l" frontiers
in Psychiatry

ORIGINAL RESEARCH
published: 23 July 2021
doi: 10.3389/fpsyt.2021.621282

OPEN ACCESS

Edited by:
Liliana Dell’Osso,
University of Pisa, Italy

Reviewed by:

Golan Shabhar,

Ben-Gurion University of the
Negey, Israel

Denee Thomas Mwendwa,
Howard University, United States

*Correspondence:
Federica Visco-Comandini
federica.visco@gmail.com;

visco@apc.it

Specialty section:

This article was submitted to
Mood and Anxiety Disorders,
a section of the journal
Frontiers in Psychiatry

Received: 13 November 2020
Accepted: 25 June 2021
Published: 23 July 2021

Citation:

Visco-Comandini F;, Gragnani A,
Giacomantonio M, Romano G,
Petrucci M and Mancini F (2021)

Depression in the Mirror: Depression

Severity and lts Link to Negative
Judgments of Symptoms.

Front. Psychiatry 12:621282.
doi: 10.3389/fpsyt.2021.621282

Check for
updates

Depression in the Mirror: Depression
Severity and Its Link to Negative
Judgments of Symptoms

Federica Visco-Comandini?*, Andrea Gragnani’, Mauro Giacomantonio "%,
Giuseppe Romano, Manuel Petrucci’ and Francesco Mancini™?

" Associazione Scuola di Psicoterapia Cognitiva (SPC), Rome, Italy, 2 Department of Human Sciences, Marconi University,
Rome, Italy, ° Social and Development Psychology Department, Sapienza University of Rome, Rome, Italy

Background and Objectives: Depressive states represent a normal and physiological
response to the experience of loss. However, it is possible to identify some elements
that allow distinguishing physiological depressive states from pathological ones. Over
the years, research has confirmed that a stable tendency to negative self-evaluation is
a transdiagnostic factor that triggers and amplifies dysfunctional emotional reactivity,
thus contributing to the shift from normal to pathological reaction. In this sense, the
secondary problem, or meta-emotional problem, referring to the negative evaluation of
one’s depressive state and the consequent dysfunctional attempts to solve it, seems to
play an important role. The aim of the present study is to investigate how dysfunctional
beliefs and the evaluations of depressive symptoms (meta-emotional problems) are
related to depression severity.

Methods: We asked to a community sample to focus on the depressive symptoms
they regard as most distressful and evaluate them through specific questionnaires.
One-hundred and eighty nine participants were asked to complete a set of
questionnaires: (1) the Meta-Emotional Problem Questionnaire; (2) the Center for
Epidemiologic Studies Depression Scale; (3) the Beck Depression Inventory; (4) the
Dysfunctional Attitude Scale-24 in order to investigate the relation between dysfunctional
beliefs, meta-emotional problems, and depressive symptoms severity.

Results: Our results show that higher levels of depression are associated both to more
pervasive dysfunctional attitudes and increased evaluation of meta-emotional problem. In
addition, we conduct a regression analysis to disentangle the impact of the two different
measures of depressive symptoms (i.e., BDI-Il and CES-D) with two explanatory variables
(dysfunctional attitudes and meta-emotional problem). Results show that meta-emotional
problem remains a significant and robust predictor of the severity of depressive
symptomatology, while dysfunctional beliefs has a rather weak and non-significant
relation with the criterion. In other words, meta-emotional problem consistently explains
the higher variance of depressive symptoms than dysfunctional beliefs. In conclusion,
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our study shows a clear link between meta-emotional problem and depression severity.
This is relevant for clinical practice, as it highlights the importance of specifically targeting
beliefs about the depressive condition in cognitive-behavioral treatment of depression,
since they represent crucial factors maintaining depressive symptomatologies.

Keywords: depression, meta-emotional problem, dysfunctional beliefs, depressive symptoms, non-clinical

population

INTRODUCTION

One of the core features of cognitive therapy’s perspective
on psychopathology is the role of beliefs in engendering and
maintaining mental disorders. The pioneers of this approach
emphasized how emotional suffering is elicited by specific
appraisals of life events (1), and how adverse events that
occur early in life can lead to the development of negative
self-referential beliefs that generate vulnerability to future
psychopathology (2). Over the years research has confirmed that
a stable tendency to negative self-evaluation (e.g., frustration and
anger toward the self when facing setbacks and failures) is a
transdiagnostic factor that triggers and amplifies dysfunctional
emotional reactivity (3-6).

Beliefs about emotions also play an important role in
psychopathology, as they lead to further emotional experiences
that add up to the original ones [“emotions about emotions” (7,
8)]. Ellis (9, 10) highlighted how patients can “disturb themselves
about their disturbances,” that is, they suffer for their symptoms,
as well as for the negative judgments they hold of their symptoms.
This phenomenon has been defined as secondary problem or
meta-emotional problem (9, 10). A well-known example of meta-
emotional problem and its involvement in psychopathology has
been described by Clark (11) who proposed that panic attacks
result from the catastrophic misinterpretation (e.g., “I'm about to
die) “I'm going crazy”) of certain bodily sensations, mainly those
involved in normal anxiety responses. This produces a further
increase in anxiety and related body sensations, culminating in
a panic attack.

