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English Summary 
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Self-Esteem in Depression and Anxiety: Low, Unstable, and Discrepant? 

This thesis discusses several studies looking at self-esteem, and the 

role that it plays in the onset, maintenance, and re-occurrence of anxiety and 

depression (symptoms). Self-esteem is frequent in lay conversation and 

literature. Common across definitions of self-esteem is that it refers to the 

valence of self-related evaluations. High self-esteem therefore refers to 

relatively positive self-evaluations. Literature concerning self-esteem 

research suggests that several facets of self-esteem exist, each with a unique 

relationship to different behaviour and mood. Further, each self-esteem facet 

has also been argued to have a potentially unique association with 

depression and anxiety. Throughout the majority of this thesis, large sample 

sizes were used to look at the extent of self-esteem in depression and 

anxiety, in comparison to a group without MDD/AD. Self-esteem facets 

considered in this thesis are explicit self-esteem, implicit self-esteem, self-

esteem discrepancy, self-esteem stability, and implicit/explicit self-depressed 

associations. Although the latter is not considered a facet of self-esteem, per 

se, the theoretical underpinning has large overlap with implicit/explicit self-

esteem, and can be considered as a more disorder-specific facet of self-

esteem. The last empirical chapter of this thesis aimed to look at how low 

implicit self-esteem may develop. Specifically, this chapter looked at changes 

in implicit self-esteem in response to sad mood. 

 Before continuing onto an overview of the specific research 

questions addressed in this thesis, it is necessary to define what is meant by 

implicit/explicit self-esteem, discrepant self-esteem, self-esteem stability, and 

implicit/explicit self-depressed associations. Implicit self-esteem (ISE) refers 

to the valence of constructs that are strongly associated with the self, and are 

activated when the self-construct is activated. It is theorized that certain 

associations develop through repetitively processing self-related information 

in certain ways. For example, if I often fail an exam, and I think each time 

about what a failure I am, then the association between the self and failure 

would become increasingly stronger. If the association is strong enough, 

then simply the activation of the self may also automatically activate the 

construct of failure, even outside the context of an exam. Explicit self-esteem 

(ESE), on the other hand, refers to the relatively slower and more conscious 
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process of evaluating propositions (e.g., “I am ugly”) on the degree of 

certitude. Memory may be used for evaluating the extent that a proposition 

is true. Crucial to ESE is that it is highly subjective and victim to all sorts of 

biases. For example, a negative memory bias may lead to remembering more 

negative situations, rather than positive ones, thereby increasing the 

likeliness that negative self-propositions are considered valid, and positive 

self-propositions are considered invalid. 

Theory suggests that ESE may influence ISE if it is consistent and 

enduring. Likewise, ISE may influence ESE in those who consider their “gut-

feeling” or initial reaction to have value when making evaluations. However, 

ISE and ESE need not be congruent. Discrepant self-esteem refers to the 

extent that ISE and ESE differ, and larger differences have been suggested to 

result in self-doubt. Further, when ISE is higher than ESE, this is considered to 

be representative of damaged self-esteem, while those who show the reverse 

pattern are considered to have fragile forms of self-esteem. Previous 

research has suggested that damaged and fragile forms of self-esteem have 

different consequences. 

Self-esteem stability (SE-S) refers to fluctuation in state levels of ESE, 

and suggests that individual differences exist in how often, and the extent to 

which, self-esteem fluctuates. SE-S refers to the extent of self-esteem 

fluctuations on a moment-to-moment basis in response to environmental 

factors and mood. Although SE-S and ESE have often been considered as 

distinct constructs, there does seem to be a relationship between the two, 

with ESE and stability being positively related. In other words, those with 

higher trait levels of self-esteem (ESE) are also more likely to have more 

stable state levels of self-esteem (SE-S). 

Self-depressed associations (SDA) only differ to the definitions of 

self-esteem in that they refer to the extent that constructs related, 

specifically, to depression (e.g., “hopelessness”) are associated to the self. 

That is, for implicit SDA, the strength of association between the self and 

depression constructs. If implicit SDA are strong then the likeliness that 

depression-related constructs are triggered when the self-construct is 

activated is increased. For explicit SDA, this would refer to the extent that 
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self-depressed propositions are considered valid (e.g., “I am worthless”). 

