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Recap of Aims and Findings 

 The present thesis aimed to look at the role of self-concepts within 

anxiety and depression. Specifically, implicit, explicit, discrepant, and stable 

self-esteem were analysed in (symptoms of) anxiety disorders, depressive 

disorder, and a combination of anxiety disorders and depressive disorder 

(i.e., comorbidity). Further, the presence of continued lowered self-esteem 

into remission and recovery phases of an anxiety disorder and depressive 

disorder was also explored. The validity of more specific self-depressed 

associations (SDA) in predicting depression recurrence and relapse was 

analysed, continuing earlier findings that highlighted relatively stronger 

levels of SDA in remitted depression. The final empirical chapter was an 

experimental study looking at the influence of sad mood on implicit self-

esteem. 

 Implicit self-associations (implicit self-esteem and implicit self-

depressed association) frequently lacked evidence of being related to 

depression and anxiety in the present thesis. Levels of implicit self-esteem 

(ISE) were not prognostically related to symptoms of social anxiety and 

depression in relatively healthy adolescents two years later (chapter 2). In 

addition, there was no evidence of a difference in levels of ISE between the 

comparison group and current, remitted and recovered individuals with an 

anxiety disorder or depression. However, those who had concurrent 

depression and anxiety (comorbidity) did have lower ISE than the 

comparison group (chapter 3). There was no evidence that implicit SDA in 

remittance and recovery from MDD were related to (time to) recurrence 

(chapter 5). Finally, there was no evidence that those who had received a 

sad-mood induction displayed lower ISE than those who had not (chapter 6). 

As such, except for comorbid depression and anxiety, there was consistently 

a lack of evidence that self-evaluations at the more automatic and less 

controllable level were related to depression and anxiety. 

Consistent across chapters, explicit self-associations (explicit self-

esteem and explicit self-depressed associations) were found to be related to 

depression and anxiety. Low ESE was related to more symptoms of social 

anxiety and depression in adolescents two years later (chapter 2). A 
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comparison group had higher ESE than individuals with MDD, anxiety 

disorders (AD), and comorbid MDD/AD. This was true for those who 

currently had the disorder, were remitted from the disorder, and (for MDD 

and AD separately) who had recovered from the disorder (chapter 3). Finally, 

explicit SDA shortly following an MDD episode predicted (time to) recurrence 

(chapter 5). As such, dysfunctional self-related processing at a more 

conscious level was consistently found to be involved in depression and 

anxiety. 

 Furthermore, the results of the studies described in this thesis 

showed that low self-esteem stability was present in depression and anxiety, 

with no evidence to support a presence of self-esteem discrepancy between 

ISE and ESE. Participants with no history of depression and anxiety had more 

stable self-esteem than those with a current or remitted MDD, AD, and 

comorbid MDD/AD. Further, those who had recovered from MDD or AD still 

reported less stable self-esteem than those without a history of depression 

and anxiety. However, once controlling for ESE, statistical testing failed to 

support a difference in self-esteem stability between the comparison group 

and comorbid MDD/AD at both the current and remitted level. Differences 

between the comparison group and current/remitted/recovered MDD, and 

current/recovered AD were still supported (chapter 4). Evidence for the role 

of discrepant self-esteem (i.e., quantified either by the interaction or the 

difference between ISE and ESE) in depression and anxiety was consistently 

lacking. An interaction between ISE and ESE did not explain additional 

variance in social anxiety or depressive symptomatology two years later in 

healthy adolescents (chapter 2). Variables based on difference scores 

suggested that in both directions (i.e., ESE > ISE, and ISE > ESE), discrepant 

self-esteem predicted current MDD and current AD from relatively healthy 

controls. However, these effects disappeared once ESE was included in the 

model (chapter 3). As such, support for the role of self-esteem stability in 

depression and anxiety was found, while support for the role of self-esteem 

discrepancy was lacking. 

 Implicit, explicit, discrepant, and stable self-esteem within the 

context of depression and anxiety are discussed in the main body of this final 

chapter. For each facet of self-esteem, explanations of the findings, 
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particularly where those conflict with previous studies, limitations and future 

directions are covered. Depression and anxiety more generally are discussed, 

with a focus on several key aspects that may influence the interpretation of 

the findings in this thesis. Possible future directions are postulated before, 

finally, deriving at a conclusion concerning Self-Esteem in Depression and 

Anxiety: Implicit, Explicit, Unstable, and Discrepant. 

