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One hypothesis concerning the nature of the link between negative self-appraisal and cer
tain psychological disorders is that low self-esteem may be a consequence of both early
and current experiences,and may predispose to breakdown. An alternative view is that the
negative self-concept is only to be found in the presence of illness, which is the primary
cause. Results are reported from a community survey, confirming the influence of certain
biographical factors on self-esteem in the absence of illness, whereas other factors appear
to operate only after the onset of illness. Anxiety as well as depression, has effects on
self-esteem.

not cause depressive illness in their own right, but
sensitise an individual so that, in the face of
adversity, he or she will develop a depression. They
propose that each of these factors operates by a final
common pathway, i.e. by producing an impaired
sense of self-esteem over a sustained period. The
work on which the theory is based has not been
without its critics (e.g. Tennant & Bebbington, 1978;
Costello, 1982).

The view that an abiding state of self-disparage
ment is relevant to the genesis of depression could
be tested using two main strategies. One is to study
clinicallydepressedpatientsthroughtheirillness
and intorecovery,and monitortheirself-esteem:if
such patients have low self-regard as a trait, it
should be detectable after remission of illness. Such
studies have invariably shown no difference between
ex-patients and normal controls (Mayo, 1967;
Caine, 1970; Hamilton & Abramson, 1983). This
evidence apparently weighs heavily against the
â€˜¿�trait'view, but if the treatment given for the illness
had modified the patients' self-concepts, the con
clusion would be less compelling. However, in the
studies cited, the treatment did not include a
major psychotherapeutic component. The converse
strategy is to attempt to assess self-esteem in
non-depressed subjects who later become depressed,
and to compare them with those who remain
depression-free. Such studies are of course difficult
to carry out. We are familiar with only one
(Lewinsohn et al, 1981) and here too the authors
reported negative results: self-esteem measures did
not predict subsequent depression, although the
unsatisfactory design of the investigation perhaps
limits the force of this conclusion.

These considerations prompted us to examine the
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The link between depressed mood and a negative
view of the self is a clinical commonplace, but the
nature of the association is not well understood.
Perhaps the most widely-held view is the traditional
one that the change in affect is in some sense
primary, and that the altered self-concept is
to be understood as a secondary change or
epiphenomenon.

An alternative view is that the altered self-concept
may be primary. This can be given two forms,
depending on the duration of the impairment. One
view is that the impairment might be relatively brief;
e.g. Beck (1967) has described a number of negative
attitudes towards the self, which he believes to be of
aetiological significance. These he sees as a â€˜¿�pre
depressive constellation', and as being one of the
mechanisms by which the depressive state is gener
ated: â€˜¿�constellation'may occur in response to an
external stress, and may lead on to a depressive
episode which runs its own course even when the
stress itself ceases to operate. As we understand
Beck, his theory accommodates the possibility that
an individual who has a depressive illness might
have experienced a state of low self-esteem which
was only transitory (though presumably, he would
argue that individuals whose self-concepts were
easily disrupted or who habitually tended towards
self-disparagement might be particularly liable to
depression).

The other form of the thesisâ€”that low self-esteem
leads to depressionâ€”postulates a trait or person
ality predisposition. This â€˜¿�predispositionalview' has
recently emerged with a new emphasis from the
work of Brown & Harris (1978), who describe a
number of variables, specified below, which they
term â€˜¿�vulnerabilityfactors'. These, they suggest, do
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relationship between self-esteem and depression in a
sample of women drawn from the general popula
tion. We took the opportunity to broaden the
research issue, and to deal with three separate
though connected topics. The first aim was to test
hypotheses deduced from the Brown & Hams
model by identifying, within the community, women
who showed each of the putative vulnerability fac
tors, but who were not at that time clinically ill.
If the thesis is correct, these women should be
significantly different from other non-depressed
women on measures of self-esteem. We have also
looked at the â€˜¿�self-esteem'of women with an array
of other characteristics which have emerged in our
own work as discriminating between depressed and
non-depressed women.

The second aim was to look at self-esteem
amongst depressives from different social groups. It
is possible that even after the onset of depressive ill
ness, those in certain categories may show a more
marked fall in self-esteem than others. Social fac
tors, in other words, may be pathoplastic (may
modify the form of the illness rather than being
causal). By analogy, we would point to the neglected
study by Lucas (1959), who reported that among
deluded schizophrenics, the type of delusion varied
by social class. The variables which we have tested
are again those described by Brown & Harris as
vulnerability factors, and the others which we
ourselves postulate as relevant. We have also tried
to determine whether the link between self-esteem
and illness is to be regarded as specific to minor or
major depressive disorder, and whether low self
esteem can be found in other groups of patients,
such as those with anxiety states but without much
depression.

Implicit in the previous two aims, and in the
Brown & Harris model is a categorical concept of
illness and normality. Many clinicians and research
workers have suggested that most, though perhaps
not all of the psychologically sick differ from those
who are well only in lying on opposite sides of an
arbitrary threshold, along a continuum of severity
(e.g. Goldberg, 1972; Ingham & Miller, 1976).
Adopting this concept of a continuum, it is more
appropriate to examine the relationship between
â€˜¿�vulnerabilityfactors' and self-appraisal within the
whole sample, rather than analysing separately
those who are ill and those who are not. If such a
relationship were shown to exist, it would then be
necessary to enquire whether it could be accounted
for by variations in clinical state. We analysed our
data from both these points of view.