As Clark and Beck (12) clearly pointed out (p. 53): “the
greatest differences between clinical and non-clinical anxiety are
evident in the secondary, strategic controlled processes responsible
for the persistence of anxiety. For the clinical individual further
elaboration results in a persistence and even escalation of anxiety,
whereas the same processes result in a reduction and possible
termination of the anxiety program for the nonclinical person.” It
has been shown that reducing the negative assessment of specific
negative emotions related to phobic stimuli (i.e., meta-emotional
problem) reduces the experience of the aversive emotion itself
[i.e., primary problem (13)]. Participants whose meta-emotional
problem was addressed during therapy also presents a decrease
in autonomic arousal (as observed by decreased heart rate and
increased heart rate variability) during a second exposure to
phobic stimuli (13).

The role of the meta-emotional problem in affective disorders
can be inferred by research on depressive rumination, considered
as a key risk factor and characteristic of clinical depression. For

example, Response Styles Theory (RST) (14) views rumination
as a trait-like tendency to respond to negative mood through
repetitive self-focused thinking. As regards the content of
rumination, Nolen-Hoeksema [(14), p. 569] claims that it
involves “repetitively focusing on the fact that one is depressed; on
ones symptoms of depression; and on the causes, meanings and
consequences of depressive symptoms.” Conway et al. (15) also
emphasize the rumination focus on current depressive distress,
especially sadness-related feelings, whereas Teasdale (16) drew
a distinction between analytical self-focus (i.e., thinking “about”
oneself and one’s symptoms) and experiential self-focus (i.e.,
attending to the direct experience of thoughts, emotions, and
sensations) in depression, highlighting the detrimental effects of
the former, and the beneficial ones of the latter in maintaining
depressed mood. In line with this view, Mindfulness-Based
Cognitive Therapy (MBCT), which was specifically designed
to promote experiential self-focus in the present moment,
has proved effective in the reduction of depressive symptoms
and of relapse risk (17-19). Through MBCT, patients in
remission from recurrent major depression learn to become more
aware of, and to relate differently to, their thoughts, feelings,
and bodily sensations, and to change processing strategies
used when mood begins to deteriorate. Rumination-focused
cognitive-behavioral therapy also leads to improved residual
symptoms and remission rates in persistent depression (20,
21).

According to Rainone and Mancini (22), when the
physiological correlates of mourning, such as crying and
depressed mood, are self-criticized and negatively judged, the
“natural” process of loss acceptance is disrupted, leading to the
onset of depressive disorder [see also (23); see Figurel for a
graphical representation of the cognitive process]. The resulting
feelings of guilt and shame, considered as the main expression
of the meta-emotional problem in depressed patients, contribute
to a great extent to maintaining pathogenic beliefs, exacerbating
the sense of unworthiness, inadequacy and defectiveness, and
creating the perception of oneself as being an unbearable burden
for other people. This mechanism exacerbates the negative
evaluation of the Self (24, 25), thus frustrating fundamental goals
such as personal value and lovability, ultimately generating a
sense of desperation. Therefore, there is mutual reinforcement
between dysfunctional core beliefs that characterized depression
[e.g., about the self, the world and the future (26)] and
evaluations concerning depressive symptoms (meta-emotional
problem). While the role of dysfunctional beliefs and attitudes
in depressive onset and relapse has been widely emphasized
(26-30), the role of the meta-emotional problem has not been
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A B C
Relationship breaks up I can’t live without her Sadness
| dont’ want anything else | Feeling down
Crying
Demotivation
Ruminations
(Mourning)
C=A1 B2 C2
Mourning Only a failure feels like >Depressed mood
this >Demotivation
I’'m worthless >Fatigue
I’'m a loser
I'am useless burder (Depression Disorder)
She did well leaving me

FIGURE 1 | Meta-emotional problem in depression (23).

extensively investigated. Furthermore, it is not clear whether
some symptoms are considered as more distressful than
others among the variety of depressive expressions. In its early
formulation, BecK’s cognitive model of depression proposed that
certain schemas or cognitive distortions are latent but can be
activated by life events that match these schemas, resulting in
automatic negative thoughts and depressive symptomatology
(26). Later, it was specified that these schemas could be activated
by any event (30), or an event can be reactivated by sad mood
itself (31, 32). This interpretation highlights the role of specific
negative emotions as trigger factors to the development of
negative thoughts and depressive symptoms.

To sum up, negative evaluative judgments of symptoms
(i.e., meta-emotional problem) and/or about the self have been
attributed a prominent role in the genesis and maintenance of
depression (26, 33). These judgments have been documented
especially within research on depressive rumination, and
rumination-focused approaches to the treatment of depression
have been developed and tested (17, 21). However, the targeted
judgments reflect the transient content of wider ruminative
processes that also involve memories, explanations, current
problems and their possible solutions, expectations. It is not clear
the specific contribution of negative symptom evaluations to
negative views of the self and to depression severity, and whether
specific symptoms are object of stable negative beliefs.

To the best of our knowledge, no study to date has investigated
the relation between negative evaluations (meta-emotional
problem) of a specific depressive symptom (primary emotional
problem) and the severity of depressive-like symptoms.

For these reasons, the aim of the present study is to investigate
how dysfunctional beliefs and meta-emotional problems are
related to depression severity. The study asks to a community
sample to focus on the symptoms they regarded as most
distressful and evaluate them through a specific questionnaire.