Implicit Self-Esteem (ISE) 

The previous findings concerning implicit self-esteem in depression 

and anxiety are few and mixed. Some studies found lowered levels 

(compared to a comparison group) in depression and anxiety (e.g., Risch et 

al., 2010), while others failed to find any differences (e.g., Lemmens et al., 

2014). Common across all these studies using clinical samples are the limited 

sample sizes. This is particularly problematic as small effect sizes are 

anticipated due to different method-related error variance involved in 

reaction-time based computer measures (e.g., IAT) versus self-report 

measures of symptomatology and structured clinical interviews. As such, the 

power needed to detect an association between measures that have 

different method-related error (i.e., the IAT and symptomatology) is higher 

than the power needed to detect associations between measures that have 

similar method-related error (i.e., ESE and self-reported symptomatology). As 

such, limited sample sizes in previous studies may explain why effects were 

detected for ESE, but not for ISE. In both chapters 2 and 3, relatively large 

sample sizes were used to look at the longitudinal relationship between ISE 

and symptoms of depression and social anxiety in healthy adolescents, and 

differences in ISE between clinical groups of depression, anxiety and 

comorbidity. Using large sample sizes, results suggest that ISE was not 

related to symptoms of depression or social anxiety in either direction in 

healthy adolescents, and that those with a current depression or anxiety, on 

average, did not have lower levels of ISE than a never clinically depressed or 

anxious comparison group in adults. As such, the lack of positive findings in 

previous studies is unlikely to be explained by the lack of power to detect 

small effects. 
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Another shortcoming of previous studies that was addressed in 

chapter 3 was differentiating between comorbidity and more singular forms 

of either depression or anxiety. For example, if low ISE is unique to 

depression, then the failure of excluding those with a comorbid anxiety in 

previous studies may explain the null findings. Given that low self-esteem 

(“feelings of worthlessness”) is a DSM criterion for depression, but not 

necessarily anxiety, it is feasible that low ISE might be unique for depression. 

Particularly as models of dual processing would suggest that low ISE 

develops through persistent low ESE (Beevers, 2005). Alternatively, given that 

those with comorbid depression and anxiety tend to have more severe and 

persistent symptomatology, it is also feasible that those with a comorbid 

depression and anxiety have lower ISE, particularly when ESE is also lower. 

Indeed, the latter was observed in chapter 3. However, it is still pivotal to see 

whether the presence of both depression and anxiety resulted in lowered ISE, 

or whether lower ISE in the comorbid group stemmed from longer periods of 

stable low ESE. As repetitive explicit associations become increasingly 

ingrained (i.e., more implicit; Beevers, 2005), it may simply be those with 

more persistent, severer symptoms who have low ISE, rather than those who 

have both symptoms of anxiety and depression. Further research could 

address this by controlling for the number of months with (severe) 

symptoms. 

There are a number of limitations to the IAT which have already been 

covered to some extent in the discussion section of chapter 3. Criticisms of 

the self-esteem IAT include the low convergent validity with other ISE 

measures and the lack of clarification of how self-concepts and attributes are 

related. Remue and colleagues (2013; 2014) addressed this latter point by 

differentiating between actual ISE (i.e., “I am”) and ideal ISE (i.e., “I want to 

be”) using the Implicit Relational Assessment Procedure (IRAP). Results from 

differentiating between these concepts suggested that high dysphoric 

students had higher ideal ISE and lower actual ISE than a low-dysphoric 

comparison group. Therefore, the lack of clarification between how the 

concepts are related (i.e., actual or ideal) may explain the mixed and lack of 

findings concerning ISE. However, the IRAP involves the presence of “I am” or 

“I want to be” on the screen during the task, and it is possible that such 
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primes may trigger explicit processing to some extent, particularly when 

followed by an attribute. Further, the somewhat more obvious nature of the 

task may also introduce demand biases (e.g., presentation bias). However, 

that is not to say that the IRAP fails to capture a more realistic ISE than the 

IAT. Perhaps a completely implicit self-esteem that is devoid of any explicit 

aspect is unrepresentative of what happens in day-to-day life. 

 It is crucial to remember that ESE and ISE are polar ends on the same 

spectrum, and that a given evaluation falls on other overlapping spectrums 

too. In forgetting this, the aim of many researchers is to capture “clear-cut, 

all-or-none” constructs (Moors & De Houwer, 2006). Indeed, measures of 

implicit attitudes often aim to capture evaluations at the most implicit end of 

this spectrum, while totally implicit evaluations may rarely occur. Often the 

example of driving a car is provided to differentiate between implicit and 

explicit processing (e.g., Beevers, 2005). While driving is effortful and takes 

up much cognitive resources when first learning to drive, driving becomes 

increasingly less conscious and more automatic with time and practise (e.g., 

changing gears without deliberating where the gear is), thereby taking up 

less cognitive resources. However, it would be surprising if driving became 

completely non-conscious and automatic, and cognitive resources are still 

likely to be used, albeit to a lesser extent. Likewise, while repetitively 

evaluating the self negatively might make access to negative propositions 

easier and quicker, thereby being less conscious of the processes involved or 

even how a negative self-evaluation is derived (i.e., more implicit), it is 

unlikely that there is no degree of consciousness involved, and that no 

cognitive resources are involved. Future studies should aim to capture self-

esteem at several points along the spectrum of awareness, automaticity and 

effort, as relatively implicit self-evaluations may still play a role in depression 

and anxiety if captured at a more ecologically valid level. The IAT is highly 

likely to measure a very implicit self-esteem as there is very little subjective 

evaluation involved. This contrasts with, for example, the Name Letter Task 

(Nuttin, 1985), an alternative ISE measure, where participants are asked to 

evaluate the attractiveness of each letter, and many participants are able to 

guess the nature of the task (Krizan, 2008). This task may capture ISE closer 

to ESE on the spectrum than the IAT. 
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Explicit Self-Esteem (ESE) 

 Explicit self-esteem has consistently been shown to be lower in both 

anxiety and depression (e.g., Sowislo & Orth, 2013). In chapter 3 it was 

explicitly tested whether there were differences in self-esteem between those 

with a depressive disorder and those with an anxiety disorder. Results 

suggest that there was no support of a difference in self-esteem between the 

two disorders. As such, an intervention targeting self-esteem may have 

transdiagnostic applicability given that self-esteem is equally low in 

depression and anxiety. Indeed, one such intervention, Competitive Memory 

Training (COMET, Korrelboom et al., 2012), already seems to be effective in 

reducing depressive symptoms when combined with treatment as usual. 

