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Abstract
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Background: Studies suggest that good self-management is associated with better 
coping with chronic mental conditions. However, an encompassing assessment of 
the relationship between depression and self-management competence is lacking.

Methods: �is study assesses the relationship between depressiveness and self-man-
agement competence in a sample of 83 depressed in-patients. Beck Depression 
Inventory II (BDI-II) was used to assess depressiveness. �e Self-Management 
Self-Test (SMST) was used to assess self-management competence. Patient surveys 
took place at the time of hospital admission (T1) and at the time of hospital 
discharge or approximately 4 to 6 weeks a�er (T2).

Results: Self-management competence correlated negatively with depressiveness at 
T1. Four out of �ve speci�c dimensions of self-management competence correlated 
inversely with depressiveness at T1. Self-management competence di�ered depend-
ing on the severity of the depressive syndrome and was higher the lower the severity 
of the depressive syndrome was. In the course of clinical treatment, self-manage-
ment competence increased. Change of self-management competence during 
clinical treatment was not dependent on the sociodemographic variables gender or 
age. Competence during clinical treatment predicted the change of depressiveness 
between hospital admission and discharge (T2 vs. T1) as well as depressiveness at 
T2.

Limitations: �e SMST is a relatively new psychometric instrument that has not yet 
found widespread use in clinical research.

Conclusion: Our �ndings o�er clinical evidence that in in-patients with depression, 
self-management competence and depressiveness are associated constructs. �ese 
results suggest that self-management competence may be a valuable resource in the 
treatment of depressive disorders. �e �ndings also suggest that the Self-Manage-
ment Self-Test (SMST) is an e�ective psychometric instrument for assessing 
self-management competence in patients with depression and can be used to assess 
patient-reported outcome (PRO) in patients with depression.
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Introduction

ing more than 264 million people worldwide [1]. As a result,
depressive disorders are one of the biggest challenges in glob-
al mental health, both in terms of diagnostic assessment and

management  strategies  may  reduce  the  symptom  severity  of
depression  [3],  thus  being  a  potentially  powerful  tool  in  pa-
tients’  recovery  from  depressive  disorders.  Furthermore,  the
use  of  self-management  strategies  by  depressed  patients  can

Self-management  enables  patients  to  actively  monitor  their
symptoms and cope with them using professionally provided
interventions  such  as  coping  strategies,  psychotherapy  and
psychopharmacotherapy  [5].  Self-management  can  thereby
provide  patients  with  additional  resources  in  the  course  of
coping with their disorder. Additionally, in times where pro-
fessional resources are scarce, self-management strategies can
increase the accessability of professional health care. By using
self-management  strategies,  patients  are  enabled  to  take  re-
sponsibility for the management of their symptoms, which in

received as well as to a decrease of the risk of relapse [6, 7].

In the context of chronic disorders, self-management refers to
the  ability  to  cope  with  symptoms,  treatments  and  physical

chronic conditions in which self-management competence is
compromised [9, 10].

comprise  (a)  the  capacity  for  self-perception and being  con-
nected  to  external  reality,  (b)  being  able  to  sustain  relation-
ships with others and maintain social contacts, (c) the ability
to set priorities and plan the future, (d) the ability to choose

Self-management is closely related to the concept of self-care,

which  is  important  in  sustaining  mental  well-being  and  the

prevention of burnout and depressions [12].

health and for the recovery from psychiatric disorders. Never-
theless,  self-management  strategies  are  still  underused  in
psychiatric  patients  despite  a  growing  body  of  evidence  for

vestigation of  the  relationship  between depression and self--

the  relationship  between  depressiveness  and  self-manage-
ment  competence  is  an  important  step  towards  developing
new  treatment  strategies  that  include  interventions  to  target

strategies should include a multidimensional approach to self-
-management  in  order  to  facilitate  the  treatment  of  patients
with  psychiatric  disorders  such  as  depression  [11].  Further-
more,  self-management  is  important  in  the  prevention  of
work-related stress or burnout, especially in people confront-
ed with extraordinary demands in terms of mental well-being
at work [12].

Materials and Methods

Instruments

ventory  II  (BDI-II)  was  used  to  assess  depressiveness  [13].

to assess the patients’ global level of psychological, social and
occupational functioning [14].

