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ABSTRACT

Objectives Clinical and theoretical literature suggests that some people who present
with psychological problems have a poorly developed sense of their own identity. It has
also been suggested that cognitive theory and therapy does not always adequately
identify, conceptualise, and address these identity problems. The current study aims to
develop a self-report questionnaire measure to assess these identity problems. It also tests
some specific hypotheses about the relationship between identity problems and other
psychological constructs, including borderline personality disorder symptomatology,
anxiety and depression.

Design The study is a cross-sectional questionnaire study, using a within-subjects
design, in a non-clinical population.

Method The study was internet based and participants completed the questionnaire
measures online. Questionnaires included the: new Identity Questionnaire; Hospital
Anxiety and Depression Scale (HADS); Borderline Symptom List-23 (BSL-23);
Rosenberg’s Self-Esteem Scale (RSE) and Socially Desirable Response Set (SDRS-3).
Participants (N =535) completed the questionnaires as listed above and also provided
demographic information on gender, age, occupation and education.

Results Four coherent factors emerged from the exploratory factor analysis. These
were examined to determine themes that characterised the items contained in them. The
four subscales were respectively labelled as: no sense of self; self defined by social
roles/context; internal regulation and lack of belonging/connectedness. The results
suggested overall good convergent and divergent validity for the new Identity
Questionnaire. Further analyses confirmed the predicted positive relationship between
levels of borderline personality disorder symptomatology, anxiety and depression, and

identity problems.

Conclusion The results suggested that the Identity Questionnaire might be a useful
clinical and research tool. Replication of this study, and extension to a clinical
population, is recommended to further establish the validity and reliability of the

questionnaire’s psychometric properties.
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1 Introduction

The concept of identity has long been considered to be important in our understanding of
psychological distress. The way individuals view themselves has an influence on how
they interpret the world (Teasdale, 1995), on their emotions, including mental health
(Brewin, 1996; Brewin, 1988, cited in Kapur et al., 2006), and on their behaviour
(Bandura et al.,, 1977). It has been suggested that some people who present with
psychological problems have a poorly developed sense of their own identity (Butler,
2002; Butler, 2004). Within a cognitive framework, Butler (2004) gives examples of the
types of statements people with identity problems make about themselves. These
statements include: ‘I have no value’; ‘I’m both here and not here’; ‘I’m not real’;
“There’s no real me’; ‘I’m a non-person’; ‘I don’t really exist’; ‘I don’t know how to be
me — what 1t would mean to be me’; ‘There’s no one there’; ‘There’s no space for me’
(Butler, 2004, p.295). Butler (2004) suggests that this group of people find it difficult to
make use of cognitive therapy. She also suggests that the cognitive theories underlying
cognitive therapy and also schema focussed therapy (which focuses more on perception
of the self) do not adequately account for these “identity” difficulties, and that this may

be what makes 1t difficult to know how best to intervene in clinical practice with this

group (Butler, 2004).

1.1 Overview

The current study aimed to develop a questionnaire measure to tdentify individuals who
have a poorly developed sense of their own identity. It also aimed to explore relationships

between 1dentity problems as assessed by the Identity Questionnaire and other



psychological problems, particularly borderline personality disorder symptoms. The
Identity Questionnaire in the current study built on the semi-structured interview devised
by Padgett (2006). The vision is that this Identity Questionnaire can be used as a clinical
and research tool to help identify individuals who experience identity difficulties and to

develop and tailor clinical interventions designed specifically for them.

1.2 Identity and the Self

Various terminologies have been used within the literature on identity. One definition of
identity is that an individual’s identity relates to that person’s life-story and the meaning
they give to life and its purpose (Rogers, 1951, cited in Hoyle et al., 1998). Erikson
(1959, cited in Wallace-Broscious et al., 1994) discussed identity in relation to one’s
conscious sense of individual identity, one’s unconscious striving for continuity of
personal character, and one’s ability to maintain an inner solidarity and i1dentity. The term
Identity has often been used interchangeably with self and has been described 1n a range
of different ways. Terms used include ‘self-concept, ‘self-representation’, ‘self-image’,
‘self-esteem’, ‘self-worth’, ‘self-evaluations’, ‘self-perceptions’, ‘self-schemas’, ‘self-
affects’ and ‘self-efficacy’. Self-schemas have been defined as knowledge structures
developed by individuals to understand and explain their own social experiences (Markus
& Sentis, 1982, cited in Onorato & Turner, 2004). Padgett (2006) refers to ‘self-
difficulties’ and Butler (2004) refers to ‘identity problems’. Examples of identity
problems in clinical practice include not teeling like a person; not knowing or having a
self-concept; being unable to reflect on one’s thoughts, feelings or experiences; not

having a sense of cohesion or connectedness; defining one’s self through external



sources; having no self-value or self-worth and not being able to connect with others
(Butler, 2004; Padgett, 2006). The term ‘Identity’ is frequently used by social
constructionist writers (Burr, 1995). Burr (1995) noted that using this term “avoids the
essentialist connotations of personality, and is also an implicitly social concept” (p.30).
Social constructionism emphasises how identity depends on context, i.e. it views identity
as a social concept. The term “identity problems” will be used in the current study to refer
to the broad set of self-difficulties described by Butler (2002; 2004) and Padgett (2006).
Although both have approached the topic from a cognitive perspective, both have also
drawn on a wide range of other theories in their work, including those that incorporate

psychodynamic and social dimensions of the self. A similar approach will be used here.