Previous research has suggested that disorder-specific self-associations exist 

for anxiety and depression at both the implicit and explicit level. 

Depression & Anxiety 

 This thesis focused predominantly on (symptoms of) depression and 

anxiety: mental health disorders that are common, persistent, and often 

characterised by low self-esteem. However, since the emergence of new self-

esteem facets in research, findings have not always been consistent, and it is 

feasible that not all facets of self-esteem are involved in depression and 

anxiety. Knowing specifically which aspects of self-esteem are relevant would 

highlight which aspects to target in depression and anxiety treatment. 

Further, the persistence of dysfunctional self-esteem into remittance and 

even recovery might explain the high rates of relapse and recurrence in these 

disorders. 

Thesis summary: Chapter by Chapter 

 For implicit and explicit self-esteem, two research questions were 

addressed. The first research question referred to the longitudinal 

associations between ISE and ESE and symptoms of depression and social 

anxiety in adolescents (chapter two). This question stems from observations 

that adolescence marks a period of low and vulnerable self-esteem. This has 

been theorized to result from a decrease in positivity bias that is present 

during childhood, and an increased pressure to create an identity for oneself. 

Further the pressure in school to do well, and the pressure of meeting parent 

and peer expectations, all stipulate a period of life where self-criticism is 

likely to be higher. This decrease in self-esteem may therefore highlight a 

period where an individual is particularly at risk for developing depression or 

anxiety. Indeed, for social anxiety disorder, onset is often observed before 

adulthood is reached. Depression onset during adolescence is also related to 

more persistent and severer depression aetiology later on in life. It is feasible 

that adolescents with low levels of implicit and explicit self-esteem are more 

at risk of developing symptoms of depression or anxiety. A reverse 

association between symptoms and self-esteem is also possible. Scar 

hypotheses highlight that periods of depression (and anxiety) can leave 
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scars, like low self-esteem. Through the presence of scars, a new episode of 

depression or anxiety is more likely to occur compared to those without a 

history of depression or anxiety.  

In chapter two, levels of ISE and ESE were measured around the age 

of 13, along with symptoms of depression and social anxiety. Approximately 

two years later, these measures were completed again by the participants. 

Asking participants to also complete the self-esteem and symptomatology 

measures at follow-up and baseline, respectively, meant that it was possible 

to test the association between symptoms of depression and social anxiety 

at baseline and self-esteem at the 2-year follow-up, which may be indicative 

of a scarring effect. Results indicated that for ISE, there was no relationship 

with symptoms in neither direction (i.e., preceding and proceeding 

symptoms). ESE however was related to both symptoms of depression and 

symptoms of social anxiety two years later. This suggests that those with 

lower ESE at baseline were more likely to have relatively many/intense 

symptoms of depression and social anxiety disorder two years later, even 

when controlling for baseline symptoms. The reverse pattern was not 

observed. Symptoms of depression and anxiety at baseline were not related 

to self-esteem two years later. Thus the results are consistent with the view 

that low self-esteem may promote the development of more intense 

symptoms, whereas there was no evidence for symptoms impacting on 

adolescents’ future levels of self-esteem. 

The second question that was tackled in the present thesis 

concerned to what extent implicit and explicit self-esteem are involved in 

anxiety and depressive disorders. The previous findings concerning ISE are 

very mixed, with some observing a difference between clinical groups and a 

comparison group, and many failing to replicate this. It is possible that small 

sample sizes may have limited the power to find a difference, while 

increasing the likeliness of chance findings (i.e., type II and type I errors, 

respectively). Further, many previous studies have not controlled for the 

possible influence of a co-morbid anxiety or depression. This might be 

particularly pivotal as low ISE might be more prominent in comorbid 

depression and anxiety, rather than more singular forms of the disorder, as 

more severe and persistent symptoms are often reported in comorbidity. 
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Therefore, ESE may be lower and more enduring in comorbidity, thereby 

lowering ISE over time. As such, large sample of individuals without a history 

of anxiety disorder or depression was contrasted with several large samples 

of clinical groups (chapter three). 