Procedure

N = 83 patients hospitalized for treatment of major depressive
disorder in two psychiatric hospitals in a rural region in Cen-

mission  (T1)  and  approximately  4  to  6  weeks  later  (T2),
which in most cases equaled the day of hospital discharge.
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2014 by the Ethics Committee of the locally responsible Medi-
cal Board (Landesärztekammer Hessen FF 111/2014) and was
carried out in full compliance with the Code of Ethics of the
World  Medical  Association.  All  participants  had  given  their
informed  consent  before  entering  the  study.  Data  collection
took place between April 2015 and September 2015.

Inclusion Criteria

We included a clinical sample of N = 83 adults aged 18 to 65
years who had been hospitalized for the treatment of major
depressive  disorder  according to  ICD-10 criteria  [15].  Pa-
tients  with severe  mental  disorders  such as  schizophrenia,
manic episodes and bipolar disorder were excluded from the
study, as mental disorders may impose an additional burden
on one’s self-management competence and thus could be con-
sidered a source of bias.  Secondly,  patients with psychotic
symptoms were excluded because psychotic symptoms may
impair people’s self-management competence, thereby possib-

same reasons, patients with severe physical illnesses were ex-
cluded.

Statistical Analyses

management competence in depressed in-patients. Using the
data from the clinical sample collected at T1 and T2, the fol-
lowing hypotheses were tested:

Hypothesis 1a: At T1, self-management competence correlat-
ed with the extent of depressiveness.

Hypothesis 1b:  At T1, solitary dimensions of self-manage-
ment correlated with depressiveness.

Hypothesis 2: At T1, the three levels of depression severity

tence from one another.

Hypothesis 3:
tients increased during their clinical treatment.

Hypothesis 4:

mographic variables.

Hypothesis 5:
petence during clinical treatment (T2 vs. T1) predicted the

change of depressiveness between T1 and T2.

Hypothesis 6:
petence during clinical treatment (T2 vs. T1) predicted depres-
siveness at T2.

All statistical analyses were performed using SAS (SAS Insti-
tute Inc., 2013) or SPSS (IBM Corp., 2017, 2021). With regard
to measures of central tendencies and variation, the statistical

mean (M) ± its standard deviation (SD
ciation of depressiveness and self-management competence
in the recruited clinical sample was assessed by performing
Pearson correlation analysis. Comparisons of the mean be-
tween two groups were tested by applying unpaired Student’s
t-tests. If more than two groups had to be compared, a one-
way analysis of variance (ANOVA) including a Bonferroni--

ence between T2 and T1, a paired t-test was applied. Linear re-
gression analyses were used to predict the value of a depen-
dent variable based on the value of one or more independent
variable(s). With all statistical analyses, an alpha level of 0.05

Results

Patients’ Characteristics

only

ple size amounted to N = 83 patients. Since only those pa-
tients were included in the statistical analyses for whom all re-
quired values were available (SMST and/or BDI-II), subsam-

another with regard to the number of patients included in the
respective subsamples. A sample characterization based on so-

ciodemographic variables can be found in Table 1. Data on
the patients´ comorbidities could be obtained for 82 of the 83

Table 2. Collectively, 48 SMST total scores at T1 and T2 were

available (subsample n3;4). A graphical representation of the

SMST total  scores  at  T1 and T2 is  displayed in Figure 1.
Time-dependent BDI-II total scores (T2 vs. T1) are plotted in

Figure 2. GAF scores (T1) were available for 58 of the 83 pa-
tients.  At  the  time  of  hospital  admission  (T1),  the  mean
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GAF score of the sample was M = 36.8 [%], SD = 10.1 [%].

Table 1: Patients´ characteristics at the time of hospital admission (T1)

N %N n1 %n1 n2 %n2 n3;4 %n3;4 n5;6 %n5;6

Sample size 83 52 50 48 23

Sex

male 40 48.2 24 46.2 23 46.0 21 43.8 10 43.5

female 43 51.8 28 53.9 27 54.0 27 56.3 13 56.5

Age

mean age (years ± SD) 40.5
±11.9

41.7
±11.5

41.4
±11.6

43.7
±10.7

44.1
±10.6

age range (years) 18 - 65 19 - 59 19 - 59 18 - 65 26 - 56

Marital status

single 27 32.5 14 26.9 13 26.0 7 14.6 3 13.0

married 31 37.3 20 38.5 20 40.0 20 41.7 12 52.2

divorced/living apart 23 27.7 17 32.7 16 32.0 19 39.6 8 34.8

widowed 2 2.4 1 1.92 1 2.0 2 4.2 0 0.0

SMST (mean ± SD) at
T1 9.2 ± 3.3* 9.0 ± 3.3

BDI-II (mean ± SD) at
T1

Note: N = total sample. nk

** BDI-II total scores at T1 were available for 53 patients.
*** BDI-II total scores at T1 were available for 34 patients.