1.3 Cognitive Theory and ldentity/Self

1.3.1. Cognitive Theory

The most widely used theory underlying the development and application of Cognitive
Therapy is Beck’s cognitive theory (Alford & Beck, 1997; Beck, 1991; Clark & Fairburn,
1997). Beck’s cognitive theory suggests that the self plays a central role in psychological
problems. It highlights the role of rigid, or what he terms ‘maladaptive’, self-schema
which arise from adverse early experiences and make individuals vulnerable to
psychological problems (Beck et al., 2004). Cognitive theory suggests that schemata

related to one’s self are activated in psychological problems. This model is presented in

Figure 1.



Early experience

[}

Formation of dysfunctional schemata with associated beliefs and assumptions
(Including beliefs and assumptions about the self)

[

Trigger(s)

[

Activation of the beliefs/assumptions within the schema

[

Negative automatic thoughts (including about Identity/Self)

[

e.g. “I have no value”; “I am a non-person”

] [

Behaviour e.g. don’t Feelings e.g. sad/anxious
Look after self/ social

withdrawal

Physiology e.g. physical symptoms of anxiety and/or depression

Figure 1 Diagrammatic presentation of ldentity/Self in Cognitive Theory
(Diagram based on Beck’s Cognitive Model (Clark & Fairburn, 1997).)



1.3.2 Schema Focussed Theory

Schema Therapy i1s an integrative approach and combines theory and techniques from
Cognitive Therapy, Psychodynamic, Gestalt, and Attachment approaches (Young, 1999).
Schema Therapy is often used in the treatment of individuals with chronic and/or
complex emotional disorders (Young, 1999). Young (1999) identifies 18 early
maladaptive schemas in this theory and groups them into five domains. These domains
are: disconnection and rejection; impaired autonomy and performance; impaired limits;
other-directedness; and over-vigilance and inhibition. Schemas vary between individuals,
and can be captured by Young’s Schema Questionnaire (Young, 1999). Schema Theory
has extended the conceptualisation of Beck’s notion of schemas to include emotions and

sensations. This broader conceptualisation may be important in understanding the

expertences and early memories of individuals who have identity problems (Padgett,

2006).

1.3.3 Schema Modes

Young’s theory extends to the concept of schema modes (Young et al., 2003). Schema
modes are the moment-to-moment emotional states and coping responses that individuals
experience. Young (1999) described a mode as an extremely strong theme regarding the
self and others that individuals learned at a very young age and that is self-defeating. He
pointed out that “it has the strength ot a lifetime of memories and of constant repetition to
back it up” (Young, 1999, p.30). Schema modes are often triggered by life situations that
individuals are oversensitive to, the so-called “emotional buttons” (Kellogg & Young,

2006). A schema mode is activated when particular schemas or coping responses have

10



erupted into strong emotions or rigid coping styles that take over and control an
individual’s functioning. A schema mode is also viewed as a facet of the self, which
involves specific schemas or coping responses that have not been fully integrated with
other facets. According to this perspective, schema modes can be characterized by the

degree to which a particular schema mode state has become dissociated, or cut off, from

an individual’s other modes.

1.3.4 Schema and Personality Disorder Symptomatology

The term Dissociative Identity Disorder (formerly referred to as Multiple Personality
Disorder) (American Psychiatric Association, 1994) is used to describe individuals who
flip into schema modes that are at the extreme end of the dissociative spectrum.
Dissociative Identity Disorder reflects a failure to integrate various aspects of identity,
memory, and consciousness to the extent of experiencing different personality states
(American Psychiatric Association, 1994). The mildest form of a schema mode, at the
other extreme, is a normal mood shift, such as a lonely mood or an angry mood that may

be experienced by most people at a certain point in their hives.

Young has proposed a specific schema mode model of Borderline Personality Disorder
(BPD), and hypothesised that these individuals tend to flip between maladaptive schema
modes. Borderline personality disorder 1s characterised by lack of control of anger,
intense and frequent mood changes, impulsive acts, disturbed interpersonal relationships,
and life-threatening behaviours, e.g. self-harming behaviour (American Psychiatric

Association, 1994). Based on the schema mode model (Young et al., 2003), individuals

| ]



with borderline personality disorder are characterised by four maladaptive modes, namely
detached protector, punitive parent, abused/abandoned child, angry/impulsive child
(Amtz et al., 2005). Individuals who suffered trauma often experience difficulties due to
the lack of development of healthy self-representations (Segal & Blatt, 1993). This 1s
evident in children (Segal & Blatt, 1993) who suffer from Post-Traumatic Stress Disorder
(PTSD) (American Psychiatric Association, 1994). It is well documented that individuals
who suffer from Borderline Personality Disorder often suffered significant trauma and
abuse (American Psychiatric Association, 1994). If a child suffered trauma at a very early

age (say before aged 2 years), their identity formation may have been shattered and not

given the opportunity to develop healthily.

