [38], the emotion
regulation mechanisms did not demonstrate potential
screening relevance beyond negative affectivity. Only
cognitive reappraisal implied some indication of addi-
tional explanatory value for depressive symptoms, an
association that aligns with previous research [41]. In
general, distinguishing the unique contribution of indi-
vidual emotion regulation mechanisms remains challeng-
ing due to substantial conceptual overlap among these
constructs [42]. This interrelatedness-compounded by
the small sample size — likely contributed to instability
in the regression coefficients, most apparent for emo-
tion beliefs. Although point estimates for emotion beliefs
were consistently negative across symptom domains, this
pattern is most plausibly attributable to multicollinearity,
as a genuine inverse association would not be expected
[43].

With regard to the respective depressive, anxiety and
somatic severity levels, negative affectivity demonstrated
the most distinct gradient, thereby offering further
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Fig. 3 Differences in transdiagnostic factor scores (EBQ, ERQ, BEAQ
PID5BF +M) across severity levels of diagnosis-specific symptom scores
(PHQ9, GAD7, PHQ15) Legend:PHQ-9 Patient Health Questionnaire-9,
GAD-7 Generalised Anxiety Disorder Screener-7, PHQ-15 Patient Health
Questionnaire-15, EBQ Emotion Beliefs Questionnaire, ERQ Emotion Regu-
lation Questionnaire, BEAQ Brief Experiential Avoidance Questionnaire,
PID5BF+M Modified Personality Inventory for DSM-5 Brief Form

support for its potential screening relevance in PC [14].
Across analyses, the stronger associations of negative
affectivity with depressive, anxiety and somatic symp-
toms relative to the other transdiagnostic mechanisms,
may partly reflect criterion overlap. Both negative affec-
tivity and diagnosis-specific symptom measures assess
negative emotional experiences [39], whereas emotion-
regulation mechanisms capture how emotions are man-
aged rather than their mere presence [15]. Accordingly,
although a general trend of more maladaptive emo-
tion regulation was indicated with increasing symptom
severity, differentiation between specific severity levels
remained limited. This may be linked to substantial inter-
individual differences in emotion-regulation tendencies
despite comparable symptom profiles; for example, two
individuals with a similar symptom burden may never-
theless hold markedly different beliefs about their emo-
tions [43].
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Taken together, negative affectivity comparatively
appeared to be a transdiagnostic factor with particular
relevance for characterising overall mental health symp-
tom burden in PC. In general, the relevance of emotion-
regulation mechanisms for informing mechanism-based
interventions and symptom change warrants further,
prospective research.

Limitations

Several limitations must be acknowledged. As the origi-
nal pilot study was not designed or powered for the aims
of this secondary analysis, the findings should be viewed
as preliminary. The small sample size increases uncer-
tainty around the derived estimates, further compounded
by the multicollinearity among the transdiagnostic fac-
tors when considered simultaneously in multiple regres-
sion analyses. In addition, all outcomes were assessed
exclusively through self-report measures, which may
provide restricted insight into complex psychopatho-
logical constructs [40]. The limited internal consistency
of the PHQ-15 (a = 0.60) may further constrain the
robustness of findings related to somatic symptoms, as
lower alpha values may reflect weaker item interrelated-
ness and greater construct heterogeneity [44]. This may
partly correspond to the heterogeneous presentation of
somatic symptoms in PC [45]. Also, diagnostic accuracy
metrics were not evaluated in the present sample, includ-
ing sensitivity, specificity or symptom severity cut-offs.
Accordingly, and particularly given the cross-sectional
design, the findings should not be interpreted as evidence
of validated real-world screening utility, but rather as an
exploratory examination of potential screening relevance.
Future research should replicate these analyses with an
adequately powered sample.
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PHQ-15 Patient Health Questionnaire-15

PHQ-9 Patient Health Questionnaire-9

PID5BF+M  Modified Personality Inventory for DSM-5 Brief Form

Supplementary Information
The online version contains supplementary material available athttps://doi.
0rg/10.1186/513104-026-07885-5.

Additional file 1. Linear associations between transdiagnostic factor scores
and depressive symptom score (PHQ-9).

Additional file 2. Linear associations between transdiagnostic factor scores
and anxiety symptom score (GAD-7).

Additional file 3. Linear associations between transdiagnostic factor scores
and somatic symptom score (PHQ-15).

