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      Abstract


      Negative beliefs regarding the self are a key feature of depression, over and above beliefs about the future or beliefs about the world. A clinically relevant measure of self-view could help further understanding of the relationship between depression and an individual's view of self. Assessing negative beliefs about the self could also help clinicians identify targets for treatment and monitor progress during psychotherapy for depression. The present study provided an initial investigation of the reliability and validity of the View of Self Scale (VOSS), a new theoretically-derived measure designed to assess negative beliefs about the self. Theoretically-derived subscales focus on cognitions of self-worth, competence, and social desirability. The VOSS was administered to two samples: A clinical sample of depressed veterans recruited from a psychiatric outpatient clinic and partial hospitalization program (PHP) at a Veterans Affairs Medical Center, and a community sample of adults collected from food pantries in a large Midwestern city. The VOSS demonstrated strong psychometric properties in the present samples. Participants in the clinical sample reported significantly more negative self-views than the community adult sample. Self-view scores exhibited large correlations with depression severity in both depressed patients and community adults. VOSS scores were also significantly related to age in the clinical sample, but not in the community sample. The findings from this study reinforce that psychotherapeutic interventions focused on addressing self-view, such as cognitive behavioral therapy, may help to prevent or reduce the symptoms of depression.


      Introduction


      The way in which individuals view, conceptualize, and evaluate themselves has important implications for both physical and emotional functioning. Feelings of self-worth or self-regard are linked to indicators of psychological adjustment such as happiness [1]. Individuals with positive self-views are more likely to respond to negative events with greater perceived control, greater optimism about their coping abilities, and less overall distress [2]. In response to acute stress, individuals reporting higher self-evaluations exhibit reduced stress reactivity via lower heart rates and reduced inflammatory responses [3]. Additionally, in a study of 502 adults who were over the age of 60 years old and diagnosed with cardiovascular disease, female participants with positive self-views demonstrated better physical and psychosocial functioning after one year [4].


      View of self has been implicated in the definition, development, course, and treatment of psychological disorders. Both negative self-views and positive or inflated self-views can be associated with different forms of psychological distress. Negative self-views are common in individuals with depressive disorders, anxiety disorders, schizophrenia, and other psychiatric conditions [5,6]. Individuals with narcissistic personality disorder may exhibit an inflated explicit self-view while maintaining a negative implicit view of themselves [7]. Despite the frequency of negative self-views in multiple psychiatric conditions, depression may be uniquely characterized by low self-worth more than other diagnoses [8].


      Negative evaluations of the self also reflect a causal risk factor for depression [9,10]. Theories consistent with the vulnerability model of depression conceptualize negative evaluations of the self as reflecting a relatively stable cognitive factor, predisposing a person to experience depression. Other variables, however, are able to mediate or moderate the relationship between risk factors for depression and the occurrence of a depressive episode [11]. Individuals with temporally unstable or labile self-evaluations may be especially at risk for developing depressive symptoms [12].


      Negative self-perceptions may be related to suicidal ideation and attempts. In a sample of 338 psychiatric outpatients, both negative beliefs about oneself and negative beliefs about how other people regard oneself were associated with suicidal ideation after controlling for depression and hopelessness [13]. Suicide attempters have shown lower levels of self-esteem than non-attempters, even when there were no significant group differences in overall depressive symptoms [14]. In a sample of 254 adolescent psychiatric inpatients and 288 high school students, low self-esteem was related to higher levels of depression, hopelessness, suicidal ideation, and an increased likelihood of having previously attempted suicide [15].


      The present study provided an initial investigation of the development of a measure focused specifically on the view of self, defined as an individual's extended review and evaluation of their own personality traits, moral standards, physical appearance, social skills, and inherent merit as a person. The View of Self Scale (VOSS) attempts to address the need for a theoretically grounded measure that addresses the view of self facet of Beck's cognitive theory in a way that is both independent of the other facets of the theory and also more comprehensive than other present measures of view of self. Other established measures that confront self-esteem (e.g., Rosenberg Self-Esteem Scale) focus on broad views of self that are not amenable to therapeutic change. Such items appear expansive and vague to most clients (e.g., "I am able to do things as well as most people"). Other measures (e.g., Cognitive Triad Inventory) stray more broadly and attempt to examine all three components of the cognitive triad (view of self, view of the world, view of the future). Some of the Cognitive Triad Inventory items are framed in a manner that is unrealistic in most clinical settings (e.g., "I have many talents and skills").