1.4 Limitations of Cognitive Therapy and Schema Focussed Therapy

There 1s evidence that cognitive therapy based on Beck’s cognitive theory is an effective
treatment for many anxiety disorders, depression, and low self-esteem (Westbrook &
Kirk, 2005; Elkin et al., 1989). However, a sizeable minority of patients do not appear to
benefit, particularly in everyday clinical practice. Westbrook and Kirk (2005) conducted
a large study on the efficacy of psychological treatment in routine clinical practice. The
authors examined data from 1,267 patients who suffered from a range of disorders and
who were treated with Cognitive Behavioural Therapy (CBT) within the NHS between
1987 and 1998. Pre- and post-measures on the Beck Depression Inventory (BDI) (Beck et
al., 1996) and Beck Anxiety Inventory (BAI) (Beck et al., 1988) were completed. The

results indicated that by the end of treatment only about half of the patients were reliably

improved, and only approximately one third had recovered into the normal range. The

12



data also indicated that there was no reliable change shown in BDI scores for over 40%

of the patients.

This finding is consistent with those of other studies that have explored the
‘effectiveness’ of treatments, i.e. clinical outcomes using clinical samples in naturalistic
settings. Overall, a less consistent picture of clinical effectiveness emerges than in more

highly controlled treatment research trials (Roth & Fonagy, 2004).

Butler (2002) highlighted that often “we only make a big difference to relatively tew
people” in psychological treatments (p.291), and that insufficiently eftective treatments,
comorbidity, problems with techniques and also problems of identity, raise difficulties in

clinical practice for clinicians (Butler, 2004).

There are very few studies of the eftectiveness of schema focussed therapy although
schema focussed therapy is often considered particularly appropriate for people with
personality disorder symptomatology and ‘identity’ problems. Nevertheless, some recent
evidence suggests that schema focussed therapy can be helpful in borderline personality
disorder (Nordahl & Nysaeter, 2005). A large randomised controlled trial also suggests
positive outcomes for schema focussed therapy with borderline personality disorder
(Giesen-Bloo et al., 2006) and Arntz and colleagues (2005) found empirical evidence in

support of schema mode therapy for Borderline Personality Disorder.

13



1.5 Predicting response to cognitive therapy

Various studies have identified characteristics of individuals who do not respond to
traditional Cognitive Behavioural Therapy. These include chronic or more severe levels
of depression (e.g. Elkin et al., 1985); perfectionistic traits (e.g. Shafran & Mansell,
2001); more severe anxiety traits and generalised anxiety disorder (Sanderson et al.,
1994); and individuals with a label of personality disorder (e.g. Beck et al., 2004).
Experience gained from clinical practice also suggests that individuals who express
identity problems do not respond well to CBT (Butler, 2002; Butler, 2004). Of these sub-

groups, individuals with identity problems have received the least research and empirical

investigation. The current study aims to address this gap in the research.

1.6 Conceptualisation of Identity/Self in cognitive theory and schema
focussed theory

Despite numerous investigations in the domain of the self, a cognitive theory ot identity
problems has not yet been outlined in detail. This makes it difficult to know how best to
formulate such experiences, and how to provide effective treatment in clinical practice.

Butler (2004) highlighted the following difficulties faced in clinical practice when

identity problems are apparent.

Absence of self:

Cognitive therapy is based on the assumption that individuals can access their own

thoughts and emotions, but this is not fulfilled in individuals who do not know what they
think or feel (Butler, 2002; Butler, 2004). Without a core sense of self or identity, the

techniques that are used in Cognitive Therapy may not work effectively. Butler (2004)

14



suggests that treatment needs to focus on the discovery and construction of the
individual’s sense of self in such cases.

Experiential self:

Many of the experiences that are reported by individuals in clinical practice include
experiential descriptions of emotional, relational and inner-felt sense experiences of the
self. Butler (2004) suggests that it is difficult to know how best to understand, formulate,
and treat this experience, that we currently lack a concrete conceptual framework for
these experiences, and that traditional cognitive theory does not provide one.

Global self:

Distinctions are often made in the literature between global and domain-specific self-
evaluations. Global evaluations refer to the global characteristics of an individual, and
have often been termed self-esteem or self-concept (Harter, 1999). Domain-specific
evaluations refer to an individuals’ competence within particular domains (Harter, 1999).
Cognitive therapy typically segments and operationalises global and domain-specific
evaluations into specific areas of focus, for example exploring thoughts, feelings and
behaviour, or self-directed attention in specific sttuations (Butler, 2002). However, it does
not yet provide guidance on the breakdown of a global and all-encompassing construct of

the whole individual, when there are problems in identifying its existence (Butler, 2002).

1.7 Psychodynamic and developmental theories

Modern psychodynamic theory suggests that psychological problems and ‘self-
difficulties’ (identity problems) are closely related (Segal & Blatt, 1993). Psychodynamic

theorists have primarily explored the self through phenomenological investigation, and
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this has usually been closely linked to a developmental approach. In exploring the self,
psychodynamic theorists focus on the ‘experience’ of the self and emphasize the

formation of the self as a developmental process in a relational context (Segal & Blatt,

1993).

