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Clinical depression is characterized by alterations in 

thoughts, judgment, cognition and social behavior. This 

study focuses on non-optimal views of self and significant 

others that are proposed to underlie many of these 

alterations. Perceptions of self and significant others 

were elicited using the Role Construct Repertory Grid 

(Kelly, 1955a). Participants included depressed outpatients 

with high levels of trait anxiety (n = 27), depressed 

outpatients with lower levels of trait anxiety (n = 29) and 

a control group of never-depressed volunteers (n = 28). 

Consistent with prediction, significant group 

differences were found for negative self perception, 

discrepancies between actual self and self goals, alienation 

from significant others, and inconsistencies in self image. 

Results provided partial support for the self discrepancy 

theory of emotionality (Higgins, 1987). Among depressed 

patients, higher levels of anxiety were associated with 

increased self negativity and greater discrepancies between 



actual self and self goals. Increased levels of depression 

were associated with more alienation from significant others 

and more consistency in self image. Depressed patients' 

judgments of self and others were altered from optimal 

ratios, as predicted by the theory of interpersonal judgment 

(LeFebvre, LeFebvre & Adams-Webber, 1986). Findings have 

theoretical and clinical importance for the understanding 

and treatment of persons with clinical depression. They 

suggest that self image and interpersonal perceptions may be 

important characteristics to consider in chosing the most 

effective treatment for these individuals. 
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CHAPTER I 

INTRODUCTION 

The Problem and Study Purpose 

Theory and recent research have specified the relations 

between emotions and self concept. Research based on a self 

discrepancy theory of emotionality (Higgins, 1987; Higgins, 

Bargh & Lombardi, 1985; Higgins, Bond, Klein & Strauman, 

1986) has shown that sadness is positively correlated with 

differences between how one sees oneself (actual self) and 

how one would ideally like to be (ideal self). Anxiety has 

been associated with differences between how one sees 

oneself (actual self) and how one thinks he or she ought to 

be (ought self). 

A homeostatic model and related literature (Schwartz, 

1992) suggests that depression is associated with 

alterations in the optimal balance between positive and 

negative self perceptions. Personal construct research 

suggests that clinical depression is associated with self 

negativity, self inconsistency and interpersonal alienation 

(Ashworth, Blackburn & McPherson, 1982; Space & Cromwell, 

1980). 



Other contemporary psychological theories also 

implicate dysfunctional self perception in clinical 

depression. Some focus on the characteristic alterations 

of basic information processing, memory, and biases in 

judgment existing during clinical depression (Williams, 

Watts, Macleod & Mathews, 1988). Others emphasize negative 

thinking, schemas and attributions (Abramson, Seligman & 

Teasdale, 1978; Beck, 1967; Lewinsohn, Mischel, Chaplin & 

Barton, 1980) or social and interpersonal deficits 

associated with this disorder (Klerman & Weissman, 1986; 

Klerman, Weissman, Rounsaville & Chevron, 1984). It is 

proposed that these alterations in thoughts, judgment, 

cognition and social behavior all occur in the context of a 

non-optimal view of self. To explore this area further, 

the present study measured personal perceptions of self and 

significant others in samples of depressed outpatients and 

normal controls. 

Emotions in Personal Construct Theory 

Personal construct theory (Kelly, 1955a,b) emphasizes 

individual growth and adaptation. According to this 

theory, every person develops a personal meaning system, 

comprised of bipolar dimensions, or constructs. The 

construct system aids in prediction and adaptation to new 

events by acting as a filter to channel or categorize 



experience. Once the construct system has been formed, it 

provides contextual parameters for the subsequent 

processing of experience. A new experience outside the 

parameters of the construct system is an impetus for growth 

and change. 

According to personal construct theory, negative 

emotions are defined in terms of specific inadequacies in 

the construct system. In this theory, emphasis is not 

placed on emotions as physiological or psychological states 

or as personality traits or predispositions. Instead, 

Kelly (1955a,b) chose to define them in relation to the 

interface between predictions based on the construct system 

and actual environmental events. Experimental evidence has 

supported this theory in confirming that increased levels 

of state anxiety are associated with highly threatening 

events to the construct system (Tobacyk & Downs, 1986}. 

When an inconsistency such as this occurs, efforts are made 

to modify the construct system. If successful, this 

modification will enhance future predictions by making the 

construct system a closer representation of reality as 

experienced by the person. 

There are two major strategies that may be used in 

modifying the construct system. One is extending the range 

of the system. This involves developing new constructs, 

incorporating new connections between existing constructs, 
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or applying existing constructs to new situations. The 

second way in which the construct system may be modified is 

by tightening it. Construct tightening is defined as 

construal leading to invariant predictions. It is a 

strategy that facilitates convergent thinking and concrete 

planning, as opposed to loosening, which allows creativity 

and divergent thinking. Personal construct theory defines 

depression in terms of construct tightening. Research has 

confirmed the presence of construct tightening as well as 

other specific changes in the construct system of depressed 

individuals (Pierce, Sewell, & Cromwell, 1992). 

Multiple Selves 

From the large literature on self concept and self 

esteem, there has arisen the notion of "multiple selves." 

Various actual and potential selves have been described by 

this literature (see Greenwald & Pratkanis, 1984; Markus & 

Nurius, 1987) . The general idea underlying this view is 

that self concept is not a unitary entity. A recent theory 

incorporating the notion of multiple selves is self-

discrepancy theory (Higgins, 1987). According to this 

theory, particular types of belief incompatibilities 

regarding the self are associated with certain emotions. 

Specifically, differences between actual self (self 

concept) and ideal self guides are associated with 

dejection-related emotions, such as sadness. Differences 



between actual self and "ought" self guides are associated 

with agitation-related emotions, such as anxiety. 

According to the theory, the greater the magnitude of 

discrepancy between actual self and ideal and ought self 

guides, the greater the intensity of the associated 

emotion. In addition, the level of emotion is also 

influenced by the accessibility of the discrepancy, via 

recency, frequency, and applicability effects. 

According to self-discrepancy theory, differences 

between actual and ideal selves signify the absence of 

positive outcomes or unfulfillment of goals, hopes, or 

wishes. These discrepancies are associated with dejection-

related emotions. Discrepancy between actual self and 

ideal self using the person's own perspective (e.g., "how 

you would ideally like to be") is related to failure to 

attain personal goals for self. It corresponds to feelings 

of disappointment, dissatisfaction, and frustration. 

Actual self versus ideal self discrepancy, using the 

standpoint of others (e.g., "how others would ideally like 

you to be"), is related to failure to attain goals for self 

set by a significant other. It corresponds to feelings of 

shame, embarrassment, and feeling downcast. 

Self discrepancy theory research has confirmed the 

association between depression and self versus ideal 

discrepancies (Higgins, Klein, & Strauman, 1985; Scott & 



O'hara, 1993; Strauman & Higgins, 1987; 1988; ). Results 

have also suggested that self versus ideal discrepancy 

using the person's own standpoint is more clearly related 

to depression, as measured by a disappointment and 

dissatisfaction factor, than self versus ideal discrepancy 

using another's standpoint (Strauman & Higgins, 1987). 

Personal construct research has also suggested that 

actual self and ideal self views are inconsistent during 

depression. In this literature, clustering and factor 

analytic techniques have been applied to Role Construct 

Repertory (Rep) grids (Kelly, 1955a) to examine the 

structure of social constructs, representing views 

regarding self and others. For example, in a study with 

depressed inpatients, Space and Cromwell (1980) found 

accentuated actual versus ideal self differences, providing 

evidence consistent with self-discrepancy theory. This 

research did not evaluate different perspectives of one's 

own versus others' views, nor did it examine all the self 

guides that are relevant to self-discrepancy theory. 

Similarly, Ashworth, Blackburn, & McPherson (1982) 

found significantly greater self versus ideal self 

differences in depressed compared to manic, recovered 

depressed and non-psychiatric groups. This study also 

examined self versus ideal self differences in formerly 

depressed patients after clinical remission and compared 



the results to several relevant control groups. When 

formerly manic and depressed participants were retested 

after clinical remission, self versus ideal differences 

were equivalent for these two groups, and did not differ 

from results for non-psychiatric control groups (Ashworth, 

Blackburn, & McPherson, 1985). This suggests that an 

increase in self versus ideal difference may be state-

dependent, occurring during depression and disappearing 

during periods of clinical remission. Complicating this 

issue, however, was the finding that "the depressed group 

showed only a nonsignificant reduction in self versus ideal 

differences from first to later assessment. 

Sheehan (1985), however, found a significant drop from 

pre- to post-treatment in self versus ideal self difference 

in a group of twelve depressed outpatients. The 

perspectives of own (how you perceive yourself) and others 

(how you think you are perceived by others) were not 

significantly different. 

In summary, results of these studies confirm the 

association between self versus ideal discrepancies and 

clinical depression. The extent to which discrepancies are 

reduced after recovery is less clear. 

Self Perception and Depression 

Cognitive theories discuss alterations or biases in 

the evaluation of the self as one of the three major areas 
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of cognitive distortion characteristic of depression (Beck, 

1967; Beck, 1976; Segal, Hood, Shaw, & Higgins, 1988). The 

reformulated learned helplessness theory (Abramson, 

Seligman, & Teasdale, 1978) proposes that internal 

attributions for failure lead to negative cognitions 

regarding the self, such as self-blame (Miller & Moreti, 

1988). Research has indicated that self evaluation 

processes might moderate the relationship between 

depression and attributions (Ganellen, 1988; Tennen, 

Herzberger, Nelson, Hilary, 1987). Specifically, recent 

analysis (Romney, 1994) has suggested that the effect of 

internal attribution on depression is mediated by 

alterations in self esteem. In addition, chronic negative 

attributions are associated with more permanent negative or 

inconsistent self views (Higgins, 1987; Sperlinger, 1971). 

Thus, the more often negative experiences are attributed to 

internal factors, the more the view of the self may be 

influenced. Once a negative self view has been activated, 

the likelihood of its recurrence increases, via 

accessibility effects (Higgins, Bargh, & Lombardi, 1985; 

Higgins & King, 1981). Then subsequent situations or 

information consistent with the negative self view will be 

particularly salient. Thus, a positive feedback 

loop is established, linking negative self perception and 

depression. 



Other research illustrates the changes in processing 

and retrieval of self-relevant information that occurs 

during depression (Dalgleish & Watts, 1990; Mogg, Bradley, 

Williams, & Mathews, 1993; Williams, Watts, Macleod, & 

Mathews, 1988). Several studies have indicated that 

depressed subjects are more likely than controls to recall 

negative personally-relevant information (Derry & Kuiper, 

1981; Kuiper & Derry, 1982; Teasdale & Fogarty, 1979) and 

are less likely than controls to recall.positive or 

favorable information (Breslow, Kocsis, & Belkin, 1981; 

Clark & Teasdale, 1982; DeMonbreun & Craighead, 1977). 

These results have lent support to the notion of emotional 

'priming' effects, in which negative mood leads to deeper 

processing of negative information (Ingram, 1984). 

According to a cognitive network view (Bower, 1981), self-

relevant information, in particular, should be deeply 

processed due to the large number of related associations 

in the self-network (Rogers, Kuiper, & Kirker, 1977). The 

documented increases in self-focus among depressed 

(Pyszczynski & Greenberg, 1987), as well as other 

psychiatric groups (Ingram, 1990), might be an expression 

of emotional priming effects operating in the presence of 

self discrepancies. 

