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GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Comparing social group identifications and socioeconomic
deprivation as predictors of psychological distress: Evidence
from a Scottish primary care sample

Abstract
Social group identification and socioeconomic deprivation have
both been linked to self-reported depressive symptomology in
general population samples; however no study to date has
explored the strength of the joint predictive value of these
factors within a mental health population. The current study
explores the impact of social group identifications and
socioeconomic deprivation, together with important clinical
and demographic variables, on psychological distress in a
Scottish mental health sample. Participants (N = 976) were
recruited

from

referrals

to

a

computerised

Cognitive

Behavioural Therapy (cCBT) programme in Scotland, ‘Beating
the Blues’ (BtB) over a 25-month period. Participants
completed the Clinical Outcomes in Routine Evaluation
Outcome Measure (CORE-OM) as a measure of psychological
distress and three versions of the group identifications scale
(GIS), one for each of three groups: family, community, and a
social group of choice. Demographic and clinical information
were collected on commencing BtB. Higher numbers of group
identifications were significantly associated with lower
psychological distress. Additionally, increased socioeconomic
This is the peer reviewed version of the following article: 'Comparing social group identifications and socioeconomic
deprivation as predictors of psychological distress: Evidence from a Scottish primary care sample', British Journal of
Social Psychology, which has been published in final form at http://dx.doi.org/10.1111/bjso.12210. This article may be
used for non-commercial purposes in accordance with Wiley Terms and Conditions for Self-Archiving.
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deprivation was significantly associated with more severe
psychological distress, however interestingly the association
was not as strong as that of group identifications. Identifying
with fewer social groups predicts more severe psychological
symptom presentations, even more so than living in a greater
state
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Distress

Introduction
The literature widely suggests that psychosocial factors may
play a role in the etiology of psychological distress. Two
particularly important predictors of psychological distress
appear to be the extent to which one feels psychologically
connected to social groups (group identification) (Sani,
Madhok, Norbury, Dugard, & Wakefield, 2015a) and one’s
level of socioeconomic deprivation (Stirling, Wilson, &
McConnachie, 2001; Lorant et al., 2007). However, no study to
date has compared the joint predictive value of these two
factors in a large clinical sample. This is the aim of the current
study. We believe that comparing the effects of group
identifications and socioeconomic deprivation on levels of
psychological distress is important, if only because these two
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social predictors are likely to be associated with one another,
and therefore the effects of one of them might be largely
accounted for by the other.

The following sections offer a brief overview of the
relationship between social identity, health, and wellbeing,
before reviewing the literature concerning the link between
social group identifications and psychological distress, and
between socioeconomic deprivation and psychological distress,
highlighting the limitations of such literature, and finally
describing the current study, emphasising the ways in which it
overcomes limitations of existing literature.

Social Identity, Health, and Wellbeing
Social identity theory stipulates that a person’s sense of identity
is based on the group(s) of which they are a member. Tajfel and
Turner (1979) suggest that the specific groups (for example a
family group, a sports team, or a religious group etc.) to which
people belong are a crucial part of building social identity, selfesteem, and a sense of belonging. In relation to health and
wellbeing, social identity has been found to be important across
various health- and wellbeing-related concerns. For example, a
recent meta-analysis by Steffens, Haslam, Schuh, Jetten, and
van Dick (2016) revealed that social identification has an
important impact on stress and wellbeing within the work-place
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in that those who identify with a work-group are less likely to
experience mal-effects on health such as stress and burn-out.
There