Consistently with the idea that meta-emotional evaluations
are central in maintaining sadness and depressive-like symptoms,
we anticipate that intensity of depression-like symptoms are
better predicted by meta-emotional evaluations rather than
by dysfunctional attitudes. In addition, we advance that the
association between dysfunctional attitudes and depression
intensity is mediated by meta-emotional evaluations. This
hypothesis builds on the reasoning that whereas dysfunctional
attitudes can certainly promote negative emotions, which
ultimately becomes particularly intense and potentially
pathological because they are magnified and maintained
over time by negative meta-emotional evaluations.

MATERIALS AND METHODS
Participants

One hundred eighty-nine participants [95 female, 94 men; mean
age (34.8 £ 12.3) years] were recruited online using Amazon’s
Mechanical Turk. 2 participants declared to have completed
elementary school, 37 middle schools, 154 completed college
education, and 2 higher level of education (e.g., PhD). The
platform guarantees respondent’s privacy and confidentiality. All
subjects were Caucasian and native English speakers. Inclusion
criteria: (1) aged 18 or older, (2) American citizens. Exclusion
criteria: (1) major psychiatric or cognitive problems requiring
immediate treatment, (2) organic illness, and (3) substance abuse.

Questionnaires
After preliminary questions related to socio-demographic
information, the following questionnaires were administered:

(1) The Meta-Emotional Problem Questionnaire (MEPQ). We
developed this brief questionnaire ad hoc for the purposes
of the present study. This measure is meant to tap into
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TABLE 1 | Means, standard deviations, and reliability.

TABLE 2 | Meta-emotional problem questionnaire (VEPQ).

M SD o List of items MEAN (SD)
BDI_II 17.93 13.56 0.95 1. | am a total failure 3.58 (1.75)
CES-D 42.47 11.32 0.89 2. | am fundamentally unlovable 3.52 (1.75)
MPEQ 82.74 28.83 0.97 3. | am worthless 3.50 (1.83)
DAS 98.40 20.76 0.90 4. | am a burden to others 3.90 (1.79)
5. | am stupid person 3.18 (1.70)
6. | am going against my moral principles 3.14 (1.73)
judgment about one’s own emotional states and attributes. 7. Others will hurt, abuse, humiliate, cheat, or manipulate me ~ 3.65 (1.67)
MEPQ has been implemented borrowing items from 8.  Iam different from other people, isolated from the rest of 4.29 (1.74)
different validated questionnaires: Beliefs About Emotions the world, and/or not part of any group or community
Questionnaire (BAEQ) (34), Pathogenic Beliefs Scale (PBS) 9. | do not have the right to feel bad when others who have 3.99 (1.59)
(35), Beliefs about emotions Scale (BES) (36). It is important more serious problems than mine
to note that participants were instructed to evaluate how 0 !amvulnerable, hopelessness 3.92(1.69)
much each items describe how they feel about a speciﬁc 11. I am unable to handle everyday responsibilities in a 3.68 (1.70)
. . . . competent manner without considerable help from others
feeling or bodily state associated to sadness or depression. P ey e . ’
The final version of the questionnaire includes 22 items 12. I do not deserve to be cared for and feel protected 3.49 (1.77)
with which participants respond on a 7-point scale (i.e., 18, Others wil re.fuse me 896 (1.71)
7-totally agree, 1-totally disagree; see Table 1) with a very 14. Whenlam sick, | cannot help others 4:81(1.57)
good internal consistency (o = 0.97). This measure has 15 lama béd person 3.22(1.66)
been used as predictor variable to investigate the role of the ~ '6- !aman inferiorperson 3.80(1.79)
meta-emotional problem 17. 1'am afailure because | could not make parents or 3.77 (1.79)
. . N . . significant others ha
(2) Center for Epidemiologic Studies Depression Scale (CES-D) ° PPy
. g . 18. | am incompetent 3.51 (1.67)
(37). It is a widely used self-report scale designed to measure
. . . . 19. | aminefficient 3.90 (1.74)
depression in the general population. The test comprises 20 e il -
items, and provides cut-off scores that identify individuals at 20 Others will judge me ‘negat'vey 4.23(1.72)
risk for clinical depression, with good sensitivity specificity 21. 1am moraly responsible for my state 4.24 (1.75)
22.  I'm putting my close relationships at risk 3.98 (1.76)

and high internal consistency (o = 0.89) in the present
sample, Lewinsohn et al. (38). This measure has been
used as a criterion to investigate the relation between
severity of depressive symptom, meta-emotional problem,
and dysfunctional beliefs.

(3) Beck Depression Inventory (BDI-II) (39). It is a well-
known multiple-choice self-report inventory designed to
measure the severity of depression in adults and adolescents.
It includes 21 items measuring somatic, cognitive, and
behavioral aspects of depression in the last two weeks, as
operationalized in the DSM-IV (40). Each item is scored on
a four-point scale (o = 0.95).

(4) Dysfunctional Attitude Scale-24 (DAS-24) (41, 42). The
DAS-24 assesses dysfunctional beliefs expected to reflect
a person’s self-evaluation. Dysfunctional beliefs have
repeatedly been shown in predicting the onset, recurrence
and severity of depression (43-46). The DAS-24 has 24
statements were participants respond on a 7-point scale (i.e.,
7-totally agree, 1-totally disagree, a = 0.90). This measure
has been used as a criterion to investigate the relation
between severity of depressive symptom and meta-emotional
problem and dysfunctional beliefs.