Research in self-concept discrepancy theory (Higgins, 

Klein, & Strauman, 1985) provides further refinement of 
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emotional priming processes. Studies in this area have 

shown that the presence of self discrepancies predispose 

the individual to particular, corresponding emotional 

states. Persons with high actual self versus ideal self 

discrepancy who imagine a negative event experience 

sadness, whereas those with high actual self versus ought 

self discrepancy experience agitation when imagining the 

same negative event (Higgins, Bond, Klein, & Strauman, 

1986). In the presence of self discrepancies, specific 

emotions may be triggered by focusing on corresponding 

discrepancies. For example, individuals with high levels 

of both self versus ideal and self versus ought 

discrepancies experience sadness in response to discussing 

hopes and goals and experience agitation in response to 

discussing duties and obligations. Those with low levels 

of self discrepancy in both ideal and ought areas are not 

emotionally responsive to this discussion (Higgins, et. al, 

1986). These results illustrate how magnitude and type of 

self discrepancy influence the emotional response expressed 

by an individual. 

It can be theorized that the presence of self 

discrepancy might increase the salience of, and attention 

to, information consistent with the nature of this 

particular self inconsistency. One major type of self 

relevant information that may be selectively attended to is 
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the comments and/or behavior of others. The clinical 

phenomenon of interpersonal sensitivity may be an example 

of' this type of increased salience of information about the 

self. 

Some research (Bargh & Tota, 1988) suggests that the 

depressed individual has strong associative linkages to 

both depressed and nondepressed social cognitions related 

to self-concept. That is, their view of social situations 

is inconsistent, being positive in some areas and negative 

in others. In contrast, nondepressed individuals have 

strong linkages to only nondepressed social cognitions. 

Most importantly, findings also suggest that self-reference 

is a necessary condition for the activation of negative 

social constructs in depressed individuals. Thus, 

depressed individuals have negative cognitions about social 

situations or relationships when they themselves are 

somehow involved. 

From a constructivistic view, the presence of 

associative linkages to both depressed and nondepressed 

social cognitions could be based on inconsistency in the 

self construct system. A specific form of instability that 

arises in constructs regarding the self in association with 

depression is self-factor valence (SFV) inconsistency 

(Space & Cromwell, 1980). SFV inconsistency refers to 
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rating the self on the positive pole of some constructs and 

the negative pole of other constructs within a factor (via 

factor analysis) of the construct structure. 

SFV inconsistency could arise from activation of 

negative valence self constructs, perhaps via negative 

internal attribution processes. This could be the process 

underlying a change in self esteem that is linked to 

depression. This activation of negative self constructs 

leads to the threat of invalidation of related positive 

valence self constructs. A conflict thus occurs in which 

validation of one set of self constructs invalidates the 

other. According to Kelly's (1955a) choice corollary, we 

normally chose the alternative which we anticipate will 

most elaborate the self, that which makes the most sense to 

us, as a representation of our self (Bannister, 1983, 

p.382). When SFV inconsistency is present, the choice is 

not clear. Invalidation of parts of the self occur 

regardless of which pole of the constructs is chosen for 

elaboration. 

The conflict and uncertainty arising from SFV 

inconsistency has been associated with temporal instability 

in self image. Specifically, it has been proposed (Space & 

Cromwell, 1980) that SFV inconsistency gives rise to slot 

movement, or "slot rattling" in which the individual 

operates alternately from one side of the construct to the 
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other (Sewell, Mitterer, Adams-Webber, & Cromwell, 1991). 

Evidence of this slot rattling can be found in behavioral, 

cognitive, and emotional instability across time. When 

this effect occurs for constructs related to the self, 

fluctuating self image occurs, resulting in mood shifts 

(Pierce, Sewell, & Cromwell, 1992; Space & Cromwell, 1980) . 

Ross (1985) has reported a significant relation 

between slot rattling and depression in a group of 21 

female psychiatric patients with various diagnoses. This 

study used daily repertory grid assessments to measure the 

presence of temporal slot rattling, defined as inconsistent 

self ratings on elicited constructs across days. Results 

indicated that the depressed women were inconsistent in 

their self ratings across days. There was a curvilinear 

relation between inconsistency and depression, with 

patients in the middle range of severity being the most 

likely to show inconsistencies in self ratings over time. 

Self-inconsistency may break down with increasing 

levels of depression. Neimeyer (1985) has reported that 

severely depressed inpatients exhibit consistently negative 

self construal. These findings suggest that when 

depression is severe, negative self construal can 

generalize to related construct domains. This generalized 

self negativity might occur via a "spreading activation" 

(Bower, 1981) of negative self construal from one or 
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several constructs to all related constructs. It could 

also arise if tightening in the construct system preempts 

the positive valence self constructs, which are then not 

used. 

Interpersonal Perception and Depression 

In addition to changes in self view, depression has 

also been theoretically and empirically associated with 

alterations in the perception of others (Beck, 1967; Beck, 

1976). Research has documented the association between 

depression and alienation, with alienation being defined as 

perceived difference between self and others (Ashworth, 

Blackburn, & McPherson, 1982; Hewstone, Hooper, & Miller, 

1981; Space & Cromwell, 1980). Alienation may increase due 

to a change in view of self, a change in view of others, or 

both. It is unclear when changes in only self view occur, 

versus when changes in views of both self and others occur. 

Some studies have confirmed negative perceptions of others 

in addition to the self during depression (Gara, Woolfolk, 

Cohen, Goldston, Allen, & Novalany, 1993; Lunghi, 1977; 

Oliver & McGee, 1982; Tabachnik, Crocker, & Alloy, 1983). 

Others have found evidence of positive views of others in 

depressed subjects (Bargh & Tota, 1988; Pietromonaco & 

Markus, 1985; Pyszczynski, Holt, & Greenberg, 1987; Swallow 

& Kuiper, 1987; Sweeney, Schaeffer, & Golin, 1982). 
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These results might be partially explained by the lack 

of differentiation of two distinct concepts. One of these 

is self versus other difference (or 'alienation')/ 

referring to the perceived difference between self and 

others. The other is the negativity or positivity of 

judgments of others, which can be expressed in either 

absolute (positive vs. negative) or relative (like-self vs. 

unlike-self) terms. 

Alienation, or perceived difference between self and 

others, has been found in most major personal construct 

studies of depression (Adams-Webber, 1985; Hewstone, 

Hooper, & Miller, 1981; Neimeyer, 1985; Sheehan, 1985; 

Space & Cromwell, 1980; Space, Dingemans, & Cromwell, 

1983). For example, in a longitudinal study, Sheehan 

(1985) evaluated personal constructs in 12 outpatients with 

depression. All patients were treated by the author with 

constructivist psychotherapy. Assessments at pre-, mid-, 

and post-treatment were conducted, using inner and outer 

oriented repertory grids of self and others. Among other 

findings, results showed a positive and significant 

relationship between depression and self-other differences. 

Some evidence suggests that self versus other 

difference involves alterations in view of the self. An 

individual's belief that he or she 'does not fit in' with 

others can give rise to low consensus estimates (Kassin, 
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1979). Perceptions of consensus for negative events have 

been found to be based on judgments of the self (Crocker, 

Alloy, & Kayne, 1988). According to attribution theory 

(Kelley, 1967), low levels of perceived consensus for 

events lead to internal attributions, which are 

theoretically related to depression via self esteem 

(Abramson, Alloy, & Metalsky, 1988; Abramson, Seligman, & 

Teasdale, 1978). 

Social psychological research suggests that depressed 

persons are particularly concerned with self-presentation 

and social comparison (Pagel & Becker, 1987; Tabachnik, 

Crocker, & Alloy, 1983; Weary, Elbin, & Hill, 1987). Some 

evidence indicates that they make an increased number of 

downward social comparisons (Friend & Gilbert, 1973; Levine 

& Green, 1984; Wills, 1981; Wilson & Benner, 1971) which 

are used to inflate the sense of self, reduce distress, and 

gather comparative information that may confirm or negate 

self deprecatory cognitions (Crocker, Thompson, McGraw, & 

Ingerman, 1987; Gibbons, 1986). Other evidence suggests 

that depressed persons fail to make these self-protective 

comparisons (Swallow & Kuiper, 1993). It has been 

suggested that whether or not certain social comparisons 

are made is a function of the perceived similarity between 

the self and the compared others (Albright, Alloy, Barch & 

Dykman, 1993). Downward social comparisons in the presence 
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of negative self perceptions can lead to overestimation 

errors in estimating prevalence (Sherman, Presson, & 

Chassin, 1984) . Research has shown that individuals having 

an undesirable characteristic tend to overestimate the 

prevalence of the characteristic among others (Sanders & 

Mullen, 1983; Suls & Wan, 1987; Tabachnik, Crocker, & 

Alloy, 1983), an effect known as 'false-consensus' (Ross, 

Greene, & House, 1977). The false consensus effect leads 

to inflated percentages of 'like-self' (i.e., negative) 

ratings of others for areas in which the self is viewed 

negatively. The false consensus effect for negative 

characteristics can still occur within the total context of 

an overall low consensus estimate, if consensus for 

positive characteristics is low. 

Other evidence argues against the idea that alienation 

is solely a function of a negative view of self. For 

example, self versus other difference has been found to 

discriminate depressed from non-depressed individuals to a 

greater degree than negative self-construal (Space & 

Cromwell, 1980). Thus, it appears that self versus other 

difference involves a separate effect in addition to self 

negativity. Most studies suggest that the alienation 

effect may fade with treatment and remission of the 

depression (Ashworth, Blackburn, & McPherson, 1985; 

Hewstone, et al., 1981; Neimeyer, Heath & Strauss, 1985; 
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Sheehan, 1985). Ashworth, Blackburn, and McPherson (1985), 

in a longitudinal follow-up study, found that self-other 

differences were reduced from previous levels in remitted 

depressed subjects. Self-other differences in this group, 

however, were still significantly higher than self-other 

differences of normal controls. 

Alterations in absolute judgments of others have been 

related to an imbalance in dynamic equilibrium (Lefebvre, 

1985; Lefebvre, 1990; Lefebvre, Lefebvre, & Adams-Webber, 

1986). Benjafield and Adams-Webber (1976) have suggested 

that the optimally adaptive ratio of positive to negative 

judgments is expressed by the Golden Section ratio 

(Stakhov, 1989). The importance of this ratio in 

quantifying human judgment is consistent with results 

showing that normal subjects generally rate people on the 

positive pole of bipolar dimensions approximately 62% of 

the time (see Adams-Webber, 1990, for a review). In 

addition, a maximization of the salience of negative events 

occurs at a proportion of 38% (Berlyne, 1971). These 

findings suggest a quantitative theory of general 

adaptation (Wheeler, 1990) and a more specific application 

of the general theory to affective mediation (Tuohy, 1987). 

Schwartz (1992) has proposed a model relating deviations 

from this Golden Section proportion to psychopathology 

characterized by depression and anxiety. 



19 

Pertinent to this issue is Lefebvre, Lefebvre & Adams-

Webber's (1986) model of interpersonal judgments. This 

model asserts that if the self is viewed negatively, the 

probability of judging others positively approximates 50%, 

as opposed to the 62% positive judgment of others obtained 

when the self is viewed positively. This results in a 

prediction of 50% like-self judgments of others on 

constructs for which the self is viewed negatively and 62% 

like-self judgements of others on constructs for which the 

self is viewed positively. 