      Further, in many clinical situations, depressed clients struggle with a negative view of self while not reporting pessimistic views of the future. Thus, this study explored the development of a brief, focused, and psychometrically sound measure of a client's view of self can have value in both research settings and clinical services.


      Method


      Participants


      Adult psychiatric patients: The sample included adult psychiatric outpatient military veterans (n = 47) recruited from a large, urban, Midwest VA Medical Center. Participants were recruited from a partial hospitalization program (PHP) for psychiatric patients and an outpatient mental health clinic. Psychiatric participants were included in the study if the diagnostic interview (SCID-I v2.0) [16] indicated that they met DSM- IV criteria [17] for a current depressive disorder including MDD-Recurrent Episode, MDD-Single Episode, Dysthymia, Adjustment Disorder with Depressed Mood, or Depression-Not Otherwise Specified (NOS). Participants were included if they had a depressive disorder and a commonly co-occurring disorder (e.g., posttraumatic stress disorder [PTSD], substance dependence, panic disorder, or generalized anxiety disorder [GAD]) due to the high likelihood of comorbid psychiatric disorders in both the present sample and the general population [18]. Participants meeting criteria for psychotic disorders, bipolar disorders, or dementia were excluded from the study.


      A total of 55 patients provided informed consent to participate in the study. Eight participants from the veteran sample were excluded from analyses for meeting study exclusion criteria following completion of study procedures (n = 6, 11%), unreliable reporting (n = 1, 2%), or for missing more than three measure items (n = 1, 2%).


      The final veteran sample included 47 participants. The veteran sample was primarily Male (n = 38, 80.8%) and white (n = 23, 48.9%). Participants ranged in age from 26 to 74 years old (M = 53.53, SD = 12.89). Participants typically met criteria for Major Depression-Recurrent (n = 28, 60%) or Major Depression-Single Episode (n = 16, 34%). Three patients met criteria for a depressive disorder in partial remission at the time of the study procedures. Participants presented with a number of comorbid diagnoses including, PTSD (n = 26, 55%), Alcohol Dependence (n = 10, 21%), Substance Dependence (n = 7, 15%), Generalized Anxiety Disorder (n = 4, 9%) and Dysthymia (n = 4, 9%).


      Community adults: The study also included a community sample of adults presenting to two participating food pantries from a large, urban Midwest city (n = 39). Participants were recruited while entering, exiting, or waiting in line for services. Participants recruited from food pantry sites did not complete a diagnostic interview as part of study procedures.


      A total of 40 community adult participants consented to the study. One participant (n = 1, 3%) was excluded from analyses for observed lack of effort and an inconsistent response pattern to study questionnaire items. The overall community adult sample included 39 participants (Male: n = 15, Caucasian: n = 17) ranging in age from 26 to 82 years old (M = 56.15, SD = 13.57). Of the 40 community adult participants in the study, 21 (53%) participants were collected from Site A and 19 (47%) were collected from Site B. The community adult sample from Site A included 21 participants (Male: n = 11, Caucasian: n = 10) ranging in age from 26 to 82 years old (M = 55.85, SD = 13.37). The community adult sample from Site B included 19 participants (Male: n = 4, Caucasian: n = 7) ranging in age from 32 to 76 years old (M = 56.47, SD = 14.13).


      Measures


      The structured clinical interview for the DSM-IV (SCID v2.0) [16] is a structured diagnostic interview designed to assess the presence of psychiatric diagnoses in accordance with DSM-IV criteria (American Psychiatric Association) [17]. The SCID has exhibited adequate reliability and validity. The SCID-I has demonstrated high test-retest reliability between 0.84 and 1.00 within an interval of 78.5 ± 53 days for Axis I disorders [17]. Inter-rater reliability for SCID diagnoses ranges from moderate (k = 0.60) to excellent (k = 0.81) for Axis I disorders [19]. Kappa values for diagnosis of MDD range from 0.66 to 0.70 [20]. The current study utilized a modified version of the SCID-I to focus on diagnoses of depressive disorders while screening for other Axis-I disorders. Graduate students trained in administering the SCID-I completed diagnostic interviews. Training included viewing a SCID-IV training video, being walked through administration by previously trained students, observing three administrations completed by a trained interviewer to learn proper administration, and being observed while administering the SCID-I during the training period.