COMET was also found to be effective in panic disorder as an add-on 

therapy (Korrelboom, Peeters, Blom, & Huijbrechts, 2014). More common 

interventions, like Cognitive Behavioural Therapy, often include aspects that 

involve challenging negative self-thoughts. However, whether self-esteem 

interventions like COMET are effective as stand-alone therapies, and whether 

self-esteem related aspects of more common interventions are key processes 

of change, remains an important question. If the answer is yes, then given 

the high rates of co-morbidity, low self-esteem may highlight an important 

symptom to target, and might be a cost-effective approach to reducing both 

depressive and anxiety symptoms. Further research is required to see 

whether the effects of COMET hold as a stand-alone treatment. 

 It is important to note that most measures of ESE are self-report 

questionnaires, and indeed, self-report measures of ESE were used 

throughout this thesis. Argued in chapter 3 is that self-report measures of 

ESE are not perfect measures of self-esteem, with which other self-esteem 

measures (e.g., ISE indices) must compete with to prove validity and 

reliability (Buhrmester et al., 2011). Shortcomings of self-report measures 

include measurement error common across self-report questionnaires more 

generally that overinflate relationships, and self-presentation biases. As such, 

many argue that findings should be replicated using behavioural measures 

of self-esteem which may limit the influence of self-presentation biases. 

Ideally a behavioural measure of ESE will involve measuring the behaviour of 

a participant that is thought to reflect solely self-esteem while minimizing 
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the influence of other processes. However, if self-esteem acts as a filter that 

influences the way external information is processed, and how the self is 

placed in the environment (Zeigler-Hill, 2013), then it is likely to influence 

most processes. ESE is not a process in itself, but an evaluation. Where other 

evaluations are likely to influence processes specific to that evaluation (e.g., 

one who holds a sexist opinion will process gender-relevant information in a 

biased way that is consistent with opinion and also enforces this opinion), 

ESE may be a unique evaluation as it can be relevant in all contexts and also 

influence other more specific evaluations. It is feasible that the construct of 

self-esteem is too abstract and broad to be captured completely in one self-

report or behavioural measure. 

What exactly causes low ESE remains an important question. ESE 

definitions usually involve words like conscious, purposeful, and controllable 

– but if this were the case, then it somewhat implies that low ESE can be 

increased by simply altering the content of our thoughts (e.g., thinking 

ourselves positive; however, see Hulme, Hirsch, & Stopa, 2012). While low 

self-esteem can have a rational explanation (e.g., a break-up, loss of a job), 

there often seems to be an inconsistency between reported self-esteem and 

actual abilities, achievements, etc. This points to a dysfunction in processing 

the available information, and is somewhat reminiscent of cognitive biases 

that have been researched extensively in both depression and anxiety. 

Theory postulates that anxiety and depression results in processing biases 

that favour threatening or negative information. These biases have been 

observed in attention, interpretation, and memory (e.g., Hallion & Ruscio, 

2011; MacLeod, Mathews, & Tata, 1986). Negative thoughts persist and are 

prevalent as a result of increased attending to negative information, the 

tendency to interpret ambiguous scenarios as negative, and the relative ease 

with which negative information is recalled. However, many have looked at 

the direct relationship between the presence of these biases and 

psychopathology, while ESE may be a feasible mediator in these 

relationships. For example, if one is quick to attend to negative facial 

expressions like disgust, in comparison to a positive face (attention), and is 

also likely to interpret successes as luck and failures as incompetence 

(interpretation), and is more likely to remember the one time they failed an 
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exam rather than the several times they received a top mark (memory), then 

it is feasible to anticipate that negative self-related propositions will enter 

the mind. In such a scenario, while the resulting self-esteem propositions 

(e.g., “I am stupid”) are explicit in that the individual is aware of these 

thoughts and may actively think further about them, the processes that 

triggered these thoughts might be relatively implicit (i.e., non-controllable 

and requiring little effort). This would explain why low self-esteem thoughts 

cannot simply be thought away. There is some support for this theory in that 

those with low self-esteem have been shown to have a dysfunctional 

interpretation bias (Tafarodi, 1998), attentional bias (Li & Yang, 2013), and 

memory bias (Ross & Wilson, 2002; see Tafarodi, Marshall, & Milne, 2003, for 

a review of the models concerning self-esteem and memory). However, this 

has often been interpreted to be the result of low self-esteem, rather than 

the cause. Future research should manipulate these biases to see whether 

this changes ESE. Further how these processes relate to ISE would also be of 

interest. It could be that low ISE leads to these biases by processing in a ISE-

congruent way. 