In summary, increased self-other differences in 

depressed individuals reflect alterations in view of self 

and/or of others. In order to assess these effects, self-

other differences (i.e., alienation) and the proportions of 

positive and negative judgments of others for constructs on 

which the self is viewed positively and negatively must be 

examined. 

Self Perception and Anxiety 

Although dejection-related emotions are prototypical 

for clinical depression, many depressed patients exhibit 

agitation-related emotions such as anxiety as well. The 

co-morbidity of anxiety in cases of clinical depression is 

quite high. Different types of clinical depression have 

been identified by the presence or absence of agitation-

related emotions (Beck, 1967; Beck, Brown, Eidelson, Steer 
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& Riskind, 1987) . The presence of anxiety and related 

symptoms in depression has implications for treatment 

(Liebowitz et al., 1984; Liebowitz et al., 1988) and for 

risk of suicide (Fawcett, Clark, & Busch, 1993). 

According to self-discrepancy theory (Higgins, 1987), 

agitation-related emotion correlates with differences 

between actual self and ought self guides. Discrepancy 

between actual and ought self from the standpoint of others 

(e.g., "how others think you ought to be") is associated-

with 1) neglect of perceived duties and obligations, 2) 

expectation of punishment, 3) fear and, 4) feelings of 

threat and resentment. Discrepancy between actual and 

ought self from the person's own standpoint is associated 

with 1) neglect of self prescribed obligations, 2) 

readiness for self punishment, 3) guilt and, 4) self-

contempt and uneasiness. 

An early study with undergraduate subjects (Higgins, 

Klein, & Strauman, 1985) confirmed the relation between 

actual self versus ought self discrepancies and anxiety-

related emotions. Emotions were measured with several 

self-report inventories, and individual items correlated 

with discrepancy scores. Discrepancies were assessed with 

a Selves questionnaire in which the subject provided 

attributes to describe different self-states, prompted by 

statements such as "please list the attributes of the type 
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of person your mother believes you should or ought to be." 

Standpoint, of own or another's view, was found to 

influence results, with self versus ought-other (standpoint 

of other) discrepancies being significantly correlated with 

items concerning panic, hypochondriacal concern, and shame. 

Self versus ought-own (standpoint of own) discrepancies 

were related to items measuring feelings of worthlessness, 

irritation and loss of energy and interest. These results 

suggest that the projected standpoint of others is more 

specifically related to anxiety symptoms than the person's 

own standpoint, when actual self versus ought self 

discrepancy is present. 

A later study (Strauman & Higgins, 1987) extended 

these results. Emotion ratings were completed by 

undergraduates two months after completion of the Selves 

questionnaire. In this study, factor analytically derived 

emotion scales were used, rather than individual symptom 

items. Significant partial correlations were found between 

actual self versus ought self from others' standpoint (A00) 

discrepancy and the fear/restlessness factor. This type of 

discrepancy was not significantly related to the 

disappointment/dissatisfaction factor. A subsequent, 

stringent test of self-discrepancy theory using structural 

equation modeling confirmed the unique association of AOO 
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discrepancy with social anxiety measured weeks later 

(Strauman & Higgins, 1988). 

Only one published study to date has tested the 

predictions of self-discrepancy theory in patients with 

clinical disorders (Strauman, 1989). In this study, 

inpatients with DSM-III-R diagnoses of social phobia (n = 

12) were found to have chronic A00 discrepancies, 

consistent with prediction. Partial confirmation of these 

results was found in an analog study with undergraduate 

students (Scott & O'hara, 1993). One group of subjects (n 

=12) in this study met DSM-III-R criteria for a 

heterogeneous group of anxiety disorders. A second group 

(n = 18) met criteria for major depressive episode or 

dysthymia. Ten additional subjects met criteria for both 

anxiety and depressive disorders. Forty subjects with no 

current or past history of any anxiety or depressive 

disorders comprised a control group. Results confirmed 

that A00 discrepancies were higher for subjects with 

anxiety (including those with anxiety disorders only and 

those with anxiety plus depressive disorders) than for 

subjects without anxiety (those with depressive disorders 

only and those with no disorders). Post-hoc tests, 

however, revealed no significant pairwise differences 

between the four distinct diagnostic groups (anxiety only, 

depression only, anxiety plus depression and normal 
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controls). It is of particular relevance to the present 

study that depressed-only subjects did not differ from 

depressed-plus-anxious subjects in terms of self versus 

ought-other discrepancies. This negative result might have 

been influenced by the small sample size and the non-

clinical status of the subjects. It would be expected that 

patients presenting for treatment would have more severe 

and stable symptoms and greater magnitude of self 

discrepancies than this non-clinical group. 

According to Personal Construct Theory, anxiety is 

associated with threats to an intact construct system. 

Kelly (1955a,b) defines anxiety as "the recognition that 

the events with which one is confronted lie outside the 

range of convenience of one's construct system (p.495)." 

It may range from "the little momentary bafflements of 

everyday living to the free-floating anxiety which betrays 

a break-down in superordinate structures (p.508)." Kelly 

explains "anxiety is not the result of the retention of 

invalidated constructs, but rather the result of not having 

sufficient structure with which to deal with a situation 

(p.499)." Anxiety may be dealt with by either loosening 

superordinate constructs sufficiently to incorporate the 

existing events or by tightening lower-level constructs in 

an attempt to increase their structure and organization. 
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According to self discrepancy theory, individuals 

experiencing chronic anxiety are predicted to exhibit 

actual self versus ought self discrepancies. Among 

depressed individuals, this subgroup is more likely to be 

diagnosed with an anxious or atypical type of depression 

(Davidson, Miller, Turnbull, & Sullivan, 1982; Davidson & 

Pelton, 1986; Liebowitz et al., 1984; Rabkin, Stewart, 

Quitkin, et al., 1991). The present results might 

therefore have relevance for this subtype of depression and 

its differential responsiveness to treatment with monoamine 

oxidase inhibitors (Liebowitz et al., 1988; Quitkin et al., 

1988; Quitkin et al., 1990; Thase, Carpenter, Kupfer & 

Frank, 1991). 

Methodological Issues 

Measuring intrapsychic cognitive process and structure 

has been methodologically challenging. Much research in 

this area has used self-report instruments, such as the 

Dysfunctional Attitude Scale (Oliver & Baumgart, 1985; 

Weissman, 1979), and the Attributional Style Questionnaire 

(Seligman, Abramson, Semmel & von Baeyer, 1979). 

Established research from within the field of Personal 

Construct theory (Kelly, 1955a,b) provides an alternative 

approach for quantifying the intrapsychic functioning of 

individuals (Adams-Webber, 1979; Landfield & Epting, 1987) . 

The classic method for measuring construct systems in 



25 

Personal Construct Psychology has been with the repertory 

(Rep) grid. The basic Rep grid, proposed by Kelly (1955a), 

is idiographic in nature and customizable to accommodate 

particular clinical or research needs. It has been proven 

both theoretically and clinically relevant, with adequate 

reliability and validity to be used for research purposes 

(Bell, 1990; Landfield & Epting, 1987). 

Another, similar methodology applied to research in 

this area involves a free response procedure utilizing 

subject-generated adjective attributes (Selves 

Questionnaire; Gara et al., 1993; Goldston, Gara, & 

Woolfolk, 1992). The traditional Rep grid method and newer 

free-response adjective procedure are similar in many ways. 

Both ask the individual to generate terms describing 

attributes that are the basis of discrimination and 

understanding of the world. They differ in whether or not 

the contrast to the attributes is explicitly given a 

descriptive label by the subject. Whether or not the 

contrast is labeled, it is assumed to be present, in order 

for the attribute to have meaning. 

The present study used the traditional Rep grid method 

for eliciting constructs. The Rep grid has established 

validity, adequate reliability and has been used in over 

1000 studies to date (Bell, 1990). Using this method 

facilitates comparison of present results to previous 
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personal construct research. If results confirm 

predictions of self-discrepancy theory, they will provide a 

generalized confirmation of the theory, beyond the results 

already found using the Selves Questionnaire. 

One potentially related factor is the importance of 

the selected other to the depressed individual. It has 

been suggested (Gara et al., 1993) that negative views of 

self are more highly correlated with negative views of 

significant others than of generalized or less important 

others. In the present study, significant others were 

defined by the roles of mother, father, brother, sister, 

best male friend, best female friend, disliked male, and 

disliked female. 

Summary/Hypotheses 

Results of recent research implicate several aspects 

of self concept and interpersonal perception in the 

etiology and/or maintenance of depression. The present 

investigation focused on actual self versus ideal self (AI) 

discrepancy, actual self versus ought-other (A00) 

discrepancy, variance-based self negativity (VBN), self-

factor valence (SFV) inconsistency and alienation. Scores 

for the depressed patients were predicted to be 

significantly higher on all five measures than scores for 

the normal control group. It was predicted that the high 

anxiety subgroup of depressed patients would have 
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significantly more AOO discrepancy than the low anxiety 

subgroup. The high and low anxiety subgroups were not 

predicted to differ on the other dependent variables. 

The percentage of positive self ratings for depressed 

patients was predicted to be 50%. The percentage for 

normal controls was predicted to be 62%. On constructs 

given a negative self rating, the percentages of negative 

and like-self ratings of others were predicted to be 50%. 

On constructs for which the self was viewed positively, the 

percentage of positive and like-self ratings of others were 

predicted to be 62%. These last two percentages were 

predicted to be applicable to both depressed and normal 

control groups. 



CHAPTER II 

METHOD 

Participants 

Participants included adult males and females, between 

the ages of 18 and 70. Depressed patients (n = 56) had a 

primary diagnosis of Major Depressive Disorder, single 

episode or recurrent according to DSM-III-R criteria, 

assessed by clinical and SCID interviews (American 

Psychiatric Association, 1987). All were outpatients who 

responded to recruitment advertising or were referred to the 

Mental Health Clinical Research Center, University of Texas 

Southwestern Medical Center at Dallas, Texas. Participants 

were screened via clinical interview, mental status and 

laboratory testing for concurrent Axis I disorders. 

Although some patient participants had symptoms of Anxiety 

Disorders and Axis II disorders, they were subthreshold for 

making a clinical diagnosis in these categories, or were 

judged to be clinically secondary to the primary diagnosis 

of depression. 

Normal controls (n = 28) had no current or past 

personal history of any DSM Axis I diagnosis, as established 

by clinical interview, SCID interview and laboratory 

28 
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testing. In addition, they had no positive history of 

Axis I disorders in any first-degree family member. They 

were drawn from the pool of volunteers who serve this 

purpose for the Mental Health Clinical Research Center, 

Department of Psychiatry, University of Texas Southwestern 

Medical Center. Particiants were selected from the control 

database to be as comparable to the patient sample on major 

demographic characteristics as possible. Despite this, 

controls were younger in age and more highly educated than 

the patients. 

The sample size was derived from an estimated power 

analysis based on the assumption of clinical significance 

for a one-tailed two-sample t-test with alpha = .05 and 

power = .80 (Kraemer & Thiemann, 1987). The estimated 

effect size of .32 was based on self versus ideal 

discrepancy data for depressed and control groups, as 

reported in Strauman (1989). 