In writing of self-esteem, self-appraisal, etc. we
are of course aware that these terms are not

necessarily synonymous, that different facets of
the self-concept not only can be, but should be
distinguished, and that the available instruments
are at best conceptually primitive (though
psychometrically sophisticated).

Subjects

Method

A random sample of women aged 18â€”65years was drawn
from the population of a geographically defined area of
North Edinburgh.The samplingframe was theelectoral
register in force for the year ending 15 February 1981.

Interview and Interviewers: Each woman in the sample
received a letter explaining the nature of the research

project and inviting her to take part. This was shortly fol
lowed by a visit by one of a team of female interviewers,
selected and trained specifically for this project: all had
some relevant interviewing experience and most had a
formal qualification in social work, marriage guidance
counselling, nursing, or teaching. The training lasted six
weeks, and was devoted largely to the administration and
coding of a psychiatric assessment schedule (PAS) and a
life events and difficulties schedule (LEDS). The former
comprised the first 40 questions and some behaviour items
from the Present State Examination (PSE) (Wing et a!,
1974) with some additional questions derived from the
Schedule for Affective Disorders & Schizophrenia (Spitzer
et a!, 1978). For present purposes, a â€˜¿�case'is taken as a
respondent who meets either the PSE Index of Definition
at 5 or above or who meets the Research Diagnostic
Criteria (RDC) of Spitzer et a! (1978) with respect to the
preceding four weeks. Further details of the PAS, the
training of interviewers in its administration, and its
validation, were described by Surtees et a! (1983). The
present report is concerned only with sections of the
interview relating to socio-demographic and psychological
variables, as described below.

Definltioas of vulnerability factors

(a) By Brown & Harris hypothesis

Brown & Harris (1978)distinguishedfour levelsin their
ratings of the quality of relationships with confidants.
From highest to lowest, these were: (i) a close confiding
relationship with the husband or boyfriend, (ii) a similar
relationshipwith someother person who was seenat least
weekly, (iii) a good confidant seen less than weekly, and
(iv) no one with whom they were prepared to discuss their
intimate problems. This classification was based largely
upon answers to standard questions, but information from
the rest of the interview was sometimes used to overrule
the standard procedure. Our aim in the present study was
to use the same system as closely as possible. The following
questions were asked:

â€œ¿�Supposingthere was some crisis or emergency and you
needed to talk things over with somebody, is there
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anybody in the family or outside it, that you would turn to
and share your troubles with?â€•

â€œ¿�Whowould you go to first?â€•
â€œ¿�Canyou tell. . . absolutelyeverythingâ€”allyour aches

and pains and so forth?â€•
â€œ¿�Doyou think that he/she tells you all his/her worries,

troubles and aches and pains?â€•
â€œ¿�Howoften roughly have you contacted each other in

the last month?â€•
This selection of information, using standard codings

made by the interviewers, enabled us to define the follow
ing four categories, which come close to those of Brown et
a!. The questions were asked about more than one con
fidant, if present, and the one in the highest category was
used: (1) Spouse or cohabitee. (2) Confidant other than
spouse or cohabitee who is contacted once a week or more
often. (3) confidant other than spouse or cohabitee who is
contacted less than once a week. (4) No close confidant.

To qualify for categories (2) or (3), the confidant had to
be one to whom the respondent is able to â€œ¿�telleverythingâ€•.
Spouse or cohabitee meeting the â€œ¿�telleverythingâ€• criterion
qualify for category (I). They also qualify for category (1)
if the respondent â€œ¿�canbut does not tell everythingâ€•,pro
vided she also states that they tell â€œ¿�alltheir troublesâ€•,i.e.
that the confidant speaks openly to the respondent.

Separation from parents in childhood. If either parent had
died, the age of the subject at the time of the death was
recorded, and if there had been a separation from either
parent for a year or more, then the age at the timeand the
reasons for the separation were noted. The important
vulnerabilityfactor, according to Brown et a!, is loss of
mother before the age of 11:this factor was recorded as
present if the mother had died before the age of 11or if
there was clear evidencethat there had been separation
from the mother lasting for more than one year, before
that age. In a small group, classified separately, there had
been separation from both parents, possibly at different
times,and it was knownonly that separationfrom at least
one parent had occurredbefore 11.

Children under 14. People living in the subject's household,
including children, were fully documented in the interview.
The important vulnerability factor is said to be the
presence of three or more children under 14living at home.

Lack of emp!oyment. Full information was available about
the employment situation for all subjects, and those who
were not employed or were economically inactive for
whatever reason were deemed to meet the criterion of
Brown et a! for â€œ¿�lackof employment outside the homeâ€•.
Women who were students or in part-time employment
were considered to be employed.

(b) Other possible vulnerabiityfactors

Socialclass.This is stated by Brownto be a factorof some
importance, working-class women being at gre ter risk of
depressive illness; however, he believes this is because it is
associated with other causal factors. It was defined by the
classification of Goldthorpe & Hope (1974). Groups 1â€”22

were combined into a middle-class section and groups
23â€”36were called working-class (see Surtees eta!, 1983for
further details).

D@/J'usesocia! support from relatives. The relevance of
diffuse support has been shown in earlier studies. Our
measure was a count of close relatives with whom the sub
ject had contact at least weekly, other than confidants and
members of the household. Close relatives were defined as
husband, fiancÃ©,parents, siblings, children, step-parents,
step-children, step-siblings, half-siblings, parents-in-law,
but not aunts, uncles, nephews, nieces, or cousins. If the
contacts were face-to-face, they were allotted a greater
weighting.