Table 2: Most frequent mental comorbidities in the total sample (N = 83)

Mental comorbidity according to ICD-10 n

Disorders of adult personality and behaviour (F60 - F69) 21

Mental and behavioural disorders due to psychoactive substance use (F10 - F19) 19

Anxiety, dissociative, stress-related, somatoform and other nonpsychotic mental disorders (F40 - F48) 16

Disturbance of activity and attention (F90.0) 5

Eating disorders (F50) 3

Notes: n = number of patients.

±2.8

±9.2

8.5

  29.8
±9.9***
28.8

±3.2

±9.5

8.9

29.3

±3.3

±10.3

9.1

  28.4 28.6
±10.2**
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Figure 1: SMST total scores at T1 and at T2, respectively

Figure 2: BDI-II total scores at T1 and at T2, respectively

Note: Subsample size n3;4

Hypothesis 1a: Correlation of Self-Management Com-
petence  and  the  Level  of  Depressiveness  at  the  Time
of Hospital Admission (T1)

From a total of n1 = 52 patients, both a SMST total score and
a BDI-II total score were available at T1. Beck Depression In-
ventory II (BDI-II) was used to assess depressiveness.  �e

Self-Management Self-Test (SMST) was used to assess self--

variables was assessed performing Pearson correlation analy-

r = .50 (p < .001),
the BDI-II total score and the SMST total score showed a sta-

ly, a high level of self-management competence at the time of

Note: Subsample size n3;4

(horizontal black line).

(T1) are outliers
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hospital admission (T1) was associated with a low level of de-
pressivenes  and  vice  versa.  �us,  the  hypothesis  that  the

ment competence) and the BDI-II total score (which is a mea-
sure of  depressiveness) correlated with one another at  the

Hypothesis 1b: Correlation of Solitary Dimensions of
Self-Management with Depressiveness at T1

As mentioned above, subsample size for the statistical analy-

sis was n1

mensions of self-management [11]. As with the calculations
for Hypothesis 1a, the linear association between the two vari-
ables was assessed performing Pearson correlation analysis.

Table  3  shows  the  corresponding  correlation  matrix.  We
found that a high degree of depressiveness at the time of hos-
pital admission (T1) was associated with

(a)  a  low  value  for  the  self-management  dimension

awareness,

(b) a low value for the self-management dimension planning,

(c) a low value for the self-management dimension decision--

making,

(d) a low value for the self-management dimension action
and vice versa.

relationships did not show a
signi�cant correlation with depressiveness at T1 (p > .05).

ment correlated with depressiveness at the time of hospital ad-

management [11].

Table 3: Means, standard deviations and correlations between solitary SMST items, SMST total score and BDI-II total score at
the time of hospital admission.

Variable M SD

BDI-II
total
score
(T1)

SMST
total
score
(T1)

Awareness
(T1)

Relationships
(T1)

Planning
(T1)

Decision-making
(T1)

Action
(T1)

1. BDI-II total
score (T1) 28.4 10.3 1.0

2. SMST total
score (T1) 9.1 3.3 -.50** 1.0

3. Awareness
(T1) 1.8 0.8 -.30* .74** 1.0

4. Relationships
(T1) 2.1 0.9 -.27 .77** .59** 1.0

5. Planning (T1) 1.7 0.9 -.35* .75** .50** .41** 1.0

6. Decision-
making (T1) 1.7 0.9 -.47** .76** .29* .50** .47** 1.0

7. Action (T1) 1.9 0.9 -.51** .79** .46** .46** .49** .61** 1.0

Note: Subsample size n1

columns four (BDI-II total score at T1) to nine (self-management dimension action at T1).

* p < 0.05 (two-tailed).