      The View of Self Scale (VOSS) was designed to measure three specific domains of self- image: Self-worth, competence, and social desirability. The VOSS aims to meet scale development criteria established by Keith & Bracken [21]. The VOSS is developed based on a strong theoretical foundation in the cognitive theory of depression. The measure provides a clear operational definition for the view of self as derived from Beck's [9] conceptualization of self-concept. The VOSS is a self-report measure of stable state-self views and utilizes closed- format items based on a 5-point Likert scale. Uniform, fixed-response categories are provided to the patient rather than allowing for open response options to increase ease of response for the patients and ease of scoring for the clinician or researcher. Items were adapted in part from current measures of general depressogenic cognitions or attitudes. Self-referential items were used from Young's Schema Questionnaire [22], the Cognitive Triad Inventory [23], the Rosenberg Self-Esteem Scale [24], and Beck's Depression Checklist [25]. Some items were revised for length, clarity, and reading level. The first draft of the measure included 33 generated items, such as "I feel like I am flawed and defective" (Self-Worth Subscale), "I feel like I can't do anything right" (Competence Subscale), and "I feel that I'm not lovable" (Social Desirability Subscale) and The 33-item measure was provided to the study team of two clinical psychologists, four clinical psychology graduate students, and a psychiatric nurse practitioner. Study team members assessed the items for completeness of the operational definition of the construct, the relevance and clarity of individual items, and potential untapped dimensions of the construct. Following feedback from the research team, social isolation/social irritability and guilt/deservingness items were added and two redundant items were removed. Additionally, some items were reverse-scored to reduce the emotional impact of the measure with numerous negative statements and to minimize the danger of acquiescent response bias. The final version of the scale has 33 items. Higher scores indicate lower self-view or higher negative self-related thoughts.


      The Cognitive Triad Inventory (CTI) [23] includes 36 items measuring patient beliefs regarding view of self, view of the world, and view of the future. Each domain is measured with ten self-report items, phrased in both the positive and negative direction. The CTI included in the present study was modified to remove six filler items. Individuals rate items on a 7-point Likert scale from 1 ("total agree") to 7 ("totally disagree"). Before summing individual item scores, positively-worded items are reversed-scored so that all items are in the same direction of valence in which lower scores represent positive views and higher scores represent negative views. Higher scores indicate lower self-view or higher negative self-related thoughts.


      The subscales of the CTI have demonstrated good to excellent internal reliability in an outpatient mental health setting with alpha coefficients of 0.91 for View of Self, 0.81 for View of World, and 0.93 for View of Future [23]. The total scale has demonstrated excellent internal consistency with an alpha of 0.95. Total CTI scores have been shown to correlate highly with BDI scores (r = 0.77) [23]. The CTI-Self subscale was included in the present study analyses rather than the total scale. Investigations into the factor structure of the CTI in nonclinical samples have been unable to confirm the 3-factor model suggested by the authors [26]. Additional investigations have identified alternative models including a 6-factor model [26], 5-factor model [27], or one-factor model [28].


      The Rosenberg Self-Esteem Scale (RSES) [24] is a ten-item self-report measure designed to assess the presence or lack of self-esteem. Items on the RSES are scored on a four-point Likert-type scale ranging from strongly agree to strongly disagree. On the RSES, five items include positively worded statements and five items include negatively worded statements. Before summing individual item scores, positively-worded items are reversed-scored so that all items are in the same direction of valence. The RSES is scored so that higher scores indicate higher self-esteem and lower scores indicate lower self-esteem. Total scores on the RSES range from 0 to 30. The Rosenberg Self-Esteem Scale has demonstrated good internal consistency with an alpha coefficient of 0.86 [29]. The RSES has also demonstrated a strong, negative relationship with depressive symptoms and negative thinking [30]. The Rosenberg Self Esteem Scale was intended to be a unitary measure of self-esteem, but it may reflect two underlying constructs. Self-esteem reflected in negative comments, or negative evaluations of self, may have greater relevance to the development of depression whereas self-esteem reflected in positive statements may have greater implications in the recovery from depression [31]. Global measures of self-esteem such as the RSES may not be appropriate for use in predicting the development of depression symptoms after accounting for prior depression symptoms [32].