DyJ'use support from friends. This was defined as the
number of people met at least fortnightly on a â€˜¿�chatting'
level.

Unemploymentofspouse.Thisdidnotincludelackof
employment due to sickness, disablement, or retirement
and full-time students were considered employed.

Living alone. People living entirely alone were classified
separately from one-parent families with no other adult in
the household.

(c) Measurement of negative self-appraisal

Two scales, the Rosenberg Self-Esteem Scale (Rosenberg,
1965) and the Foulds & Bedford Lack of Self-Confidence
Scale (Bedford & Foulds, 1978),were used. Wejudged that
conceptually, they would provide an acceptable first
approximation to low self-esteem, could be administered
within the time constraints of the interview, and would be
acceptable to the respondents. Both scales are supported
by a good deal of information concerning their relevance
to depression and their psychometric properties. Their use
is further reviewed in the Discussion section, while more
technical details are given in the Appendix.

(d) Self-ratings of anxiety and depression

There were two visual analogue scales in which levels of
severitywererepresentedby fivestatements,positionedat
intervals along a 10cm line. Each subject was asked to
mark her position along the line, and severity was defined
as the distance in half-centimeter units from the least
severe end, representing total absence of the symptom (see
Miller& Ingham,1979).

Hypotheses

Thesemay bestatedinpositiveformasfollows:
1.Among normalwomen (non-cases),therearediffer

ences on both measures of self-esteem according to (a)
the vulnerability factors described by Brown & Harris
and (b) certain variables as specified below, and
suggestedby other studies.

2. Amongwomendiagnosedas cases,thereare differences
on both measuresof self-esteembetweenthosewithand
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TABLE Ia (Non-cases)

Lack of self-esteem for Brown's vulnerability factors
TABLElb (Non-cases)

Lack of self-esteem for social and demographic factors other
thanBrown's

No. Rosenberg Fou!ds/Bedford
Mean SD Mean SD No. Rosenberg Foulds/Bedford

Mean SD Mean SD

ConfidantSpouse
or cohabitee 202 1.00 1.23 10.35 2.30AgegroupConf.

(notspouse)18â€”342431.131.3210.852.27seenatleastweekly
183 1.11 1.47 10.722.6435â€”541611.281.6210.782.81I

Conf. (not spouse)
rarely seen 23 1.61 1.64 12.00 3.51

I No confidant 85 1.44 1.57 11.05 2.48
P 0.04 0.02* 0.01 0.01*55+

P

Marital status

Single89 1110.94

0.19

1.161.201.4210.07

0.04

10.962.722.54Separation

from
parents before 11
I No childhood
I separation 402 1.081.36 10.61 2.47
I Knownsep. from
I fatheronly 56 1.371.60 10.75 2.63
I Sep.fromboth(one
I before11) 19 1.211.32 11.11 3.36

Known sep. from
motherorboth 16 2.00 1.83 11.94 3.07
P 0.040.01* 0.19 0.05*Married

Other
P

Socialclass
Middle
Working
P

Unemployment of
spouse

NoSpouse
SpouseEmployed
Spouse Unemployed308

74

305
183

166
303
241.10

1.30
0.57

1.09
1.20
0.42

1.23
1.09
1.251.37

1.57

1.39
1.40

1.54
1.33
1.4210.53

10.93
0.20

10.57
10.84
0.24

11.01
10.48
11.132.39

3.13

2.36
2.73

2.87
2.35

2.56Children
under14P0.560.07I

0 330 1.10 1.36 10.63 2.60
I 1 74 1.111.31 10.54 2.23
I 2 68 1.261.64 10.91 2.64

3ormore 21 1.62 1.72 11.33 2.52
P 0.360.12* 0.520.24*Contacts

withfriends
Sorless
6â€”15
16â€”30
Morethan30
P61

101
150
1811.28

1.23
1.05
1.13
0.671.53

1.46
1.43
1.3310.70

11.25
10.59
10.45
0.082.72

2.90
2.56

2.23Employment

Employed 362 1.11 1.38 10.71 2.40
Unemployed 131 1.24 1.49 10.63 2.94
P 0.35 0.78Contacts

with relatives
None
1â€”S
6ormore
P

Living alone
Alone
Childrenonly
AdUlts
P126

200
167

61
12

4201.02

1.29
1.07
0.15

1.41
1.50
1.10
0.181.38

1.46
1.37

1.77
1.51
1.3510.63

10.88
10.51
0.37

11.16
10.38
10.63
0.282.88

2.43
2.43

3.09
2.29

2.47Where

two P-valuesarereported,thefirstreferstoa comparison
betweenmeans ofallcategoriesinthelefthand column.To comply
as closely as possible with definitions stated by Brown & Harris
(1978) some of these categories must be combined. For the second
P-value, indicated with an asterisk, the categories marked with a
vertical line in the left margin have been combined to give asinglemean.

without (a) the vulnerability factors described by
Brown & Harris and (b) those suggested from other
studies. Moreover, (c) different diagnostic groups differ
on measures of self-esteem.

3. (a) Among sub-groups of the population known to dif
fer in the prevalence of cases, there are differences in
self-esteem. (b) If such differences are detected, they can
beexplainedbythedifferentproportionsofcasesinthe
various sub-groups.