Diagnosis/Severity/Symptom Ratings 

Diagnoses were made after a minimum of two clinical 

interviews, one by a trained intake evaluator and the other 

by a staff psychiatrist. Most depressed patients (n = 38) 

also had a structured diagnostic interview, using the 

Structured Clinical Interview for DSM-III-R Outpatient 

Verson with Psychotic Screen (SCID-OP; Spitzer, Williams, 
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Gibbons, & First, 1989). Interrater reliability for major 

depressive disorder using the SCID (kappa coefficient) is 

.72 (Riskind, Beck, Berchick, Brown, & Steer, 1987). 

Anxiety was measured by a self-report measure, the State 

Trait Anxiety Inventory - form Y (STAI; Spielberger, 

Gorsuch, Luchene, Vagg & Jacobs, 1977). Both state (STAIS) 

and trait (STAIT) versions of this measure were completed. 

High and low anxiety subgroups of the depressed patients 

were identified, based on a median split"of scores on the 

trait version of this inventory. 

Personal Construct Assessment 

Personal constructs of all participants were assessed 

with OMNIGRID-PC, a computerized version of the Rep grid 

(Sewell et al., 1991). Fifteen role elements were defined: 

mother, father, spouse, brother, sister, female friend, male 

friend, disliked female, disliked male, actual self (own and 

other perspectives), ideal self (own and other 

perspectives), and ought self (own and other perspectives). 

The role elements for selves were defined as: actual self-

own = 'yourself as you actually are'; actual self-other = 

'yourself as others see you'; ideal self-own = 'yourself as 

you would ideally like to be'; ideal self-other = 'yourself 

as others would ideally like you to be'; ought self-own = 

'yourself as you think you should be'; and ought self-other 
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= 'yourself as others think you should be1. For each 

'other' role/ the subject was asked to think of the person 

who best fits the role for them, and provide that person's 

first name, or other unique identifying information. 

Fifteen constructs were elicited with a three element 

comparison/contrast method (Adams-Webber, 1979) , based on 

Kelly's (1955a,b) 'method of successive triads' in which the 

subject was presented with three role elements (persons) and 

asked for a construct describing a „way in which two are 

alike and different from the third. One randomly generated 

set of triads was selected from the elements and presented 

to all participants. After elicitation of each construct, 

participants were asked to provide a construct contrast, in 

response to the question 'what is the opposite of ' 

(Space & Cromwell, 1980). Construct valences were then 

elicited by asking the subject which construct pole was most 

positive, for each construct dimension. After construct 

elicitation, each element (person) was rated on each 

construct, using a 6 point rating, from 1 to 6 (construct to 

contrast). Conversion to valence scoring was done, so that 

positive valence for each construct was defined as scores of 

4 to 6. 

The factor structure of each participant's Rep grid was 

computed, using principal components analysis with varimax 
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rotation. Factors with eigenvalues > 1.0 that contained a 

minimum of 3 constructs having factor loadings > .30 were 

retained. For each factor, the valence of the actual self-

own ratings on each construct was assessed, where the 

valence is positive (scores from 4 to 6), and negative 

(scores from 1 to 3). Self factor valence inconsistency 

(SFVI) for a factor was defined as a factor on which self 

valence was positive on two or more constructs and negative 

on two or more constructs. This procedure was repeated 

across all retained factors in the defined structure. The 

variance accounted for by the mixed factors was divided by 

the total extracted variance. The proportion of variance 

due to mixed self factor valence was expressed as a 

percentage, to yield the SFVI score. This valence 

inconsistency scoring method is described in Space and 

Cromwell (1980). 

AOO discrepancy was defined as the distance between 

elements of actual self-own and ought self-other. This 

measure is the Pythagorean distance between the elements in 

a 15 dimensional hyperspace, defined by the 15 constructs 

(Adams-Webber, 1979). AI discrepancy was similarly defined 

as the distance between the elements of actual self-own and 

ideal self-own. 
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Several different operational definitions of self 

negativity have been used in previous research. The 

approach used in the present study was based on methodology 

described by Space and Cromwell (1980) and involves 

computing the ratio of negative to total self ratings, using 

standardized, weighted scores. This 'variance based 

negative self construing1 (VBN) involves the following 

steps. First, each actual self-own rating is converted to a 

standard score, based on the distribution of scores for each 

construct. Next, the absolute value of each standard score 

is multiplied by the square of its factor loading on each 

factor (for loadings with absolute values greater than or 

equal to .30). These derived scores represent the variance 

based self ratings. The constructs on which the self was 

rated negatively are identified and their derived scores 

summed across all factors. This sum negativity score is 

divided by the sum of derived scores across all factors of 

all (positive and negative) constructs. This ratio is 

multiplied by 100 to yield the VBN percentage score. 

Alienation score was defined as the distance between 

actual self-own scores and the average ratings of others 

across all constructs. Computing the Pythagorean distance 

between the actual self-own and other elements in a 15-

dimensional hyperspace yielded a self versus other score for 
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each of the nine elements representing 'others' in the grid. 

These nine scores were averaged to yield an overall self 

versus other alienation score. 

The proportions of like self ratings of others were 

calculated for constructs for which the actual self-own 

rating was positive and for constructs for which it was 

negative. For each construct having a positive actual self-

own rating, the number of others also having positive 

ratings was counted and converted into a percentage. These 

percentages were averaged to yield the like self score for 

positive self-rated constructs. This procedure was repeated 

for constructs on which the actual self own rating was nega-

tive to derive the like self score for negative self-rated 

constructs. 

Procedure 

All patients received a clinical intake interview by a 

trained staff member of the Clinical Research Center. 

Patients having a preliminary diagnosis of Major Depressive 

Disorder and no clinically significant concurrent Axis I or 

II disorders received a second clinical interview including 

mental status exam with a staff psychiatrist and underwent 

routine laboratory screening (CBC, blood chemistries, UA, 

thyroid panel, blood pressure/pulse). Patients also had a 

structured diagnostic interview (SCID-OP) administered by a 
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trained staff member of the MHCRC. For a subgroup (n = 38) 

the entire SCID-OP with psychotic screening was done; for 

the rest (n = 18) only the current Major Depressive Disorder 

section was done. All patients were free of psychotropic 

medication for a minimum of 14 days (30 days in the case of 

MAOIs and Fluoxetine) prior to assessment. During clinical 

assessment, prior to the onset of active treatment, patients 

signed informed consent for this study and then completed 

the STAI, BDI and the Rep grid (OMNIGRID-PC; Sewell et al., 

1991). 



CHAPTER III 

RESULTS 

The median trait anxiety score for the depressed 

patients was 59. Patients with scores of 60 and above were 

subgrouped into a high anxiety depressed group (n = 27), 

while those with scores of 59 or less made up a low anxiety 

group (n = 29). Mean scores for these two groups were 

significantly different on trait anxiety, as .well as on 

state anxiety and BDI (all p < .05). Both patient groups 

scored significantly higher than controls on these variables 

(all p < .05). Summary statistics for these variables are 

shown in Table 1 (see Appendix). 

Table 2 (see Appendix) shows the demographic 

characteristics of the patient and normal control groups. 

Most participants were Caucasian. Married individuals 

comprised the largest percentage of both patient and control 

groups. Relatively more patients were divorced or 

separated, whereas more controls were single, although these 

differences were not statistically significant. The normal 

controls had completed more years of formal education than 

the patients (F = 39.3, d.f.= 1,80, p < .01). Although the 

patients tended to be older than the normal controls, the 

3 6 
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gender composition and average age of the participants did 

not significantly differ. 

Summary statistics for the major dependent variables 

are shown in Table 3 (see Appendix). Multivariate analysis 

of variance was used to compare high-anxiety depressed, low-

anxiety depressed and normal control groups on the five 

dependent Rep grid measures: AI, A00, Alienation, VBN and 

SFVI. A significant effect of group was found, Wilks' 

Lambda = 0.52, F(10, 154) = 5.9, £ < .01." Individual 

univariate analyses of variance revealed significant group 

effects for AI, AOO, Alienation, VBN, and SFVI, Fs(2, 81) = 

30.4, 22.4, 5.7, 17.4 and 10.3, respectively, £s < .01. 

Pairwise comparisons were performed, using Duncan's 

multiple-range tests. The three groups were significantly 

different from each other on AI and AOO, with an alpha level 

of .05. For these variables, the high anxiety depressed 

group had higher scores than the low anxiety depressed 

group, and both depressed groups had higher scores than the 

normal control group. These two variables were very highly 

correlated, r = .84 for the patient group and r = .91 for 

the normal control group, making them essentially 

equivalent. Duncan's multiple-range tests, with an alpha 

level of .05, revealed that the high anxiety depressed group 

had significantly higher levels of alienation than the low 
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anxiety depressed and normal control groups, which did not 

differ from each other on this measure. The two depressed 

groups were not significantly different on VBN and SFVI, 

using Duncan's multiple range tests with an alpha level of 

.05, but both were significantly higher on these measures 

than the normal control group. 

In order to control for the effect of severity of 

depression on these results, and to more clearly examine the 

independent effect of anxiety, high, and low anxiety 

depressed groups were compared by ANCOVAs on the five major 

dependent variables (AI, AOO, Alienation, SFVI and VBN), 

with BDI score included as a covariate. Analysis of 

covariance revealed that the two groups had significantly 

different scores on AI, AOO, VBN and SFVI, Fs(l, 51) = 10.1, 

9.9, 7.0, and 4.9, respectively, ps < .05. These groups did 

not differ on Alienation, when level of depression by BDI 

was controlled, F(l, 51) = 2.3, n.s. It is noteworthy that 

the VBN and SFVI differences reached statistical 

significance only when level of depression was controlled. 

The following percentages were calculated: positive 

self ratings, negative self ratings and like-self ratings of 

others for both positive and negative self valence con-

structs and for all constructs combined. On average, high 

anxiety depressed patients rated self as positive on 44.6% 
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of constructs compared to low anxiety depressed patients who 

rated self as positive on 62.8%, and normal controls who 

rated self as positve on 80.2% of constructs, F(2, 81) = 

22.8, £ < .001. Corresponding group mean percentages of 

negative self ratings were as follows: 55.4% for the high 

anxiety depressed group, 37.2% for the low anxiety depressed 

group and 19.8% for the normal controls. 

For constructs on which the self was rated positively, 

depressed patients rated others as like themselves 60.9% of 

the time. High and low anxiety depressed groups did not 

differ, with 60.6% and 61.1% like-self ratings of others, 

respectively. These proportions of like-self ratings of 

others were significantly lower than normal controls' 68.2% 

like-self ratings, F(2, 81) = 3.9, £ = .02. 

Depressed patients rated others as like self 42.6% of 

the time on negative self-rated constructs. Again, high and 

low anxiety depressed patients did not differ on this 

measure, rating others as like self 39.7% and 45.6% of the 

time, respectively. Normal controls rated others as like 

self 47.6% of the time, not significantly different from the 

results for the depressed groups, F(2, 73) = 1.4, £ = .24. 

Across both positive and negative self constructs, 

depressed patients rated others as like self an average of 

51.8% of the time. High anxiety depressed patients rated 
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others as like self 50.1% of the time, significantly less 

than the low anxiety depressed group, who rated others as 

like self 56.7% of the time. Both these groups rated others 

as like self significantly less often than normal controls, 

who rated others as like self an average of 64.1% of the 

time across positive and negative self constructs combined, 

F(2, 81) = 10.7, £ < .001. 