This approach provides a comprehensive theory, integrating developmental and
interpersonal factors in the development of self. Studies within this field have been
exploratory but they have identified similar issues to those noted by Butler (2004),
including difficulties in a sense of agency; relatedness; ability to tolerate contradiction
and difficulties with integration of the sense of self. Particular emphasis 1s given to an
individual’s first three years of development and the need for appropriate expertences of
emotional dialogue, communication, attachment and separation between the carer and
child 1s highlighted. It i1s hypothesised that these may impact on the first two
developmental stages of the self: the “rudimentary self”, from birth to 22 months, and the
“Introjected self”, from 30 months onwards (Blatt & Bers, 1993). The mature self does
not develop until late adolescence when these two stages become integrated and

increasingly complex.

Individuals with borderline personality disorder experience particularly severe identity
problems, but what exactly leads to these identity problems and any borderline
psychopathology (Linehan, 1987) remains a matter of considerable debate. Individuals
who suffer from Borderline Personality Disorder have often suffered significant trauma

and abuse (American Psychiatric Assoctation, 1994). One possibility is that if a child has

16



suffered trauma at an early age, their identity formation may have been shattered and they
have not been given the opportunity to develop healthily, with resultant identity

problems.

1.8 Empirical support for the presence of identity problems in clinical
populations

Padgett (2006) investigated experiences of the self and mental health difficulties, and
focused specifically on depression. Twenty participants were recruited from clinical
psychology departments, aged between 18 and 60 years. This exploratory study compared
individuals with a primary diagnosis of clinical depression to a non-clinical control group
of non-depressed individuals. The design was a between-subjects design using
questionnaire measures, as well as a semi-structured interview. The findings suggested
that individuals with depression experience difficulties with their sense of self or identity
that are consistent with Butler’s clinical observations (Butler, 2002; Butler, 2004).

Therefore, preliminary empirical support for the existence of identity problems in a

clinical population has been found (Padgett, 2006).

1.9 Relationship between Identity Problems and other psychological
problems and symptoms

I[dentity problems and symptoms such as anxiety, depression, low self-esteem and
borderline personality disorder are likely to be related. Borderline personality disorder
symptomatology 1s of particular interest as a particularly significant example of identity

problems (Fuchs, 2007; Bohus et al., 2007), and will be investigated here.
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1.9.1 ldentity and Self-esteem

Self-esteem is regarded as one of the most important constructs for understanding
individuals and a link has been made between self-esteem and a wide range of
psychological difficulties, including anxiety and depression (Wittkowski, 2006). Low
self-esteem is a vulnerability factor in the development of depression and psychosis, and
an increase in the prevalence of mental illness in general has been associated with low
self-esteem (Cater et al., 2006). Wittkowski (2006) noted that there are over 200
published measures of self-esteem (Blascovich & Tomaka, 1991, cited in Wittkowski,
2006), yet they are mostly idiosyncratic and poorly validated. Although questions have
been raised about whether the Rosenberg Self-Esteem Scale (RSE) accounts fully for the
multi-dimensional and complex nature of self-esteem, it remains the most widely used
measure. The term self-esteem signifies an intrapsychic cognition and has been described
as “an attitude that evaluates the selt” (Baumeister et al., 1989, p.573). Selt-concept and
self-esteem are often used interchangeably within the literature and both refer to self-
attributions (Greenwald et al., 2002), linking to one’s identity. However, the nature of the

theoretical relationship between 1dentity (e.g. as defined here) and self-esteem is unclear

(e.g. Marsh, 1987).

1.9.2 ldentity and Borderline Personality Disorder

Pathology of self and identity is seen as an important aspect of borderline personality
disorder (BPD) (Westen & Cohen, 1991, cited in Segal & Blatt, 1993). Several features
characterise the identity of individuals with borderline personality disorder. One is a

‘split’ within the self or identity which often consists of contradictory representations
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(Segal & Blatt, 1993), in Psychodynamic perspective. Other identity disturbances are
apparent in the evaluative representations of borderline individuals, i.e. representations of
the wished-for, feared, and ideal self that are compared with actual representations. One
key aspect of these is their all-or-nothing nature. Discrepancies between representations
are often enormous and may cause problems with identity or the self to escalate, which
has parallels with a previous discussion on Dissociative Identity Disorder.
Representations may also be confused, and poorly differentiated from actual
representations, and highly transitory. The subjective sense of selt i1s usually disrupted
significantly in borderline individuals. “Identity diffusion”, as outlined below, frequently
presents within the framework of a poorly developed sense of self or identity (Segal &

Blatt, 1993). More generally, borderline individuals experience a diffusion of identity.
The lack ot consistently invested goals, values, i1deals, and relationships over time — or
the temporary hyperinvestment in totalistic value systems that offer black-and-white
interpretations of events or idealized and hypercathected relationships — leads to a sense
of emptiness and meaningless and to a lack of coherence to the way the person behaves”
(Westen & Cohen, 1991, cited in Segal & Blatt, 1993, p.353). These difficulties may be
related to impulsivity and affect dysregulation (Clarkin & Posner, 2005, cited in Fuchs,
2007), splitting (Kernberg, 1975, cited in Fuchs, 2007) and fragmented identity
(Wilkinson-Ryan & Westen, 2000, cited in Fuchs, 2007) and result in lack of capacity to
establish a coherent self-concept (Fuchs, 2007). Self-esteem of individuals with
borderline personality disorder is also subject to extreme fluctuation, particularly in a

negative direction.
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1.10 Rationale for current study