Criteria for rejection

In determining the appropriate criteria by which these
hypotheses were to be rejected, we bore the following
pointsinmind:
(a) Both measures of self-evaluation should be given

equal weight, since we had no theoretical reason for
preferring one to the other.

(b) In the total sample, the two measureswere found to
correlate +0.69 (see below).
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T@@1sLElIb (cases)
Lack of self-esteemfor social and demographicfactors other

than Brown's

T4@BLElIa (cases)
Lack of self-esteemfor Brown's vulnerabilityfactors

No. Rosenberg Foulds/Bedford
Mean SD Mean SD No. Rosenberg Foulds/Bedford

Mean SD Mean SD

Confidant
Spouse or cohabitee 25 2.24 1.69 13.54 2.97AgegroupConf.

(notspouse)18â€”34382.971.8513.632.76seenatleastweekly
32 2.41 1.98 12.81 2.76

I Conf.(notspouse)
I rarelyseen 5 4.001.58 15.20 2.59
I Noconfidant 16 2.621.59 13.06 3.19

P 0.25 0.39* 0.36 0.5535â€”54

55+
P

Marital status
Single
Married31

9

9
402.19

1.56
0.05

2.56
2.321.70

1.51

2.13
1.8613.19

12.00
0.29

12.78
13.323.02

3.16

2.99
2.83Separation
fromOther292.721.6713.313.11parents

before11P0.660.88I
No childhood

I separation 58 2.521.86 13.28 2.74
I Knownsep.from
I fatheronly 10 2.501.72 13.18 3.34
I Sep.fromboth(one
I beforeII) 6 1.831.47 11.83 3.60

Knownsep.from
mother or both 4 3.25 2.06 15.25 2.99
P 0.69 0.40 0.35 0.16*

Children under 14Social

class
Middle
Working
P

Unemployment of
spouse

No Spouse
SpouseEmployed
SpouseUnemployed
P29

46

30
42
61.72

2.89
0.01

2.37
2.26
4.83
0.001.81

1.68

1.71
1.77
0.7512.52

13.64
0.11

12.67
13.26
16.17
0.023.18

2.74

2.98
2.84

1.33I

0 41 2.20 1.78 12.88 3.05
I 1 17 2.472.00 13.06 3.03
I 2 13 2.621.66 13.54 2.70Contacts

withfriends
Sorless
6â€”1528 132.792.921.772.1414.0013.152.983.413

ormore 7 4.140.90 15.431.2716â€”30242.251.7812.752.86P
0.070.01* 0.190.04*Morethan30

P131.92 0.371.5512.710.392.33Employment

Employed 42 2.19 1.71 12.70 2.81
Unemployed 36 2.86 1.87 13.92 2.95
P 0.10 0.06Contacts

with relatives
None
1â€”5
Ã³ormore
P

Living alone
Alone
Childrenonly
Adults
P15

36
27

10
8

602.67

2.50
2.14
0.91

2.40
2.87
2.47
0.821.84

1.83
1.82

1.84
1.36
1.8713.73

13.08
13.21
0.77

12.80
13.75
13.26
0.793.26

2.74
3.04

2.66
2.55

3.03Where

twoP-valuesarereported,thefirstreferstoacomparison
between means of all categories in the left hand column. To comply
ascloselyaspossiblewithdefinitionsstatedbyBrown& Harris
(1978)someofthesecategoriesmustbecombined.Forthesecond
P-value,indicatedwithanasterisk,thecategoriesmarkedwitha
vertical line in the left margin have been combined to give a single
mean.

(c) A large number of comparisons were to be carried out,
with the corresponding risk of some spurious findings.

We accordingly decided upon the rather stringent
criterion of requiring that in any comparison between
groups,the observeddifferencesshouldbe beyondthe 0.05
(two-tail)levelof significanceon bothscalesbeforea result
was accepted as warranting the rejection of the null
hypothesies.The effectsof introducingsomerelaxationto
this rule are given in the discussion. Statistical testing was
based throughout on analysis of variance.

Results

Normals

Table Ia shows for non-casesthe scores obtained on the
self-esteem scales by respondents distinguished according
to the four vulnerability factors proposed by Brown &
Harris. Twoâ€”earlyseparation from parents and lack of a
close confidantâ€”showed statistically significant differ
ences in the predicted direction on both measures.
Hypothesis 1(a) was therefore supported for these
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variables, but not for the others. For number of young
children the differences were in the predicted direction, but
werenot statisticallysignificant.

Table 1(b)givesanalogousdata for sevenother putative
â€˜¿�vulnerability'factors: none of these was associated with
significant differences on both measures, and hypothesis
1(b) must therefore be rejected. The Foulds scale showed
significant differences by age, increasing self-confidence
being associated with increasing years: this too was a
marginal finding.

Cases

Table II refers to all cases identified in the survey, without
regard to diagnosis. The cases consistently showed major
differences from the non-cases on both measures of self
esteem; these shifts were large, statistically very highly
significant, and were demonstrable within virtually every
one of the many sub-groups defined in the study, as can be
seen by comparing Table Ila and IIb with Ia and lb. In
other words, cases had higher scores, (reflecting lower self
esteem)than non-caseswhenadjusted for age, socialclass,
marital status, or the other variables already discussed.

However, the issue is not whether cases have lower self
esteem (as would be expected), but how the measures of
self-esteem might vary among the cases, when these were
classified according to the variables already listed (Tables
Ila, lIb).