To examine the contribution of negative self ratings to 

the results of the like self ratings of others, an ANCOVA 

compared the three groups on like self ratings across all 

constructs, with the percentage of negative self ratings 

covaried. Results revealed that when the influence of 

negative self ratings was controlled, group differences on 

like self ratings disappeared, F(l, 73) = .28, £ = .59. 

Obtained percentages of positive, negative and like-

self ratings were converted to relative frequencies and 

compared to theoretically predicted values. The relative 

frequency of positive self ratings for the depressed group 

(M = 0.540, SD = 0.217) was not significantly different than 

the expected value of 0.500, t(55) = 1.38, n.s. In 

contrast, for the normal control group, the relative 

frequency of positive self ratings (M = 0.802, SD = 0.188) 

was significantly higher than the predicted value of 0.620, 

t(27) = 5.06, p < .001. 
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The relative frequency of like self ratings on positive 

self-rated constructs for the depressed group, (M = 0.609, 

SD = 0.121) was not significantly different from the 

predicted value of 0.620, t(55) = 0.688, n.s. For the 

normal control group, the observed value of like self 

ratings on positive self-rated constructs, {M = 0.682, SD = 

8.9) was significantly higher than the predicted value of 

0.620, t (27) = 3.65, p < .001. 

On negative self-rated constructs, the relative 

frequency of like self ratings of others for depressed 

patients (M = 0.426, SD = 14.3) was significantly less than 

the predicted value of 0.500, t(55) = 3.89, £ < .001. For 

controls, the average relative frequency of like self 

ratings on negative self-rated constructs (M = 0.476, SD = 

.206) was not significantly different from the predicted 

value of 0.500, t(27) = 0.615, n.s. 

As exploratory analyses, the correlation matrices for 

all dependent and continuous demographic variables were 

examined for the following groups: high anxiety depressed, 

low anxiety depressed, all depressed and normal controls. 

These matrices are presented in Tables 4-7 (see Appendix). 

For all groups, AI, AOO and VBN were positively correlated. 

These variables also correlated with percent: negative self 

ratings. This cluster represents negative self image, 
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represented both by the difference between actual self and 

self goals (AI and A00), as well as negative view of self 

(VBN and % negative self). For the low anxiety and normal 

control groups, this cluster of ratings also correlated with 

self inconsistency, measured by SFVI. It appears that for 

these groups, the presence of negative self ratings and an 

inconsistent self image (SFVI) go together. But for the 

high anxiety group, this relationship was not found. For 

this group, more self negativity was not related to greater 

inconsistency in view of the self. In contrast, the 

negative self image cluster was correlated with alienation 

for this group only. For the patients in this group, the 

more negative the self image, the more alienation or 

difference they see between self and others. 

As expected, percentage of like-self ratings of others 

correlated negatively with alienation for all groups. Thus, 

the less others are rated as like self, the greater the 

perceived distance between self and others. Percentage of 

like-self ratings of others also correlated negatively with 

all four negative self image variables (AI, A00, VBN and 

percent negative self ratings) for the normal control group. 

E"or the low anxiety depressed group, the negative 

correlations between percentage of like-self ratings and 

negative self image variables were significant for AI and 
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percent negative self, but not for A00 and VBN. Percentage 

of like-self ratings of others correlated negatively with 

three of the four negative self image variables (AI, A00 and 

percent negative self, but not VBN) for the high anxiety 

depressed group. 

With regard to demographic variables, age correlated 

negatively with AI, A00, VBN, and education for the high 

anxiety depressed group. For the low anxiety depressed 

group, age correlated negatively with percent negative self 

rating only. Age was not significantly correlated with any 

other variable for the normal control group. 

Correlations of self and other with severity measures 

were mostly non-significant. Exceptions were significant 

negative relationships between: 1) SFVI and BDI (r = -.45) 

for the high anxiety depressed group; 2) SFVI and STAIS (r = 

-.39) and VBN and STAIS <r = -.49) for the low anxiety 

depressed group; and 3) alienation and STAIS (r = -.38) for 

the normal control group. 

Significant positive relationships were found between 

1) BDI and STAIS (r = .46) for the low anxiety depressed 

group; 2) SFVI and both STAIS (r » .40) and STAIT (r = .52), 

VBN and STAIT (r = .40), and STAIS and STAIT (r = .70) for 

the normal control group. 



CHAPTER IV 

DISCUSSION 

As predicted, normal controls obtained more adaptive 

scores than depressed patients on five measures of social 

construction. These measures included the discrepancy 

between actual self and ideal self (AI), the discrepancy 

between actual self and ought self from others' perspective 

(AOO), alienation, variance-based self negativity (VBN), and 

self-factor valence inconsistency (SFVI). 

Results suggested that self-discrepancy, measured by AI 

and AOO, was a function of level of anxiety, with the high 

anxiety depressed group scoring significantly higher on 

these indices than the low anxiety depressed group when 

level of depression (as measured by the BDI) was controlled. 

According to Personal Construct Theory (Kelly, 1955a,b) 

anxiety relates to a discrepancy between inner constructs 

and external reality. The present results suggest that 

anxiety might also occur in the context of internal 

discrepancies in the construct system. They suggest that 

anxiety is associated with inconsistencies in the personal 

construct system itself, such as when there are 

discrepancies between actual self and self goals. 

44 
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Levels of self inconsistency (SFVI) and self negativity 

(VBN) were equivalent for high and low anxiety depressed 

groups. When level of depression was controlled, however, 

these variables were also significantly higher for the high 

anxiety group. Examination of the correlations of these 

self construct variables with severity measures revealed 

that these results are explained by a positive association 

between VBN and STAIT, and a negative association between 

BDI and SFVI. Thus, higher levels of trait anxiety are 

associated with more self negativity and higher levels of 

depression are associated with less self inconsistency. The 

former result suggests that a negative self image is 

associated with chronic anxiety. The positive correlation 

further indicates that the more negative one's self image, 

the more one will acknowledge anxiety traits. This 

relationship might be mediated by feelings of incompetence 

and/or insecurity. These feelings would be expected to 

occur in association with the activation of personally 

relevant personal constructs having negative self valence. 

Results showing more self consistency in patients with the 

highest levels of depression are consistent with results of 

prior research (Neimeyer, 1985; Ross, 1985). 

The prediction of Higgins' self-discrepancy theory 

(Higgins, Klein & Strauman, 1985), that actual self versus 
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ought self ratings (A00) would be higher for high anxiety 

patients compared to low anxiety patients, was confirmed. 

Actual self versus ideal self ratings (AI) were also higher 

for high anxiety patients, however. Actual self versus 

ideal (AI) and ought self (A00) variables were extremely 

highly correlated in the present study, suggesting that they 

measure the same basic dimension. This result is not 

necessarily contrary to self discrepancy theory in that the 

high correlation may have arisen because of the presence of 

both anxiety and depression in the patient group. The 

significant difference between high and low anxiety groups 

for both AI and AOO, when level of depression (as measured 

by the BDI) was controlled does bring the theoretical 

prediction of a dissociation between these variables into 

question. Because the results are based on statistical 

control of the level of depression, they may differ from 

results obtained by testing individuals with anxiety 

symptoms and little or no concurrent depression. If 

confirmed, present results suggest that a dissociation of 

ideal and ought self guides may be limited to subclinical 

states of emotional activation. Examples of such states 

would be acute anxiety reactions or situationally related 

sadness. Results of the present study suggest that chronic 

anxiety and clinical depression, as stable and global 
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disorders, involve highly correlated ideal and ought self 

guide discrepancies. Normal controls also showed a high 

correlation between these self discrepancies, consistent 

with the idea that their dissociation occurs with transient 

alterations in emotions. 

Another result of the present study might be relevant 

to this issue: the correlation between actual versus ideal 

self discrepancy and actual versus ought self discrepancy, 

although statistically significant, was of lower magnitude 

for the low anxiety depressed group (r = .68) than for both 

the high anxiety depressed group (r = .90) and the normal 

control group (r = .91). Although these correlations were 

not statistically significantly different, r = .68 vs. r = 

.90, £ = .26; r = .68 vs. r = .91, £ = .24, they suggest 

that self discrepancy indices are partially dissociated in 

individuals who are relatively high in depression and low in 

anxiety. The high depressed, high anxiety and low 

depressed, low anxiety (normal control) groups did not 

evidence this dissociation. These results suggest that the 

dissociation of ideal and ought self discrepancies is 

greater for individuals experiencing a single "pure" emotion 

of anxiety or sadness. Such pure emotions are unlikely to 

occur among individuals experiencing clinically significant 

emotional disorders, especially major depression, in which 
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concurrent anxiety is common. As mentioned previously, in 

balancing out the design of the present study, it would be 

of interest to measure self discrepancy in a group of high 

anxiety, low depression individuals. 

It was hypothesized that depressed patients would show 

higher levels of alienation than normal controls. Results 

revealed that the low anxiety depressed group did not differ 

from normal controls in terms of their feelings of 

alienation from others. Depressed patients with high levels 

of concurrent anxiety, however, did have significantly 

higher levels of alienation than both the control group and 

the low anxiety depressed group. These group differences 

disappeared when level of depression was controlled. These 

results suggest that alienation is associated with a high 

level of depression, as opposed to anxiety. Previous 

results by Space and Cromwell (1980) suggested that 

alienation discriminated depressed from non-depressed 

individuals to a greater extent than self negativity. 

Present results are consistent with these earlier findings 

and suggest that whereas alienation is related to 

depression, self negativity (VBN) is associated to a greater 

extent with level of anxiety. It is important to keep in 

mind for future studies examining these effects, that 

results will be influenced by the level of depression and 
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the concurrent presence of anxiety in depressed groups, as 

well as the emotional characteristics of the non-depressed 

group. If, as present results suggest, anxiety makes 

significant contributions to the degree of self negativity 

and self discrepancies, then group differences on these 

measures would be dampened by the presence of anxiety in 

non-depressed controls and enhanced by concurrent high 

levels of anxiety in depressed participants. 

Another major hypothesis of the present study, based on 

Lefebvre et al.'s (1986) theory of interpersonal judgment, 

predicted that depressed patients would rate themselves 

positively on 50% of constructs and negatively on the other 

50% of constructs. Normal controls were predicted to rate 

themselves positively 62% of the time and negatively 38% of 

the time. Results showed that high anxiety depressed 

patients had higher percentages of negative self ratings 

(55.4%) than low anxiety depressed patients (37.2%). The 

latter group, in turn had higher percentages than the normal 

controls (19.8%). This result would appear to confirm an 

additive effect of emotional distress on self negativity. 

Patients thought of themselves in a less positive way than 

did normal controls. This finding is yet another 

confirmation of a well-documented association of negative 

view of the self and depression. This differential 
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proportion of negative self ratings is one example of the 

^depressive realism' (Alloy & Abramson, 1989) expressed by 

depressed patients and contrasted to the more positive, but 

inflated self view of well-functioning individuals. What 

the present study adds to this finding is that depressed 

patients with higher levels of symptom severity and anxiety 

are even more negative about themselves than those with 

lower levels. Neimeyer et al. (1985) suggested that 

negative self construal was characteristic of severe 

depression. Results are consistent with this suggestion, 

with patients endorsing negative self construal as measured 

by both VBN and percentage of negative self ratings. 