The study in chapter three (also four and five) was part of the 

Netherlands Study of Depression and Anxiety (NESDA), a large ongoing 

study into the course of depression and anxiety. Groups were formed 

representing current depression, current anxiety and current comorbid 

depression and anxiety, remitted depression, remitted anxiety, and remitted 

from both, recovered depression, and recovered anxiety. Results indicated 

that those in the comparison group had higher ESE than all clinical groups, 

including those who had recovered from a depression or anxiety. Further, 

those with both a depression and an anxiety had lower ESE than all other 

clinical groups. Regarding ISE, lower levels were only observed in those with 

a current comorbid depression and anxiety in comparison to those who had 

never been diagnosed with a depression or anxiety disorder. This is in 

keeping with previous theories that comorbidity represents a disorder with a 

unique aetiology to depression or anxiety, alone, and may also be more than 

just the sum of the parts. This would also call for interventions specifically 

tailored for those who have both depression and anxiety as simply 

combining existing treatments may not target the unique symptoms that 

arise in comorbidity. Theory concerning ISE and ESE would suggest that the 

low ISE observed in comorbidity may be explained by the lower ESE that was 

also observed. Further research is needed to determine the causal role of ESE 

in ISE, as this may be an important avenue for prevention interventions, 

because theory would suggest that ISE is slow and reluctant to change. This 

may also explain, in part, the treatment resistant nature of comorbid 

depression and anxiety. 

The relevance of discrepant self-esteem in (symptoms of) depression 

and anxiety was also analysed in chapters two and three. Previous research 

indicated two common methodological approaches to quantify discrepant 

self-esteem: by an interaction variable (i.e., ISE X ESE), or by calculating 

difference scores (i.e., absolute difference ISE – ESE). In chapter two, an 

interaction between ISE and ESE was included in the regression model to see 
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if additional variance in symptoms of depression and social anxiety two years 

later could be explained (over and above ISE and ESE as main effects). This 

interaction was found not to be significant, suggesting no further variance 

was explained by self-esteem discrepancy over and above ESE and ISE 

entered separately. However, some argue that including an interaction in the 

model does not adequately represent self-esteem discrepancy. Specifically, 

that by not differentiating between damaged and fragile self-esteem, the 

role of particular forms of discrepant self-esteem is not accounted for. 

However, the alternative method of deriving discrepancy scores (i.e., 

calculating differences), does not allow for the inclusion of either ESE or ISE 

as a main effect, as this leads to multicollinearity. As such, any observed 

effects involving discrepancy scores may actually be driven by ISE or ESE, 

rather than discrepancy per se. In chapter three, a novel analysis was 

conducted that not only allowed for distinction between damaged and 

fragile forms of discrepant self-esteem, but also allowed for the inclusion of 

one main effect (i.e., ISE or ESE). As ESE is often observed as having stronger 

associations with depression and anxiety, this was included in the model 

together with the measures of discrepancy. Results did not support the 

hypothesis that self-esteem discrepancy (neither damaged, nor fragile) 

differentiated those with a current depression or current anxiety disorder 

from the healthy comparison group once ESE was included in the model. As 

such, the findings would suggest that low ESE should be targeted in 

depression and anxiety regardless of whether ISE is congruently low or not. 

In other words, low ESE does not appear to be particularly involved in 

depression and anxiety when ISE is high. Nor is high ESE a distinguishing 

factor in depression and anxiety when ISE is low. Consistent with the effect 

sizes observed in chapters two and three, depression and anxiety are 

associated with particularly low levels of ESE. 

While there was support that trait level of self-esteem (ESE) is lower 

in clinical groups of depression and anxiety than a healthy comparison 

group, many have argued that the presence of large fluctuations around this 

trait level makes a person particularly susceptible to depression and anxiety. 

The next research question pertained to the stability of self-esteem at a state 

level (chapter four). Previous research concerning SE-S has often used 
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analogue samples with some results indicating that low levels of SE-S are 