The concept of identity is central to our understanding of psychological distress. It has
been suggested that individuals with psychological problems have a poorly developed
sense of their own identity (Butler, 2002; Butler, 2004). Preliminary empirical support
has been found for the existence of such identity problems in a clinical population
(Padgett, 2006), and it has been suggested that the self plays a central role in clinical
depression. Padgett (2006) recommends that further research in the field of the
self/identity is of potential benefit to future clinical practice. She suggests that future
research should focus on the development of a self-report questionnaire measure, which
would help identify individuals who experience identity problems and be useful in
research designed to. investigate the nature of the phenomena, and its links to
psychological symptoms, as well as useful in theory development. The current study
aimed to explore identity problems further based on Padgett’s (2006) study, and more

specifically in relation to borderline personality disorder symptomatology.

The focus of the current study is therefore to develop a self-report questionnaire measure
(DeVellis, 2003; Rust & Golombok, 1999) in order to be able to assess identity problems
systematically (Butler, 2004; Butler, 2002; Padgett, 2006). There 1s not currently a
psychometrically sound self-report measure for assessing identity problems and this
would be a valuable tool for clinical and research purposes. In clinical settings it could be
used to help identify individuals with significant identity problems so that psychological
interventions may be adapted for these clients, as recommended by Butler (2004). A

measure could also be used as a research tool to help clarify relationships between
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identity problems and related concepts (e.g. self-esteem, different schema domains and
various psychological problems). This might aid the development of theory and treatment
for a range of clinical problems, including borderline personality disorder. It has been
suggested that borderline personality disorder is the most frequently diagnosed
personality disorder in clinical settings (Widiger & Trull, 1993, cited in Trull et al., 1997)

and thus 1t 1s of great clinical concern.

It is believed that cognitive therapy is less effective for individuals who have a poorly
developed sense of self (Butler, 2004), i.e. those who experience difficulties due to a
poorly developed identity. It is anticipated that a questionnaire measure could be used in
clinical settings to identify individuals with such difficulties. Cognitive Therapy, for
instance, might then be adapted in the future on an individual basis for this client group as
suggested by Butler (2004). Given the likely links between identity, self-esteem and
borderline personality disorder the current study will examine their relationship,

particularly the ability of any new measure to predict borderline personality disorder

symptomatology.
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1.11 Research Questions

[. Can areliable and valid self-report measure of identity problems be developed?
a) Do coherent/meaningful themes emerge from a factor analysis?
b) Do the subscales computed have good internal reliability/consistency?
¢) Does the measure have good construct validity? Does it have convergent
validity (i.e. does it correlate moderately with measures of anxiety,
depression and self-esteem?) Does it have divergent validity (1.e. does it
correlate weakly with age, years of education and social desirability?)

II. What 1s the relationship between the new measure (and its subscales) and

symptoms of borderline personality disorder?

[II. To what extent does the new measure predict identity problems in individuals

who have high levels of borderline personality disorder symptoms?
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1.12 Hypotheses

It 1s hypothesised that:
I. A rehable and valid measure of identity problems will be developed in this study.
a) Coherent/meaningful themes will emerge from a factor analysis.
b) Subscales of the newly developed Identity Questionnaire will have good
internal reliability/consistency.
c) The measure will have good construct validity.

II. It is hypothesised that the Identity Questionnaire will predict a significant amount
of the variance in borderline personality disorder symptoms when variance
associated with demographic and general distress, including depressive
symptoms, 1s controlled.

[II. It 1s hypothesised that those individuals with high levels (i.e. in the top decile of
scores for BPD symptomatology) of borderline personality disorder symptoms
will score more highly on the Identity Questionnaire than those with low levels

(1.e. in the bottom decile of scores for BPD symptomatology).
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2 Method

The design, methodology and procedure carried out in the study are detailed below. The

study was an online questionnaire study.

2.1 Participants

The inclusion criteria for participation in the study were: male or female, aged 16 and
older. A non-clinical sample was sought. Fluency in English was assumed if participants
completed the online questionnaires. The majority of the participants were recruited from
Oxford University and Oxford Brookes University. The remainder were friends,

colleagues and other acquaintances of the researcher.

2.2 Study Design

The study was a cross-sectional questionnaire, within-subjects design with a between-
subject component, in a non-clinical population (Barker et al., 2002; Pedhazur &

Schmelkin, 1991). Data was collected using internet-based questionnaires.

2.3 Measures

The following questionnaires were included on the website:
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2.3.1 Hospital Anxiety and Depression Scale (HADS)

The Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983; Snaith &
Zigmond, 1994) is a 14-item instrument that contains 7 statements related to anxiety and
7 related to depression. Each question has four possible responses, scored on a 0-3 scale.
The score on each scale, out of a total of 21, provides a means of assessing the severity of
recent anxiety and depressive symptoms. A higher score indicates a greater degree of
symptom severity, with cut-offs for possible (8-10), probable (11-14) and severe clinical
disorder (>15) indicated. The anxiety and depression sub-scales have been found to be
independent measures and the HADS has good homogeneity and reliability (Spinhoven et
al., 1997). The HADS i1s a widely used and well-validated questionnaire measure of

anxious and depressive symptoms in clinical and non-clinical samples (Mykletun ef al.,

2001). A copy of the HADS can be found in Appendix 1.