It is of interest that normal controls had a much lower 

percentage of self negativity than predicted, with a mean of 

19.8% negative self ratings, compared to the predicted 38%. 

Controls in the present study might have expressed more of 

the normal positivity bias than less selective samples of 

individuals, as a function of the stringent criteria imposed 

for membership in this group. However, it should be noted 

that results of prior research have found similarly high 

percentages of self positivity, ranging as high as 85% in 

one study (Adams & Adams-Webber, 1992). 

Based on the theory of interpersonal judgment 

(Lefebvre, Lefebvre & Adams—Webber, 1986) , it was predicted 
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that both depressed and control groups would judge others 

as like self 50% of the time for constructs on which self 

was rated negatively. Results for controls were consistent 

with, and not significantly different from this prediction, 

with 48% like self ratings. Percentages for the high 

anxiety depressed (40%) and low anxiety depressed (46%) 

groups were lower, but not significantly different than 

controls. They were, however, significantly lower than the 

predicted value of 50%. It may be the case that if a 

negative view of self comprises the predominant self image, 

the like self ratings of others ultimately approach a 

reversed ratio of 38% like self to 62% unlike self. 

It was predicted that the percentages of like self 

ratings for positive self constructs would approximate 62% 

for both patients and controls. Contrary to prediction, 

percentage of like self ratings of others for positive self 

constructs significantly differed for depressed and control 

groups. Results for controls were significantly higher than 

predicted, with 68% like-self ratings of others on positive 

self constructs. Percentages for depressed groups of 

approximately 61% were very close to, and not significantly 

different from, the predicted value of 62%. The higher than 

predicted percentage of like self ratings for normal 
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controls may be a function of their higher than predicted 

proportion of positive self ratings. 

It is of interest that differences between the three 

groups on like self ratings across all constructs 

disappeared when the percentage of negative self ratings was 

covaried. This is inconsistent with Space & Cromwell 

(1980), who found that self versus other difference was a 

better discriminator of depressed and non-depressed, groups 

than negative self construal per se.. In the present study, 

even when self versus other difference was measured as 

alienation rather than percentage of like self ratings, it 

did not discriminate depressed and normal groups as well as 

self negativity. Based on eta-squared, a measure of effect 

size, alienation did not discriminate groups to the same 

extent (eta2=0.056) as negative self, when the latter was 

measured as either variance-based negativity (eta2=0.371) or 

percentage of negative self ratings (eta2=0.563). 

Therefore, 56% of the variance in percentage of negative 

self ratings and 37% of the variance in VBN are explained by 

differences in the groups. In contrast, only 5-6% of the 

variance in alienation was explained by the effect of group. 

Within depressed groups, however, alienation was more highly 

associated with level of depression, whereas negative self 

was more related to level of anxiety. Since patient groups 
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were divided based on anxiety level in the present study, 

this division may have influenced the results of between-

group comparisons, yielding a more significant overall group 

effect for negative self. 

The higher level of alienation and lower self 

inconsistency associated with greater depression suggest 

that as depression increases, patients' self views become 

more solidified and consistent while perceived differences 

from significant others become amplified. Lower levels of 

depression are associated with more conflict and 

inconsistency in self perception. 

Present results suggest that anxiety, at least among 

depressed persons, is associated with a fundamental 

disturbance in self concept, characterized by increased self 

negativity and greater difference between actual self and 

self goals. The negative result of emotional specificity 

for discrepancy from ideal and ought selves may have been 

related to the emotional confounding of anxiety and 

depression in the patient sample used in the present study, 

or to some aspect of the Rep Grid methodology for eliciting 

ratings on these particular aspects of self. Whatever the 

reason, it is clear that individuals, patients, and controls 

alike did not discriminate between these two aspects of self 

discrepancy. It would appear that the result was not due to 



54 

a depression-related lack of cognitive effort or motivation, 

because the results were consistent across all groups. The 

low anxiety depressed group showed the most dissociation, 

but these self-discrepancy indices were still highly 

correlated in this group (r = .68). 

For normal controls, negative self image variables and 

self versus other variables (alienation and like self 

ratings of others) are highly interrelated. The more the 

self is viewed negatively, the more others are viewed as 

different from self and less like self. This positive 

relationship between view of self and alienation from others 

may help keep the self image of these non-depressed 

individuals in a state of positive homeostasis. It appears 

that, for these individuals, a negative self view has a 

corresponding negative effect on interpersonal 

relationships. The opposite may also occur - alienation 

from others may lead to a more negative view of the self. 

In contrast, for the depressed patients, these 

variables are less highly associated. Especially for the 

low anxiety depressed group, there was more dissociation 

among variables. For this group, negative view of self did 

not relate as strongly to interpersonal alienation. This 

dissociation may reflect attempts by these individuals to 

overcome their negative self view by focusing on ways in 
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which others are more like self. A focus on ways others are 

more similar to self lowers alienation and increases like 

self ratings of others. The higher association between 

negative self variables and interpersonal alienation for the 

high anxiety depressed group may represent a breakdown in 

attempts to overcome these effects when depression and 

anxiety are more severe. 

Present results are consistent with Space and Cromwell 

(1980) in confirming the presence of self factor valence 

inconsistency (SFVI) in depressed patients. Results of the 

present study further suggest that an inconsistent self view 

is correlated with lower levels of depression in depressed 

patients. In contrast, self inconsistency was found to 

correlate positively with depression and anxiety ratings in 

normal controls. This pattern of results suggests again 

that normal controls have a well-integrated sense of self 

and that inconsistencies in their self perception are 

associated with increased anxiety and depression. One may 

also conclude that depressed patients have become dislodged 

from their core role structure, and as a result, possess 

inconsistencies in self perception. The meaning of the 

negative correlation between self inconsistency and severity 

ratings in the depressed patients is less obvious. A 

possible explanation might be that the inconsistencies are 
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attenuated in the more severely symptomatic patients, 

because they adopt a more consistent, but negative self 

view. These patients tend to behave and think in ways that 

are consistent with a negative self view, thereby validating 

their altered core self construct system. 

Findings for self versus other difference varied, 

depending on how this variable was defined. When measured 

as actual self versus other difference (alienation), scores 

for normal control and low anxiety depressed patients were 

comparable, but significantly less than scores for the high 

anxiety depressed group. Low and high anxiety groups did 

not differ on this variable when level of depression was 

covaried, suggesting an association of this variable with 

level of depression. When measured as the percentage of 

like self ratings of others, all three groups differed from 

each other. This latter score is a less pure measure of 

self versus other difference, because it is dependent on, or 

confounded by, the percent of negative self ratings. When 

the effect of negative self rating was controlled for, the 

between group differences disappeared. Overall, these 

results suggest that negative view of the self accounts for 

the differences in self versus other perception in depressed 

patients. Results do confirm that a sense of 

differentness1 from others is found in patients with high 
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anxiety, more severe depression. The lack of this effect in 

low anxiety, less severely depressed patients suggests that 

these patients still maintain a relative sense of sameness 

or community with others. They may identify with and feel 

similar to others on the characteristics that form their 

core nondepressed self. In addition, or alternatively, they 

may alter their perspective on others to be more negative 

and more consistent with their negative self perception. 

In the high anxiety depressed group, age was negatively 

correlated with self image variables. This suggests that 

older patients perceive less difference between actual self 

and self goals. Depression in these older patients may be 

characterized less by self concept concerns and more by 

other characteristics, such as biological or vegetative 

symptoms. Younger depressed patients may experience more 

characterological or cognitive issues related to self 

discrepancy and self negativity as part of their depression. 

Winokur (Winokur, 1982; 1983; Winokur & Coryell, 1992) 

and Akiskal and colleagues (Akiskal, Rosenthal, Haykal, et. 

al, 1980) have described variants of depression (depression 

spectrum disease; character spectrum disorder) that are 

marked by a chronic course, more disturbance in 

interpersonal relationships, and positive family history of 

depression and alcoholism. These patients tend to be 
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younger at first episode of depression and less responsive 

to medication treatment- There may be proportionately more 

younger patients of this type represented in the high 

anxiety depressed group in this study. More of the older 

depressed patients may fall into the classic "involutional 

melancholia" category, suffering depression related to phase 

of life issues, such as retirement, poor health, or death of 

family members and friends. These subtypes might account 

for the observed age effects. 

Another possibility is that the older depressed 

patients may modify their self goals downward to more 

closely match their actual self perception. Older patients 

may be more susceptible to this type of reconciliation as 

they experience a lifetime of feedback regarding their 

relative achievements and successes in life. Through 

experience they lose the idealized optimism of youth and set 

lesser goals for themselves. They may gradually modify 

their goals downward to narrow the distance between their 

perception of actual self and their ideals for self. 

The greater proportion of depressed patients who were 

divorced, separated, or widowed might be related to the 

somewhat older age of these individuals, compared to the 

normal controls. Another possible explanation is that the 

stress and interpersonal loss that these individuals 
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experienced in a primary relationship is an etiologically 

significant factor in their depression. At least for the 

non-widowed individuals, it can be argued that the opposite 

might also be true: the depression experienced by these 

individuals has adversely influenced their primary 

relationships. 

Controls had significantly more education than 

depressed groups. Education was negatively correlated at a 

moderate level with the negative self image variables. This 

suggests that higher levels of education might dampen or act 

as a buffer against depression. In addition, although these 

differences were not significant, a higher proportion of 

controls were female and younger than patients. Although 

these differences were not statistically significant, their 

combined effect may have contributed to the overall results 

in undetected ways. 

There are several weaknesses inherent in the present 

study. One major limitation is the lack of a low 

depression, high anxiety group of patients. The present 

study compared patients with high and low levels of anxiety, 

but the level of depression for these groups also differed. 

The inclusion of a group of patients with anxiety disorders 

would have allowed additional informative comparisons by 
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providing a group of high anxiety patients who had lower 

levels of depression. 

Another area of weakness in the present study relates 

to the demographic characteristics of the groups. The 

majority of participants were white and middle class, which 

limits the generalizability of the results. Individuals 

from other racial groups or cultures could show different 

patterns of results. For example, members of groups and 

cultures in which family loyalty is highly valued and less 

emphasis placed on individuality may experience higher 

levels of negative emotions and psychopathology associated 

with interpersonal alienation. 

In addition, present results might not generalize to 

depressed inpatients or other settings, such as primary care 

clinics. Depressed participants in the present study were 

all outpatient volunteers, most of whom responded to local 

media advertisements for participation in antidepressant 

medication treatment studies. Similarly, normal controls in 

the present study could be significantly different in 

important ways from individuals in community-based or 

epidemiological samples. It is certainly the case that the 

normal controls in the present study are "super-normal" in a 

psychiatric sense, in that they have no personal or first-

degree family history of any psychiatric disorder. 
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Ratings of emotion used in the present study are not 

pure, in the sense that some items on the depression rating 

appear to measure anxiety-related symptoms and some items on 

the anxiety ratings appear to measure depression-related 

symptoms. Clinically, these two emotions are correlated, so 

in a practical sense they cannot be completely isolated. 