is

evidence

that

these

effects

of

work-group

identification on stress are mediated by social support and
collective efficacy, in that those who identify with a workgroup are more likely to receive social support and in turn are
more likely to gain a sense of collective efficacy, and are
therefore less likely to experience burnout (Avanzi, Schuh,
Faccaroli, & van Dick, 2015). More broadly, Greenaway,
Cruwys, Haslam, and Jetten (2015) argue that the relationship
between group identification and stress can be explained by the
notion that having social identities satisfies a number of basic
psychological needs; specifically a need for control, for selfesteem, for a meaningful existence, and a need to belong.
Identifying with social groups, rather than mere social contact
or engaging in group activities, is characterised by feelings of
belonging, connectedness, and affiliation with specific groups,
or by a sense of commonality drawn from shared views, values,
goals, or sentiments with fellow in-group members (Sani et al.,
2015a). This concept emphasises the importance of the
subjective experience of group membership, over and above the
mere volume of social contact that membership with social
groups may provide. Indeed, when social contact and group
identification were compared as predictors of self-reported
depressive symptomology as measured by the Beck Depression
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Inventory (BDI) (Beck, Ward, Mendelson, Mock, & Erbaugh,
1961) within a general population sample, group membership
was found to be a superior predictor than mere social contact
(Sani, Herrera, Wakefield, Boroch, & Gulyas, 2012). This
suggests that any effect of social contact may, in part, be
explained by group identification.

Therefore it can be seen that social group identification is an
important factor with regards to general health, psychological
wellbeing and self-rated depressive symptomology.

Group Identification and Psychological Distress
In terms of the link between psychological distress and specific
social group identifications, it has been found that identifying
with the family (Sani et al., 2012), a support group (Wakefield,
Bickley, & Sani, 2013), the school (Bizmuck, Reynolds,
Turner, Bromhead, & Subasic, 2009), and a profession group
(Sani et al., 2012) all predict lower levels of self-reported
depressive symptoms within general population samples.
Cruwys et al. (2014) further investigated the link between
group identification and self-reported depression within clinical
samples by conducting two intervention studies. The first study
examined the impact of joining a community-based group on
reductions in depressive symptoms in those at-risk of
developing depression (N = 52, 51.9% of which had received a
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clinical mental health diagnosis). The second study investigated
the impact of identifying with a therapy-group on depressive
symptom improvement in individuals (N = 92) with a diagnosis
of depression. The studies showed that a stronger degree of
identification with a single group, be it a community-based
group for those at-risk of developing depression or a therapy
group for those with a diagnosis of depression, predicted
greater declines in depressive symptomology as determined by
scores on Depression Anxiety Stress Scales (DASS; Lovibond
& Lovibond, 1995). These findings suggest that identifying
with a single group can have a positive influence on
psychological health, specifically in reducing symptoms of
depression, in both those at-risk of developing depression and
those with a diagnosis of depression.

Similarly, Haslam, Cruwys, Haslam, Dingle and Chang (2016)
investigated the efficacy of a psychotherapy intervention
(‘Groups 4 Health’ (G4H), aimed at providing individuals with
the necessary knowledge and skills to develop and maintain
social

group

identifications)

in

reducing

self-reported

symptoms of depression in two sample groups of young adults.
The first group (N = 81, Mage = 20.20) largely consisted of
university students who experienced at least mild symptoms of
depression or anxiety as determined by DASS scores. The
second group (N = 75, Mage = 20.95) consisted of university
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students who matched the first group in terms of age, gender,
treatment history and self-reported symptoms of depression and
anxiety. In addition to investigating the impact of G4H on
psychological wellbeing within this population, Haslam et al.
also investigated the mechanisms underlying changes in
psychological

wellbeing

by

testing

whether

clinical

improvements were predicted by the strength of connectedness
to the G4H group or by the strength of connectedness with
multiple groups as measured by a 4-item scale. The scale
included items such as “I get practical help from lots of
different social groups” with 5-point rating scales (1 = do not
agree at all, 5 = agree completely). Mean scores across the 4
items were generated to indicate the strength of connectedness
with more than one social group, rather than measuring the
cumulative number of social groups participants identified
with. They found that the G4H intervention significantly
reduced self-reported symptoms of anxiety and depression, and
that improvements in such symptoms were independently
predicted by the strength of connectedness with both the G4H
group and multiple groups respectively. This provides evidence
that (a) a group-identification-centered intervention and (b) a
greater degree of connectedness with multiple groups are both
beneficial in improving mental health and wellbeing in young
adults experiencing symptoms of anxiety and depression.
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With regards to the cumulative number of group identifications,
Cruwys et al. (2013) found a significant negative correlation
between the number of groups a person identifies with and
depressive symptomology within a general population sample,
indicating that the more groups an individual identifies with,
the less depressed an individual is likely to feel. It has been
suggested that the reason why the number of groups a person
belongs to is important with regards to symptoms of depression
can be explained by the ‘Social Identity Model of Identity
Change’ (Haslam et al., 2008; Iyer, Jetten, Tsivrikos, Postmes,
& Haslam, 2009; Haslam et al. 2016). The social identity
model of identity change postulates that throughout life one can
experience changes to or losses of one’s social identities. Such
changes or losses can coincide with life transitions; for example
moving to a new city, changing careers, becoming a parent or
entering retirement, and this can have a negative impact on
psychological wellbeing (Iyer et al., 2009). For those
experiencing depression, social identity losses or changes can
be particularly prevalent as numerous pieces of research
suggest that withdrawal from social groups and engagements
may come as a consequence of depressive symptoms, and
social withdrawal can worsen symptoms of depression (House,
Landis, & Umberson, 1988; Kawachi & Berkman, 2001). Iyer
et al. (2009) suggest that having a strong set of multiple social
group identifications can help individuals cope with the
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negative effects of identity change, and can even help to form
new positive social identities, as those with multiple group
identifications are more likely to have greater sources of both
material and psychological support during challenging times.