** p < 0.01 (two-tailed).

Management Competence in Dependence on the Lev-
el of Depression Severity at T1

We conducted a one-factorial analysis of variance (ANOVA)

tence was dependent on the level of depression severity at T1.
Depression  severity  levels  were  categorized  according  to  the
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From a total of n1 = 52 patients, both a SMST total score and
a BDI-II total score were available at T1 (see hypotheses 1a
and 1b). Two of these 52 patients presented with a BDI-II to-
tal score of ≤ 10 points at T1 and could therefore not be as-

signed to the three degrees of depression severity mild, moder-

ate or severe

above, subsample size for the ANOVA was n2 = 50.

tween the three groups examined, F(2, 47) = 3.90, p = .027.
However, a Bonferroni-corrected post-hoc-test showed a sta-

mild de-

pressive syndrome (M = 11.3, SD = 4.0) and severe depressive

syndrome (M = 8.0, SD

from a moderate depressive syndrome (M = 9.5, SD = 2.7) was

mild depressive syndrome and a sev-

ere

moderate de-
pressive syndrome.

Hypothesis 3: Increase of the Self-Management Com-
petence  of  the  Patients  during  their  Clinical  Treat-
ment

Collectively, 48 SMST total scores at T1 and T2 were available

(n3;4

able measuring the change in self-management competence

during  clinical  treatment.  Figure  1  shows  the  SMST total
scores  at  T1  and  T2.  At  T1,  the  SMST  total  score  was

M1  =  9.0,  SD1  =  0.5.  At  T2,  the  SMST  total  score  was

M2 = 10.9, SD2 = 0.5. A paired t-test showed that the increase
in self-management competence in the course of the clinical

t(47) = -3.00, p = .004.

Hypothesis 4: Dependency of the Change of Self-Man-
agement  Competence  during  Clinical  Treatment  on
Sociodemographic  Variables

Gender

An unpaired t-test was used to examine whether men and wo-

gender

able  change  in  self-management  competence  during  clinical

treatment

shown in Table 4.  �e variable change in self-management

competence  during  clinical  treatment  (equalling  Δ  SMST)

t (46) = - .76, p = .454, n3;4 = 48.

Table 4: 3;4

Δ SMST (T2-T1)

n min. max. M SD

female 21 -7 7 1.4 4.5

male 27 -4 17 2.4 4.5

Note: Subsample size n3;4 = 48. Min. = minimum. Max. = maximum. M = statistical mean. SD = standard deviation. When sur-

Age

cant correlation between the variables age and change in self--

management competence during clinical treatment, r = .03, p =

.862, n3;4

nagement competence in the course of clinical treatment was

gender or age.

Hypothesis 5: Prediction of the Change of Depressive-
ness  during  Clinical  Treatment  by  the  Extent  of
Change in Self-Management Competence during Clin-
ical Treatment

x) change
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in self-management competence during clinical treatment (Δ

SMST (T2-T1)) and the criterion (y) change in depressiveness

during clinical treatment (Δ BDI (T2-T1)) was assessed using

simple linear regression analysis. From a total of n5;6 = 23 pa-
tients, BDI-II total scores and SMST total scores were avail-

able at T1 and T2. Table 5 reports the results of the analysis.

In the subsample examined (n5;6), the change in self-manage-

cant predictor for the change in depressiveness during clinical

treatment (b = -1.10, p
increase  in  self-management  competence  would  correlate
with a decrease in depressiveness during clinical treatment

Table 5: Regression analysis results using change in depressiveness between hospital admission and discharge (T2 vs. T1) as the
dependent variable

Model Summary

Model R R Square Adjusted R Square Std. Error of the Estimate

1 .474a .224 .187 908387

Note: Predictors: (Constant), Δ SMST (T2-T1)

Model Unstandardized Standardized

Coe�cientsª

t (22) p 95,0% Interval
for B

B Std.
Error Beta Lower Bound Upper

Bound

1 (Constant) -13.545 2.247 -6.029 <.001 -18.217 -8.873

Δ SMST (T2-
T1) -1.104 .448 -.474 -2.464 .022 -2.036 -.172

Note: Subsample size n5; 6 = 23. aDependent Variable: Δ BDI-II (T2-T1)

Hypothesis  6:  Prediction  of  Depressiveness  at  T2  by
the  Extent  of  Change  in  Self-Management  Compe-
tence  during  Clinical  Treatment