Theoretically, however, it is important to examine them 

separately. The most stringent clinical comparison would be 

between-extreme groups of individuals with relatively pure 

depression or anxiety. That is, one might take a measure of 

the difference between depression and anxiety ratings and 

use this as a basis for dividing the overall sample. Those 

with the greatest positive and negative difference scores 

would comprise the two groups for comparison. The impurity 

of clinical ratings themselves might be addressed by using 

factor analytically derived subsets of items measuring 

depression and anxiety. An alternative strategy would 

involve measuring emotions psychophysiologically. Self-

ratings of emotions would be expected to correlate most 

highly with views of self and others, however, because they 

are both based on subjective impressions. 

The Rep grid technique itself can be criticized on 

several counts. First, it forces verbal labeling of 

constructs, which may effectively omit primarily emotional 
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or nonverbal constructs. Many core constructs may be of 

this nature. Instructions to participants that the verbal 

labels did not have to make sense to anyone else or even be 

real words was used in the present study as an attempt to 

minimize this potential problem. 

Another area of uncertainty with the Rep grid technique 

is which elements to use. It was decided in the present 

study to elicit some elements based on a standard list of 

role titles and to supply the relevant self elements. This 

method was chosen in order to increase inter-person 

consistency of ratings. The meaning and relevance of these 

elements to each participant could not be controlled, 

however. It is no doubt the case that some elements were 

not as relevant to some participants as they were to others, 

or were more or less positive to different participants. 

For example, the element of "spouse or significant other" 

would have a different meaning for an individual who had 

been happily married for 20 years, than for a recently 

divorced individual or for someone who had never married. 

This individual difference influences the overall ratings, 

as illustrated by Benjafield and Green (1978) who showed 

that the positivity of the other elements systematically 

influences the overall percentage of positive judgments on a 
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repertory grid test. This does not invalidate the results, 

but does increase the between-participant variability. 

Another potential disadvantage to the Rep test, as 

mentioned by Gara et al. (1993) is the forced bipolarity 

imposed on the ratings. It is not possible to rate one 

element as possessing both poles of a construct dimension. 

Because the implicit pole of each construct was elicited via 

the instructions to list the 'opposite' of the emergent 

pole, the chance of an element possessing both poles of the 

dimension seems unlikely, if not logically impossible. The 

way in which the Rep grid ratings were assigned in the 

present study did allow participants to acknowledge the 

presence of varying amounts of the construct poles, by 

assigning ratings in the middle of the l-to-6 rating scale. 

For example, if a participant viewed their father as 

'reasonable' 80% of the time and 'unreasonable' the other 

20%, they could assign this element a score of 5 on the six-

point scale ranging from unreasonable to reasonable. 

Another potential weakness of the version of the Rep grid 

used here, that is possibly even more pronounced for the 

computerized version, is the cognitive complexity and level 

of abstraction necessary to complete the test. To complete 

this task successfully and validly, participants are 

required to think about themselves, clarify their goals and 
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ideals for themselves, as well as to perceive how they 

appear to others. In addition, they must make 

discriminations between people and between aspects of 

themselves, assigning a verbal label to the essence of these 

discriminations, as well as to their opposites. Present 

results suggest that this task is demanding, but able to be 

successfully completed by outpatients with a fairly broad 

range of depressive symptoms. It is less likely that 

patients with more severe disorders, such as inpatients or 

those with more limited intellectual or cognitive abilities 

would be able to complete this test. 

Directions for Future Research 

An ideal next study of the issues addressed in the 

present investigation would include a comparison group of 

patients with anxiety disorders. This would allow both 

comparison of results for anxious versus depressed groups as 

well as comparison of anxious patients with lower and higher 

levels of symptoms. The theoretical and clinical importance 

of discriminating between anxiety and depression has been 

emphasized by Clark and Watson (1991). Using measures of 

anxiety and depression that are as independent as possible 

and equally scaled would clarify results. It would be 

interesting to see if a group of anxious patients with lower 

levels of symptomatology would show the dynamic instability 
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exhibited by the low anxiety depressed group in the present 

study. It would also be interesting to see if differences 

arise when comparing different types of anxiety disorder, 

for example, panic disorder versus agoraphobia or obsessive-

compulsive disorder. Including both a Rep grid test as well 

as the Selves Questionnaire (Higgins, Klein & Straumna, 

1985) would make possible comparisons between results 

obtained with these two methods. Including ethnically 

diverse participants of a broad age range" would increase the 

generalizability of results. 

Clinical Implications 

Present results have implications for discriminating 

subtypes of clinical depression. Patients with more severe 

anxious depression in general have higher discrepancies 

between their actual self view and their ideals for 

themselves. They see themselves as different from others on 

major personally-relevant characteristics. Their self view 

might be difficult to change due to this perceived 

alienation from others. That is, if these patients do not 

see others as a relevant source of support and input for 

defining their sense of self, their self image might remain 

relatively stable. 

One might speculate that feelings of differentness and 

isolation would be particularly amenable to change in a 
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group therapy format, via sharing of feelings and a sense of 

community with others. On the other hand, Personal 

Construct Theory (Kelly, 1955a,b) would suggest that the 

depressed individual needs to achieve a sense of connection 

and personal empowerment specifically in areas of personal 

importance. Similarity to other depressed individuals might 

not move the patient out of the context of a depressed 

identity. An individual therapist might reduce alienation 

by focusing on the underlying self negativity experienced by 

the depressed patient. A variety of therapeutic techniques 

and theoretical orientations could be utilized to alter this 

self negativity. A constructivistic approach might focus on 

the remaining positive self constructs as a logical starting 

point, expanding their complexity and range of convenience. 

Delimiting the negative self constructs could also be used 

in conjunction with building on the positive aspects of 

self. Knowing that the high anxiety, more severely 

depressed patient is likely to see personal ideals and 

externally imposed goals as difficult or impossible to 

achieve suggests that behaviorally-based successive 

approximation in which small successes are emphasized and 

rewarded may be useful in gradually building up the 

patient's self esteem and sense of achievement and personal 

control. The consistency and positive regard of the 



67 

therapist is also a critical element in maintaining both 

emotional stability and a sense of positive interpersonal 

connection in these depressed patients. 

Results suggest that both low and high anxiety 

depressed patients have negative self perceptions but self 

versus ideal and ought differences are greater among the 

high anxiety depressed patients. These actual self versus 

self goal differences may represent a higher-order 

alteration in self esteem. Whereas patients in the low 

anxiety group have a negative view of themselves, they do 

not express as great a difference between their self 

perception and their self goals. Thus, intervention with 

these patients might be less difficult. Although these 

patients have a negative self view, the fact that it is not 

related to a generalized lack of achievement of fundamental 

goals suggests that treatment might be successful when a 

broad perspective is used. This would involve realistically 

assessing the areas in which goals are being achieved and 

identifying any specific areas that are deficient, reducing 

their perceived importance and/or improving skills in these 

areas. It might be the case that these patients' self 

negativity is related to specific failure experiences that 

have not generalized to a global negative self image 
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characterized by the higher order lack of achievement of 

fundamental goals. 

Results might also relate to other aspects of 

personality as well. In individuals with high needs for 

achievement, material and/or career success could act as a 

buffer against the development of depression. In contrast, 

individuals with high affiliative needs might be more 

susceptible to negative emotional effects of alienation. 

Conversely, they might be protected against depression by 

positive social support networks and family relations. 

These individual factors need to be taken into account in 

the psychotherapy treatment of each particular depressed 

individual. Positive factors, such as a good social support 

network or reinforcing aspects of self esteem by engaging in 

activities that are intrinsically interesting and rewarding 

can greatly assist therapeutic progress. 

Interpersonal therapy might be particularly well suited 

for treating patients with high alienation, since this 

therapeutic approach focuses attention directly on social 

skill deficits, interpersonal losses and relational dynamics 

that are a source of these patients' feelings of alienation. 

In contrast, cognitive or cognitive-behavioral therapies 

might be especially beneficial to depressed patients with 

less alienation. These individuals experience more 



69 

commonality and connection to others that can be used to 

obtain interpersonal feedback as a basis for correcting 

maladaptive assumptions. Constructivistic therapy, in its 

individualized approach to promoting adaptive growth in the 

construct system might be the therapeutic approach most 

directly targeted to understanding and altering maladaptive 

aspects of the individual's meaning system. For depressed 

patients, constructs with a primary range of convenience in 

the areas of self concept and interpersonal relationships 

would appear to be a fruitful area for therapeutic 

examination. Through an examination of the construct 

system, aided by assessment with the repertory grid, or 

other assessment methods, areas of conflict and inadequacy 

that are unique to the individual can be elucidated. 

Therapy targeting these particular areas of concern can then 

be applied in a personalized approach. 

With regard to the importance of individual 

differences, it should be noted that within the 

homogeneously defined groups of patients in this study, 

marked individual differences on all dependent measures were 

found. In treating individuals with depression, these 

unique characteristics are salient factors on which 

therapeutic efforts need to be focused. Identification and 

therapeutic focus on these areas of need should be 
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accomplished as efficiently as possible. An approach that 

incorporates a quantifiable examination of the individual's 

personal construct system can provide a focus and starting 

point for directing the course of therapy. The inherently 

collaborative approach necessitated by review and discussion 

of the results of the construct assessment can provide a 

basis for connection and establishment of a positive 

therapeutic relationship. It promotes the rapid 

identification of core issues in the individual's self and 

interpersonal perceptions that can then be directly 

addressed. Without this type of approach, the therapeutic 

alliance might be slower to develop and issues important to 

treatment might not be uncovered until later in the progress 

of therapy. A potentially important issue for some patients 

is their psychological readiness to acknowledge and address 

these issues early in treatment. Further examination of 

this important issue is indicated. 

Summary 

In summary, the present study confirms current 

theoretical emphasis on alterations in self image and view 

of others as important factors in clinical depression. It 

supports prior research in the area of personal construct 

psychology, showing that depression is characterized by a 

negative self view, discrepancies between actual self and 
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self goals, increased alienation from significant others, 

and inconsistencies in the structure of the self image. It 

further refines these general results by examining the 

influence of anxiety on these characteristics. Results 

suggest that when comparing within groups of depressed 

patients, higher levels of anxiety are associated with 

increased self negativity, and greater discrepancies between 

actual self and self goals. Increased levels of depression 

are associated with more alienation from significant others 

and more consistency in self image. 

Results also confirmed predictions based on the theory 

of interpersonal judgment (Lefebvre, Lefebvre & Adams-

Webber, 1986). Depressed patients showed alterations in 

judgments of self and others from optimal ratios. Altered 

percentages of like-self views of others appeared to be 

based to a large extent on more negative views of the self 

in depressed patients. Normal controls exhibited a 

positivity bias in their ratings of self, giving positive 

self ratings on approximately 80% of constructs, which is 

similar to the proportions reported by normal controls in 

other studies (Adams & Adams-Webber, 1992). 