      The Patient Health Questionnaire (PHQ-9) [33] measures current symptoms of depression. The PHQ-9 is a 9-item self-report measure of the frequency and severity of present depressive symptoms based on DSM-IV depression diagnostic criteria. Items are scored on a Likert-type scale ranging from 0 (not at all) to 3 (nearly everyday). The measure also includes an item focused on functional impairment caused by depression symptoms in work, relationships, and household tasks. The functional impairment item is scored by selecting one of four responses (not difficult at all, somewhat difficult, very difficult, or extremely difficult). The total severity score is calculated from the sum of the nine symptom items. Total scores range from 0 to 27.


      Severity scores between 5 and 9 indicate minimal symptoms of depression, scores between 10 and 14 suggest mild forms of depression, scores from 15 to 19 indicate a moderately severe major depressive episode, and scores higher than 20 indicate severe depression. Cutoff scores ranging from 8 to 11 show no significant differences in the ability to screen for depression [34]. In a primary care setting, the PHQ-9 has demonstrated excellent internal consistency, with a Cronbach's alpha score of 0.89 [33]. Test-retest reliability for the PHQ-9 within 48 hours was also excellent with a correlation of 0.84 between scores at both time points. The PHQ-9 has demonstrated strong correlations with other measures of depression including the Hospital Anxiety and Depression Scale (HADS) (r = 0.68) [35].


      The Modified Life Experiences Survey (MLES) is a self-report measure of both recent and past stressors. The MLES was adapted from the Life Experience Survey (LES) [36] and consists of 21 stressful life events. Events in the survey include interpersonal difficulties, health issues, death of loved ones, occupational problems, and acts of violence. Responses are rated on a scale from 0 to 3 (0 = never, 1 = long ago, 2 = recently, 3 = long ago and recently). The original LES demonstrates moderate test-retest reliability (α = 0.65) [36] over a 5 to 6-week time period. Reliability coefficients for the negative change score ranged from 0.56 to 0.88 [36]. The original LES negative change scores have shown convergent validity through significant correlations with measures of anxiety (r = 0.29) and depression (r = 0.24) [36].


      Procedure


      VAMC procedure: After completing informed consent procedures, participants were administered the SCID-I to determine diagnostic eligibility. Participants also completed a packet of self-report questionnaires. All participants who completed the SCID-I or the full assessment were given a small remuneration of a $10 gift card to either Wal-Mart or Amazon.com.


      Community social service agencies: Participants were recruited from two IRB-approved food pantry sites. The research assistant verbally described the study procedures and exclusion criteria to a group of patrons in the waiting room of each food pantry site. In one site, the study description was translated into Spanish by a staff member. At each site, the research assistant noted that study procedures required study participants to be able to read and write in English.


      The research assistant described the study and obtained informed consent. Participants completed study measures under the observation of the research assistant. Food pantry participants did not complete a SCID interview but did complete all other measures for the present study. All participants who completed the questionnaires received a small remuneration of a $10 gift card. Due to the inability of study staff to identify participants after completing study procedures and the nature of the questionnaire items focused on depression and suicide, all participants were supplied with a list of contact information and free or sliding scale clinics near the data collection sites prior to initiating study procedures.


      Results


      All statistical analyses were conducted with SPSS 25.0. Missing data were rare and Little's MCAR test showed that data were missing at random [37]. Data from one participant was removed from analyses because three or more values were missing. Eight participants were missing only one (n = 6) or two items (n = 2) across all scales. Cases with missing demographic variables were excluded pairwise, meaning they were only excluded from analyses that required the missing data. For subjects missing only one or two items, intermediate response options were inserted in place of missing values (PHQ-9 = 1.5, CTI = 4, VOSS = 2, MLES = 1.5, RSES = 1.5).


