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INTRODUCTION 
 

Cognitive decentering is the ability to observe thoughts and feelings as 

only mental events, rather than as reality or truths about the self (Fresco, 

Moore, van Dulmen, Segal, Teasdale, Ma, et al., 2007). This definition 

includes one's relationships to a wide range of experiences (e.g., thoughts, 

feelings, bodily sensations), both negative and positive. In addition, it contains 

constructs such as self-compassion. However, this chapter focuses exclusively 

on how people relate to negative thoughts; thus, we use the term cognitive 

decentering that is defined by Wells (2005). 

Decentering is thought to be a mediating factor in the improvements 

resulting from mindfulness interventions and cognitive behavioral therapy 

(CBT). There is considerable evidence that CBT is an effective treatment for 

various emotional disorders (e.g., Butler, Chapman, Forman, & Beck, 2006; 

Chambliss & Olendick, 2001). The goal of CBT is to reduce maladaptive 
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cognitions. In the case of depression, negative automatic thoughts and 

dysfunctional depressogenic schemata have been thought to contribute to 

depressive states therefore, initially, CBT aimed to modify such cognitions 

(Beck, Rush, Shaw, & Emery, 1979).  

However, there is little empirical support for this premise because the 

reduction of dysfunctional attitudes does not seem to be responsible for the 

changes induced by CBT (Barber & DeRubeis, 1989; Burns & Spangler, 

2001). Barber and DeRubeis (1989) stated: ―cognitive therapy does not reduce 

the tendency for depressives to generate negative thoughts in distressing 

situations, but rather it inculcates a set of skills that helps them to deal with 

these thoughts when they do occur‖ (p. 450). One such skill is thought to be 

decentering, also called metacognitive awareness (Sauer & Baer, 2010). 

Teasdale et al. (2002) defined metacognitive awareness as "a cognitive set in 

which negative thoughts and feelings are seen as passing mental events rather 

than as aspects of self" (p. 275).  

In the same vein, mindfulness is defined as "paying attention in a 

particular way: on purpose, in the present moment, and nonjudgmentally" 

(Kabat-Zinn, 1994, p. 4), making it very similar to the practice of cognitive 

decentering. Mindfulness meditation trains this mental state through practice 

by focusing on breathing, body sensations, and whole experiences. Segal, 

Williams, and Teasdale (2002) developed an intervention called Mindfulness-

based Cognitive Therapy (MBCT) for relapse prevention of depression by 

incorporating mindfulness meditation to enhance metacognitive awareness. 

Teasdale, Segal, and Williams (1995) also thought that standard CBT 

techniques could enhance metacognitive awareness. Moore, Hayhurst, and 

Teasdale (1996) developed the Measure of Awareness and Coping in 

Autobiographical Memory (MACAM), a semi-structured interview to assess 

metacognitive awareness. Using MACAM, Teasdale et al. (2002) found that 

both standard cognitive therapy and MBCT enhanced metacognitive 

awareness and reduced the likelihood of relapse in recovered depressive 

patients.  

Another self-report measure of decentering, known as the Experiences 

Questionnaire (EQ; Fresco et al., 2007), has been used to demonstrate the 

increase by both standard CBT (Fresco, Segal, Buis, & Kennedy, 2007) and 

mindfulness-based interventions (Carmody, Baer, Lykins, & Olendzki, 2009) 

(pre-post d = 1.03 and 1.22, respectively). However, the concept of 

decentering appears relatively broad. Therefore, it may be appropriate to focus 

on particular facets, such as how people relate to their cognitions (i.e., 

cognitive decentering). 
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LOGICAL ANALYSIS AND REFRAINING FROM 

CATASTROPHIC THINKING 
 

Because decentering has been associated with both mindfulness and CBT, 

we should also measure the other various skills fostered specifically by CBT, 

which emphasizes logical and analytic thinking (also called Beckian 

intervention). In this regard, the Cognitive Control Scale (CCS; Sugiura & 

Umaoka, 2003) is a promising tool, as it measures cognitive decentering as 

well as logical and analytic cognitive skills.  