Descriptive statistics of the measures described above are
reported in Table 2.

Procedure
Participants were asked to complete an introductory assessment
on their psychological state (psychotherapy, pharmacotherapy)

either in the past or in the present. Subsequently, participants
were asked to indicate one depressive symptom among
the list of the symptoms indicate in the DSM-5 which
cause suffering (depressed mood; diminished interest or
pleasure in activities; significant weight loss/weight gain;
insomnia/hypersomnia;  psychomotor agitation/retardation;
fatigue; feeling of worthlessness/excessive guilt; diminished
ability to think or concentrate; recurrent thoughts of death).
In addition, participants were asked to specify the intensity
of the suffering caused by the selected symptom. Successively,
as mentioned above, participants fulfilled the meta-emotional
questionnaire considering the selected depressive symptom
(“Feeling [chosen symptom] makes me believe that...”). This
questionnaire was used to investigate the meta-emotional
problem related to the chosen symptoms. Participants were
subsequently asked to complete the BDI-II, CES-D, and
DAS-24 questionnaires.

Data Analysis

The relation between depressive symptoms, dysfunctional
beliefs, and the meta-emotional problem was investigated
using Pearson’s correlations, multiple regression analysis, and
mediational analysis. Analyses were conducted using PROCESS
macro for SPSS (model 4) (47).
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Furthermore, to ascertain that the effect we could find was
reliable, we also conducted a sensitivity analysis. It indicated that,
with a sample of 189 participants and a statistical power of 0.90,
the minimum £ had to be equal to 0.06.

RESULTS

Percentages of Selected Symptoms

We first looked at the distribution of selected symptoms to
evaluate which symptoms were chosen more often. Results
showed that depressed mood was the most chosen (N = 57;
30.2%), followed by feeling restless and fatigue or loss of energy
(both N = 30, 15.9%), insomnia/hypersomnia (N = 23; 12.2%),
feeling worthless or guilty (N = 17, 9.0%), decrease interest or
pleasure and feeling slowed down (both N =9, 4.8%), diminished
ability to think or concentrate and recurrent thoughts of deaths
(both N =7, 3.7%).

Correlations

A significant relation between the two measures of in
depressive symptoms and the intensity of meta-emotional
problem emerged [BDI-II: r = 0.618, p < 0.001 (Figure 2A);
CES-D: r = 0.676, p < 0.001 (Figure2B)]. The relation
between dysfunctional beliefs and the intensity of meta-emotional
problem (DAS: r = 0526, p < 0.001) and between the
intensity of depressive symptoms and dysfunctional beliefs
[BDLII: r = 0398, p < 0.001; CES-D: r = 397, p <
0.001 (Figure 2C)] were also statistically significant. Therefore,
both depression severity and dysfunctional self-evaluations
are clearly linked to the presence of negative judgments
toward symptoms.

Multiple Regressions and Mediational

Analyses

To investigate to what extent dysfunctional beliefs and meta-
emotional problem explain the severity of depressive symptoms,
we performed two linear regression analysis (see Table 3).
The first regression considers as a dependent variable the
BDI-II total score, whereas the DAS total score and meta-
emotional problems entered as explanatory variables. Results
show that, when controlling for meta-emotional problem, DAS
score is no longer associated with depressive symptoms. In
contrast, the association between depressive symptoms and
meta-emotional problem is significant. We found that the
association of meta-emotional problem with depressive symptoms
remained significant and strong, whereas severity of depressive-
like symptoms is not related to DAS scores. These findings thus
showed that meta-emotional problem is more influential than
dysfunctional attitudes in explaining variability of depressive
symptoms. The effect sizes of the association between meta-
emotional evaluation with BDI-II and CES-D scores were
respectively £ = 0.37 and £ = 0.56. Both values were well
above the critical value of 0.06 for the present sample. We
can thus consider the parameter of interest to be reliable.
We hypothesized that the association between dysfunctional
beliefs and depressive symptomatology could be explained
by meta-emotional problem which could be responsible of
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FIGURE 2 | Linear correlation between MEPQ and BDI-Il total score (A),
MEPQ and CES-D total score (B), and MEPQ and DAS total score (C).

magnifying and maintaining the negative emotions originating
from dysfunctional beliefs. To test this hypothesis, we conducted
two separate mediation models. In the first, we tested whether
the association between DAS and BDI-II was mediated by
MPEQ. In the second model, we tested whether MPEQ
mediated the association between DAS and CES-D. Mediation
models are depicted in Figures 3A,B. As expected, the indirect
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TABLE 3 | Hierarchical multiple regression analysis of meta-emotional evaluation
and dysfunctional attitudes on depression intensity.

Criterion Predictors R? Adj. R? B [95% CI] B t P

BDI-II MPEQ 0.39 0.38 0.28[0.21t00.34] 0.57 8.38 <0.001
DAS 0.08 [-0.02t0 0.18] 0.10 1.50 0.14

CES-D MPEQ 0.46 045 0.29[0.05t00.49] 0.64 10.17 <0.001
DAS 0.04 [0.25t00.72] 0.06 0.06 0.37

BDI-ll, Beck Depression Inventory; MPEQ, Meta Questionnaire Problem Questionnaire;
DAS, Dysfunctional Attitude Scale-24;, CES-D, Center for Epidemiologic Studies
Depression Scale.