2.3.2 New ldentity Questionnaire

The measure being developed here was an identity self-report questionnaire. The
questionnaire contained 96 items that had been selected prior to the current study, by
Catherine Padgett as part of a doctoral dissertation University of Oxford (Padgett, 2006).
A range of sources had been used to select these items, including clinical experience,
statements identified in the literature as particularly associated with self-concept and
borderline symptomatology, and qualitative data that had been routinely and
systematically collected for previous research in this area. In the Padgett (2006) study, the

author used the questionnaire items in a semi-structured interview to explore individuals’

experiences of self. Padgett (2006) categorised a list of experiences according to main
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themes, and reliability checks were completed in her study. In the current study items
contained beliefs and attitudes towards the self. Each item was rated on a scale of 0 to
100 and participants were asked to rate each statement according to how they believe/teel
most of the time. The rating instructions were: 0 (completely disagree, I do not usually
believe this at all) to 100 (completely agree, I am usually completely convinced that this
is true). Exploratory factor analysis was later conducted with the items, as discussed in a

later section. A copy of the Identity Questionnaire can be found in Appendix 2.

2.3.3 Borderline Symptom List-23 (BSL-23)

The Borderline Symptom List-23 (BSL-23) (Bohus et al., 2007) is a shortened version of
the original Borderline Symptom List. It is a 23-item questionnaire checklist that assesses
symptoms of Borderline Personality Disorder, specifically related to how an individual
felt within the past week. Each question has five possible responses, scored on a 0-4
scale, ranging between “not at all” and “very strong”. Higher scores are associated with
higher borderline symptomatology. The norms for the BSL (long version) and the BSL-
23 (short version) are ongoing. The authors are in the process of studying a German-
speaking sample, whose data will be compared to those concurrently gathered from a

patient cohort in the USA (Bohus et al., 2007). A copy of the BSL-23 can be tound in

Appendix 3.
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2.3.4 Rosenberg's Self-Esteem Scale (RSE)

The Rosenberg Self-Esteem Scale (RSE) (Rosenberg, 1965) is a widely used self-report
instrument for evaluating individual self-esteem. The questionnaire consists of 10 items
and each question has four possible responses, scored on a 0-3 scale. Items range between
“strongly agree” and “strongly disagree” and items 2, 5, 6, 8 and 9 are reverse scored. A
low score suggests high self-esteem (ranging between 0-30). The RSE has been found to

have good reliability and validity (e.g. Blascovich & Tomaka, 1993). A copy of the RSE

can be found in Appendix 4.

2.3.5 Socially Desirable Response Set (SDRS-5)

The Socially Desirable Response Set (SDRS-5) (Hays et al., 1989) is a 5-item self-report
instrument designed to measure socially desirable responses. Each question 1s scored on a

% G

five point Likert scale. Items range between “definitely true”, “mostly true”, “don’t
know”, “mostly false” and “definitely false”. Only the most extreme response option for
each item is considered indicative of socially desirable responses. An extreme response
for an item is given a score of one, all other responses for that item are scored zero and
the maximum score on this scale 1s five. Social desirability pressure, the perceived
importance of projecting an image that one behaves in a socially approved manner or
feels socially approved feelings (Hays et al., 1989), is a major component of self-
presentation. It can affect the validity of other self-report measures and was thus included

in the current study, as a means to explore this here. Hayes and colleagues (1989)

reported that the Socially Desirable Response Set has good internal consistency with
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Cronbach alpha coefficients of 0.66 and 0.68. A copy of the SDRS-5 can be found in

Appendix 5.

2.3.6 Other Information

Participants provided demographic information on gender, age, years in education and

occupation, in order to describe the sample.

2.4 Procedure

2.4.1 Website design

The questionnaires were included on an online website that was hosted by the Oxford
University Computing Services (OUCS) through the Weblearn service. The online
website was created by the researcher and included participant information and useful
resources for potential participants. The participant information sheet was located on a
direct link on the website in order for potential participants to read and decide whether
they wanted to continue the link to the questionnaires. Copies of the participant
information sheet and useful resources can be found in Appendix 6 and Appendix 7
respectively. Data was stored automatically as participants completed the online study.
This data was stored in a secure Excel spreadsheet that was linked to the Weblearn

service. The questionnaires generally took between 15 and 30 minutes to complete.

Completion of the online questionnaire study implied consent to taking part.
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2.4.2 Recruitment

The researcher liaised with various presidents and administrators at the colleges from
Oxford University and with Oxford Brookes University to discuss the study rationale. A
link to the online website was emailed to Colleges and Departments at Oxford University
and Oxford Brookes University and to acquaintances of the researcher. This email link
was then distributed to individual students via their colleges. As an incentive to take part
in the study, participants were given the opportunity to enter a free prize draw after
completing the online questionnaires. Recipients were selected randomly and three prizes

of £100, £100 and £50 were awarded to the participants.

2.1 Ethical Considerations

2.5.1 Ethical Approval

The study received ethical approval from the Central University Research Ethics
Committee (CUREC), University of Oxford and managerial approval from the
Oxfordshire and Buckinghamshire Research and Development Committee. Copies of

approval letters can be found in Appendix 8 and Appendix 9.