The CCS is a face-valid measure whose items are based on the cognitive 

techniques used in standard CBT (Freeman, 1989; Freeman et al., 1990). The 

CCS has two subscales derived from factor analysis: ―logical analysis‖ and 

―refraining from catastrophic thinking.‖ The former consists of items 

reflecting active and objective problem-solving skills, while the latter 

measures one‘s ability to detach oneself from negative thinking (cognitive 

decentering). This two-factor structure was validated by using confirmatory 

factor analysis, and both subscales showed good to acceptable internal 

consistency (α > .72; Sugiura, Sugiura, & Umaoka, 2003; Sugiura & Umaoka, 

2003). Furthermore, the logical analysis subscale was related to a problem-

focused coping style (Sugiura et al., 2003), which suggests that this subscale 

reflects an active orientation towards problems. On the other hand, refraining 

from catastrophic thinking subscale was negatively related to negative beliefs 

about intrusive thoughts (Cartwright-Hatton & Wells, 1997), which suggested 

that refraining from catastrophic thinking could reduce excessive 

preoccupation with negative thinking. Using structural equation modeling, 

Sugiura and Umaoka (2003) found that refraining from catastrophic thinking 

reduced depressive symptoms among college students. Logical analysis also 

had an indirect effect on depression by enhancing participants‘ ability to 

refrain from catastrophic thinking. Sugiura and Sugiura (2003) confirmed the 

causal effect of refraining from catastrophic thinking on depression using a 

longitudinal design.  

In addition, meditation-based programs improved the refraining from 

catastrophic thinking scores among a group of outpatients with a diverse range 

of mental disorders (pre-post d = 1.17; Katsukura, Ito, Kodama, & Ando, 

2008) and analogue samples (pre-FU d = 1.15; Ito, Ando, & Katsukura, 2009; 

pre-post d = .90; Tanaka, Sugiura, Shimizu, & Kamimura, 2011). In addition, 

Katsukura, et al. (2008) found that the increased refraining from catastrophic 

thinking scores were related to symptom reduction (rs = -.87 to -.79), 
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suggesting that refraining from catastrophic thinking may be one of the 

mediators of therapeutic change in such interventions.  

The positive influence of logical thinking on refraining from catastrophic 

thinking (Sugiura & Umaoka, 2003) is reminiscent of the finding by Teasdale 

et al. (2002) that orthodox CBT enhances metacognitive awareness. These 

results also support the construct validity of CCS. Thus, the narrower focus of 

this scale, compared with Fresco's EQ, may enable us to search for more 

efficient ways to enhance individuals‘ skills for dealing with distressing 

thoughts.  

 

 

POSITIVE COGNITIONS 
 

Other variables may also mediate the effects of CBT on distress. The field 

of positive psychology may offer information on such candidates. Wood and 

Tarrier (2010) proposed a field of "positive clinical psychology," which aims 

to foster positive qualities of mind in patients to alleviate their distress. The 

usefulness of this approach was suggested in a longitudinal study by Wood 

and Joseph (2010). They found that older adults (age 51–56 at the start) who 

lacked positive well being were often victims of depression 10 years later, 

even after controlling for other variables. Some theorists believe that the 

beneficial effects of CBT are due to increased positive cognitions. For 

example, self-efficacy (Bandura, 1977) has been thought to be a mediating 

factor in the effects of behavior therapy. Self-efficacy is defined as having a 

belief that one can carry out the necessary actions to achieve desired goal 

states. In a review, Bandura (2000) found that self-efficacy enhanced active 

behaviors and reduced emotional distress. Kanfer and Zeiss (1983) and Sherer 

and Adams (1983) found that self-efficacy also reduced depression. This effect 

of self-efficacy is consistent with the etiological theories that emphasize a lack 

of perceived control in the development and maintenance of depression (e.g., 

Abramson, Metalsky, & Alloy, 1989). While self-efficacy was first 

conceptualized as an appraisal activated within specific situations, it can also 

be measured as a dispositional or trait variable. Sherer et al. (1982) developed 

the Generalized Self-Efficacy Scale (GSE) to measure such trait self-efficacy.  

Carver and Scheier (1999) also believed that CBT fosters optimism. 

Optimism can be defined as a belief in a positive future. Carver and Scheier 

(1999) conceptualized optimism in terms of the expectancy-value model of 

motivation, which claims that the expectancy of attaining desired goals is a 

key determinant of behavior. Carver and Scheier (1999) reviewed various 
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studies and found that optimism can enhance both somatic and psychological 

well-being. For example, Carver et al. (1993) investigated psychological stress 

among women with breast cancer and found that optimism reduced distress 

both before and after the surgery. Scheier, Carver, and Bridges (1994) found 

that optimism reduced depression after controlling for self-mastery, trait 

anxiety, self-esteem, and neuroticism
1
. Optimism is generally measured using 

the Life Orientation Test (LOT; Scheier & Carver, 1985), which captures 

dispositional optimism. Scheier et al. (1994) have also revised the LOT (LOT-

R) since its implementation.  