Results provided only partial support for the self 

discrepancy theory of emotionality (Higgins, 1987). Unique 

effects of depression and anxiety on aspects of self and 
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interpersonal perceptions were identified, but ideal and 

ought self guides were not dissociated. This very high 

correlation between self guides may have been related to 

methodological factors or to sample characteristics. 
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Table 1 

Clinical Mood Ratings for the Three Participant Groups 

High Anxiety Low Anxiety Normal 

Depressed Depressed Control 

(n = 27) (n = 29) (n = 28) 

Mean (SD) Mean (SD) Mean (SD) 

STAIS 55. 4(7 • 7)a 47 .8(6. 6) b 25. 9(5. l)c 152. 6 < • 001 

STAIT 65. 6 (3 . 8) a 52 .2(6. 5)b 26. 4 (4. 8) c 409. 7 <• 001 

BDI 28. 9(8 .0)a 22 .1(6. 9)b 0. 8(1. 5) c 129. 4 <. 001 

Note. STAIS = State Trait Anxiety Inventory score - State 

Form, STAIT = State Trait Anxiety Inventory score - Trait 

Form, BDI = Beck Depression Inventory score. 

Different superscripts denote significant group differences 

by Duncan's multiple range tests. 
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Table 2 

Demographic Data for the Three Participant Groups 

High Anx 
Depressed 
(n - 27) 

Low Anx 
Depressed 
(n = 29) 

Normal 
Control 
(n = 28) 

n {%)' n (%) n (%) Chi2 E 

Gender: 

Male 13 (48.2) 12 (41.4) 8 (28.6) 2.29 0.32 

Female 14 (51.9) 17 (58.6) 20 (71.4) 

Race: 

White 23 (85.2) 28 (96.9) 25 (89.3) 2.17 0.34 

Other 4 (14.8) 1 (3.1) 3 (10.7) 

[Afr Am 3 0 1] 

[Asian 0 0 2] 

[Hispan 1 1 0] 

Marital: 

Single 8 (29.6) 4 (13.8) 9 (32.1) 10.94 0.03 

Married 12 (44.4) 12 (41.4) 17 (60.7) 

Div/Sep/Wid 7 (25.9) 13 (44.9) 2 (7.1) 

Mean (SD) Mean (SD) Mean (SD) F R 

Age: 38.9(9.4) 41.9(10.6) 36.1(12.4) 2.9 0.09 

Education: 14.1(2.3) 14.7(2.2) 18.0(2.9) 39.3 <.001 
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Table 3 

Self and Other Ratings for the Three Participant Groups 

High Anxiety Low Anxiety Normal 
Depressed Depressed Control 
(n = 27) (n = 29) (n = 28) 

Mean (SD) Mean (SD) Mean (SD) 

AI 2. 4 (0 . 7 ) a 1 . 8 (0 . 7 )b 1. 0(0.6)° 30. 4 <. 001 

AOO 2. 2 (0 . 8 ) a 1 .6(0.6)b 1. 0(0.6)° 22. 4 <. 001 

Alien 1. 5(0.6)a 1 .2(0.5)b 1. 0 (0 . 4)b 5 . 7 • 005 

VBN 77. 4 (19.4)a 67 .0(22.7)a 43. 6(23.l)b 17. 4 <. 001 

SFVI 72. 1(31.7)a 66 .0(30.2)a 34. 2(37.7)b 10. 3 <. 001 

LSP 60. 6(12.9)a 61 .1(11.6)a 68. 2 (8 .9)b 3. 9 • 02 

LSN 39. 7(13.4)a 45 .6(14.8)a 47. 6(20.6)a 1. 6 * 12 

LST 50. 1(10.9)a 56 .7(10.8)b 64. 2(12.2)° 10. 7 <. 001 

NSLF 55. 4 (18.3)a 37 .2(21.3)b 19. 8(18.8)° 22. 8 <. 001 

Note. AI = actual self vs. ideal self discrepancy, AOO = actual 
self vs. ought self discrepancy (others' standpoint), Alien = 
alienation, SFVI = self factor valence inconsistency, VBN = 
variance based self negativity, LSP = % like self ratings of 
others on positive self-rated constructs, LSN = % like self 
ratings of others on negative self-rated constructs, LST = % 
like self ratings of others-total, NSLF = % negative self 
ratings. 
Different superscripts denote significant group differences by 
Duncan's multiple range tests. 
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Table 4 

Correlation Matrix of Demographic, Severity, Self and Other 

Variables for the High Anxiety Depressed Group (n = 27) 

AOO ALIEN SFVI VBN NSLF LSP LSN LST AGE EDUC BDI STAIS STAIT 

AI .90 .60 .13 .47 .76 -.25 .03 -.52 -.57 -.59 .27 -.18 .04 

AOO .60 .15 .41 .73 -.31 .03 -.51 -.39 -.49 .28 -.09 .22 

ALIEN .07 -.09 .41 -.52 -.38 -.83 -.57 -.37 .21 -.11 .24 

SFVI --01 .03 -.31 .18 -.26 -.32 -.06 -.45 -.33 -.18 

VBN .38 .57 -.25 -.01 -.39 -.43 .04 -.33 -.33 

NSLF -.25 .20 -.57 -.21 -.38 .12 -.22 .07 

L s p -.41 .53 .01 .13 -.01 -.17 -.15 

LSN .24 -.02 -.01 -.04 .20 .03 

L S T .25 .35 -.14 .22 .01 

AGE .52 .03 .32 .14 

EDUC* -.08 .29 .10 

BDIb .38 .16 

STAIS .37 

Note. AI = actual self vs. ideal self discrepancy, AOO = actual self 

vs. ought self discrepancy (others' standpoint), Alien = 
alienation, SFVI = self factor valence inconsistency, VBN = 
variance based self negativity, NSLF = % negative self ratings, 
LSP = % like self ratings of others on positive self-rated 
constructs, LSN = % like self ratings of others on negative 
self-rated constructs, LST = % like self ratings of others -
total, EDUC = number of years of education, BDI = Beck 
Depression Inventory, STAIS = State Trait Anxiety Inventory -
State Form, STAIT = State Trait Anxiety Inventory - Trait Form. 
a n = 26, b n = 25, r > .38 or r -.38 is significant at £ < .05. 
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Table 5 

Correlation Matrix of Demographic, Severity, Self and Other 

Variables for the Low Anxiety Depressed Group (n = 2 9) 

A00 ALIEN SFVI VBN NSLF LSP LSN LST AGE EDUC BDI STAIS STAIT 

AI .68 .17 .52 .63 .77 

*3* 
CM

 

1 .17 

CM
 

1 -.12 i o 

00 
o
 -.31 .14 

AOO .02 .55 .59 .71 -.14 .03 -.31 -.31 -.26 .25 -.32 .06 

ALIEN .07 -.37 .31 -.61 -.27 -.69 -.18 -.24 .24 -.14 .04 

SFVI -.46 .73 -.18 .17 -.31 -.27 -.14 -.33 -.39 -.02 

VBN .51 .40 -.05 -.09 -.06 .32 -.31 -.49 -.05 

NSLF -.35 -.01 -.61 -.42 -.22 -.26 -.32 .04 

LSP -.18 .75 .04 .16 -.17 -.10 -.07 

LSNa .50 -.04 -.22 -.27 .24 .05 

LST .19 .19 -.08 .12 .01 

AGE .32 .25 .30 .15 

EDUCb -.06 .18 .09 

BDI .46 .05 

STAIS .17 

Note. AI = actual self vs. ideal self discrepancy, AOO = actual self 
vs. ought self discrepancy (others' standpoint), Alien = 
alienation, SFVI = self factor valence inconsistency, VBN = 
variance based self negativity, NSLF = % negative self ratings, 
LSP = % like self ratings of others on positive self-rated 
constructs, LSN = % like self ratings of others on negative 
self-rated constructs, LST = % like self ratings of others -
total, EDUC = number of years of education, BDI = Beck 
Depression Inventory, STAIS = State Trait Anxiety Inventory -
State Form, STAIT = State Trait Anxiety Inventory - Trait Form. 
a n = 27, bn = 28, r > .36 or r < -.36 is significant at £ < .05. 
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Table 6 

Correlation Matrix of Demographic, Severity, Self and Other 

Variables for the Depressed Group (n = 56) 

AOO ALIEN SFVI VBN NSLF LSP LSN LST AGE EDUC BDI STAIS STAIT 

AI .84 .48 .33 .59 .80 -.23 .14 -.53 -.36 -.34 .27 -.01 .39 

AOO .45 .33 .53 .76 -.22 .08 -.48 -.37 -.21 .23 -.05 .39 

ALIEN .10 -.13 .43 -.54 -.36 -.78 -.27 -.34 .32 -.13 .29 

SFVI -.26 .41 -.25 .16 -.30 -.30 -.11 -.29 -.27 -.03 

VBN .50 .46 -.18 -.03 -.23 -.08 -.01 -.23 .15 

NSLF -.28 .01 -.63 -.36 -.32 .12 -.01 .36 

LSP -.11 .62 .03 .15 -.10 -.13 -.08 

LSNa .41 .01 -.09 -.23 .08 .14 

LST .25 .30 -.25 .01 -.23 

AGE .42 .04 .19 -.03 

EDUCa -.16 .02 . ,06 

BDIa .53 . ,37 

STAIS .50 

Note. AI = actual self vs. ideal self discrepancy, A00 = actual self 
vs. ought self discrepancy (others' standpoint), Alien = 
alienation, SFVI = self factor valence inconsistency, VBN = 
variance based self negativity, NSLF = % negative self ratings, 
LSP = % like self ratings of others on positive self-rated 
constructs, LSN = % like self ratings of others on negative 
self-rated constructs, LST = % like self ratings of others -
total, EDUC = number of years of education, BDI = Beck 
Depression Inventory, STAIS = State Trait Anxiety Inventory -
State Form, STAIT = State Trait Anxiety Inventory - Trait Form. 
an = 54, r > .26 or r < -.26 is significant at £ < .05. 
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Table 7 

Correlation Matrix of Demographic, Severity, Self and Other 

Variables for the Normal Control Group (n = 28) 

AOO ALIEN SFVI VBN NSLF LSP LSN LST AGE EDUC BDI STAIS STAIT 

AI .91 .22 .44 .77 .73 -.64 -.36 -.74 .07 -.33 .39 .22 .34 

AOO .31 .46 .80 .72 -.62 -.46 -.78 .13 -.29 .31 .10 .23 

ALIEN -.09 .11 .44 -.49 -.45 -.56 .26 -.03 -.06 -.38 -.23 

SFVI .54 .59 -.36 -.16 -.51 -.17 -.21 .40 .40 .52 

VBN .78 -.43 -.50 -.65 -.16 -.39 .01 rZl .40 

NSLF -.74 -.40 -.89 -.05 -.19 .21 .14 .36 

LSP .20 .91 -.16 -.07 -.21 -.12 -.25 

LSNa .55 .02 .35 .08 -.05 • -.27 

LST -.11 .09 -.23 -.11 -.33 

AGE -.10 .40 -.07 -.06 

EDUC -.33 .05 -.18 

BDIb -.01 .26 

STAIS .70 

Note. AI = actual self vs. ideal self discrepancy, AOO = actual self 
vs. ought self discrepancy (others' standpoint), Alien = 
alienation, SFVI = self factor valence inconsistency, VBN = 
variance based self negativity, NSLF = % negative self ratings, 
LSP = % like self ratings of others on positive self-rated 
constructs, LSN = % like self ratings of others on negative 
self-rated constructs, LST = % like self ratings of others -
total, EDUC = number of years of education, BDI = Beck 
Depression Inventory, STAIS = State Trait Anxiety Inventory -
State Form, STAIT = State Trait Anxiety Inventory - Trait Form. 
a n = 22, b n = 23, r > .36 or r < -.36 is significant at £ < .05. 
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