2.5.2 Ethical Guidelines

The main ethical issues were the possibility that some participants might find some of the
questions distressing and the potential to make participants aware of their own
psychological difficulties. These risks were made explicit in the participant information

sheet. The current study adhered to ethical principles, including protecting the rights,
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dignity and welfare of participants as stipulated in the ethical guidelines of the British
Psychological Society (2004). This included informed consent, minimization of harm and
confidentiality. It was reiterated that participation in the study was voluntary and that
participants were able to withdraw at any stage. The British Psychological Society (2007)
has published guidelines on internet research and advises researchers to display their
contact details on websites. The online website included useful resources with contact
details of various support organisations for those with psychological difficulties, so that
participants could contact these services if they wish. The information sheet also included
a contact telephone number for the researcher, which participants could use for further

queries or concerns. No partictpants contacted the researcher.

Participants who wished to enter the prize draw were asked to give their email addresses
with the explicit message that no further correspondence would follow, unless they were
one of the prize draw winners. These email addresses were recorded in a separate
database to the questionnatre responses so it was not possible to identify individuals from
their responses on the questionnaires. All responses from the questionnaire measures

were automatically coded and stored securely. The website was password protected and

access was restricted to only the researcher.

2.6 Pilot Study

A pilot study of the online questionnaires was conducted using five participants, whose

data were not used in the subsequent analyses. This was done to check for ease of
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the pilot ' ' |
pilot study, including setting up a direct link to the online study
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3 Results

This section provides an overview of the procedure used for data analysis. Results of the

exploratory factor analysis and other analyses conducted are then presented.

3.1 Data analysis

Data were analysed using the Statistical Package for Social Sciences, Version 14.0 (SPSS

(UK) Ltd 1998).

The distribution of each variable was examined by inspecting skewness and kurtosis
values (Kinnear & Gray, 2005). With the exception of the data on the Hospital Anxiety
and Depression Scale (HADS), the data were not normally distributed. Kirkwood and
Sterne (1988), however, suggest that when a sample is large (N =535) for the current
study), a normal distribution can be assumed for the sample mean. Parametric statistics

were therefore used in the analysis.

A principal component method of factor extraction was used to examine the factor
structure of the new Identity Questionnaire (Kinnear & Gray, 2005; Tabachnick & Fidell,
1996). The factors were subjected to the Oblimin rotation method with Kaiser
Normalization. Oblimin rotation is a general form for obtaining oblique rotations used to
transform vectors associated with principal component analysis. It includes an arbitrary
constant which i1s used to obtain different rotational properties (Jackson, 2005). Internal
consistency of the scale was examined using Cronbach’s alpha coefficients, and Pearson

correlation coetficients were used to assess convergent and divergent validity.
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Linear regressions were then performed to test the ability of the new questionnaire

subscales to predict borderline personality disorder symptoms.

Participants with high and low scores (top and bottom decile of scores) on borderline
personality disorder symptomatology, as measured by the BSL-23, were compared in
terms of their subscale scores on the Identity Questionnaire. A One-Sample Kolmogorov-
Smirnov test revealed difficulties with normal distributions and thus a problem with the
assumptions. This was checked with individual histograms for each subscale. The
distributions suggested that T-tests were inappropriate and non-parametric statistics were

therefore used.

All p-values reported are 2-tailed.

3.1.1 Missing data

A relatively small amount of data were missing for demographic variables (N =11 for
age, N =11 for gender, N =15 for occupation and N =26 for years of education). In order
to avoid loosing data, pairwise deletion of missing data was used. Cases were therefore

excluded from any calculations involving variables for which they had missing data.
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3.2.2 Questionnaire measures

Table 1 provides mean scores for each of the measures administered.

Table 1 Participants’ scores on questionnaire measures

N Mean Range
HADS Anxiety 520 11.17 (2.32) 4—-16
HADS Depression 519 8.75 (1.79) 3-15
BSL-23 491 17.82 (15.38) 0-83
RSE 498 19.69 (6.06) 0-30
SDRS-35 508 0.09 (0.25) 0-—1

Standard deviahons in parentheses

HADS Anxiety = Hospital Anxiety and Depression Scale — anxiety subscale; HADS Depression = Hospital Anxicty and Depression
Scale — depression subscale; BSL-23 = Borderline Symptom List-23; RSE = Rosenberg’s Self-Esteem Scale; SDRS-3 = Socially
Desirable Response Set

Hospital Anxiety and Depression Scale (HADS) (Zigmond & Snaith, 1983; Snaith &
Zigmond, 1994)

The mean score on the HADS Anxiety scale was 11.17, ranging from 4 to 16. The mean
score on the HADS Depression scale was 8.75, ranging from 3 to 15. A higher score on
each subscale indicates a greater degree of anxiety and depression respectively with cut-
offs for possible (8-10), probable (11-14) and severe clinical disorder (>15). These mean
scores are higher than the reported 5.1 (SD =3.6) for anxiety and 3.4 (SD =3.3) for
depression reported by Spinhoven and colleagues (1997) for a non-clinical population.
The higher mean scores on the anxiety subscale can perhaps be explained by the fact that
within the current sample a large percentage of participants were from a student

population (Andrews ef al., 2000).
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Borderline Symptom List-23 (BSL-23) (Bohus et al., 2007)