Self-efficacy and optimism have been studied both in the fields of 

personality and social psychology as well as health psychology. Personality 

research has focused on naturally occurring individual differences in these 

constructs. This stance is not entirely in opposition to CBT, which aims to 

foster adaptive cognitive self-regulation skills (Freeman, Pretzer, Fleming, & 

Simon, 1990) used voluntarily in daily life. Thus, individual differences 

studies focusing on adaptive cognitive variables are important for elucidating 

the precise effects of CBT. For example, D'Zurilla and Nezu (1990) developed 

the Social Problem-Solving Inventory (SPSI) to measure desirable problem-

solving skills according to problem-solving therapy (D'Zurilla, 1986). The 

development and the refinement of problem-solving therapy (D'Zurilla, 1986) 

largely depended on studies that used the SPSI (D'Zurilla & Nezu, 1990). For 

example, a factor analytic study of the SPSI led to the reconceptualization of 

adaptive problem-solving skills (Maydeu-Olivares & D'Zurilla, 1996) and 

studies with the nonclinical population on the relation between the SPSI and 

psychological adaptation skills improved the overall theory (e.g., D'Zurilla & 

Chang, 1995). The SPSI provides a desirable model for the present study.  

 

 

STUDY AIMS 
 

As we have shown, several cognitive factors seem to be related to the 

effects of CBT and mindfulness. However, their mutual relationships and 

relative contribution to reduced depression have not been fully explained.  

The first purpose of the present study is to examine the interrelationship 

among four cognitive resilience factors (logical analysis, refraining from 

catastrophic thinking, self-efficacy, and optimism). In addition to the 

                                                           
1
 However, Marshall and Lang (1990) found the opposite result; namely, when self-mastery was 

controlled, optimism did not predict depressive symptoms among women professionals.  
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previously noted correlations between refraining from catastrophic thinking 

and logical analysis, we expect correlations to exist between the CCS 

subscales, self-efficacy, and optimism. Furthermore, we think that these 

predictors can be classified as measures of either active problem-solving or 

flexible coping. The two CCS subscales already correspond to this distinction, 

with logical analysis corresponding to active problem-solving, and refraining 

from catastrophic thinking corresponding to flexible coping. This distinction 

will likely apply to self-efficacy and optimism, although these constructs are 

similar in that they are both characterized by positive expectations towards the 

future. In fact, both self-efficacy and optimism have been shown to be related 

to active coping (Scheier, Weintraub & Carver, 1986; Sutton & Lumpkin, 

1992). However, optimism was related to more flexible and accepting coping 

styles. Those include positive reappraisal, use of humor, and accepting the 

problem (Carver, Scheier, & Weintraub, 1989; Fontaine, Manstead, & 

Wagner, 1993; Scheier, Weintraub, & Carver, 1986). Such strategies will not 

change the stressful situations per se, but will reduce people‘s excessive 

preoccupation with them. Therefore, optimism may have functional similarity 

to refraining from catastrophic thinking, the core nature of which is 

detachment from negative thoughts. On the other hand, logical analysis and 

self-efficacy both represent active and effortful approaches to problems.  

In addition, we tried to clarify the inter-correlation between these 

constructs by drawing paths from skills to beliefs. Self-efficacy and optimism 

are considered positive beliefs, while the two CCS subscales capture skills 

related to CBT. We expect that beliefs mediate the effects of cognitive self-

regulation skills on depression. This causality is the reverse of previous studies 

on optimism, in which the LOT scores are typically treated as an independent 

variable that predicts skills (e.g., coping strategies; c.f., Carver & Scheier, 

1999). However, the theories of self-efficacy and optimism both suppose that 

clinical interventions work through the enhancement of these beliefs. 

Therefore, it seems clinically informative to draw paths in this way.  

The second purpose is to examine relative contribution of these factors to 

reduced depression. Three of the four cognitive factors have been shown to 

have direct negative relationships to depression: (a) self-efficacy (Kanfer & 

Zeiss, 1983), (b) optimism (Scheier et al., 1994), and (c) refraining from 

catastrophic thinking (Sugiura & Umaoka, 2003), while logical analysis was 

indirectly related to depression, as it was mediated by refraining from 

catastrophic thinking. However, to our knowledge, no study has directly 

compared these predictors.  