      Depressed patients from a VA medical center (n = 47) and community adults utilizing food pantry services (n = 39) were compared on a number of demographic variables (see Table 1). Participants from both food pantries were combined for comparisons between community adult participants and clinical patients. An independent samples t-test showed there was no significant difference between groups in terms of age. A series of chi-square tests of independence were conducted to assess for group differences on race, marital status, employment status, and educational attainment. There were no significant differences between groups on age, race, employment status, or educational attainment. However, the community adult sample consisted of significantly more female participants than the clinical sample (χ2 (1) = 14.45, p < 0.001). Additionally, a greater number of individuals in the community adult sample were single and never married than the clinical sample (χ2 (2) = 0.291, p = 0.026).


      Participants in the clinical outpatient sample and, to a lesser extent, the community adult sample reported a considerable amount of psychopathology. Clinical participants reported moderately severe levels of depression and a high proportion of the sample endorsed a history of one or more prior suicide attempt(s) (n = 22, 47%). Within the clinical sample, 21% of participants disclosed experiencing suicidal ideation within days of completing study procedures (n = 10, 21%). Additionally, 33% of the current clinical participants endorsed past psychiatric hospitalization. Within the community sample, nine participants (23%) endorsed current pharmacological (n = 1, 3%), psychological (n = 2, 5%), or both pharmacological and psychological (n = 6, 15%) treatments for depression. Additionally, seven community participants (18%) endorsed receiving past medication or counseling for depression, but no current treatment. A history of at least one suicide attempt was reported by 21% (n = 8) of the community sample.


      The clinical sample of veterans and community sample of adults utilizing food pantry services were also compared on self-report questionnaires (see Table 2). Patients in the clinical sample reported a higher incidence of negative self-related thoughts as evidenced through both the CTI-Self subscale (t (84) = 5.39, p < 0.001) and the VOSS (t (84) = 5.09, p < 0.001) compared with the community adult sample. Similarly, clinical patients reported lower self-esteem through the RSES (t (84) = 6.99, p < 0.001) than community adult participants. Clinical patients also reported higher levels of depression (t (84) = 7.56, p < 0.001) and life stress (t (84) = 3.01, p < 0.01) than community adults. Although analyses suggest groups are similar on a number of demographic variables, important differences between groups on all dependent measures preclude the combination of samples for statistical analyses.


      VOSS scale development


      All scale reduction and item analysis techniques were conducted within the clinical sample. The 33 items of the VOSS were subjected to exploratory factor analysis (EFA). Prior to performing EFA, the suitability of the data for factor analysis was assessed. The strength of inter-correlations among VOSS items was assessed for evidence of coefficients greater than 0.30. Initial analyses demonstrated the presence of many coefficients greater than 0.30, supporting the use of factor analytic techniques with the data. The Kaiser-Meyer-Olkin value was 0.84, exceeding the recommended value of 0.60 [38] and Bartlett's Test of Sphericity [39] reached statistical significance, supporting the factorability of the correlation matrix. Despite early indicators of factorability of the data, the factor solution produced from the analysis was invalid due to the presence of an ultra-Heywood case. Scale reduction and item analysis were instead completed using classical test theory techniques.


      Item-level analyses were conducted for the VOSS. The distribution of responses for each item was examined to assess item performance within the measure. Item response frequencies were examined for a high level of non-response, low variability, floor effects, and ceiling effects (see Table 3). Two items (Items AA and H) were removed because they evidenced low variability (fewer than 5% of responses in any cell of potential item responses). No other issues related to floor effects, ceiling effects, or non-response were identified.


      Item-total, item-subscale total, and inter-item correlations were checked for the VOSS. Items with item-total or item-subscale total correlations greater than 0.85 were removed due to content redundancy [40]. No items demonstrated item-total or item-subscale total correlations less than 0.30 [41]. Eight items demonstrated item-total or item- subscale total correlations greater than 0.85 (Items R, J, L, P, FF, M, Y, & DD). Items were also checked for within-subscale inter-item correlations greater than 0.85 to reduce potential redundant items. Two item pairs were correlated above 0.85. Items with high item-total, item-subscale, or inter-item correlations were examined for clarity, theoretical relevance to the construct of self-view, and change in each subscale's Cronbach's alpha if the item were removed (see Table 4). The full 33-item scale demonstrated excellent internal consistency in the clinical sample (α = 0.98).