Multiple linear regression analysis was performed in order to

assess the association between the two predictors (xi) change

in self-management competence between T1 and T2 (Δ SMST

(T2-T1)) and depressiveness at T1 with the criterion (y) depres-

siveness at T2

ence Δ SMST see hypothesis 5. Table 6 shows the results of the
analysis. In summary, the change in self-management compe-

negative predictor for depressiveness at T2 in the subsample

examined (b = 1.06, p = .008, n5;6

was in SMST, the lower was the BDI-II at T2.

predictor for depressiveness at T2 (b = .40, p = .028, n5;6 = 23).

ness  at  T2.  �e  change  in  self-management  competence
played a slightly greater role for predicting depressiveness at
T2 than depressiveness at T1. When controlling for the addi-

tional variables gender and age, the two predictors (xi) men-

ditional variables gender and age showed no statistically signif-

in  self-management  competence  during  clinical  treatment
would predict depressiveness at the time of the second survey
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Table 6: Regression analysis results using depressiveness at T2 (hospital discharge) as the dependent variable

Model Summary

Model R R Square Adjusted R Square Std. Error of the Estimate

1 .637a .406 .347 7.320

Predictors: (Constant), BDI-II (T1), Δ SMST ( T2-T1)

Note: Predictors: (Constant), BDI-II (T1), Δ SMST (T2-T1)

Model Unstandardized Standardized t (22) p
95,0% Interval

for B

B Std. Error Beta Lower Bound Upper
Bound

1 (Constant) 4.124 5.346 .771 -7.029 15.276

Δ SMST (T2-
T1) -1.057 .361 -.504 -2.923 .008 -1.810 -.303

BDI-II (T1) .403 .170 .409 2.374 .028 .049 .758

Note: Subsample size n5;6 = 23. aDependent Variable: BDI-II (T2)

Discussion

functional  impairments  in  various areas  of  everyday life  and
in personal abilities and skills [17]. Skills that are known to be

pressed patients include cognitive or executive skills [4, 7, 18,
19].  Cognitive  impairments,  inhibition  of  drive,  fatigue,  ex-

patients’  cognitive  abilities,  planning  capabilities,  decision--
making abilities, as well as the ability to act and interpersonal

disorder  of  the  clinical  sample  to  have  a  negative  impact  on

awareness,  relationships,  planning,  decision-making  and ac-

tion [11]. Furthermore, we expected that impairments like the
ones described above would be more severe with higher levels
of depressiveness.

(Hypothesis 1a) and indi-
cate a correlation between the two variables examined, i.e. pa-
tients’ individual self-management competence and their lev-

el of depressiveness at the time of hospital admission (T1). Ad-

the depressive disorder of the patients were negatively corre-
lated with four of the �ve dimensions of self-management

(Hypothesis 1b),  these being awareness,  planning,  decision--

making and action
previous research that found the ability to make decisions to
be impaired by the presence of depressive disorders [6].

patients with depression [21, 22].  Nevertheless,  there was no

re-

lationships and depressiveness at the time of hospital admis-

ed from the limited sample size. However, the sample size of

N = 83 was large enough to answer the primary research ques-
tions of the study.

relationships did not reach statis-

of  patients  whose marital  status  was single,  divorced/living

Coe�cientsª
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apart or widowed (Table 1)
have had no problems arising in their interpersonal relation-

ships shortly before or at the time of hospital admission or
they may have played a smaller role than the other four self--
management dimensions. Furthermore, the fact that depres-

social isolation could have culminated in a skewed self-assess-
ment of the patients´ interpersonal competence (aggravation
or dissimulation of competence) or in a recall bias when retro-
spectively assessing interpersonal competence.

We also found that the extent of depressiveness or rather the
severity  of  the  depressive  syndrome  seems  to  be  associated

with  the  patients’  self-management  competence  (Hypothe-

sis 2). As previous research shows [11], the ability of patients

the current severity of their depressive symptoms, with a high-
er symptom severity leading to a decrease in self-manage-

sion severity with a severe depressive syndrome leading to a

lower level of self-management competence than a mild de-
pressive syndrome. In the present study the self-management

moderate depressive

mild  depressive syndrome or a severe  depressive syndrome

(Hypothesis 2).