Cognitive Decentering 51 

 

Figure 1. A causal model predicting depression by cognitive skills derived from 

cognitive behavioral therapy, with self-efficacy and optimism as mediators.  

Figure 1 shows the proposed path model for our study. The constraints 

were that paths run from skills (CSS subscales) to beliefs (self-efficacy and 

optimism) and from logical analysis to refraining from catastrophic thinking, 

based on previous studies on the CSS (Sugiura & Umaoka, 2003). Logical 

analysis and self-efficacy will be related, because they both represent active 

and effortful approaches to problems. Refraining from catastrophic thinking 

and optimism are related, because both reflect flexible and detached thinking. 

In addition, paths to depression were drawn from three of the four variables 

that previously demonstrated relations to depression, as noted above. We 

tested this model using structural equation modeling (SEM) and questionnaire 

data completed by college students.  

 

 

METHODS 
 

Participants 
 

Four hundred and seventy-five Japanese college students attending the 

introductory psychology course completed the questionnaires during the 

classes. The total sample consisted of 119 men and 359 women with a mean 

age of 19.58 years (SD = 1.61). They participated voluntarily or in exchange 

for a partial course credit. While they were all free to refuse participation in 

the questionnaire, no students did so.  
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Instruments 
 

Cognitive Control Scale (CCS); The CCS (Sugiura & Umaoka, 2003) 

consists of 12 items designed to measure individuals‘ skills for dealing with 

their thinking processes during stressful situations. The CCS has two 

subscales, as described above.  

The logical analysis subscale has six items (e.g., ―I can think of several 

alternatives about how to think or how to act‖), and the refraining from 

catastrophic thinking subscale has five items (e.g., ―I don't develop a bad 

scenario from the situation‖). One item is filler. Participants were asked the 

extent to which they thought they could do what was described in each item 

when anxious. They responded on a 4-point scale, from 1 (―I absolutely 

cannot‖) to 4 (―I absolutely can‖).  

Generalized Self-Efficacy Scale (GSE): The GSE (Sherer, Maddux, 

Mercandante, Prentice-Dunn, Jacobs, & Rogers, 1982) contains 23 items that 

assess trait self-efficacy. We employed the Japanese version developed by 

Narita et al. (1995). The Japanese version was validated using a large 

community sample, showing reliability and validity comparable with the 

original version.  

Participants are asked to rate how true the items were for them on a 5-

point scale, from 1 (―not at all true‖) to 5 (―exactly true‖). The GSE contains 

items related to persistence, interpersonal competence, avoidance (reversed 

scored), and so on. These items are all related to the expected changes 

resulting from heightened self-efficacy (Bandura, 1977). However, in this 

study, which sought to elucidate the relationship between self-efficacy and 

depression, this diversity in item contents might be problematic, because it can 

give rise to criterion contamination (an artifact due to item overlap, as 

avoidance is also a symptom of emotional distress).  

In order to avoid such confounds, we referred to the results of a factor 

analysis by Amari and Umaoka (2002)
2
, and omitted items reflecting 

emotional responses (avoidance). In addition, items reflecting social 

competence were also removed since they could be considered a general 

measure of self-efficacy.  

                                                           
2
 Factor analytic studies of the GSE have yielded rather inconsistent findings. Sherer et al. (1982) 

originally extracted two factors (social and general social self-efficacy). Subsequently, 

Woodruff and Cashman (1993) found three general and two social factors, but only the 

three general factors were replicated by Bosscher and Smit (1998) in older adults. Narita et 

al. (1995) extracted only one factor. More recently, Stanley et al. (2002) extracted three 

factors. In spite of the lack of coherence in these results, many studies agree on a distinction 

between social and general self-efficacy.  
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Life Orientation Test
3
 (LOT): The LOT (Scheier & Carver, 1985) is a 

measure of trait optimism. We employed the Japanese version by Togasaki 

and Sakano (1993).  

Items are rated on a 5-point scale, from 1 (―not at all true‖) to 5 (―exactly 

true‖). Scheier and Carver (1985) gave reverse scores to items reflecting 

negative thinking. However, there is ample evidence that the LOT has a two-

factor structure (optimism and pessimism; Marshall, Wortman, Kusulas, 

Hervig, & Vickers, 1992; Robinson-Whelen, Kim, MacCallum, & Kiecolt-

Glaser, 1997; Scheier & Carver, 1985). The Japanese LOT also shows this 

two-factor structure (―positive thinking of the present and the future‖ and 

―negative thinking about the past‖).  