Two variables reflected significant differences on both
self-esteem measuresâ€”cases with three or more young
children in the home, or with an unemployed spouse, had
particularly low scores. The former finding was as
predicted by hypothesis 2(a), the latter by 2(b): for the rest,

the hypotheses were not supported, although differences
were also found by social class for the Rosenbergscale,
working-classcaseshavinglowerself-esteem.

Data concerning Hypothesis 2(c) on the specific
diagnosticgroupswillbeconsideredlater.

Socially definedgroups

The third Table concerns groups of respondents defined
solely in social or demographic terms: the defining vari
ables are those previously used, and set out again. The
data on means and standard deviations (which can be
calculated from Tables I and II) have been omitted, and
instead we show two P values in each cell. The first refers to
the results of a simple one-way analysis of variance across
the subgroups; the second to analysis of variance after
making allowance for the differingproportions of cases
contained within each sub-group. For example, in the top
left-hand corner the entry refers to confidant ratings and
how these affected the means on the Rosenberg Scale.
Three groups of women were defined,as in the previous
Tables: (i) Those who had a spouse or cohabitee as con
fidant, (ii)thosewhosemainconfidantwasnot the spouse,
but who @wasseen at least weekly, and (iii) those with no
confidant or who had a confidant who was not the
husband and who was rarely seen. Analysisof variance
showed that these groups differed significantly beyond the
P=0.00 level.However,it was also known that the three
subgroups contained differing proportions of cases, rang
ing from 11% in sub group (i) to 16% in sub-group (iii).
Adjustingfor thesedifferencesaffectedthe significanceof
the difference between groups to P = 0.01: this value is, of
course, still sufficient to enable us to reject the null

TAusLEIII
P-values from a two-way analysis of variance with adjustments for prevalence of cases (with

collapsedcategories)
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N*RosenbergMean scores
FouldsLALDNormals4951.1410.685.354.05General

anxietyand
panicdisorders192.0612.639.265.79Intermittentdepression

andother
personalitydisorders102.5013.306.505.20Minor

depressivedisorders101.5012.709.675.00Major

depressivedisorders393.0313.799.908.64
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states also showed appreciable lowering of self-esteem, as
comparedwithnormals.

These findings prompt the question as to how far altered
mood, of anxiety or of depression, might be correlated
with changes in self-esteem,irrespectiveof diagnosis. In
the whole sample, the two self-esteem scales were highly
correlated (r=0.69), and the anxiety and depression scales
moderately so (r = 0.43): both these measures of mood cor
related with each self-esteem scale at approximately 0.30 to
0.35. On these data, ignoring diagnosis, the anxiety rating
was as closelyassociatedwith self-disparagementas was
depression, though both effects were modest.

Wehavefurther examinedthesecorrelationsby looking
at the matrix obtained from the sampleof casesonly.The
results were complex, and sometimes paradoxical, but
there was no reason from this more disturbed group to
doubt the preponderant effect of depressive mood on the
self-concept.

Discussion

In their review of the self-esteem literature, Wells &
Marwell (1976) could list some 460 references to
empirical studies solely concerned with issues of
definition and measurement, and the number has
certainly increased since then. As they point out, no
particular usage of the term â€˜¿�self-esteem'can be con
sidered definitive in the present state of knowledge
and, though most approaches to its measurement
can be faulted on technical grounds, there is no
single strategy which is demonstrably to be
preferred. The two instruments we have used appear
to be among the best of their kind, and to span what
is commonly understood by self-esteem, though of
course, that concept could be much elaborated.

Recently, several workers have commented that it
is the presence of negative evaluations (including
endorsement of negatively worded items in the
Rosenberg Scale) that is linked with vulnerability to
depression, rather than the absence of positive
self-evaluation (such as the positively worded items
on that scale) (Brown & Bifulco, 1985; Warr &
Jackson, 1983). Brown (1984), in a prospective
study of working-class mothers in Islington, found
that his new-onset cases had shown significantly
more negative self-evaluation, when assessed before
the onset of illness, but they did not show less
positive self-evaluation. Preliminary analysis of our
own data lent some support to this idea. Lack of a
confidant, maternal separation, and number of chil
dren at home were all significantly associated with a
scale of negatively worded items on the Rosenberg,
whilst a similar scale of positively worded items
showed no such link. The Foulds/Bedford Scale
showed the same differential effect for positive and
negative items, but only for lack of a confidant. It

T@@sLEIV
Line ratings of anxiety (LA) depression (LD) and self

esteem scoresfor normals and diagnosticgroups

Slight discrepancies between scales because of missing values

hypothesis at the conventional levels of significance. More
commonly however, adjustment in the manner described
rendered the result non-significant. Indeed, of the 17
significant differences found on one or other scale, eight
ceased to be so (at the 0.05 level) after adjustment. Of the
remaining nine, three showed mutually corroborative
results, in the sense of positive findings emerging on both
scales as stipulated for earlier analyses; these were the con
fidant ratings, early separation from mother, and having
many young children at home.

Mood ratings andpsychiatric diagnosis

*To be classifiedas a â€˜¿�case',respondentshad to meet the
defining criteria for the four weeks prior to interview, as
described in the Methods section. A diagnosis was then
applied, but was based on all the symptoms reported over
the preceding six months, using RDC criteria. The 78 cases
of Table IV excludedone who met the PSE but not RDC
criteria.