All studies described above clearly demonstrate the benefits of
social group identification for those experiencing symptoms of
depression; however research into social group identification is
not without limitations. Firstly, in terms of the number of group
identifications explored and nature of the samples used, all
previous research investigating the predictive value of multiple
group

identifications

on

self-reported

depressive

symptomology has done so within general population samples
(Sani et al., 2015a; Sani et al., 2012; Wakefield et al., 2013;
Bizmuck et al., 2013; Cruwys et al., 2013), rather than within
mental health populations consisting of individuals who are
recognised by a healthcare professional as suffering from a
clinical mental health problem. While Haslam et al. (2016)
acknowledged the importance of identifying with multiple
social groups on psychological wellbeing in young adults
experiencing mental health symptoms, they investigated the
strength of identification with multiple groups as opposed to
the cumulative number of social groups participants identified
with. Secondly, some studies have determined the presence of
group identification by simply asking participants whether they
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considered themselves a member of a given group (Cruwys et
al., 2013), rather than by using a multi-item measure exploring
the various aspects of subjective group identification. Thirdly,
some general population studies have used self-reported Major
Depressive Inventory (MDI) (Bech et al., 2001) scores to create
a categorical variable (‘yes’ or ‘no’) for the presence of
‘depression’,

or

have

checked

medical

records

for

antidepressant prescribing as an indicator of the presence of
‘depression’ (Sani et al., 2015a). Such methods are limited in
that those experiencing ‘borderline/subclinical’ symptoms are
simply categorised as ‘not depressed’. We feel that measuring
self-reported

symptoms

on

a

scale,

as

opposed

to

dichotomously, and then sub-categorising the scores into
‘mild’, ‘moderate’, and ‘severe’ presentations is a more
inclusive method of assessing symptomology. Finally, the
current group identification literature is limited by the lack of a
satisfactory measure of socioeconomic deprivation as a
potentially crucial covariate in psychological distress.

Socioeconomic Deprivation and Psychological Distress
Socioeconomic deprivation has been found to have an
important detrimental effect on health and wellbeing in both
communicable and non-communicable diseases worldwide
(Marmot, 2005). Marmot draws attention to the ‘social health
gradient’, indicating that those with the poorest socioeconomic
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status experience the poorest health. This is a worldwide public
health concern, and Marmot (2005) stresses the need to address
gross inequalities in health by reducing poverty as a matter of
social justice. Indeed, the direction of the social health gradient
observed globally does not differ in Scotland. Recent data
published in the ‘National Clinical Strategy for Scotland’
(Scottish

Government,

2016b)

reveal

that

there

are

considerable variations in life expectancies at birth across
Scotland, specifically showing a discrepancy of 20 years
between men living in the most and least socioeconomically
deprived areas.