Additional file 4. Multiple regression estimates of transdiagnostic factor



https://doi.org/10.1186/s13104-026-07885-5
https://doi.org/10.1186/s13104-026-07885-5

Ebert et al. BMC Research Notes (2026) 19:239

[ scores on diagnosis-specific symptom scores. ]

Acknowledgements

The POKAL-Group [PradiktOren und Klinische Ergebnisse bei depressiven
ErkrAnkungen in der hausérztlLichen Versorgung (POKAL, DFG-GrK 2621)]
consists of the following investigators: Markus Buhner, Tobias Dreischulte,
Peter Falkai, Jochen Gensichen, Peter Henningsen, Caroline Jung-Sievers,
Helmut Krcmar, Kirsten Lochbuhler, Karoline Lukaschek, Gabriele Pitschel-Walz,
Barbara Prommegger, Andrea Schmitt and Antonius Schneider. The following
doctoral students are members of the POKAL-Group: Katharina Biersack, Vita
Brisnik, Christopher Ebert, Julia Eder, Feyza Gokce, Carolin Haas, Lisa Pfeiffer,
Lukas Kaupe, Jonas Raub, Philipp ReindI-Spanner, Hannah Schillok, Petra
Schonweger, Clara Teusen, Marie Vogel, Victoria von Schrottenberg, Jochen
Vukas and Puya Younesi.

Author contributions

Conceptualisation: C.E, O.B., J.O, Data curation: C.E,, L.J; Formal analysis:
CE, LJ, OB, Funding acquisition: J.G,; Investigation: C.E,, O.B,; Methodology:
CE, LJ, OB, Project administration: C.E; Resources: J.O,; Software: LJ., CE,;
Supervision: J.O, TE, J.G, Visualisation: C.E; Writing - original draft: C.E, O.B;
Writing - review & editing: C.E, OB, LJ, TE, J.O, J.G. All authors approved
the final version of the manuscript for publication. J.G. and J.O. share the last
authorship.

Funding

Open Access funding enabled and organized by Projekt DEAL. This research
was funded by the German Research Foundation (DFG-GrK 2621/Pokal-Kolleg)
and supported by the German Center for Mental Health (Deutsches Zentrum
fur Psychische Gesundheit [DZPG]J, grant 01EE2303A). Neither institution was
involved in the study design, implementation, data analysis, interpretation or
the decision to publish the findings.

Data availability

The dataset analysed for the current study, together with the statistical code,
are available in the Open Science Framework (OSF) repository: https://doi.org/
10.17605/0SF.10/96U34.

Declarations

Ethics approval and consent to participate

The study was approved by the ethics committee of LMU Munich on the

1st March 2024 (reference number 24-0080). All participants gave informed
consent at enrolment, either digitally or in written form. A copy of the consent
form can be provided upon request.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 18 December 2025 / Accepted: 17 May 2026
Published online: 29 May 2026

References

1. World Health Organisation. Integrating mental health into primary care: a
global perspective; 2008. https://www.who.int/publications/i/item/97892415
63680

2. Wang PS, Aguilar-Gaxiola S, Alonso J, Angermeyer MC, Borges G, Bromet
EJ, etal. Use of mental health services for anxiety, mood, and substance
disorders in 17 countries in the WHO world mental health surveys. Lancet.
2007;370(9590):841-50.

3. Talen MR, Baumer JG, Mann MM. Screening measures in integrated behav-
ioral health and primary care settings. In: Talen MR, Burke Valeras A, editors.
Integrated behavioral health in primary care: evaluating the evidence,
identifying the essentials. New York: Springer New York; 2013. pp. 239-72.

20.

21.

22.

23.

24.

25.

26.

Page 7 of 8

Schneider A, Dinant GJ, Szecsenyi J. Stepwise diagnostic workup in general
practice as a consequence of the Bayesian reasoning. Z Arztl Fortbild Quali-
tatssich. 2006;100(2):121-7.

Linden M. Mental disorders in primary care. In: Diefenbacher A, editor.
Consultation-liaison psychiatry in Germany, Austria and Switzerland. Volume
26. Basel: KARGER; 2004. pp. 52-65.

Hanel G, Henningsen P, Herzog W, Sauer N, Schaefert R, Szecsenyi J, et al.
Depression, anxiety, and somatoform disorders: Vague or distinct categories
in primary care? Results from a large cross-sectional study. J Psychosom Res.
2009,67(3):189-97.

Rodriguez-Seijas C, Eaton NR, Krueger RF. How transdiagnostic factors of
personality and psychopathology can inform clinical assessment and inter-
vention. J Pers Assess. 2015,97(5):425-35.

Brown JD, Wissow LS. Rethinking the mental health treatment skills of
primary care staff: a framework for training and research. Adm Policy Ment
Health. 2012;39(6):489-502.