Table IV shows the findings for both self-esteem
measures and for the visual analogue self-rating scales for
anxiety and depression, in respect of normals and of three
groups of cases classified by broad RDC diagnosis. All the
cases, irrespective of diagnosis, showed marked elevation
of (low) self-esteem scales, as well as raised anxiety and
depression scores. On the self-esteem measures, it was the
major depressive disorders which showed maximal devi
ations, and the anxiety states and minor or intermittent
depressive disorders, though clearly differing from
normals, did not differ very much from each other. We
conclude that there is some degree of specificity, in that
self-esteem is most markedly impaired in the group of
major depressive illnesses, and to this extent hypothesis
2(c) is supported. However, cases diagnosed as anxiety
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may well be that the links we have demonstrated
between self-appraisal and other measures can be
accounted for by the negatively worded items in the
scales used to measure self-esteem. Thus, the con
clusions we have reached may be made more specific
in the future, but it seems preferable at this point to
present the results using the scales in their standard
form.

It is already abundantly established that illness
particularly depressive disordersâ€”and low self
esteem are linked. Hence, our principal interest in
this study has been the non-casesâ€”though there are
aspects of the cases which certainly merit attention.
Of the various ways of reviewing the assembled
data, the simplest might be to commence with con
sideration of the total data set, as analysed in Table
III.

Three variables emerge as being of most general
interest. These are: (i) the confidant assessment, (ii)
separation from mother before the age of 11, and
(iii) having three or more children under 14 at home.
All three have a demonstrable link with impaired
self-esteem for the sample as a whole. This holds
even after allowing for the percentage of cases
within each of the relevant sub-groups, while no
interaction term meets our criterion of P <0.05 on
both Rosenberg and Foulds scales. For confidant
status and early separation from mother, the
association is separately demonstrable at conven
tional levels of significance within the non-cases.
Cases show the same general (though non
significant) trend, despite the numbers available for
testing becoming very small within some of the sub
groups. We conclude that confidant status and early
separation predict to self-esteem measures both for
cases and non-cases.

However, it is possible that the possession of a
good confidant or experiences of maternal loss
might affect self-esteem because they influence
mood, rather than operating on the self-concept
directly; and chronic low grade anxiety or
depression, short of clinical illness, might affect self
esteem in such a way as to produce just the pattern
of results we have observed. Similarly, depression
can alienate potential confidants (Coyne, 1976),
which is the reciprocal process to the one usually
discussed (e.g. by Henderson et al, 1981). We there
fore carried out a further analysis in which only the
non-cases were considered, and in which the visual
analogue line ratings for anxiety and depression
were separately controlled in an analysis of covar
iance, with self-esteem as the dependent variable.
After adjusting for anxiety and depression, the
association between self-esteem and either confidant
or earl@y separation remained significant. The

general conclusion remains that the changes in self
esteem which we have described are neither a
consequence of illness nor of more subtle mood
changes.

Having three small children at home was also
found to be an important correlate with impaired
self-esteem, but here the details are quite different.
Although for the group as a whole there is a highly
significant association with low self-esteem, and
evidence for interaction reaches the 5% level on
only one variable, it can be seen from Tables I and II
that the effect among the non-cases is very weak,
while it is clearly evident among the cases, despite
the small numbers in the subgroups. Adjustment for
covariance in anxiety and depression ratings showed
that the effect among cases could not be explained
by differences in symptom severity. This might
suggest that the presence of small children has little
effect on the self-esteem of healthy women but is
significant once they have developed a diagnosable
illness. It would be unwise to press interpretation
much further with the data presently available.
However, the findings are compatible with the view
that having several small children at home may act
more as a long-term difficulty conducing directly to
a depressive reaction, than as a factor producing
vulnerability to other stresses. Clearly, more
focussed studies are required.

A different pattern was obtained when the sample
was classified according to the presence or absence
of an unemployed spouse. No effect was found for
this variable for the sample as a whole, after adjust
ing for percentage of cases in the two groups, and
among the non-cases there was no evidence that
having an unemployed husband was relevant to
the self-esteem of the women. However, among the
cases, a very marked effect was evident despite
the small numbers in some of the sub-groups, and
we noted a significant interaction term, emphasising
the difference between the two groups. Thus, we
could reasonably speculate that having an unem
ployed husband has no particular effect upon a
woman's self-concept while she remains in psycho
logical health, but that if and when she becomes ill,
it is likely that her self-esteem will collapse to an
even greater extent than those women who may be
equally depressed but in a different family environ
ment. There is little doubt that unemployed men do
feel personally unworthy and useless. It could be
that their wives sustain a normal sense of self-worth
for a time but that if, for any reason, they are
precipitated into an illness episode, particularly of
a depressive character, they too acquire this
heightened sense of worthlessness. There may be
many other social contexts, which we have not been
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able to explore in this study, in which a similar
process might occur, with a latent but pre-formed
self-evaluation waiting to be â€˜¿�litup' or activated by
the onset of a mood change. However, self-esteem
changes associated with unemployment of the
spouse appear to operate through quite a different
mechanism from the other variables we have been
considering.

The most clear-cut result concerning psychiatric
diagnosis in relation to self-esteem is that major
depressive disorder is associated with a marked
impairment of self-regard (Table IV), but that Table
also suggests the possibility that the role of anxiety
has hitherto not been adequately studied. Cases
with anxiety states and allied diagnoses had similar
disturbances of mood (either anxiety or depression)
to those diagnosed as having minor depressive dis
orders, and generally showed similar impairment of
their self-esteem. The inter-relationships between
anxiety, depression, and self-esteem were complex,
with different matrices of correlations emerging for
different groups of subjects.