In  the  present  study,  the  patients'  self-management  compe-

tence increased in the course of clinical treatment (Hypothe-

sis 3)
fact that in functional neuroimaging, psychotherapeutic inter-

regulated cerebral activity patterns in depressed patients [19],
we assumed that an increase in the patients´ self-manage-

cological  and psychotherapeutic interventions exert on de-
pressive disorders [19, 24], the increase in self-management
competence observed in our study can be considered a direct
consequence of clinical treatment.

Fourthly,  the  increase  in  self-management  competence  was

found not to depend on age or gender (Hypothesis 4). Previ-
ous research in physical disorders has demonstrated age-relat-

tence [5]. However, in mental disorders evidence is limited

of care for chronic mental disorders which comprise patient

self-management support concludes that there are neither age-

ture research should investigate this topic further and focus
on examining a larger sample in order to provide a solid evi-
dence base for making informed decision on future treatment
strategies.

In our sample, the change in self-management competence in

for  the  change  in  depressiveness  in  the  same  period  of  time

(Hypothesis 5).

ed depressiveness at T2, i.e.  at the time of hospital discharge

(Hypothesis 6).

a slightly greater role in predicting depressiveness at T2 than

the extent of depressiveness at hospital admission (Hypothe-

sis 6)
volved in the treatment of depressed patients but also for the

strengthened when being presented with this result of our
study.

Previous  research  has  shown  (a)  that  self-management  pro-
grams  and  the  use  of  self-management  strategies  both  may

depressive  symptoms  can  be  mitigated  by  the  successful  use
of  self-management  strategies  [26,  27].  In  the  therapy  of
chronic physical disorders, interventions enhancing self-man-

ducing comorbid depressive symptoms [5, 9].

Self-management skills can be considered a personal resource
which can be developed, shaped and actively worked on dur-

increase in self-management competence led to a decrease in
depressiveness  in  our  clinical  sample  (Hypothesis  5)  implies
that the (psychotherapeutic) interventions to improve self-ma-

potential to further promote the recovery of patients with de-
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pressive disorders. In line with previous research [3], our re-
sults suggest that self-management competence can be a pow-

management competence as a resource could be an important

ders.

Limitations

sample  size  and  the  limited  geographical  area  served  by  the
hospitals  where  we  recruited  the  study  participants  at.  We
used the self-report  scale  BDI-II  to  assess  the depressiveness
of  the patients.  Clinical  assessment of  the patients  according

limitation of our study arises from the fact that no additional
diagnostic instruments had been used to validate the clinical

cal  diagnoses  with  a  diagnostic  inventory  for  mental  disor-

their  clinical  treatment  (e.  g.,  pharmacological,  psychothera-

of  clinical  interventions  were  not  part  of  the  study  design.

vestigated.  However,  all  patients  received  treatment  accord-
ing to current guidelines as well as international standards of
care.

One further limitation of this study is the focus on patient re-
ported  outcome  measures  rather  than  clinician-rated  scales
or  questionnaires  to  assess  depressive  symptoms.  However,
good  concordance  between  both  the  clinician-rated  Mont-
gomery-Åsberg  Depression  Rating  Scale  (MADRS)  and  the
Hamilton Depression Rating Scale (HADRS) against the Beck
Depression Inventory (BDI-II) as a patient reported outcome
measure suggest that all three scales or questionnaires are ro-
bust in terms of assessing depressive symptoms in treatment
resistant depression [28].

Lastly, we assessed self-management competence by using the
Self-Management Self-Test (SMST), which is a relatively new
psychometric  instrument  that  has  not  yet  found  widespread
use in clinical research. However, the SMST has been used in
a suicide prevention study [29] and is currently being used in
a  large  online  psychotherapy  study  in  patients  with  depres-
sion [30].

Conclusion

ness and self-management competence in a clinical sample of
in-patients  with  depression.  Unfortunately,  individual  self--
management competence has played a minor role  in clinical

management  competence  and  depressiveness  are  associated

ment  competence  and  depressiveness  are  closely  associated

that  self-management  competence  is  an  important  resource

ment  for  assessing  self-management  competence  in  patients

al level of psychological,  social and occupational functioning
[14].  Interventions to enhance self-management competence
are an important part of treatment and are likely to improve
patient-reported outcome (PRO) in patients with depression.
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