Mulvaney-Day N, Marshall T, Downey Piscopo K, Korsen N, Lynch S, Karnell
LH, et al. Screening for behavioral health conditions in primary care settings:
a systematic review of the literature. J Gen Intern Med. 2018;33(3):335-46.
Dalgleish T, Black M, Johnston D, Bevan A. Transdiagnostic approaches to
mental health problems: current status and future directions. J Consult Clin
Psychol. 2020;88(3):179-95.

Neulinger B, Ebert C, Lochbuhler K, Bergmann A, Gensichen J, Lukaschek K.
Screening tools assessing mental illness in primary care: a systematic review.
Eur J Gen Pract. 2024;30(1):2418299.

Brown T, Barlow DH. A proposal for a dimensional classification system based
on the shared features of the DSM-IV anxiety and mood disorders: implica-
tions for assessment and treatment. 2009;21:256-71.

Bach B, Kerber A, Aluja A, Bastiaens T, Keeley Jared W, Claes L, et al. Interna-
tional assessment of DSM-5 and ICD-11 personality disorder traits: toward a
common nosology in DSM-5.1. Psychopathology. 2020;53(3-4):179-88.
Ebert C, OserT, Sterner P, Zimmermann J, Gensichen J, von Schrottenberg V.
Maladaptive personality traits in primary care: validation of the german modi-
fied brief personality inventory for DSM-5 (PIDSBF +M). Assessment. 2025.
Bullis JR, Boettcher H, Sauer-Zavala S, Farchione TJ, Barlow DH. What is an
emotional disorder? A transdiagnostic mechanistic definition with implica-
tions for assessment, treatment, and prevention. Clin Psychol Sci Pract.
2019,26(2):12278.

Barlow DH, Curreri AJ, Woodard LS. Neuroticism and disorders of emotion: a
new synthesis. Curr Dir Psychol Sci. 2021;30(5):410-7.

Sauer-Zavala S, Southward MW, Semcho SA. Integrating and differentiating
personality and psychopathology in cognitive behavioral therapy. J Pers.
2022;90(1):89-102.

EbertC, Vogel M, Gensichen J, Reif H, Junker L, Grégor L et al. Evaluation

of a transdiagnostic mental health intervention in German primary care:

a parallel-group, two-arm, cluster randomised controlled pilot study. BMC
Primary Care. https://doi.org/10.1186/512875-026-03377-4

Andrews G, Colpe LJ, Hiripi E, Kessler RC, Mroczek DK, Normand SLT, et al.
Short screening scales to monitor population prevalences and trends in non-
specific psychological distress. Psychol Med. 2002;32(6):959-76.

Barlow DH, Farchione TJ, Sauer-Zavala S, Murray Latin H, Ellard KK, Bullis JR,

et al Unified protocol for transdiagnostic treatment of emotional disorders:
therapist guide. Oxford: Oxford University Press; 2017. https://doi.org/10.1093
/med-psych/9780190685973.001.0001.

AWMEF. S3-Leitlinie Funktionelle Kérperbeschwerden; 2018. https://registeraw
mf.org/de/leitlinien/detail/051-001

AWMEF. S3-Leitlinie Behandlung von Angststérungen; 2021. https://register.aw
mf.org/de/leitlinien/detail/051-028

AWMEF. S3-Leitlinie Nationale VersorgungsLeitlinie Unipolare Depression;
2022. https://registerawmf.org/de/leitlinien/detail/nvI-005

World Medical Association (WMA). WMA Declaration of Helsinki—ethical
principles for medical research involving human subjects; 2022. https:.//www.
wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-me
dical-research-involving-human-subjects/

Eldridge SM, Chan CL, Campbell MJ, Bond CM, Hopewell S, Thabane L, et

al. CONSORT 2010 statement: extension to randomised pilot and feasibility
trials. BMJ. 2016;355:5239.

Ebert C,Vogel M, Gensichen J, Reif H, Grogor L, Junker L, et al. Evaluation of

a transdiagnostic mental health intervention in German primary care: study
protocol for a parallel-group, two-arm, cluster randomised controlled pilot
study. Pilot Feasibility Stud. 2025;11(1):13.


https://doi.org/10.17605/OSF.IO/96U34
https://doi.org/10.17605/OSF.IO/96U34
https://www.who.int/publications/i/item/9789241563680
https://www.who.int/publications/i/item/9789241563680
https://doi.org/10.1186/s12875-026-03377-4
https://doi.org/10.1093/med-psych/9780190685973.001.0001
https://doi.org/10.1093/med-psych/9780190685973.001.0001
https://register.awmf.org/de/leitlinien/detail/051-001
https://register.awmf.org/de/leitlinien/detail/051-001
https://register.awmf.org/de/leitlinien/detail/051-028
https://register.awmf.org/de/leitlinien/detail/051-028
https://register.awmf.org/de/leitlinien/detail/nvl-005
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/

Ebert et al. BMC Research Notes

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

(2026) 19:239

Grant A, Treweek S, Dreischulte T, Foy R, Guthrie B. Process evaluations for
cluster-randomised trials of complex interventions: a proposed framework
for design and reporting. Trials. 2013;14(1):15.