Discrepant Self-Esteem 

Consistent in chapter 2 and 3 was the inability to reject the null 

hypothesis concerning the association between self-esteem discrepancy and 

(symptoms of) depression and anxiety. Previous research suggests that there 

are two common methods to quantifying self-esteem discrepancy. In one 

method, the interaction between ISE and ESE is included in the analysis, and, 

when statistically significant, plotted to differentiate between high/low ESE 

and high/low ISE (chapter 2). Indeed, this taps into the idea that specific 

combinations (i.e., high ESE and low ISE; low ESE and high ISE) may put an 

individual at risk for dysfunctional outcomes (e.g., depressive attributional 

style; Schröder-Abé et al., 2007), as it may represent a vulnerability that is 

pronounced when explicit processing cannot be engaged to overrule initial 

negative implicit processing (e.g., during times of stress; low ISE and high 

ESE), or the tendency for explicit processing to result in negative conclusions 

despite initial positive implicit processing (e.g., high ISE and low ESE). 

Another approach employs the method outlined by Briñol and colleagues 

(2006), where the absolute difference is calculated between standardized 
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measures of ISE and ESE, and the direction of the discrepancy is represented 

by a dummy variable. Although theoretical underpinnings are similar to 

those who use the interaction method, it has also been argued that larger 

differences result in more (implicit) self-doubt (Briñol et al., 2006). Further, 

that those with larger differences are more inclined to try and resolve the 

discrepancy by potentially dysfunctional means (e.g., rumination, Phillips & 

Hine, 2016), and are more vulnerable to external information related to this 

discrepancy (Briñol et al., 2006).  Advocates of this method argue that the 

interaction approach fails to acknowledge the importance of the direction of 

the discrepancy independent of how large the discrepancy actually is 

(Leeuwis et al., 2015). However, both methods have methodological 

shortcomings, and a number of theoretical questions remain. 

 One issue of using the interaction method in linear regression 

analyses (as is often done; e.g., Schröder-Abé et al., 2007) is that the 

assumption of a linear relationship between dependent and independent 

variable is violated. The range of values when creating an interaction variable 

are likely to have congruent low self-esteem at one end (i.e. low ESE score x 

low ISE score) and congruent high scores at the other (i.e., high ESE score x 

high ESE score). Indeed, discrepancy scores where, for example, ESE is high 

and ISE is low, are likely to fall somewhere in the middle (i.e., high ISE score x 

low ESE score, or low ISE score x high ESE score). Even if transformation was 

successful in creating a linear interaction variable, the direction of the 

discrepancy is also not acknowledged in an interaction value as, 

hypothetically, high ESE x low ESE may give the same value as low ESE x high 

ESE. As such, the lack of a significant interaction might not mean that there is 

no role for discrepant self-esteem in one specific direction. 

 While the interaction method has both ESE and ISE included as main 

effects, the method highlighted by Briñol and colleagues (2006) does not. 

This poses an issue particularly when one type of self-esteem (e.g., ESE) is 

more strongly correlated with the outcome variable (e.g., symptoms of 

depression) than the other self-esteem type (e.g., ISE). Previous research and 

the findings of the present thesis consistently found stronger correlations 

between ESE and psychopathology than between ISE and psychopathology. 

While this larger correlation might be an overestimation of the actual 
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relationship between the constructs because of, for example, shared method 

variance (i.e., method variance common across self-report measures), it 

nonetheless influences statistical analysis using difference scores. Previous 

findings that suggest that damaged self-esteem (low ESE and high ISE), 

specifically, is related to psychopathology (Creemers et al. 2012, Leeuwis et 

al., 2015) may simply be an artefact of the relatively strong relationship 

between ESE and the outcome variable, particularly when the interaction 

between damaged self-esteem and the extent of discrepancy is observed to 

be statistically significant (i.e. even lower ESE, and/or higher ISE, is related to 

more psychopathology). In the original article of this discrepancy method by 

Briñol et al., correlations between the outcome variables and the variables 

used to derive at discrepancy variables were not reported. Further, many 

studies have used the method by Briñol et al. without excluding those who 

have relatively congruent self-esteem. Those with slightly higher ESE than ISE 

are then assigned to the damaged category, while the reverse is labelled as 

having fragile self-esteem (e.g., Briñol et al., 2006; Creemers et al., 2012; 

Creemers, Scholte, Engels, Prinstein, & Wiers, 2013; Leeuwis et al., 2015). 

Although the interaction between discrepancy direction and the extent of 

the discrepancy would somewhat account for this, many studies still draw 

conclusions over the discrepancy direction independent of the extent of 

discrepancy (e.g., Creemers et al., 2013). However, the theoretical argument 

for Briñol et al. method is that larger discrepancies give rise to self-doubt 

and other dysfunctional processes that aim to reduce discrepancies (Briñol et 

al., 2006; Phillips & Hine, 2016). As such, it is unclear what, theoretically, 

discrepancy direction represents when this effect is not quantified by the 

extent of magnitude. In sum, while the interaction method may fail to 

capture the direction of the discrepancy, the use of a variable representing 

discrepancy direction, independent of the magnitude of the discrepancy, 

lacks theoretical justification. Further, it is doubtful as to whether previous 

positive findings using the method by Briñol et al. would remain if main 

effects were taken into consideration. 