A Meta-
emotional
Problem

8= HE(SER.09 B= 28" (SE=.03)

Dysfuncti

onal BDI-II
Attitudes B= .08 (SE=.05)

B
Meta-
emotional
B=.80*** (SE = .09) Problem B=.29*** (SE = .03)
Dysfunction
al
Attitudes B=.04 (SE = .04) CES-D

FIGURE 3 | (A) Meditational analysis with BDI-Il as dependent variable. (B)
Meditational analysis with CES-D as dependent variable.

effect of MPEQ between DAS and BDI-II was significant
and positive, B = 0.22, SE = 0.04, 95% CI [0.14, 0.31].
Likewise, MPEQ was a significant mediator of the association
between DAS and CES-D, B = 0.23, SE = 0.04, 95% CI
[0.16, 0.31].

From an alternative perspective, it might be argued that
the association between MEPQ and depressive symptomatology
could be explained by dysfunctional attitudes. In other words,
the association between meta-emotional problem and depressive
symptoms would be explained by the fact that meta-emotional
problem sustain over time dysfunctional beliefs or could be
even considered as specific instance of dysfunctional beliefs.
It this would be the case, we should find that DAS mediate
the association between MEPQ and depressive symptomatology.
To rule out this possibility we conducted further mediational
analyses which excluded the mediational role of DAS between
MPEQ and BDI-II (B = 0.03, SE = 0.02, 95% CI [—0.01, 0.06]
as well as between MPEQ and CES-D (B = 0.01, SE = 0.02, 95%
CI [—0.02, 0.05]).

DISCUSSION

The goal of the present study was to examine whether negative
judgments of negative emotions and depressive symptoms
(i.e., meta-emotional problem) was more strongly associated
to depressive symptomatology than dysfunctional attitudes.
To this aim, we administered questionnaires measuring the
meta-emotional problem (i.e., MEPQ), depression severity (i.e.,
BDI-II, CES-D), and dysfunctional beliefs (i.e., DAS) to a
non-clinical sample of adult men and women. Our results
show that higher levels of depression are associated with
more pervasive dysfunctional attitudes and meta-emotional
problems. However, regression analysis showed that when
entered in the same regression model, only meta-emotional
problem, explained a significant amount of variance of depressive
symptoms measured both with BDI-II and CES-D. More
specifically, meta-emotional problem remains a significant and
robust predictor, while dysfunctional beliefs has a rather
weak and non-significant relation with the criterion. This
might seem surprising in the light of the prominent role
historically attributed to still highly influential dysfunctional
beliefs and schemas in the cognitive conceptualization of
depression (48, 49), that received conspicuous empirical support
in both clinical and neuroscientific fields [for a review, see
(50)]. According to the model, depressive vulnerability, in the
form of negative beliefs about the self, the others and the
future (the negative cognitive triad) is generated by adverse
early life events and subsequently triggered by other stressors
matching the content of dysfunctional beliefs. Depressive
schemas bias perception, attention, and memory in processing of
negative information, create recursive mechanisms that reinforce
depressed mood (51). The present findings suggest that distorted
information processing focused on depressive symptoms plays
a prominent role in maintaining and exacerbating depression.
Therefore, in addition to rumination and mindfulness based
intervention as modulating factors in depression, also meta-
emotional problem represents a crucial variable for understanding
depressive processes.

In the present study, we also advanced and successfully
tested the idea that meta-emotional evaluations could mediate
the association between dysfunctional beliefs and depressive
symptomatology. We speculated, indeed, that dysfunctional
beliefs are often related to negative emotion. Such negative
emotions can be object of negative meta-emotional evaluations
thus magnifying and sustaining negative affectivity over time
with potentially pathological consequences. Mediational analysis
supported this idea and excluded an alternative line of reasoning.
That is, we did not find that the relation between MPEQ and
depressive symptomatology was mediated by DAS. Thus, it is
particularly unlikely that the relation between meta-emotional
evaluations and depressive symptomatology could be explained
by dysfunctional attitudes hold by an individual.

The present study directly asks the person what is the
most disturbing depressive characteristic, detecting specific
beliefs that are relevant for the person’s goals and wellbeing,
rather than general tendencies to negative judgments in the
cognitive triad domain. However, it should be noted that our
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sample is not composed specifically by clinically depressed
patients, and the employed design does not allow drawing
causal relationships between the investigated factors. Further
research is needed to address these issues and extend the
present findings.

In conclusion, our study shows a key role meta-emotional
problem in the association with depression severity. This is
relevant for clinical practice, as it outlines the importance of
specifically targeting beliefs about the depressive condition
in  cognitive-behavioral treatment of depression [e.g.,
(22, 33)], as they represent crucial factors maintaining
depressive symptomatology.

The role of meta-emotional problem has been widely
emphasized by Rainone and Mancini (22) and Rainone and
Mancini (33), who proposed a further integration of the original
BecK’s cognitive model (48). This revised model highlights new
factors contributing to the emergence of depressive symptoms,
among which the hypersalient mode, activated by several adverse
events, significantly contributes to increase negative appraisals
and rumination. According to Rainone and Mancini (33), the
latter factors (negative appraisals and rumination) represent
significant variables maintaining depressive symptomatology. As
it, they represent valuable variables to, respectively, identify
depressive schemas and subsequent guide the therapeutic
approach. Our results support the hypothesis that the meta-
emotional problem, together with the dysfunctional beliefs,
contributes explaining depressed mood.