Thus, to capture the purest form of optimism, we omitted items reflecting 

negative thinking. In addition, we removed the two items that served as filler 

in the original version, but were included in the Japanese version. The 

abbreviated and full versions were highly correlated (r = .91; p < .001). 

Furthermore, the abbreviated scale showed satisfactory internal consistency (α 

= .78).  

On the other hand, the abbreviated LOT used here and the sum of the 

negative-content items were only weakly correlated (r = .25; p < .0001). Thus, 

our omission of certain items does not seem to reduce the LOT‘s psychometric 

properties.  

Center for Epidemiological Studies Depression Scale (CES-D): The CES-

D (Radloff, 1977) is one of the most widely used scales for measuring 

depression, especially in nonclinical populations. The Japanese version was 

developed by Yatomi, Liang, Krause, and Akiyama (1993), and shows good 

psychometric properties.  

It has 20 items, which were originally rated on a 4-point scale; but, the 

Japanese version utilizes a 3-point scale, requiring respondents to rate each 

item in terms of how frequently they experience such feelings, from 1 

(―seldom‖) to 3 (―frequent‖).  

It is conceptually unlikely that this change degrades the psychometric 

properties of the scale. In fact, the CES-D showed good internal consistency in 

this study (α = .87).  

                                                           
3
 Although Scheier et al. (1994) recommended the use of the LOT-R, the Japanese version was 

not available when we first conceived this study. Terrill, Friedman, Gottschalk, and Haaga 

(2003) suggested two versions were very similar. In fact, we had participants in a subsample 

complete both the original and revised LOT (the Japanese version by Sakamoto & Tanaka, 

2002) and found a very high correlation of .83 (p < .001; n = 47) between scores. However, 

we must replicate these findings with the LOT-R in the future.  
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RESULTS 
 

Overview 
 

First, the descriptive statistics and correlations among the cognitive factors 

and depression were analyzed. Second, we examined the structural 

relationship among these variables. Finally, an exploratory factor analysis was 

conducted to further probe the interrelation among the cognitive factors.  

 

 

Descriptive Statistics and Correlations 
 

The means, standard deviations, and alpha reliability coefficients of all 

scales are shown in Table 1. All scales demonstrated acceptable to good 

reliability (α = .70–.87).  

 

Table 1. Descriptive Statistics and Internal Consistencies of All Variables 

 

  M SD 
Internal 

consistency 

Cognitive Control Scale       

Logical analysis 16.90 2.67 .70 

Refraining from catastrophic thinking 12.00 2.97 .75 

Generalized Self-Efficacy Scale 29.08 5.56 .81 

Life Orientation Test 12.22 3.02 .78 

Center for Epidemiological Studies Depression Scale 35.94 7.99 .87 

 

Table 2. Correlation Matrix for All Variables 

 

  
Logical 

Analysis 

Refraining from 

Catastrophic Thinking 
GSE LOT CES-D 

CCS           

Logical Analysis 1.00 .42 .41 .38 -.22 

Refraining from 

Catastrophic Thinking 
  1.00 .39 .56 -.38 

GSE     1.00 .49 -.34 

LOT       1.00 -.50 

CES-D         1.00 

Note. CCS = Cognitive Control Scale, GSE = Generalized Self-Efficacy Scale, LOT = 

Life Orientation Test, CES-D = Center for Epidemiological Studies Depression 

Scale. All coefficients are p < .001. 
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Although the self-efficacy and optimism scales are scored differently from 

their original versions because of the omitted items, and the CES-D was rated 

on a 3-point instead of the original 4-point scale, all three showed satisfactory 

internal consistency (α = .78–.87).  

As can be seen in Table 2, all of the cognitive factors were correlated 

positively with each other and negatively related to depression. However, the 

intercorrelations among the cognitive factors were modest (rs = .38–.56).  

 

 

Structural Equation Modeling Predicting Depression 
 

First, SEM was conducted to test the model laid out in Figure 1. Then, a 

few exploratory analyses were done to improve the model‘s fit.  

Figure 2 shows the SEM results of the original model (Figure 1) with 

standardized causal (regression) coefficients.  