 The issues of variables that are difficult to interpret (direction of 

discrepancy independent of extent of discrepancy) and the lack of 

controlling for the relatively large correlation between ESE and the outcome 
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variable were addressed in chapter 3. Here, variables were created that 

incorporated both the direction and the magnitude of the discrepancy, and 

included ESE in the model. These variables technically represent the 

interaction between ESE and ISE (as quantified by difference scores), split by 

the direction of difference. Results indicated that both damaged and fragile 

self-esteem predicted current depression and anxiety from a comparison 

group (no history of a depression or anxiety disorder), with stronger effects 

observed for damaged self-esteem (based on Wald test). The latter is 

consistent with many previous findings (e.g., Creemers et al., 2013). However, 

with the inclusion of ESE in the model, there was no longer evidence for 

either discrepancy variable. It is not possible to conclude that the null 

hypothesis (i.e., self-esteem discrepancy does not play a role in depression 

and anxiety) is accepted, and it is necessary to repeat these analyses with, for 

example, Bayes factor. Further, this method also did not allow for inclusion of 

both main effects (i.e., also ISE). 

 A number of broad methodological flaws remain in discrepant self-

esteem research. Some methods use standardised scores of ESE and ISE (e.g., 

RSES and IAT) in order to place two very different measures on the same 

hypothetical scale, thus allowing for the calculation of difference values. The 

mean then becomes zero and values fall either above or below this value. 

However, if a sample were recruited who generally have relatively high ESE 

and relatively low ISE (in other words, fragile self-esteem is already evident in 

the whole group), then a large portion of the sample will erroneously be 

labelled as having damaged self-esteem. Using z-scores to derive at 

discrepancies would only be appropriate if the whole group represented a 

sample from the general population. Combining clinical and control groups 

(as done in chapter 3) is likely to over represent the clinical disorder where 

ESE is consistently found to be low. Further, a normal variance in score needs 

to be evident in both ESE and ISE as skewed data will result in distorted 

means. Skewed scores on ESE are often evident in (relatively) healthy 

samples. One way to create discrepancy groups would be to apply pre-

determined cut-offs to ISE and ESE measures thereby highlighting who has 

high and who has low self-esteem, independent of the mean group self-

esteem. Not only would establishing suitable cut-offs be difficult, but 
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applying cut-offs to IAT scores has been criticised based on the random 

variation which is incorporated in some scoring methods (including the 

scoring method used in this thesis; Blanton, Jaccard, & Burrows, 2015). 

Another broad flaw of self-esteem discrepancy research is that 

measures of ESE and ISE often do not only differ on the construct they seek 

to capture. As highlighted in the discussion of chapter 2, the timing and 

context of the IAT and RSES also differ. While RSES, arguably the most 

common measure of ESE, asks participants about their level of self-esteem 

over the last week, the IAT, and most other performance-based tasks, 

measures ISE at that moment. Also, context has been argued to be an 

important influencing factor of implicit associations (Gawronski & 

Bodenhausen, 2006; although see chapter 6 where sad mood was not an 

influencing context), and therefore the context of a lab and being “tested” 

might be too specific, compared to the context imposed on measures of ESE, 

which allow participants to reflect back to more real-life occurrences. Finally, 

method variance that is associated with self-response measures (e.g., 

response bias), and method variance associated with reaction time-based 

tasks differ. Combining measures may therefore create a score including a lot 

of method variance. 

Therefore, the conclusion of this thesis, and based on previous 

findings, is that we currently do not have the means to adequately test 

discrepant self-esteem. Further, the potential relevance of such a construct 

also requires further justification, as implicitness and explicitness of 

evaluations would be better considered as being opposites on a single 

spectrum (Moors, 2014). As such an evaluation at a single moment is likely to 

fall somewhere on the spectrum, rather than being concurrently at the 

implicit and at the explicit end. There may be an initial implicit evaluation, 

but with motivation and time, the evaluation may become increasingly more 

explicit (i.e., more conscious, purposeful, and, potentially, malleable). Once it 

reaches awareness, initial implicit evaluations become a proposition (e.g., 

gut-feeling) involved in explicit processing. Indeed, propositions may conflict 

with one another, and result in doubt. Therefore, not only the 

methodological shortcomings of self-esteem discrepancy need further 

research, but also the theoretical underpinnings of discrepancies between 
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more implicit evaluations and more explicit evaluations need further 

clarification. Indeed, it is currently unclear as to when such a discrepancy may 

occur, and what it actually means. It is feasible that discrepancies between 

propositions at the explicit level do result in indecision, doubt, and 

potentially, self-esteem instability. 