Based on these results, we believe that therapeutic approaches
treating depression should take into account the role of meta-
emotional problem in maintaining depressive symptomatology.
Therefore, dealing with depressive patients implies using specific
therapeutic strategies focusing on meta-emotional problem and
negative rumination should be encouraged in addition to the
standard cognitive-behavioral techniques.

Several limitations need to be acknowledged. Our sample is
rather small, therefore further studies are necessary to confirm
our results. In addition, regarding the sample type, we also have
to highlight the specificity of our sample (all American Caucasian

REFERENCES

1. Ellis A. Reason and Emotion in Psychotherapy. Lyle Stuart (1962).

2. Beck AT. The evolution of the cognitive model of depression and
its neurobiological correlates. Am ] Psychiatry. (2008) 165:969-77.
doi: 10.1176/appi.ajp.2008.08050721

3. Blatt SJ. Experiences of Depression:Theoretical, Clinical, and Research
Perspectives. Washington, DC:AmericanPsychological Association (2004).

4. Gilbert P, Clarke M, Hempel S,Miles JN, Irons C. Criticising and reassuring
oneself: an exploration of forms, styles and reasons in female students. Br J
Clin Psychol. (2004) 43:31-50. doi: 10.1348/014466504772812959

5. Schanche E. The transdiagnostic phenomenon of self-criticism.
Psychotherapy. (2013) 50:316-21. doi: 10.1037/a0032163

6. Shahar G. An integrative psychotherapist’s account of his focus when treating
self-critical patients. Psychotherapy. (2013) 50:322-5. doi: 10.1037/a0032033

7. Mendonga D. Emotions about emotions. Emot Rev. (2013) 5:390-6.
doi: 10.1177/1754073913484373

participants) which not permit to generalize our results as a
representative group of American citizen. In addition, we did
not collect systematic information regarding previous depressive
episodes, which could help us highlighting other vulnerability
factors. Lastly, the relation between meta-emotional problem and
severity of depressive symptoms has been investigated through
correlation and regression analysis, not taking into account
the direction of the relation among variables. Considering the
importance of t is clarifying the direction of this relation,
further longitudinal studies shall be performed for establishing
whether the meta-emotional problem represents the cause or the
consequence of the depressive disorder.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by Ethic Committee of Scuola di Psicoterapia Cognitiva
(Rome, Italy). The patients/participants provided their written
informed consent to participate in this study.

AUTHOR CONTRIBUTIONS

FV-C, AG, MP, GR, and FM designed the study. FV-C executed
the study. FV-C and MG performed the statistical analysis. FV-C,
MP, and MG prepared the manuscript. All authors read and
approved the final manuscript.

FUNDING

This study received funding from Scuola di Psicoterapia
Cognitiva (SPC). The funder was not involved in the study
design, collection, analysis, interpretation of data, the writing of
this article or the decision to submit it for publication.

8. Norman E, Furnes B. The concept of “meta-emotion”: what is the
real learn from research on metacognition? Emot Rev. (2016) 8:187-93.
doi: 10.1177/1754073914552913

9. Ellis A. Rational-emotive therapy and cognitive behaviour therapy: similarities
and differences. Cogn Ther Res. (1980) 4:325-340. doi: 10.1007/BF01178210

10. Ellis A. Early theories and practices of rationale motive behavior
therapy and how they have been augmented and revised during the
last three decades. J Ration Emot Cogn Behav Ther. (2003) 21:219-43.
doi: 10.1023/A:1025890112319

11. Clark DM. Acognitive approach to panic. Behav Res Ther. (1986) 24:461470.
doi: 10.1016/0005-7967(86)90011-2

12. Clark DA, Beck AT. Cognitive Therapy of Anxiety Disorders: Science and
Practice. New York, NY: Guilford Press (2010).

13. Couyoumdjian A, Ottaviani C, Petrocchi N, Trincas R, Tenore K, Buonanno
C, et al. Reducing the meta-emotional problem decreases physiological
fear response during exposurein phobics. Front Psychol. (2016) 7:1105.
doi: 10.3389/fpsyg.2016.01105

Frontiers in Psychiatry | www.frontiersin.org

July 2021 | Volume 12 | Article 621282


https://doi.org/10.1176/appi.ajp.2008.08050721
https://doi.org/10.1348/014466504772812959
https://doi.org/10.1037/a0032163
https://doi.org/10.1037/a0032033
https://doi.org/10.1177/1754073913484373
https://doi.org/10.1177/1754073914552913
https://doi.org/10.1007/BF01178210
https://doi.org/10.1023/A:1025890112319
https://doi.org/10.1016/0005-7967(86)90011-2
https://doi.org/10.3389/fpsyg.2016.01105
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Visco-Comandini et al.