 

 

Figure 2. A path diagram predicting depression. The standardized path coefficients are 

beside the one-way arrows. Solid lines are significant at p < .05, while dotted lines 

were not significant. GFI = Goodness of Fit Index; AGFI = Adjusted Goodness of Fit 

Index; RMSEA = Root Mean Square Error of Approximation. GSE = Generalized 

Self-Efficacy Scale; LOT = Life Orientation Test; CES-D = Center for 

Epidemiological Studies Depression Scale.  
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Because each cognitive construct (latent variable) had only one manifest 

variable, the error variances (the variance of each manifest variable not 

explained by the latent variable) were fixed according to the reliability 

estimates (Table 1). In SEM, the overall model fit is evaluated by several 

indices: The adjusted goodness of fit index (AGFI) and the comparative fit 

index (CFI), which must have values exceeding .90 to indicate a good fit; and 

the root mean square error of approximation (RMSEA), which must have a 

value smaller than .08. In the Figure 2 model, the GFI was .96, AGFI was .84, 

and the RMSEA was .17, indicating that the model did not fit the correlation 

matrix well.  

Every factor loading (the paths from each latent to manifest variable) was 

statistically significant and above .83, indicating that each construct was 

properly measured.  

As for structural relationships (relationships among the constructs), all the 

paths appearing in the original model, except for that from refraining from 

catastrophic thinking to depression, were statistically significant. The model 

explained 33% of the variance in depression. 

 

 

Figure 3. A modified path diagram. The standardized path coefficients are beside the 

one-way arrows. Solid lines are significant at p < .05. GFI = Goodness of Fit Index; 

AGFI = Adjusted Goodness of Fit Index; RMSEA = Root Mean Square Error of 

Approximation. GSE = Generalized Self-Efficacy Scale; LOT = Life Orientation Test; 

CES-D = Center for Epidemiological Studies Depression Scale. 



Cognitive Decentering 57 

The gap between the GFI and AGFI values and the high RMSEA value 

(.17) in Figure 2 suggested that some modifications to the model were 

required.  

Thus, we conducted an exploratory SEM. First, we drew all possible paths 

within the constraints that paths must run from the CCS subscales to beliefs 

(self-efficacy and optimism), and in turn to depression. The path between self-

efficacy and optimism ran from the former to the latter. This was based on the 

assumption that paths that run from specific constructs to broad ones are more 

clinically relevant. Indeed, self-efficacy is the perceived ability to conduct 

necessary actions to reach desired goals, making it somewhat more specific 

than optimism, which reflects a positive outlook in a broader sense. Then, we 

deleted nonsignificant paths using stepwise multivariate Wald test indices. The 

resulting model is shown in Figure 3. Here, the GFI was 1.00, AGFI was .99, 

and the RMSEA was .00, indicating that the model fitted almost perfectly. 

Every factor loading was statistically significant and above .84, again 

indicating that each construct was measured properly. The model explained 

36% of the variance in depression.  

Next, we focus on the differences between the results of the modified 

model (Figure 3) and the original model.  

 

(a) The effect of self-efficacy on optimism: Although no direct effect was 

supposed in the original model, drawing such a path from self-

efficacy to optimism yielded a significant causal coefficient ( = .32; 

p < .05). When the path in the opposite direction (optimism to self-

efficacy) was simultaneously introduced, this was not statistically 

significant. Therefore, the proposed direction was supported.  

(b) The effects of CCS subscales on self-efficacy and optimism: In 

addition to the paths appearing in the original model, two exploratory 

paths were introduced, namely, logical analysis to optimism and 

refraining from catastrophic thinking to self-efficacy. Of these two, 

only the latter was significant ( = .28; p < .05).  

(c) Predictors of depression: The effect of refraining from catastrophic 

thinking on depression was not significant, as it was almost zero in 

Figure 2, and thus it was deleted. In addition, when the path from self-

efficacy to optimism was introduced (as done in [a]), the path from 

self-efficacy to depression was no longer significant. In sum, the only 

significant direct predictor of depression was optimism ( = -.60; p 
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< .05). The other variables predicted depression only indirectly via 

optimism
4
.  

 

 

Follow-up Factor Analysis of Cognitive Predictors 
 

Figure 3 suggests that, among the cognitive factors, the relationship 

between logical analysis and refraining from catastrophic thinking, and the 

relationship between refraining from catastrophic thinking and optimism, are 

especially strong ( = .59 for both). In order to further elucidate the 

relationships between the four cognitive variables, we conducted a factor 

analysis. Factor analysis can explain a correlation matrix by assuming that 

there are latent variables behind certain manifest variables. Thus, it is 

conceptually different from SEM, which attempts to explain the correlations 

between variables through causal links. However, as one of the summarized 

descriptions of the correlation matrix rather than the causal model, factor 

analysis will provide additional clues into the nature of the correlation matrix.  