Furthermore, the socioeconomic inequalities that underlie
detriments to general health are not different to those that
underlie mental health, as outlined by the World Health
Organisation (WHO) (2003). WHO report that mental health
problems occur in persons of all ages, genders, and social
backgrounds; however those who are poor, homeless,
unemployed, or have low education are at greater risk of
experiencing a mental disorder. When examined crossnationally, WHO (2000) found that the highest prevalence of
mental disorders was present in groups with the lowest level of
educational attainment in six of the seven countries examined,
and with the lowest income in three of the four countries
examined. The relationship between socioeconomic deprivation
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and poor mental health is reflected in recent findings published
in the ‘Scottish National Health Survey’ (Scottish Government,
2015), indicating that of those diagnosed with a mental
disorder, 15% live in the most socioeconomically deprived
quintile, compared to 6% in the least deprived quintile. These
findings have been highlighted in the recent ‘Mental Health
Strategy for Scotland’ (Scottish Government, 2017) and
recognised as a priority to address.

With regards to specific psychiatric risk factors associated with
low socioeconomic status, Turner and Lloyd (2009) found that
poorer availability of coping resources, ongoing adverse lifeevents, exposure to stress, and weaker forms of social support
were all more prevalent in groups with lower socioeconomic
status. Indeed, an association between socioeconomic status
and severity of psychiatric illness has been found, as measured
by longer lengths of psychiatric hospital admission (Abas,
Vanderpyl, Robinson, Le Prou, & Crampton, 2006), higher
rates of suicide and parasuicide (Gunnell, Peters, Kammerling,
& Brooks, 1995), and higher prevalence and persistence of
depressive symptomology (Ostler et al., 2001) amongst those
who are more socioeconomically deprived.

Only the latter study has examined the link between
socioeconomic deprivation and self-reported depression. The
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study used Jarman Under-Privileged Area scores (UPA)
(Jarman, 1983) to predict depressive symptom prevalence and
outcome, as measured by the Hospital Anxiety and Depression
Scale (HADS) (Zigmond & Snaith, 1983), within a large
general population sample. The study found that belonging to a
GP practice with a high UPA score significantly predicted
persistence of depressive symptoms at both 6-weeks and 6months. However, it is important to note that UPA scores were
designed to measure variation in socioeconomic deprivation
across small areas in the UK so that healthcare providers can
identify underprivileged areas where there are increased
pressures on primary care services. UPA calculations are based
on the volume of patients in the area, the typical patient needs,
and 13 social factors and 8 service factors which are thought to
be associated with demands on the service. This construct is
therefore qualitatively different from other measures of
socioeconomic deprivation such as the Carstairs Index
(Carstairs & Morris, 1991) or the Townsend Index (Townsend,
Phillimore, & Beattie, 1988), and given that UPA scores of the
GP practice to which each participant belonged were used
irrespective of the participant’s home postal code, it is only
possible to determine whether or not the participant receives
primary care in a socioeconomically deprived area, rather than
how socioeconomically deprived each participant is.
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Wakefield, Sani, Madhok, Norbury and Dugard (2015)
employed

a

more

robust

measure

of

socioeconomic

deprivation, the Scottish Index of Multiple Deprivation (SIMD)
(Scottish Government, 2016a). However, similarly the SIMD
category of the participant’s GP practice, rather than of the
participant’s home, was used to determine socioeconomic
deprivation within the sample. Other studies are limited by a
lack of a robust measure of socioeconomic deprivation. For
example, some have used deciles of annual reported income as
proxy for socioeconomic status (Cruwys et al., 2015), while
others have measured subjective socioeconomic deprivation (as
opposed to actual socioeconomic deprivation) by using selfreport likert scales in which the participant indicates where they
believe they are placed in terms of socioeconomic status
compared to others (Wakefield et al., 2015; Sani, Magrin,
Scrignaro, & McCollum, 2010).

However, there are two

excellent examples of how robust socioeconomic deprivation
measures can be used within mental health populations. One
study used the Townsend Index to examine the effect of
socioeconomic deprivation on attrition in primary care
psychological therapies services (Self, Oates, PinnockHamilton, & Leach, 2005), and another study used the SIMD to
investigate the effect of socioeconomic deprivation on opt-in,
drop-out, and completion rates in primary care when offered
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Cognitive Behavioural Therapy (CBT) as a treatment for
depression (Grant et al., 2012).

The Current Study
The current study aims to address a gap in the literature by
assessing and comparing the effects that multiple group
identifications and socioeconomic deprivation may have on
psychological distress within a mental health population. To
address the limitations of the relevant previous studies
discussed above, the current study adopted the following
strategies.