Self-Esteem Stability (SE-S) 

The relative stability of self-esteem in comorbid depression and anxiety, 

and lack of self-esteem stability in singular forms of depression and anxiety 

found in chapter 4 may explain the findings concerning ISE found in chapter 

3. Specifically, that lower ISE was observed in comorbid depression and 

anxiety, and not singular forms of depression and anxiety disorders. Indeed, 

it is assumed that low ISE forms through consistently evaluating the self 

negatively at the explicit level. The more often this occurs, the quicker and 

easier the negative propositions are recalled, thus becoming increasingly 

implicit (e.g., Beevers, 2005). However, if ESE is not particularly stable, then it 

is unlikely that consistent ISE forms. This is reflected in the findings of 

chapter 3 and 4 in that groups who displayed less stable self-esteem (once 

controlling for differences in ESE; e.g., current depression, current anxiety) 

did not show lower ISE, while low ISE and relatively stable low ESE were 

observed in current comorbidity. Indeed, an important question then arises: 

if ESE is not stable, what determines self-evaluations when more explicit 

forms of processing cannot be engaged (i.e., limited cognitive resources)?  

Research has long observed increased self-focused attention in clinical 

disorders (e.g., Ingram, 1990), and may highlight continued processing at the 

explicit level (e.g., rumination, worry), thereby suggesting that ISE plays a 

minimal or no role in behaviour or mood. This might even go on to explain 

some of the somatic symptoms of depression and anxiety, like poor 

concentration and sleep disturbances, that may be explained by drained or 

otherwise-occupied cognitive resources. This does not mean that because 

self-esteem is consistently lower in comorbidity that there is less self-focused 

attention, but perhaps that the low ISE observed in comorbidity has little 

practical significance if ESE is often engaged. Indeed, further research is 

required to see whether the low ISE in co-morbidity actually predicts 

anything (e.g., treatment resistance) over and above low ESE. The higher 
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resilience to treatment and remittance in comorbidity, relative to singular 

forms of depression and anxiety (Penninx et al., 2011), may also be explained 

by the even lower and stable ESE rather than the presence of low ISE. 

As with all facets of self-esteem discussed thus far, there are a number of 

flaws to the way self-esteem stability has been measured, both in previous 

research and in this thesis. As highlighted in the discussion of chapter 4, both 

self-report measures of self-esteem stability at a single moment and looking 

at variation in scores across multiple measures of ESE has limitations 

including self-report biases and lack of possible variation for those who 

score consistently high or consistently low. The definition of self-esteem 

stability is the extent and frequency of short-term self-esteem fluctuations 

(e.g., Roberts & Monroe, 1994). Also, most definitions highlight that 

fluctuations occur in response to other factors (e.g., mood states; Clasen et 

al., 2015), suggesting that fluctuations are not necessarily random. 

Presumably, extent and frequency are related to one another, in that if self-

esteem is very responsive to changes in mood, it will also fluctuate more 

often. If this is indeed the case, then self-esteem instability may be quantified 

by the extent that self-esteem responses to a lab-induced stressor (i.e., as 

argued in chapter 6 concerning ISE instability). As such, self-esteem reactivity 

may be a better measure of self-esteem stability. Future studies should aim 

to see whether self-esteem reactivity and self-esteem instability are indeed 

related, and as such, whether lab-induced self-esteem reactivity differ across 

clinical groups. 

In the present thesis, and in many previous studies (see Okada 2010 for 

meta-analysis), a strong relationship between trait (ESE) and fluctuations in 

state (SE-S) was observed. However, it is unclear whether this relationship is 

causal, and if so, in what direction. It is feasible that increases in trait high 

self-esteem leads to more stable self-esteem because of a higher resilience 

of negative factors (e.g., negative feedback; Ford & Collins, 2010). It is also 

possible that increased self-esteem stability is required before an increase at 

the trait level occurs. Indeed, if self-esteem reactivity is less, then it is 

possible that an individual will engage in more situations that may boost 

self-esteem (Baumeister et al., 1989). Indeed, if there is a causal association 

between ESE and SE-S, it suggests that interventions need only target either 
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ESE or SE-S, and not both necessarily, although it may be pivotal to monitor 

both. 

Self-esteem instability in the present thesis refers to fluctuations of ESE. 

It was hypothesized in chapter 6 that ISE may also fluctuate, specifically, in 

response to sad mood. It seems very plausible that sad mood would activate 

negative content in memory, thus increasing the speed and ease with which 

negative content associated with the self are triggered. However, results 

suggest that those who received a sad-mood induction did not report lower 

ISE than those who did not receive such an induction. On the basis of these 

findings, one could argue that ISE might be a stable construct, not influenced 

by external factors or processes, including mood. However, there are 

limitations to the design in chapter 6 that may have introduced other 

influencing factors not accounted for in the analysis (e.g., lack of neutral-

mood induction similar to the sad-mood induction), and the analysis used 

does not allow for confirmation of the null hypothesis (i.e., that sad mood 

does not influence ISE). Further, it could be that sad mood influences ideal 

and actual self-esteem in different ways, (e.g., while actual ISE decreases, 

ideal ISE increases) which would not have been picked up by the IAT (Remue 

et al., 2013). A stronger design is required to test the influence of mood on 

implicit associations, and comparing the effects of a sad-mood induction to 

a happy-mood induction may show differences in ISE better, particularly as 

the sad-mood induction used seemed only to have a slight, albeit statistically 

significant, effect on self-reported sad mood. If indeed ISE does fluctuate in 

response to changes in mood, it may be crucial to control for individual 

differences in current mood state prior to comparing groups. 