A principal component analysis with promax rotation was conducted on 

the four cognitive variables. Two factors were extracted, with refraining from 

catastrophic thinking and optimism highly loaded on Factor 1, and logical 

analysis and self-efficacy loaded highly on Factor 2. The interfactor 

correlation was .50. Factor 1 can be interpreted as reflecting detached and 

flexible thinking, while Factor 2 represents active problem-solving. These two 

factors accounted for 63% of the total variance. According to these two 

factors, it may be possible to interpret Figure 3 as follows: (a) There are two 

cognitive processes, active problem-solving (logical analysis and self-efficacy) 

and flexible thinking (refraining from catastrophic thinking and optimism), 

and (b) the active processes appear to enhance the flexible processes.  

 

 

CONCLUSION 
 

As we expected, cognitive decentering (or refraining from catastrophic 

thinking) and other cognitive factors related to CBT and positive psychology 

                                                           
4
 Although there is no single agreed-upon method to statistically test mediation, Mallinckrodt, 

Abraham, Wei, and Russell (2006) reviewed simulation studies and recommended two 

methods: bootstrap estimation of indirect effects and a test of joint significance (which 

indicates whether each path is significant). Because of simplicity, this chapter adopted the 

latter criteria.  
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were positively intercorrelated. However the magnitudes were modest (mean r 

= .43), indicating that while they are related, they do not completely overlap. 

Furthermore, these cognitive factors were all negatively correlated with 

depression (Table 3). Thus, the results of our study have replicated those of 

previous studies on each of these constructs. When these correlations were 

analyzed using SEM, a more detailed picture of the specific relationships 

emerged.  

First, the depression reducing effect of cognitive decentering and logical 

analysis was perfectly mediated by self-efficacy as well as optimism; that is, in 

spite of their negative correlations with depression (Table 2), the two CBT-

derived skills had no direct effect on depression (Figures 2 and 3). This causal 

direction of skills influencing beliefs (self-efficacy and optimism) is opposite 

that of typical personality research, where trait self-efficacy and optimism are 

usually treated as independent variables that predict specific coping strategies. 

In contrast, this chapter assumed that skills related to CBT have a causal 

relationship to self-efficacy and optimism. This is conceptually reasonable for 

two reasons. First, personality traits are divided into basic tendencies and 

characteristic adaptations (McCrae & Costa, 1996, 1999). The former are 

genetically determined core personality traits (e.g., extraversion, neuroticism), 

while the latter are acquired beliefs or attitudes that are potentially changeable. 

Trait self-efficacy and dispositional optimism are considered characteristic 

adaptations, and thus could be changed by experience. Secondly, CBT aims to 

produce relatively lasting changes. Thus, it is expected that the skills related to 

CBT assessed by the CCS would influence trait self-efficacy and dispositional 

optimism. The present results, which showed that the depression-reducing 

effect of these CBT-related skills was perfectly mediated
4
 by self-efficacy and 

optimism, lend empirical support for this causal direction. Conversely, the 

causal chain of self-efficacy and optimism running to the CBT-related skills, 

and in turn to depression, was not supported.  

Second, Figure 3, along with the results of the follow-up factor analysis, 

suggests that the cognitive factors can be divided into (a) those reflecting 

active problem-solving (logical analysis and self-efficacy) and (b) those 

reflecting flexible and detached thinking (refraining from catastrophic thinking 

and optimism). These two groups may correspond to the two broad streams of 

CBT, namely, change-based and acceptance- or mindfulness-based (c.f., 

Gardner, 2004). In addition, these two factors were not independent, and the 

active problem-solving variables appeared to influence the flexible thinking 

variables. Specifically, the effect of logical analysis on refraining from 

catastrophic thinking was predetermined according to Teasdale et al.‘s (2002) 
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findings that standard CBT, with its emphasis on logical and analytic skills, 

can enhance metacognitive awareness. When we conducted SEM only with 

the two CCS subscales and depression, the effect of logical analysis was 

perfectly mediated by refraining from catastrophic thinking, and not vice 

versa. This supports the causal pathways depicted in Figure 3. Furthermore, 

when the two possible paths between self-efficacy and optimism were 

compared, only that from the former to the latter was significant. This may 

reflect not only the influence of a more specific construct on a more general 

one but also the influence of active problem-solving on detached and flexible 

thinking.  