Nevertheless, in the sample as a whole, self
esteem correlates at about the same level with
anxiety as with depression. These issues should be
explored further, bearing in mind the possibility that
the impairment of self-esteem associated with
anxiety may be qualitatively different from that
associated with depression. The former may per
haps reflect a judgement of impaired performance,
especially in social situations, and the latter a more
general negative view of the self and the world.

The cutting point between cases and non-cases in
Tables I and!! was set to include all diagnoses in the
former group and this definition was more inclusive
than that used by Brown et a! (see Dean et a!, 1983).
We therefore considered the consequences of using a
more conservative definition for the â€˜¿�cases',with the
corrolary that the â€˜¿�normals'would then contain
more individuals with minor degrees of psychopath
ology. However, the repeat analysis of Tables Ia
and Ila, defining as cases only those with major
depressive disorders (n = 39), led to conclusions
which differed little from those of original analysis,
with one exception. Among the â€˜¿�normals',having
three or more children under 14 at home was now
significantly linked with low self-esteem on the
Rosenberg Scale (P <0.01) and marginally so on the
Foulds-Bedford Scale (P = 0.056). (The difference in
self-esteem previously noted for the cases in Table
Ila was no longer significant, probably because we
now had only four women with young children
among the cases). We interpret the new findings as
indicating that low self-esteem in association with
having many children at home can only be demon

strated among women who are already unwell and
do not constitute a â€˜¿�vulnerability'factor.

No simple summary can be offered of the causal
connection between the variables we have studied: it
seems clear that different patterns of results are
obtained for different groups and for different pro
cesses. For example, the connection between low
self-esteem and early loss of mother, though demon
strable for the whole sample, is generated chiefly by
the â€˜¿�non-cases',while the association between low
self-esteem and the unemployment of the spouse is
confined to the cases. Thus, different groups of
women show different correlates; also, being
bereaved early in life is a childhood experience,
while the marital stresses of unemployment are by
definition confined to adult status. Such differences
may be of considerable importance, but clearly
require to be verified by replicated studies before a
detailed interpretation can usefully be attempted.

However, it is clear that our findings are not com
patible with a simplistic view that the self-esteem of
women in the community can be understood merely
as a consequence of depressive illness or even of
depressive mood. Notwithstanding that the most
powerful determinant of self-esteem identified in
this study is depressive illness, and that the clinical
literature points to major improvement in self
esteem with remission of illness, the statistical
analyses which control as tightly as possible for
altered mood still leave significant differences
between various sub-groups in our sample.

It is also the case that the associations we have
demonstrated may sometimes permit alternative
interpretations. For example, even leaving aside the
influence of mood, it is possible that having a close
confidant enhances self-esteem, but also that those
who seriously lack self-esteem will have difficulty in
retaining a confidant. Some of these problems may
be reduced by a prospective study, on a selected
group from the same sample, which we hope to
report shortly.
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Theself-esteemscales

Appendix

1. The Rosenberg Self-Esteem Scale is more accurately
termed a measure of low self-esteem. According to its
author, a high score â€œ¿�meansthat the individual lacks
respect for himself, considers himself unworthy,
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inadequate or otherwise seriously deficient as a per
sonâ€•.A low score indicates that the individual feels him
or herself to be â€œ¿�aperson of worthâ€•,but not necessarily
superior to others. The scale comprises ten questions,
each answered on a four-point array, which is
subsequently collapsed to a dichotomy when scoring;
these questions are said to constitute a Guttman Scale,
on the basis of which certain items should be grouped in
a specified manner, so as to provide a final scale of six
scalar items. We followed these procedures exactly.

On the other hand, we modified the wording of the
items in order to maximise the likelihood that the self
esteem measure would indicate vulnerability to
depression rather than manifesting merely the short
term effect of depression present at the time of assess
ment. The words â€œ¿�mostof my life.. .â€œwere placed
before each of the statements so that, for example, â€œ¿�I
feel that I have a number of good qualitiesâ€•was
replaced by â€œ¿�Mostof my life I have felt that I have a
number of good qualitiesâ€•.This wording was consistent
with that of the second scale described below, which
had been devised with the same end in view.

In the original report, Rosenberg quoted a

reproducibility of 0.9 and a scalability of 0.7. In the
present sample, scalability was less satisfactory (0.37),
but its alpha coefficient of reliability was 0.69. The
respondent's score was taken as the sum of the six scalar
items, a high score indicating low self-esteem.

2. The Foulds Bedford Lack of Self-Confidence Scale
comprised six items from the Personality Deviance

Scale (Bedford & Foulds 1978), derived from the
Hostility-Direction of Hostility questionnaire (Caine et
al, 1967). Foulds (1976) combined these six items with
another six, intended to measure over-dependency, into
a single index of self-critical attitude or Intropunitive
ness. All 12 items were included in the interview, but by
the time we came to analyse the results, further evidence
had been acquired suggesting that the two components
of Intro-punitiveness were linked in different ways to
depression and to the Rosenberg scale. We therefore
used theLack of Self-Confidencescaleonly.Subjects
were required to respond on a four-point scale, and the
discrimination between all four points was retained in
scoring. Previous studies had shown satisfactory
reliability coefficients (alpha = 0.76 in a similar Scottish
population).