Self-Depressed Associations (SDA) 

Explicit SDA, and not implicit SDA, predicted (time to) relapse in 

those who had recently remitted from a depression (< 2 years). This was not 

true for everyone with a history of depression. However, in the present study, 

and previous studies looking at SDA, (e.g., Elgersma et al., 2013), it is not 

possible to conclude that explicit SDA reflect a scar following an episode of 

depression. Indeed, it has been argued that it is important to distinguish 

vulnerability factors that were present before the onset of the first depressive 
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episode which may still be present following the end of an episode (i.e., pre-

morbid vulnerability factors) from vulnerability factors that appear during 

and following a period of depression (i.e., scar; Burcusa & Iacono, 2007). It is 

also feasible that vulnerability factors existing before depression onset 

already can predict who will have recurrent depression and who may 

experience fewer or just one episode (e.g., those with more than one MDD 

episode had stronger pre-morbid cognitive reactivity, Elgersma et al., 2015; 

or were more likely to have had a previous anxiety disorder, Wilhelm, Parker, 

Dewhurst-Savellis, & Asghari, 1999). As such, future research may focus on 

testing whether explicit SDA preceding the first depressive episode predicts a 

recurrent prognosis. However, such a study would involve a lot of (potentially 

unnecessary) work as never depressed individuals would have to be 

recruited, and presumably only a percentage would develop depression, of 

which only a percentage would both remit and relapse. Not only would this 

result in a small portion of usable data, but follow-up would have to 

continue for years in order to capture relapse and recurrence. While this may 

help in developing our understanding of depression, it may have little clinical 

application. 

To be of any clinical significance, it is perhaps not necessary to 

determine whether explicit SDA were already present before the first episode 

of depression. Identifying scars is clinically useful as it highlights possible 

avenues of relapse prevention. This is of key importance in depression 

research given the high rates of recurrence and relapse (e.g., 42% - 85%; 

Hardeveld et al., 2013; Mueller et al., 1999), and the often somewhat 

disappointing results of current relapse prevention treatments that have 

been reported. For example, although a treatment effect was observed 

specifically in those with more than 3 previous episodes, 75% of remitted 

recurrent depressed individuals who received preventative cognitive therapy 

still relapsed within 5.5 years (Bockting et al., 2005). As such, having observed 

a relationship between explicit SDA and an increased risk of (quicker) 

recurrence, the next clinically useful step may involve targeting explicit SDA, 

specifically, to see whether the risk for relapse reduces. While explicit SDA 

may already have been present before the onset of the disorder and 



Chapter Seven 

154 

 

therefore cannot be considered a scar, targeting these may still be effective 

in preventing relapse and recurrence. 

It is worth noting that it might be more cost and time efficient, in the 

long run, to first further research whether low ESE following depression (and 

anxiety) increases the risk for relapse than continuing with the more specific 

forms of self-associations (e.g., SDA). In the present thesis, there was some 

support for this, as both recovered and remitted depressed or anxious 

individuals had lower ESE than the relative healthy controls (chapter 3). 

However, studies looking at whether low ESE in remittance predicts relapse 

could not be found. It might therefore be worth further investigating 

whether ESE can predict relapse over a longer period, in both depression and 

anxiety, thereby highlighting a possible area for preventative treatment that 

can be used across disorders. This would not only be cost and time efficient 

with regards to the research involved (e.g., it would be feasible for a study to 

recruit both remitted depressed and remitted anxiety participants), but given 

the high rates of comorbidity within and between disorders (e.g., 57%, Brown 

et al., 2001), a self-esteem based relapse prevention might offer more broad 

protection from psychopathology in general. A preventative treatment 

targeting self-depressed associations is unlikely to be effective in those with 

an anxiety disorder only, and ineffective in preventing the development of 

anxiety symptoms in remitted depression, as self-depressed and self-anxious 

associations have been found to be disorder specific (Glashouwer & de Jong, 

2010). Regardless, the findings of chapter 5 suggest that explicit SDA may be 

a useful target in treatment preventing relapse for remitted depressed 

individuals. 

Limitations of Depression and Anxiety Definitions 

 It is important to note some key criticisms regarding depression and 

anxiety research more generally, which may influence the interpretation of 

the findings. There has been a movement over the last decade in research to 

consider disorders as a network of somatic and psychological complaints 

rather than a latent variable causing symptoms (Borsboom & Cramer, 2013). 

Not only does this highlight the heterogeneity of depression (and anxiety), 

but it also highlights that symptoms are distinct behavioural and physical 
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outputs that can cause and influence other symptoms. For example, lack of 

sleep may lead to issues in concentration, and less sleep and less 

concentration may result in a reduced ability to connect with more positive 

situations, thus resulting in reduced positive affect. Network models are 

interesting because they also highlight which symptoms (or “nodes”) to 

target that may have a subsequent influence on other associated symptoms. 