Third, optimism was the only direct predictor of depression; that is, the 

significant negative influences of logical analysis, refraining from catastrophic 

thinking, and self-efficacy on depression were completely mediated by 

optimism
4
. This result is consistent with the hopelessness theory of depression 

(Abramson et al., 1989), which supposes that negative expectation about the 

future is the key and direct determinant of depression. Self-efficacy reflects the 

reverse of negative expectation about the future, but is confined to appraisals 

about one's ability. Beck's cognitive model of depression (Beck et al., 1979) 

states that depression is related to a wide range of negative cognitions called 

the cognitive triad (negative beliefs about the self, the world, and the future). 

Furthermore, Scheier and Carver (1992) stated that optimism reflects a broad 

range of positive prospects, which are not confined to one's ability, unlike self-

efficacy. Thus, it is natural for optimism to be more strongly related to 

depression.  

Overall, the paths run from the more specific to the more general, namely 

from specific skills to positive beliefs confined to one's ability, and finally to a 

generalized positive expectancy. In personality research, causality from 

general to specific is usually assumed. However, the opposite causality is more 

relevant in clinical settings, because interventions often begin from specific 

targets. In addition, we also categorized the variables as those reflecting active 

problem-solving and those reflecting detached and flexible thinking, and found 

that most of the paths flow from active problem-solving to detached and 

flexible thinking.  

 

 

Clinical Implications 
 

This study shed some light on the relationships between active problem-

solving, detached, and flexible thinking. The latter are psychological processes 
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emphasized by proponents of the so-called ―third wave‖ of CBT, which 

includes acceptance and commitment therapy (ACT; Hayes, Strosahl, & 

Wilson, 1999), dialectical behavior therapy (DBT; Linehan, 1993), and 

MBCT. They all share an abandonment of exerting control over the future or 

oneself and seek to cultivate acceptance of what is present instead. This 

mindful acceptance reduces negative thinking (rumination or automatic 

thoughts) and in turn reduces resultant emotional distress (Ramel, Goldin, 

Carmona, & McQuaid, 2004). The results of the present study suggest that 

change-oriented processes (namely those reflecting active problem-solving) 

enhance those processes related to acceptance and mindfulness. In order to be 

mindful, people need specific techniques that they can practice. Although 

meditation is the most popular way to cultivate mindfulness, more logical and 

analytical techniques may do so as well (Teasdale et al., 1995, 2002). 

Mindfulness or acceptance may enhance active problem-solving (c.f., Langer, 

1989). However, we saw no evidence of this, as the causal flow in this study 

was quite coherent, flowing from the more specific to the more general. In 

clinical practice, it is convenient to start by examining the more specific 

processes, and then seeing how they affect tendencies that are more general.  

 

 

Limitations and Future Directions 
 

Finally, the limitations of this study should be noted. First, this study used 

a cross-sectional design with non-clinical students. Therefore, the 

generalization of the results to clinically significant changes in depression 

should be made cautiously. Further experimental investigations using a clinical 

population (e.g., patients with mood disorders) are mandatory. In addition, a 

longitudinal survey will help us determine the precise causal relationships 

between these variables.  

However, the present results are a valuable starting point, much like the 

development and the refinement of problem-solving therapy, which largely 

depended on studies that used the SPSI. Because the concept of cognitive 

decentering is relatively new, this study presents new evidence for improving 

mindfulness therapy and CBT.  

In addition, there is a need to include etiological factors into the model. 

CBT has evolved according to the increasingly detailed accounts of the 

development and maintenance factors of specific disorders. Although 

mindfulness methods have shown relatively nonspecific effects on various 

psychological and somatic conditions (Baer, 2003; Grossman et al., 2004), a 
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model that explained both the psychopathological and therapeutic mechanisms 

of mindfulness (Teasdale, 1999) stimulated recent interest in the CBT field.  

Finally, comparisons of our results with related constructs are necessary. 

Examples include the SPSI (D'Zurilla & Nezu, 1990), the Five Facet 

Mindfulness Questionnaire (FFMQ; Baer et al., 2006; Sugiura et al., 2012) and 

the Scale of Meditation-related Cognitive Styles (Sakairi, 2004). Further, self-

efficacy and optimism should be situated more in the context of positive 

psychology (Seligman & Csikszentmihalyi, 2000; Wood & Tarrier, 2010), and 

we should perhaps use a more comprehensive measure of adaptation.  
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