Meta-Emotional Problem and Depressive Symptoms

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Nolen-Hoeksema S. Responses to depression and their effects on the
duration of depressive episodes. J Abnorm Psychol. (1991) 100:569-82.
doi: 10.1037/0021-843X.100.4.569

Conway M, Csank PA, Holm SL, Blake CK. On assessing individual
differences in rumination on sadness. J Pers Assess. (2000) 75:404-25.
doi: 10.1207/815327752JPA7503_04

Teasdale JD. Emotional processing, three modes of mind, and the
prevention of relapse in depression. Behav Res Therapy. (1999) 37:53-77
doi: 10.1016/S0005-7967(99)00050-9

Segal ZV, Williams JMG, Teasdale JD. Mindfulness-Based Cognitive Therapy
for Depression: A New Approach to Preventing Relapse. New York, NY:
Guilford Press (2002).

Teasdale JD, Segal ZV, Williams JMG, Ridgeway VA, Soulsby JM,
Lau MA. Prevention of relapse/recurrence in major depression by
mindfulness-based cognitive therapy. ] Consult Clin Psychol. (2000) 68:615-
23. doi: 10.1037/0022-006X.68.4.615

Ma SH, Teasdale JD. Mindfulness-based cognitive therapy for depression:
replication and exploration of differential relapse prevention effects. J Consult
Clin Psychol. (2004) 72:30-40. doi: 10.1037/0022-006X.72.1.31

Watkins ER, Mullan E, Wingrove J, Rimes K, Steiner H, et al
Rumination-focused cognitive-behavioural therapy for residual depression:
randomised controlled trial. Br ] Psychiatry. (2011) 199:317-22.
doi: 10.1192/bjp.bp.110.090282

Watkins ER. Rumination-Focused —Cognitive-Behavioral
Depression. New York, NY; London: The Guilford Press (2016).
Rainone A, Mancini F. When positive emotions leads to feeling bad. The role
of secondary evaluation and effects as information in hypomania and mania.
Riv Psichiatr. (2018) 53:317-23. doi: 10.1708/3084.30765

Rainone A, Mancini F. When positive emotions leads to feeling bad. The role
of secondary evaluation and effects as information in hypomania and mania.
Riv Psichiatr. (2018) 53:317-23. doi: 10.1708/3084.307665

Power M, Dalgleish T. Cognition and Emotion: From Order to Disorder, 2nd
edn. Hove: Psychology Press (2008).

Van Orden KA, Witte TK, Cukrowicz KC, Braithwaite SR, Selby EA, Joiner
TE. The interpersonal theory of suicide. Psychol Rev. (2010) 117:575-600.
doi: 10.1037/a0018697

Beck AT, Rush A, Shaw B, Emery G. Cognitive Therapy of Depression. New
York, NY: The Guildford Press (1979).

Brouwer ME, Williams AD, Forand NR, DeRubeis RJ, Bockting CLH.
Dysfunctional attitudes or extreme response style as predictors of depressive
relapse and recurrence after mobile cognitive therapy for recurrent
depression. ] Affect Disord. (2019) 243:48-54. doi: 10.1016/j.jad.2018.
09.002

Forand NR, DeRubeis R]. Extreme response style and symptom return after
depression treatment: the role of positive extreme responding. J Consult Clin
Psychol. (2014) 82:500-9. doi: 10.1037/a0035755

Lorenzo-Luaces L, German RE, DeRubeis RJ. It's complicated: the relation
between cognitive change procedures, cognitive change, and symptom change
in cognitive therapy for depression. Clin Psychol Rev. (2015) 41:3-15.
doi: 10.1016/j.cpr.2014.12.003

Beck AT, Bredemeier K. A unified model of depression: integrating clinical,
cognitive, biological, evolutionary perspectives. Clin Psychol Sci. (2016) 4:596—
619. doi: 10.1177/2167702616628523

Segal ZV, Kennedy S, Gemar M, Hood K, Pedersen R, Buis T. Cognitive
reactivity to sad mood provocation and the prediction of depressive
relapse. Arch Gen Psychiatry. (2006) 63:749-55. doi: 10.1001/archpsyc.6
3.7.749

van Rijsbergen GD, Bockting CLH, Burger H, Spinhoven P, Koeter MW], Ruhé
HG, et al. Mood reactivity rather than cognitive reactivity is predictive of
depressive relapse: a randomized study with 5.5-year follow-up. J Consult Clin
Psychol. (2013) 81:508-17. doi: 10.1037/a0032223

Rainone A, Mancini F. La Mente Depressa. Comprendere e Curare la
Depressione con la Psicoterapia Cognitiva. Milano (2018).

Manser R, Cooper M, Trefusis J. Beliefs about emotions as a metacognitive
construct: initial development of a self-report questionnaire measure and
preliminary investigation in relation to emotion regulation. Clin Psychol
Psychother. (2012) 19:235-46. doi: 10.1002/cpp.745
Silberschatz G, Aafjes-van Doorn K. Pathogenic
the  relationship  between  perceived  negative

Therapy  for

beliefs
parenting

mediate
and

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

psychopathology symptoms. ] Aggress Maltreat Trauma. (2017) 26:258-75.
doi: 10.1080/10926771.2016.1259279

Rimes KA, Chalder T. The beliefs about emotions scale: validity,
reliability and sensitivity to change. ] Psychosom Res. (2010) 68:285-92.
doi: 10.1016/j.jpsychores.2009.09.014

Radloft LS. The CES-D scale: a self report depression scale for research
in the general population. Appl Psychol Meas. (1977) 1:385-401.
doi: 10.1177/014662167700100306

Lewinsohn PM, Seeley JR, Roberts RE, Allen NB. Center for Epidemiological
Studies-Depression Scale (CES-D) as a screening instrument for depression
among community-residing older adults. Psychol Aging. (1997) 12:277-87.
doi: 10.1037/0882-7974.12.2.277

Beck AT, Steer RA, Brown GK. Manual for the Beck Depression Inventory-II.
San Antonio, TX: Psychological Corporation (1996).