Concerning

the

measurement

of

group

identifications, we employed a valid multi-item scale to assess
identification with three distinct social groups. Concerning
socioeconomic deprivation, we used robust SIMD deciles
derived from participants’ home postal codes. Concerning the
assessment of psychological distress, we used an instrument
that allows the classification of participants’ severity of distress
on three different levels (mild, moderate to severe, and severe).
Finally, with regards to the sample, we assessed a clinical
sample consisting of individuals recognised by a healthcare
professional as suffering from a mental health problem, and
requiring an intervention to treat said problem.

The current study also considered a number of demographic
and clinical factors identified by the literature as being
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potentially important in relation to psychological distress. First,
we assessed participants’ age as previous studies (WHO, 2003;
Kessler et al., 2003) found differences in depressive
symptomology across different age-groups. Second, we
assessed gender as it has been widely reported that females are
more likely to suffer from depression than males (Piccinelli &
Wilkinson, 2000; Cheng & Furnham, 2003) and the
presentation of symptoms differ between genders across age
(Kessler, Foster, Webster, & House, 1992). Third, we measured
educational attainment because low educational attainment has
been found to significantly predict more severe depressive
symptom presentations (WHO, 2000; Kessler et al., 2003).
Fourth, we assessed the use of antidepressant medication
(ADM) because ADM use may, as intended, reduce the
severity of depressive symptoms (American Psychiatric
Association, 2000; Fournier et al., 2010), and this may
therefore account for some of the variance seen in
psychological distress. Finally, we measured problem duration
as longer lengths of depressive episodes have been linked with
increased distress (Spijker et al., 2002; Melartin et al., 2004).

Method
Participants and Procedure
The current study used data collected from four NHS Scotland
health-boards (Grampian, Fife, Shetland and Lanarkshire) over
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a 25-month period between September 2014 and October 2016.
Participants consisted of individuals referred by a clinician to
receive computerised cognitive behavioural therapy (cCBT) via
the ‘Beating the Blues’ (BtB) programme. Referrals to the
service came from GPs (n = 756, 77.5%), psychology services
(n = 141, 14.5%), psychiatry services (n = 31, 3.1%), and other
health services e.g. speech and language therapy and
occupational health services (n = 48, 4.9%). The referral
criteria for the BtB service include a suspected diagnosis of
mild to moderate depression (as determined by the referring
clinician), >16 years of age, must not have other significant
psychological morbidity, and must not be actively suicidal. Of
the patients referred to BtB during the inclusion period (N =
8610), 1191 (13.8%) completed the measure of group
identifications, of which 975 (11.3% of referred patients)
completed the measure of psychological distress. Only data
from

participants

who

completed

both

measures

of

psychological distress and group identification were included,
with one patient having commenced BtB twice during the
inclusion period. This patient completed the required measures,
however dropped out of the programme before completing the
second session. The patient was then re-referred to the service 7
months later and subsequently completed 6 sessions. Data from
each time this patient completed the measures are included and
treated as two separate cases. Therefore the total sample size of
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the current study is N = 976, 310 (31.8%) males, 666 (68.2%)
females, Mage = 39.85 years, SD = 14.50, range 17-83 years.

Group Identifications Measure
Identification with three distinct groups (family, community,
and a third group chosen by the participant from a list
including groups such as a sports team, a friendship group, or a
hobby group) was assessed using a self-report questionnaire,
the Group Identification Scale (GIS) (Sani et al., 2012). The
GIS is a global scale based on four items tapping one’s general
sense of belonging and connectedness to the group (e.g., “I
have a sense of belonging to [my group]”) together with one’s
sense of commonality with in-group members (e.g., “I have a
lot in common with the members of [my group]”). Participants
specify their disagreement or agreement with each item using a
seven-point scale (1 = “strongly disagree”, 7 = “strongly
agree”). Previous research has shown that the GIS has good
reliability, with alpha values ranging from the high .80s to the
low .90s, regardless of the specific group to which it is adapted
(e.g., family, friends) (Sani, Madhok, Norbury, Dugard, &
Wakefield, 2015b).