      An item was considered for retention despite high item-total, item-subscale total, and inter-item correlations if a subscale's Cronbach's alpha value was greatly impacted by the removal of the item. Within the Self-Worth subscale, items J and FF demonstrated both item- total scale and item-subscale total correlations over 0.85 and were removed. Removal of Item FF resolved one of the pairs of items with high inter-item correlations. The remaining pair of highly correlated items, M and P, was examined further. Item P demonstrated an item-subscale total correlation over 0.85 whereas item M did not demonstrate any high item-total, item-subscale total, or inter-item correlations. Item P was removed from the scale and item M was retained. Within the Social Desirability subscale, item R demonstrated both high item-total and item-subscale total correlations and was removed. Within the Competence subscale, item Y demonstrated both high item-total and item-subscale total correlations and was removed. After removing items R, Y, J, FF, and P, item-total and item-subscale total correlations were run again. No additional items were identified as having low item-total correlations or high item-total, item-subscale total, or inter-item correlations. The final measure consisted of 27 items.


      To ensure the total scale was reduced appropriately, a correlation was run between the total 33-item scale and the reduced 27-item scale. Correlation coefficients over 0.90 were deemed to represent a successful reduction of the overall measure. The total 33-item scale was highly correlated with the reduced 27-item scale (r = 0.99, p < 0.001). Similarly, the three total subscales were checked to see if they were reduced appropriately by running correlations between each original 11-item subscale and each reduced scale respectively. The reduced Self-Worth (r = 0.99, p < 0.001), Competence (r = 0.99, p < 0.001), and Social Desirability (r = 0.99, p < 0.001) subscales each correlated with their respective total subscales at the level of 0.90 or higher.


      The reliability of the reduced version of the VOSS was established by examining the internal consistency of the measure in both the clinical and community adult samples. The reduced version of the VOSS demonstrated excellent internal consistency within the clinical sample of veterans (Total: α = 0.97, Self-Worth: α = 0.92, Competence: α = 0.91, Social Desirability: α = 0.92) and adequate internal consistency within the community sample of adults (Total: α = 0.87, Self-Worth: α = 0.74, Competence: α = 0.75, Social Desirability: α = 0.78).


      Means, standard deviations, and inter-correlations between the VOSS and other measures of self-view were examined to assess convergent validity of the VOSS in both the clinical sample and community samples (see Table 5). Correlations were run separately in both the clinical and community adult samples. In the clinical sample, there were strong, statistically meaningful correlations between VOSS scores and RSES scores (r = -0.91, p < 0.01) and CTI-Self subscale scores (r = 0.91, p < 0.01). The RSES was also strongly, significantly correlated with the CTI-Self subscale (r = -0.92, p < 0.01) in the clinical sample. In the sample of community adults, VOSS scores were also significantly correlated with the RSES (r = -0.56, p < 0.01) and CTI-Self subscale (r = 0.69, p < 0.01). The community sample RSES scores were also significantly correlated with CTI-Self subscale scores (r = -0.71, p < 0.01).


      Discriminant validity of the VOSS was established through inter-correlations between the VOSS and Modified Life Experiences Survey. In the clinical sample, VOSS scores demonstrated a small, non-significant correlation with MLES scores (r = 0.25, p = 0.09). Similarly, in the sample of community adults, VOSS scores also demonstrated a small, non-significant correlation with a measure of life stress (r = 0.18, p = 0.28). Inter-correlations between established measures of self-view and the MLES were also examined. The RSES demonstrated a small non-significant correlation with life stress in both the clinical (r = -0.17, p = 0.25) and community (r = -0.02, p = 0.89) samples. The CTI-Self subscale demonstrated a small non-significant correlation in the clinical sample (r = 0.14, p = 0.34) and a medium significant correlation in the community sample (r = 0.32, p < 0.05).


      A series of correlations were conducted between scores on the VOSS, established measures of self-view (RSES and CTI-Self), and demographic variables with established relationships to self-view in order to examine criterion validity of the VOSS. Prior to running correlation analyses, categorical variables were dummy coded into dichotomous variables. Age was significantly related to view of self (r = -0.33, p < 0.05) in the clinical sample, but not in the community sample. Older age was associated with fewer negative self-referential thoughts in the clinical sample. The total scale score for the VOSS was not correlated with any demographic variables in the community sample. Gender, employment status, education, and history of suicide attempt(s) were not significantly correlated with VOSS scores in either sample.