American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders, 4th edn. Washington, DC: American Psychiatric Association
Press (1994).

Power M]J, Katz R, McGuffin P, Duggan CE Lam D, Beck AT. The
Dysfunctional Attitude Scale (DAS): a comparison of forms A and B
and proposals for a new subscaled version. J Res Pers. (1994) 28:263-76.
doi: 10.1006/jrpe.1994.1019

Weissman AN. The dysfunctional attitude scale: a validation study.
Dissertation Abstr Int. (1979) 40:1389-90. doi: 10.1037/t00091-000

Alloy LB, Abramson LY, Whitehouse WG, Hogan ME, Panzarella C, Rose
DT. Prospective incidence of first onsets and recurrences of depression in
individuals at high and low cognitive risk for depression. ] Abnorm Psychol.
(2006) 115:145-56. doi: 10.1037/0021-843X.115.1.145

Tacoviello BM, Alloy LB,Abramson LY,Whitehouse WG, Hogan ME. The
course of depression in individuals at high and low cognitive risk
for depression: a prospective study. J Affect Disord. (2006) 93:61-9.
doi: 10.1016/j.jad.2006.02.012

Otto MW, Teachman BA, Cohen LS, Soares CN, Vitonis AF, Harlow BL.
Dysfunctional attitudes and episodes of major depression: predictive validity
and temporal stability in never depressed, depressed, recovered women. J
Abnorm Psychol. (2007) 116:475-83. doi: 10.1037/0021-843X.116.3.475
Struijs SY, Groenewold NA, Oude Voshaar RC, de Jonge P. Cognitive
vulnerability differentially predicts symptom dimensions of depression. ]
Affect Disord. (2013) 151:92-9. doi: 10.1016/j.jad.2013.05.057

Preacher KJ, Hayes AF. Asymptotic and resampling strategies for assessing
and comparing indirect effects in multiple mediator models. Behav Res
Methods. (2008) 40:879-91. doi: 10.3758/BRM.40.3.879

Beck AT. Depression: Clinical, Experimental, Theoretical Aspects. New York,
NY: Hoeber (1967).

Beck AT, Rush A, Shaw B, Emery G. Cognitive Therapy for Depression. New
York, NY: The Guilford Press (1979).

Disner SG, Beevers CG, Haigh EA, Beck AT. Neural mechanisms of
the cognitive model of depression. Nat Rev Neurosci. (2011) 467-77.
doi: 10.1038/nrn3027

Beck AT. Cognitive Therapy and the Emotional Disorders. Oxford:
International Universities Press (1976).

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2021 Visco-Comandini, Gragnani, Giacomantonio, Romano, Petrucci
and Mancini. This is an open-access article distributed under the terms of
the Creative Commons Attribution License (CC BY). The use, distribution or
reproduction in other forums is permitted, provided the original author(s) and the
copyright owner(s) are credited and that the original publication in this journal
is cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.

Frontiers in Psychiatry | www.frontiersin.org

July 2021 | Volume 12 | Article 621282


https://doi.org/10.1037/0021-843X.100.4.569
https://doi.org/10.1207/S15327752JPA7503_04
https://doi.org/10.1016/S0005-7967(99)00050-9
https://doi.org/10.1037/0022-006X.68.4.615
https://doi.org/10.1037/0022-006X.72.1.31
https://doi.org/10.1192/bjp.bp.110.090282
https://doi.org/10.1708/3084.30765
https://doi.org/10.1708/3084.307665
https://doi.org/10.1037/a0018697
https://doi.org/10.1016/j.jad.2018.09.002
https://doi.org/10.1037/a0035755
https://doi.org/10.1016/j.cpr.2014.12.003
https://doi.org/10.1177/2167702616628523
https://doi.org/10.1001/archpsyc.63.7.749
https://doi.org/10.1037/a0032223
https://doi.org/10.1002/cpp.745
https://doi.org/10.1080/10926771.2016.1259279
https://doi.org/10.1016/j.jpsychores.2009.09.014
https://doi.org/10.1177/014662167700100306
https://doi.org/10.1037/0882-7974.12.2.277
https://doi.org/10.1006/jrpe.1994.1019
https://doi.org/10.1037/t00091-000
https://doi.org/10.1037/0021-843X.115.1.145
https://doi.org/10.1016/j.jad.2006.02.012
https://doi.org/10.1037/0021-843X.116.3.475
https://doi.org/10.1016/j.jad.2013.05.057
https://doi.org/10.3758/BRM.40.3.879
https://doi.org/10.1038/nrn3027
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

	Depression in the Mirror: Depression Severity and Its Link to Negative Judgments of Symptoms
	Introduction
	Materials and Methods
	Participants
	Questionnaires
	Procedure
	Data Analysis

	Results
	Percentages of Selected Symptoms
	Correlations
	Multiple Regressions and Mediational Analyses

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