The mean score on the BSL-23 was 17.82, ranging from 0 to 83. The norms for the BSL
(long version) and the BSL-23 (short version) are ongoing. The authors are in the process
of studying a German-speaking sample, whose data will be compared to those
concurrently gathered from a patient cohort in the USA (Bohus et al., 2007). The lowest
10% (decile of scores) and highest 10% (decile of scores) of participants who completed
the BSL-23 were selected for later analysis in the current study, indicating (relatively)
low and high borderline personality disorder symptomatology. Of those participants who
completed the BSL-23 questionnaire, 8.8% scored in the low group (N =43), with scores

ranging from 0 to 3. Of those participants who completed the BSL-23, 10.6% scored in

the high group (N =52), with scores ranging from 40 to 83.

Rosenberg’s Self-Esteem Scale (RSE) (Rosenberg, 1965; Rosenberg, 1989)

The mean score on the RSE scale was 19.69. This 1s slightly lower than the mean score
reported by Rosenberg (1989), indicating relatively higher self-esteem within the current
population. Comparison data for mean scores on the RSE are limited, but the mean for

the current sample i1s comparable to those of control groups in clinical studies (e.g.

Woolrich et al., 2006).

Socially Desirable Response Set (SDRS-5) (Hays et al., 1989)

The mean score on the SDRS-5 was 0.09 (SD =0.25), with scores ranging between zero

and one. The maximum possible score on the Socially Desirable Response Set is five,
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indicating high social desirability. The mean score and range of scores for the sample did

not indicate high socially desirable responses.

3.2.3 Summary

Participants varied in terms of age and years of education and 77.5% of participants were
26 years and under. The modal age was 20 years and the mean age of participants was 24
years (SD =7.45). The majority of participants were from a student population and thus

on average highly educated, with the mean years in education being 15 years (SD =4.49).

Participants in the current study scored rather higher on anxiety and depression
symptomatology, as measured by the Hospital Anxiety and Depression Scale (HADS),
than those reported elsewhere. The mean score for the anxiety subscale was in the
“probable” clinical range and the mean score for the depression subscale was in the
“possible” range. The norms for the Borderline Symptom List-23 (BSL-23) are ongoing
and no comparison data were therefore available at the time of the current study.
Participants in the current study scored relatively higher on self-esteem, as measured by

the Rosenberg Selt-Esteem Scale (RSE), and were comparable to other non-clinical

groups.
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3.3 Development of the new Identity Questionnaire

3.3.1 Factor Analysis

An exploratory factor analysis (Fabrigar et al., 1999) was conducted on the 96 behief
items of the new Identity questionnaire. A principal components method of factor
extraction was used with the aim to reduce the data to a smaller set of components. On
the basis of the Scree test (Cattell, 1978), four factors (components) were extracted and
subjected to Kaiser Normalization using the Oblimin method. Following rotation, four
components were found to have Eigenvalues over 3. The first four factors had
Eigenvalues of: 24.74, 6.43, 4.33 and 3.30. Thereafter, the Eigenvalues for the next three
components were 2.59, 2.32 and 2.13. The rotated loadings for the four factors are
provided in Table 2. The total amount of variance explained by the four factors was

40.41% and was divided as follows: factor 1 = 25.77%; factor 2 = 6.70%; tactor 3 =

4.51% and factor 4 = 3.43%.

[tems that loaded most highly on each factor were then selected to create a shorter
questionnaire. Items were included if they loaded at least 0.45 on the relevant factor and
equal to or below 0.45 on any other factor. The items that loaded most highly on the
relevant factors were selected to form four subscales. Subscale 1 consisted of 10 items;
Subscale 2 consisted of 10 items; Subscale 3 consisted of 10 items and Subscale 4
consisted of 9 items. Therefore 57 items were excluded from the original Identity
Questionnaire based on the factor analysis. Details of the 96-item Identity Questionnaire,

with the items of subscales one to tour indicated, are presented in Appendix 2.
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Each of the four subscales were examined to determine themes that characterised the
items contained within them. Factor 1 contained items that appeared to be related to
absence of self, the sense of oneself as pretending, unreal and not existing, and was
labelled the no sense of self subscale. High scores on this subscale were overall related to
no sense of self. The items in factor 2 appeared to relate to being defined by social roles
and context within society, and this factor/subscale was labelled the defined by social
roles/context subscale. High scores on this subscale were related to a greater sense of
identity being defined by social roles/context. Factor 3 contained items that reflected a
sense of retlection, maturity and internal regulation. The label internal regulation was
given to this subscale. High scores on this subscale were associated with greater ability to
regulate the self internally, with internal regulation viewed as being positive. Factor 4
contained items related to feeling that one does not belong and is not connected. It was

labelled the lack of belonging/connectedness subscale. High scores on this subscale were

associated with lack of belonging/connectedness.

The mean scores of the Identity Questionnaire subscales were as follows: The mean score
on subscale 1 no sense of self was 10.97, ranging from 0 to 85. The mean score on
subscale 2 defined by social roles/context was 34.62, ranging from 0 to 92. The mean
score on subscale 3 internal regulation was 76.44, ranging from 0 to 100. The mean score
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