In line with previous research (Sani et al., 2015a), the presence
of identification with each social group was determined by the
mean score across the four items. If the mean score was more
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than 5, a ‘1’ was allocated to a binary variable, indicating
identification with the group. A ‘0’ score was allocated to the
binary variable if the mean score per group was less than 5,
indicating no group identification present. We then calculated
the number of group identifications for each participant by
summing the three binary variables to create scores ranging
from 0 (no group identifications present) to 3 (identification
with all three groups). Missing items were assigned a mean
value based on scores on other items within the particular
social group to which the questions are aimed.

Socioeconomic Deprivation Measure
Participant postal codes were collected from medical records
and were categorised according to the SIMD as a measure of
socioeconomic deprivation. The SIMD uses information taken
from the most recent Census and Small Area Population
Estimates (SAPEs) to determine a deprivation rank per
datazone. Scotland is divided into 6505 small geographical
areas called ‘datazones’, each consisting of approximately 350
households

and

a

mean

of

800

people.

Datazone

socioeconomic deprivation ranks range from 1 (most deprived)
to 6505 (least deprived). The level of socioeconomic
deprivation is determined by seven aspects of deprivation to
form one index. These include employment, income, health,
education (skills and training), geographic access to services,
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crime, and housing. The SIMD is the official tool used by the
Scottish Government to identify areas of socioeconomic
deprivation in Scotland. The current study uses deciles of
SIMD ranks to indicate socioeconomic deprivation; however
the scores are reversed so that 1 indicates the least deprived
and 10 indicates the most deprived areas.

Psychological Distress Measure
The Clinical Outcomes in Routine Evaluation Outcome
Measure (CORE-OM) (Barkham et al., 1998) was used to
measure participants’ global psychological distress. The
CORE-OM is a pan-diagnostic measure with four subscales;
‘wellbeing’

(4

items),

‘problem

severity’

(12

items),

‘functioning’ (12 items), and ‘risk’ (6 items) which draw upon
the opinions of clinicians regarding the most important
elements of psychological wellbeing and health to measure
(Mellor-Clark, Barkham, Connell, & Evans, 1999). Participants
indicate a score between 0 and 4 per item, resulting in a total
possible score range of 0 to 136. In a clinical population, mean
scores between 1 and 1.4999 indicate a ‘mild’, 1.5 and 1.9999
indicate ‘moderate’, 2 and 2.4999 indicate ‘moderate to
severe’, and scores >2.5 indicate a ‘severe’ range (Connell et
al., 2007). The current study categorises mean score ranges of 0
to 1.4999 as ‘mild’ psychological distress, 1.5 to 2.4999 as
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‘moderate to severe’, and scores >2.5 as ‘severe’, creating a
binary variable for each distress severity category.

The CORE-OM is widely accepted and used in routine practice
(Gray & Mellor-Clark, 2007). Internal reliability across all
subscales has been reported to show alpha levels between .75
and .95, with an alpha level of .94 for all items in a clinical
sample (Evans et al., 2002). Test-retest reliability of subscales
has also been reported as high (between .87 and .91), with the
exception of the risk subscale (.64) (Evans et al., 2002). Both
individual

domain

and

overall

scores

show

excellent

convergent validity against other self-report measures of
symptom severity within clinical populations (CI ranges
between .63 and .88 for all items) (Connell et al., 2007).

Demographic Measures
Age and gender were recorded from medical records on
referral to the BtB programme. Educational attainment was
recorded by BtB coordinators using the following single-item
self-report question: ‘What is the highest level of education
you have completed?’ to which participants could respond
‘primary’, ‘secondary’, ‘higher / and or university’, or ‘other’.

ADM Use and Problem Duration Measures
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ADM use and problem duration were measured using singleitem self-report questions delivered by BtB coordinators. The
first question asked: ‘How long have you used antidepressant
medication?’ Response options included ‘less than 1 month’,
‘less than 2 months’, ‘more than 2 months’, or ‘I do not take
antidepressant medication’. The second question asked: ‘How
long have you had this problem?’, to which participants could
respond ‘Less than 6 months’, ‘6 months to 1 year’, ‘1 to 3
years’, ‘3 to 5 years’, ‘5 to 10 years’, ‘10 to 20 years’, ‘20 to 40
years’, or ‘More than 40 years’. ADM use answers were
dichotomised to represent those taking and those not taking
ADM for the purpose of the main analysis.