associated with symptoms of depression and anxiety, regardless of ESE 

levels. Others have argued that low SE-S in addition to low ESE is related to 

many and severer symptoms, while stable levels of self-esteem add some 

protection. In the few studies that have looked at SE-S in clinical levels of 

depression and anxiety, sample sizes were small and differences in ESE were 

not always controlled for. This latter point is particularly poignant given that 

SE-S and ESE are highly correlated. As such, differences between clinical 

groups and comparison groups in the absence of controlling for ESE may 

simply have reflected the often-observed differences in ESE. As such, using 

the same sample as in chapter three, SE-S was compared across current 

depression, remitted depression, recovered depression, current anxiety, 

remitted anxiety, recovered anxiety, current comorbid depression and 

anxiety, remitted comorbid depression and anxiety, and a healthy 

comparison group. Results indicated that the healthy comparison group had 

more stable self-esteem than all clinical groups. Further, both those who had 

recovered from an anxiety disorder, and those who had recovered from 

depression showed more stable self-esteem than all other clinical groups, 

with the exception of remitted anxiety. However, when controlling for ESE, 

results revealed that the healthy comparison group still had more stable self-

esteem than those with a current depression, remitted depression, current 

anxiety disorder, recovered depression, and recovered anxiety disorder. This 

again points to a unique aetiology in co-morbid depression and anxiety, as a 

difference in SE-S was not observed when compared with the healthy 

comparison group. This is also consistent with a previous finding that 

suggested that lower self-esteem stability was related to more improvement 

following therapy, and the authors argued that some instability in self-

esteem was reflective of some flexibility. As such, high stable low ESE in co-

morbidity may partly explain the difficult-to-treat nature of comorbidity. This 

may point to an important indicating factor when treating comorbid 

depression and anxiety as increased instability might reflect an increasing 

flexibility. Further research is required to look at how ESE and SE-S are 

connected as increasing ESE might already increase SE-S in those with a 

depression or anxiety, and may, at first, decrease SE-S in comorbid 

depression and anxiety. 
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While self-esteem refers to the positivity of self-evaluations in 

general, disorder-specific self-evaluations may be more sensitive to group 

differences. Previous research has observed low levels of implicit and explicit 

SDA in those remitted and recovered from a depression. Further, it appeared 

that a history of more depression episodes, and more months of depressive 

symptoms in the previous two years, were related to stronger implicit SDA. 

As such, it is highly feasible that persistent implicit and explicit SDA represent 

a scar following depression. Theoretical papers stipulate that one of the 

criteria of a depression scar is that it is related to relapse and recurrence. 

Therefore, the research question as to whether residual SDA following a 

depression predicts (time to) relapse and recurrence was addressed in 

chapter five. Results indicated that explicit SDA was related to higher risk for 

relapse and recurrence. Further, stronger explicit SDA was related to quicker 

relapse and recurrence. However, these findings were not observed when 

including all those with a history of depression (i.e., recovered and remitted 

depressed), but only those who had remitted or recovered in the past two 

years. Consistent with ESE differences observed between recovered and 

remitted depression in chapter three, it is highly likely that improvement 

continues through recovery. There was no support that stronger implicit SDA 

was associated with (time to) relapse or recurrence. These results justify 

further research in this area with the next step to look at manipulating 

explicit SDA in order to prevent relapse and recurrence, or promote recovery. 

While the notion of state levels of ESE is well documented in 

previous research (i.e., SE-S), studies looking at fluctuations in ISE in response 

to mood changes have largely been ignored. Theoretically, it is feasible that 

with sad mood, negative associations are more easily triggered as negative 

constructs might already be slightly more activated than positive ones. As 

such, when the self is triggered, relatively more associated negative 

constructs are more likely to be activated than during a relatively neutral 

mood. Further, previous theoretical articles suggest that depressive 

cognitions can lie dormant and are triggered with sad mood and stress. 

Although this is usually applied within the context of remitted and recovered 

depression, it is feasible that how reactive self-esteem is to sad mood relates 

to symptoms of depression and anxiety. This may explain why lowered ISE 
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was not observed in depression and anxiety in chapter three, as ISE was 

measured during a relatively neutral mood. To test these hypotheses, in 

chapter six, all participants received self-report measures of ESE, depression 

and anxiety. Participants were then randomized into receiving a measure of 

ISE straight away, or receiving a measure of ISE following a sad-mood 

induction. Results indicated that those who completed the measure of ISE 

following a sad-mood induction did not show lower ISE than those who 

completed it in the absence of a sad mood induction. These findings would 

suggest that ISE does not react to sad mood in a normal, non-clinical 

sample. While several design limitations need to be addressed before 

drawing conclusions, it is possible that ISE represents a construct that is 

robust to changes in mood. This is in keeping with the notion that ISE is 

relatively more stable and more reluctant to change than ESE. It is important 

to further explore which factors may influence ESE and ISE, as these may 

indicate signals for when an individual is at risk for lower self-esteem, and 

potential, increased risk in developing symptoms of depression and anxiety. 