Collings S, Mathieson F, Dowell A, Stanley J, Jenkin G, Goodyear-Smith F, et
al. Acceptability of a guided self-help mental health intervention in general
practice. Fam Pract. 2012;29(1):43-9.

Becerra R, Preece DA, Gross JJ. Assessing beliefs about emotions: Devel-
opment and validation of the Emotion Beliefs Questionnaire. PLoS ONE.
2020;15(4):€0231395.

Gross JJ, John OP. Individual differences in two emotion regulation processes:

implications for affect, relationships, and well-being. J Pers Soc Psychol.
2003,85(2):348-62.

Gamez W, Chmielewski M, Kotov R, Ruggero C, Suzuki N, Watson D. The brief
experiential avoidance questionnaire: development and initial validation.
Psychol Assess. 2014;26(1):35-45.

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression
severity measure. J Gen Intern Med. 2001;16(9):606-13.

Léwe B, Decker O, Miller S, Bréhler E, Schellberg D, Herzog W, et al. Validation
and standardization of the Generalized Anxiety Disorder Screener (GAD-7) in
the general population. Med Care. 2008;46(3):266-74.

Kroenke K, Spitzer RL, Williams JB. The PHQ-15: validity of a new mea-

sure for evaluating the severity of somatic symptoms. Psychosom Med.
2002;64(2):258-66.

R Core Team. R: A language and environment for statistical computing [soft-
ware] Vienna. Austria: R Foundation for Statistical Computing; 2021. https://w
ww.R-project.org/.

Long JS, Ervin LH. Using Heteroscedasticity Consistent Standard Errors in the
Linear Regression Model. Am Stat. 2000;54(3):217-24.

Eldridge SM, Costelloe CE, Kahan BC, Lancaster GA, Kerry SM. How big should
the pilot study for my cluster randomised trial be? Stat Methods Med Res.
2015;25(3):1039-56.

38.

39.

41.

42.

43.

44,

45.

Page 8 of 8

Stanton K, Rozek DC, Stasik-O'Brien SM, Ellickson-Larew S, Watson D. A
transdiagnostic approach to examining the incremental predictive power

of emotion regulation and basic personality dimensions. J Abnorm Psychol.
2016;125(7):.960-75.

Bohnke JR, Lutz W, Delgadillo J. Negative affectivity as a transdiagnostic factor
in patients with common mental disorders. J Affect Disord. 2014;166:270-8.
Aldao A, Nolen-Hoeksema S. Specificity of cognitive emotion regulation strat-
egies: a transdiagnostic examination. Behav Res Ther. 2010;48(10):974-83.
Basaran SK, Gokdag C, Yildirim ZE. How Does Cognitive Flexibility Associate
with Depressive Symptoms? A Multiple Mediation Model Including Emo-
tion Dysregulation and Problem-Solving. Yasam Becerileri Psikoloji Dergisi.
2022;6(11):23-37.

Southward MW, Kushner ML, Terrill DR, Sauer-Zavala S. A Review of Transdiag-
nostic Mechanisms in Cognitive Behavior Therapy. Psychiatr Clin North Am.
2024;47(2):343-54.

Johnston TE, Petrova K, Mehta A, Gross JJ, McEvoy P, Preece DA. The role

of emotion beliefs in depression, anxiety, and stress. Australian Psychol.
2024;59(4):367-76.

Tavakol M, Dennick R. Making sense of Cronbach’s alpha. Int J Med Educ.
2011;2:53-5.

Kroenke K. Patients presenting with somatic complaints: epidemiology,
psychiatric comorbidity and management. Int J Methods Psychiatr Res.
2003;12(1):34-43.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.R-project.org/
https://www.R-project.org/

	﻿Exploring transdiagnostic factors for mental health screening in primary care: a secondary analysis of a randomised controlled pilot study
	﻿Abstract﻿
	﻿Introduction
	﻿Main text
	﻿Methods
	﻿Study design, participants and procedures
	﻿Outcomes
	﻿Statistical methods
	﻿Data analysis
	﻿Sample size



	﻿Results
	﻿Correlations between transdiagnostic factor scores and diagnosis-specific symptom scores
	﻿Multiple linear regression of transdiagnostic factor scores on diagnosis-specific symptom scores
	﻿Distribution of transdiagnostic factor scores across diagnosis-specific symptom severity levels

	﻿Discussion
	﻿Limitations
	﻿References