References
BECK, A. T. (1967) Depression. New York, Harper & Row.
Bmi'oan,A. & FoULDS,G. (1978)PersonalityDevianceScale(Manual).Windsor,Berks:NFER.
BRowN, 0. W. (1984) Social support and depression. Gerald Caplan lecture. Unpublished.
â€”¿� & Bwuwo, A. (1985) In Sociai Support: Theory Research and Applications (ed. 3.0. Samson). The Hague: Martinus Nijhof.

â€”¿� & HARRIS, T. (1978) Social Origins of Depression. London: Tavistock.

CAtwa, T. M., FOULDS, 0. A. & Hopa, K. (1967) Manual of the Hostility-Direction of Hostility Questionnaire (HDHQ). London: University
of London Press.

â€”¿�(1970) Personality and Illness. In The Psychological Assessment of Mental and Physical Handicap (ed. P. Mittler). London: Methuen.
CosrnLw, C. G. (1982) Social factors associated with depression: a retrospective community study. Psychological MedicIne, 12, 329â€”339.
CoYNE,J. C. (1976) Depressions and the response of others. Journal of Abnormal Psychology, 85, 186-193.
DEAN, C., Suit rms, P. 0. & SASHIDHARAN, S. P. (1983) Comparison of research diagnostic systems in an Edinburgh community sample.

British Journal of Psychiatry, 142,247â€”256.
FouLos, 0. A. (1976) The Hierarchical Nature of Persona! Illness. London: Academic Press.
GOLDBERG,D. P. (1972) The Detection of Psychiatric Illness by Questionnaire. London: Oxford University Press.
GOLDTHORPE, J. H. & HoPE, K. (1974) The Social Grading of Occupations; a New Approach and Scale. (Oxford Studies in Social Mobility).

Oxford: Clarendon Press.
HAMILTON,E. W. & ABRAMS0N,L. Y. (1983) Cognitive patterns and major depressive disorder: A longitudinal study in a hospital setting.

Journal of Abnormal Psychology, 92, 173â€”184.
HENDERSON, S., BYRNE, D. 0. & DUNCAN-JONES, P. (l981)Neurosls and the Social Environment. London: Academic Press.
INGHAM, 3. 0. & MILLER, P. McC. (1976) The concept of prevalence applied to psychiatric disorders and symptoms. Psychological

Medicine, 6,217â€”225.
LEWINSOHN, P. M., STEINMETZ, J. L., LARSON, D. W. & FRANKLIN, 1. (1981) Depression-related cognitions: Antecedent or Consequence?

Journal of Abnormal Psychology, 90,213â€”219.
Luc@.s,C. 1. (1959) Social and Familial Correlates of Schizophrenic Delusions (Summary). (Reprinted from) Proceedings of the Royal

Society of Medicine. 52, 1066-1067 (Section of Psychiatry, 46-47).
MAYO, P. R. (1967) Some psychological changes associated with improvement in depression. British Journal of Social and Clinical

Psychology. 6,63â€”68.
MILLER, P. McC. & lNaIi@u, 3. 0. (1979) Reflections on the Life-Events-to-Illness Link with Some Preliminary Findings. In Stress and

Anxiety Vol.6, ed 3.0. Samson & C. D. Spielberger. New York: Wiley.
ROSENBERG, M. (1965) The measurement of Self-Esteem. Society and the adolescent self-image. Princeton N. Princeton University Press.
SPITZER, R. L., ENDICOTr, 3. & ROBINS, E. (1978) Research Diagnostic Criteria (RDC) for a Selected Group of Functional Disorders

3rdâ€”BiometricsResearch.New York StatePsychiatricInstitute.
SuRrEEs, P. 0., DRAN, C., INGHAM, J. 0., KREITMAN, N. B., MIU.ER, P.MCC. & SASHIDHARAN, S. P. (1983) Psychiatric Disorder in Women

from an Edinburgh Community: Associations with Demographic Factors. British Journal of Psychiatry, 142,238â€”246.
TENNANT, C. & BEnnINGTON, P. (1978) The social causation of depression: a critique of the work of Brown and his colleagues. Psychological

Medicine. 4, 565â€”575.

https://doi.org/10.1192/bjp.148.4.375 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.148.4.375


SELFESTEEM,VULNERABILITYAND PSYCHIATRIC DISORDERIN THE @@MMUNITY 385

WARR, P. & JACKSON,P. (1983) Self-esteem and unemployment among young workers. Le Travail Hwnain, 46,355â€”366.
WELLS, L. E. & MARWELL, 0. (1976) Self-Esteem: Its conceptualization and measurement. London: Sage.

WING,3. K., Coopait,3. E. & SARTORIUS,N. (1974)TheMeasurementandClassificationof PsychiatricSymptoms.London:Cambridge
University Press.

@Jâ€¢G. Ingham, BSc,PhD,FBPsS,Assistant Dfrector

N. B. Kreitman, FRCP(Ed.),FRCPsych,MD(Lond.),Director

P. McC. Miller, BSc,PhD

S. P. Sashidharan, MB,BS,MPhiI,MRCPsych

P. G. Surtees, BSc,MSc,PhD

MRC Unit for Epidemiological Studies in Psychiatry, University Department of Psychiatry, Royal
Edinburgh Hospital, Morningside Park, Edinburgh EHJO 5AF, Scotland.

5Correspondence

(Accepted 20 May 1987)

https://doi.org/10.1192/bjp.148.4.375 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.148.4.375