Limitations 

 It is important to note a few key limitations that may have influenced 

the findings. First, we relied on self-report measures of explicit self-esteem, 

self-esteem stability, and explicit self-depressed associations. While this 

introduces the possibility of presentation biases, suitable behavioural 

measures that may limit these biases are largely missing from the literature. 

As such, correlational findings between self-report measures of self-esteem 

and symptomatology in current study should be taken with a pinch of salt, as 

common method variance and biases may overinflate the relationship 

between the two constructs. Implicit self-esteem and implicit self-depressed 

associations were both measured with the implicit association test (IAT). 

There have been many criticisms of the IAT to adequately capture implicit 

associations. One main criticism is the lack of validity and reliability studies of 

the self-esteem and self-depressed IATs. Null findings are then quickly 

attributed to the inability of the IAT to capture the implicit construct. 

However, in other fields (e.g., stereotypes), the IAT does seem to fare better. 

While there is no doubt room for improvement concerning measurement of 

implicit self-concepts, perhaps a revision of theory is also necessary. Implicit 
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and explicit associations have often been considered to be distinct 

constructs, and a lack of correlation between the two has been taken as 

evidence of this. However, it might be more accurate to think of implicit and 

explicit associations as polar ends on a spectrum. That is, an evaluation can 

fall anywhere on the spectrum based on the amount of cognitive resources 

involved and the degree of awareness of the evaluation (to name but a few). 

Associations that are very implicit or very explicit are thus extreme in nature, 

and it is unclear as to how representative this is in daily life. It is feasible that 

associations concerning the self are rarely completely implicit, and there is 

always some degree of awareness or effort involved. Likewise, self-esteem 

measured on a questionnaire might represent self-evaluations that are 

considered and contemplated for longer than in daily life. Further, these are 

usually without a specific context, and therefore might be too abstract. 

Clinical Implications 

 While several facets of self-esteem were considered in this thesis, the 

largest effects were found for explicit self-esteem. Specifically, those with a 

depression, anxiety disorder or comorbid depression and anxiety have lower 

ESE than a healthy comparison group. This was not only observed for those 

who currently met the diagnosis for these disorders, but also for those who 

were in remission and recovery. Further, in a healthy sample of adolescents, 

ESE was related to symptoms of depression and social anxiety two years 

later. In order to test the causal relationship of ESE and (symptoms) of 

depression and anxiety, it is pivotal to develop ways of boosting self-esteem. 

This may not only help prevent the development of symptoms, but may be a 

transdiagnostic intervention for both depression and anxiety. It is currently 

unclear as to whether challenging negative self-beliefs, an aspect in many 

common therapies of depression and anxiety (e.g., cognitive behavioural 

therapy), is a key mechanism of change. Perhaps an intervention targeting 

self-esteem solely and specifically is already enough to reduce symptoms. 

 While the other facets of self-esteem may play a unique role in 

depression and anxiety, it may not be necessary to target these, too. Facets 

of self-esteem are likely to be highly correlated with one another, and 

indeed, this was observed between SE-S and ESE. Further, theory suggests 
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that ISE forms following consistent and repetitive explicit self-evaluations. As 

such, targeting ESE, specifically, may also improve ISE, discrepant self-

esteem, SE-S, and self-depressed associations. 

Thesis Take Home Message 

 Several self-esteem facets have been identified in previous research. 

For each facet there is varying support of whether low levels exist in 

depression and anxiety. However, both in the present thesis and in previous 

research, the largest effects were consistently observed for explicit self-

esteem. An intervention that corrects low ESE, and prevents future dips in 

self-esteem, may not only help those with a depression, but also those with 

an anxiety or comorbidity too. Many therapies already address negative self-

evaluations to some extent, but it is unclear whether addressing self-esteem 

only may already be effective enough. Network analysis methods may 

highlight the centrality of self-esteem in the network of depression and 

anxiety symptoms. How self-esteem can be effectively improved remains an 

important question, and hints may be found in establishing factors that 

cause low self-esteem. Future research should not focus on how to further 

split the concept of self-esteem, but identify at the process-level what causes 

and maintains irrational and critical thoughts about the self. This in itself may 

prove vital and sufficient in reducing symptoms of depression and anxiety 

that are becoming increasingly as common as the common cold. 

  