Statistical

Analyses

All analyses were conducted using Statistical Package for
Social Science (SPSS) software version 22. Firstly we
calculated the frequencies for each variable and the mean and
standard deviation scores for socioeconomic deprivation.
Subsequently,

we

conducted

a

cross-tabular

analysis

investigating the frequency of participants with each level of
psychological distress (mild, moderate to severe, and severe) as
a function of number of group identifications (0, 1, 2, and 3).
The statistical significance of this analysis was calculated using
Pearson

chi

square.

This

was

followed

by post-hoc

comparisons to further explore the nature of the differences. At
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this point we explored the association between socioeconomic
deprivation and psychological distress, as well as the
association between group identifications and socioeconomic
deprivation, by calculating the point-biserial correlations
coefficient. We then performed a multinominal logistic
regression (MLR) analysis to assess the effects of both number
of group identifications and socioeconomic deprivation on
psychological distress, while controlling for age, gender,
education level, ADM use, and problem duration. Finally, in
order to further confirm the results of the MLR, we performed
a standard multiple regression to assess the impact of our two
predictors and all our covariates on psychological distress, this
time using the continuous version of the psychological distress
variable (i.e., scores on CORE-OM ranging from 0 to 4). The
results of this analysis can be found in the supplementary
materials.

Results
Descriptive Statistics
Of the 976 participants, 364 (37.3%) did not identify with any
group, 293 (30.0%) identified with one group, 233 (23.9%)
identified with two groups, and only 86 (8.8%) identified with
three groups. Participant postal codes demonstrated the full
range of socioeconomic deprivation rank deciles (1-10), M =
4.94, SD = 2.61. With regards to psychological distress,
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participant CORE-OM scores ranged between .15 and 3.56, M
= 1.92, SD = .63. Of the participants, 230 (23.6%) had mild,
550 (56.4%) had moderate to severe, and 196 (20.1%) had
severe psychological distress.

Concerning participants’ highest level of education, 33 (3.4%)
completed primary school, 251 (25.7%) completed secondary
school, 438 (44.9%) completed higher and / or university level
education, and 215 (22.0%) completed an ‘other’ form of
education (4.0% did not specify). Concerning ADM use, 615
(62.9%) participants reported that they were taking ADM,
while 336 (34.4%) indicated that they were not taking ADM;
2.6% did not specify. Regarding problem duration, the majority
of participants had experienced their problems for 1 to 3 years
(n = 205, 21.0%), while almost 1 participant in 4 had
experienced their problems for more than 10 years. For more
detailed descriptive analyses of ADM use and problem duration
see Tables 1 and 2 respectively in the supplementary materials.

Cross-Tabular Analysis
We performed a cross-tabular analysis to explore levels of
psychological distress as a function of number of group
identifications (see Table 1 for details). We found that the
percentage of participants with severe distress increased as the
number of group identifications decreased, and that the
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percentage of participants with mild distress increased as the
number of group identifications decreased. For instance, among
the 364 participants with no group identifications, only 9.3%
experienced mild levels of psychological distress, while 34.9%
experienced severe distress. On the other hand, among the 86
participants with three group identifications, 47.7% had mild
distress while only 1.2% had severe distress. This pattern of
association was statistically significant, χ2 (6, N = 976) = 140.9;
p <.0001.

At this point we conducted three post-hoc comparisons to
further explore the nature of the found association between
number of group identifications and levels of psychological
distress. Specifically, we compared participants having 0 group
identifications

with

participants

having

≥1

group

identifications, participants having 1 group identification with
participants having ≥2 group identifications, and participants
having 2 group identifications with participants having 3 group
identifications. We found that moving up in terms of number of
group identifications (i.e. moving either from 0 to ≥1, or from 1
to ≥2, or from 2 to 3) always led to a statistically significant
increase of participants with mild psychological distress, and
decrease of participants with severe psychological distress. For
instance, moving from 0 group identifications to ≥1 group
identifications implied a change from 9.3% to 32.0% in terms
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of participants with mild distress, and a change from 39.9% to
11.3% in terms of participants with severe distress. The greater
effects were found when comparing 0 and ≥1 group
identifications (Cramer’s Phi =.34). See Table 2 for details of
the results.