      View of self and depression


      VOSS scores were highly correlated with depression severity as measured by the PHQ-9 in both the clinical (r = 0.65, p < 0.01) and community (r = 0.60, p < 0.01) samples. Established measures of self-view were also highly correlated with depression severity scores (see Table 5). Partial correlation was used to explore the relationship between self-view (VOSS) and depression severity (PHQ-9), while controlling for age within the clinical sample. In the clinical sample, there was a strong, positive, partial correlation between self-view and depression, controlling for age (r = 0.62, p < 0.001) with high levels of negative self-referential thoughts being associated with greater depression severity. An inspection of zero order correlation (r = 0.64) suggested that controlling for age had very little effect on the strength of the relationship between these two variables.


      Means, standard deviations, and inter-correlations were conducted to explore the relationships among depression severity scores and risk factors for depression and suicide. In the clinical sample, depression severity scores through the PHQ-9 demonstrated large correlations with measures of self-view, but not with age (r = -0.23, p = 0.11), gender (r = 0.07, p = 0.64), life stress (r = 0.16, p = 0.29), history of past suicide attempt(s) (r = -0.15, p = 0.32), or education (r = - 0.08, p = 0.62). In the community sample, depression severity scores demonstrated medium correlations with MLES scores (r = 0.45, p < 0.01), age (r = -0.37, p < 0.05), and gender (r = -0.33, p < 0.05) and large correlations with measures of view of self ranging from (r = 0.42 to r = 0.60, p < 0.01). In the community sample, PHQ-9 scores were not correlated with history of past suicide attempt(s) (r = 0.21, p = 0.22) or education (r = 0.13, p = 0.43).


      Exploratory analyses


      Within the community sample, depression severity was significantly correlated with self- view, age, gender, and life stress. An exploratory hierarchical regression analysis was conducted to assess the ability of self-view to predict depression severity in the community sample after controlling for age, gender, and life stress (Table 5). In step 1 =, age and gender were entered into the model in order to determine how much variance in depression severity was accounted for by demographic variables. Demographic variables accounted for 20% of the variance in the model (R2Δ = 0.20, FΔ (2, 36) = 4.55, p < 0.05). In step 2, ratings of life stress (MLES) were added to assess the relationship between life stress and depression severity. Levels of life stress accounted for an additional 12% of the variance in depression severity (R2Δ = 0.12, FΔ (1, 35) = 6.45, p < 0.01). In step 3, VOSS scores were entered to assess the relationship between self-view and depression severity. Self-view accounted for an additional 22% of the variance in depression severity (R2Δ = 0.22, FΔ (1, 34) = 16.81, p < 0.001).


      Discussion


      The View of Self Scale is a brief measure of negative self-referential thoughts, an important component in the clinical experience of depression [42]. In the current study, the VOSS demonstrated strong psychometric properties in a sample of psychiatric outpatients with depression from a Veterans Affairs Medical Center (n = 47) and a sample of community adults utilizing food pantries in a large Midwestern city (n = 39). Clinicians can use the VOSS for initial assessment and treatment planning with depressed patients. The VOSS extends beyond other measures of self-view by providing a theory-driven measure with more thorough assessment of clinically relevant theoretical domains associated with the construct of self-view. The VOSS improves on current measures of self-view by providing a measure that is easy to administer and has a clear and simple scoring system.


      The VOSS displayed strong psychometric properties in a sample of depressed patients and a sample of community adults. Initial evidence of internal consistency, convergent validity, discriminant validity, and criterion validity were established by the present study. The VOSS demonstrated excellent internal consistency in the clinical sample and adequate internal consistency in the non-clinical sample. The VOSS was highly correlated with measures of self-esteem and view of self and performed similarly to the RSES and CTI-Self subscale when compared to a number of different demographic predictor variables and when compared across both samples. As expected, participants in the clinical sample had a lower self-view across all three measures when compared with the community adult group.


      Convergent validity of the VOSS was established by comparing View of Self scores to established measures of self-view. While the VOSS was highly correlated to both the Rosenberg Self-Esteem Scale and the CTI-Self subscale across both samples, the strength of correlation among the measures was notably lower in the community sample. It is possible that lower correlations among measures of self-view in the community sample reflect that view of self is a more salient construct within a clinical sample than within a community adult sample.


      Specifically, the observed group differences could further emphasize the strong relationship between depression severity and negative self-referential thoughts [43].