Indeed, in a network analysis of depressive symptoms (Bringmann, Lemmens, 

Huibers, Borsboom, & Tuerlinckx, 2015), feelings of worthlessness ranked 

third out of 21 symptoms on “outdegree” (i.e., the likeliness that other 

symptoms increase following increases in self-reported worthlessness). A 

network approach would also reveal whether fluctuations in self-esteem (i.e., 

low SE-S) are partially explained by other symptoms. In this thesis, self-

esteem has been compared between clinical groups (e.g., those meeting the 

criteria for an MDD diagnosis) and controls, or self-esteem and the 

associations with depressive symptoms, as represented by a sum score, has 

been calculated. With the exception of chapter two, where self-esteem 

differences between MDD with suicidal ideation and MDD without suicidal 

ideation were investigated, depression has been considered as a 

homogeneous construct causing symptoms. As such, it may be pivotal to 

look at the individual level if self-esteem is always lower in depression and 

anxiety, rather than considering the group mean. If self-esteem is 

consistently lower, showing little individual variation, then it may highlight a 

key node to target that may, subsequently, reduce other symptoms. There is 

some support that self-esteem might precede other symptoms of depression 

and anxiety (Sowislo & Orth, 2013). Further, given that low self-esteem is 

present in both depression and anxiety, it is feasible that self-esteem 

represents a “bridge symptom”, thereby explaining the high rates of 

comorbidity (Cramer, Waldorp, van der Maas, & Borsboom, 2010). 

A second criticism refers to variations in definitions of remittance 

and recovery across research. Indeed, this led Frank et al., (1991) to provide 

recommendations for what defines remittance and recovery in depression 

based on the number of months where the criteria for a diagnosis is not met. 

This provided some consistency across research, thus allowing for 

comparison of results. However, concerning anxiety disorders, previous 
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research has often applied different cut-offs (e.g., remittance = 3 months of 

no anxiety symptoms; Penninx et al., 2011). In this thesis, cut-offs defining 

remittance and recovery were the same across anxiety, depression, and 

comorbidity. This did allow for comparisons across clinical groups without 

having to factor in differences in time since meeting the criteria for the 

disorder. If different cut-offs had been applied, findings may have been more 

difficult to explain. For example, if low self-esteem were found in remitted 

depression and not in remitted anxiety, then this may have been explained 

by the number of symptom-free months, or by differences between remitted 

depression and remitted anxiety. Given that those with a current depression 

and current anxiety did not differ in self-esteem (neither explicit, implicit, nor 

stability), it was pivotal to apply the same criteria for remission and recovery, 

particularly as differences observed between recovery and remittances 

(chapter 3 & 4) implies some continued improvement. Further, terms like 

remittance and recovery seem a little arbitrary given the high rates of relapse 

and recurrence, or perhaps, just wrongly labelled. Even the word “episode” 

would suggest a clean-cut end, rather than the slow tapering off that is more 

frequently observed. As such, perhaps it would be better to quantify the 

period following an “episode” in the number of months/years that the 

criteria for a depression or anxiety was not completely met. Much like 

previous alcohol dependence is quantified in the number of years “clean” 

thereby highlighting the vulnerability that exists but is increasingly 

decreasing. 

Conclusion 

 Low explicit self-esteem was consistently observed in depression and 

anxiety in this thesis, and in previous research, with some support of a causal 

role, as lower ESE predicted more symptoms of depression and anxiety two 

years later. It would therefore be most fruitful, in terms of developing 

effective interventions and preventions, to continue with this facet of self-

esteem in research. The next step, and already it has been undertaken by 

some, is to look at why low explicit self-esteem arises. Just like anxiety and 

depression, there will likely be several different pathways, and each may 

require a unique intervention. Further, it is pivotal to move on from existing 

self-report measures of self-esteem, and to establish behavioural measures 
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that are resistant to presentation biases. A lack of evidence for implicit self-

esteem in depression and anxiety is a common finding, both in this thesis 

and in previous studies. However, more research is needed to better 

understand when ISE is engaged and whether some explicit processing, and 

thus ESE, is ever absent. If this is rarely the case, and ESE plays a more central 

role in behaviour and emotion, attempts at improving ISE may have little 

clinical significance, particularly if low ESE persists. Possibly this is not only 

specific to self-esteem, but also other self-related constructs, as explicit SDA 

were related to quicker recurrence in recently remitted, while implicit SDA 

was not. Discrepant self-esteem may also be a research avenue with little 

clinical significance, as it appears that low ESE plays a much larger role in 

depression and anxiety. One could argue that an intervention for ISE 

following successful improvement of ESE would be valuable given that fragile 

forms of self-esteem (i.e., high ESE and low ISE) in previous research has 

been linked to undesirable personality traits like narcissism. However, many 

theories of how ISE develops would suggest that ISE will improve following 

sustained improvement of ESE. Finally, there appears to be a relationship 

between stable and high ESE, suggesting that any increases in ESE may also 

result in a more stable self-esteem. Previous studies have suggested that low 

stable self-esteem is more reluctant to change, and therefore instability 

might indicate individuals who are more likely to respond to self-esteem 

interventions. Only through the manipulation of explicit self-esteem (and 

explicit SDA) will it become evident whether there is a causal relationship 

with depression and anxiety. Future studies should focus on processes that 

might give rise, and maintain, low explicit self-esteem, to develop effective 

interventions.
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