      Discriminant validity of the VOSS was established by comparing View of Self scores to life stressors. As the VOSS aims to measure trait self-esteem rather than state self-esteem, scores were not expected to be related to the presence or absence of life stressors. As expected, the VOSS demonstrated a non-significant relationship with life stress in both samples. In contrast, the CTI-Self subscale demonstrated a significant medium correlation with measures of life stress in the community adult sample. It may be that the CTI-Self subscale includes items which reflect more of a state-level measure of self-esteem, which is susceptible to fluctuations in life stress or mood, rather than a trait-level measure of self-esteem [44].


      In the present study, self-view exhibited large correlations with depression severity in both depressed patients and community adults. This finding supports the claim that negative self-view is an important feature of depression [10]. Individuals with low self-esteem are more likely to develop depression [45]. Additionally, many individuals with depression also experience a lasting drop in self-esteem after experiencing an initial depressive episode [46]. Multiple theories of depression include self-view as a key factor contributing to the development of depression [47,48]. Explicit self-esteem ratings improve with the reduction of depression symptoms following integrative treatment for depression including a combination of psychotherapy and psychotropic medication [49]. This well-established relationship further emphasizes the importance of developing self-view assessment tools both with and for individuals with depression. Similarly, these results highlight the importance of utilizing interventions focused on self-view when working with depressed patients.


      Self-view, as measured by the VOSS, was significantly related to age in the clinical sample, but not in the community sample. In the clinical sample, older age was associated with fewer negative self-referential thoughts. In the community adult sample, depression severity scores were significantly related to self-view, age, sex, and life stressors. Higher depression severity scores were associated with female sex, more negative self-referential thoughts, younger age, and a greater amount of life stress. As expected based on the literature, older adults in the community sample exhibited fewer symptoms of depression than younger adults.


      In the clinical sample, depression severity scores were significantly related to self-view and not significantly related to age or life stress. While stressful life events are implicated in vulnerability for depression, the vulnerability associated with a single stressful event may only increase risk for a depressive episode within one month after the event [50]. The non-significant relationship between depression severity and age may also be related to the presence of a higher number of individuals with a chronic course of depression within the clinical sample.


      Theoretically-derived self-assessment tools of self-view may be useful in establishing goals and assessing progress in psychotherapy for depression. Cognitive behavioral interventions have been effective in improving self-esteem and reducing symptomology across psychiatric diagnoses including depression [51]. Measures such as the VOSS can be useful in identifying negative automatic thoughts or cognitive distortions within the therapy context. Following assessment, cognitive behavioral strategies can be used to help the client identify distortions, challenge negative automatic thoughts, and create alternative thoughts which are more accurate and helpful. Intervention for improving self-esteem in individuals with depression can include expanding the client's perspective, increasing frequency of self-reinforcement, improving coping strategies, and revising the goals and standards the client uses to evaluate themselves [52].


      Perfectionism associated with unrealistic goals and standards is associated with various forms of psychopathology including depression and can present an additional target for intervention within psychotherapy [53].


      The results from the present study should be considered in light of a number of limitations. First, the cross-sectional design of the study limits the conclusions which can be drawn from the data. For example, it has been assumed that a negative view of self precedes the onset and influences the course of a depressive episode. However, it is equally plausible that a negative view of self is best seen as a cognitive and interpretive symptom of depression that subsides when the depression recedes. Additionally, as family mental health history was not assessed, the current study is unable to speak to genetic components of depression. Second, only the veteran population completed the SCID diagnostic interview. While the community adult sample was screened for depression and substance use disorders, participants were not screened for other psychological or medical disorders. Third, the clinical sample was largely composed of males, which limits the generalizability of the results. Finally, the current study was unable to analyze longitudinal data to see if the VOSS is sensitive to change over time and related mental health outcomes. View of self plays an important role in the etiology, experience of, and recovery from depression. Negative self-referential thoughts provide an important target for clinical interventions in the treatment of patients with depression. The VOSS provides a new, theory- based measure of self-view, and in the present study, demonstrated strong psychometric properties in patients diagnosed with depression and community adults. Measures such as the VOSS can be used to identify negative self-views held by patients diagnosed with depression or identify individuals at greater risk for developing depression.
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