Point-biserial correlations
Point-biserial correlation analyses revealed a positive and
statistically significant association between socioeconomic
deprivation and levels of psychological distress, rpb=.14; p
<.01, as well a rather small, but statistically significant,
negative association between number of group identifications
and socioeconomic deprivation, rpb=-.08; p <.05.

Despite it being a rather small association, we decided to
conduct a mediation analysis to examine whether the effects of
socioeconomic deprivation on psychological distress are
mediated by multiple group memberships. The analysis
revealed statistically significant mediation effects of group
identification on the effects of socioeconomic deprivation on
psychological distress, β = .008, p <.0001, CI= Lower: .002
and Upper: .015, meaning that some of the variance in
psychological distress accounted for by socioeconomic
deprivation can be explained by the number of groups a person
identifies with. We also conducted a moderation analysis to test
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for any interaction between socioeconomic deprivation and
group identification, which revealed no interaction. The results
of this analysis can be found in the supplementary materials.

Multinominal Logistic Regression Analysis
The MLR analysis shows that the regression model fits the data
significantly better than a model based on the intercept only, as
demonstrated by the non-significant Pearson chi square test,
(158, n = 164.71) = 1908.71; p =.34. Also, the pseudo R square
values suggest that the model explains a substantial amount of
variability in levels of psychological distress, possibly between
21% and 25% (Cox & Snell =.21; Nagelkerke =.25).
Concerning the independent effects of our predictors, we found
both group identifications, χ2 (6) = 131.83, p <.0001, and
socioeconomic deprivation, χ2 (2) = 12.08, p <.01, to have a
statistically significant influence on levels of psychological
distress. Concerning our covariates, we found statistically
significant effects on levels of psychological distress exerted by
problem duration χ2 (2) = 17.36; p < .0001, ADM χ2 (4) =
11.84; p <.05, and age χ2 (2) = 43.88; p <.0001. Gender and
level of education did not have statistically significant effects
on severity of psychological distress. A summary of these
results are reported in table 3.

Discussion
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The current study demonstrates that greater numbers of group
identifications and lower levels of socioeconomic deprivation
significantly predict lower levels of psychological distress,
even after controlling for common predictors of psychological
distress including age, gender, education, problem duration and
ADM use. This finding is similar to Sani et al.’s (2015a)
finding in that group identification appears beneficial to mental
health,

however

by

employing

robust

measures

of

socioeconomic deprivation and group identification, and by
controlling for the above listed factors in the context of a
clinical sample, the current study represents a valuable
enhancement of the existing literature.

Our finding that at least some of the variance in psychological
distress accounted for by socioeconomic deprivation can be
explained by the number of groups a person identifies with
raises an interesting topic of discussion. Jetten, Haslam and
Barlow (2013) suggest that those living in a greater state of
socioeconomic deprivation have less access to social groups,
whereas those who are better off have increased means through
which to form and maintain social group memberships. Our
results might indeed represent support for this idea, sparking an
argument that social group identification should be encouraged
within areas of increased socioeconomic deprivation as a way
to reduce inequalities as a matter of social justice.
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Other significant predictors of psychological distress included
ADM use, problem duration, and age. With regards to ADM
use, those who were currently taking ADM reported greater
psychological distress. ADM use may therefore act as an
indicator of increased symptom severity, in that a medical
professional

has

recognised

a

need

to

prescribe

a

pharmacological treatment for the depressive symptoms present
(Sani et al., 2015a). Also, by measuring ADM use as opposed
to recording ADM prescriptions as previous research has (Sani
et al., 2015a), it was possible to gain an understanding of
current use rather than of past prescriptions. This is important
because it is possible that not all of those who are prescribed
ADM go on to take them (Dwight-Johnson, Sherbourne, Liao,
& Wells, 2000). In relation to problem duration, the longer the
symptoms are present, the significantly more severe the
psychological distress. This is important because no study
before has controlled for problem chronicity when investigating
the amount of variance in psychological distress accounted for
by group identification and socioeconomic deprivation, and yet
the finding proved significant. Finally, as age increased
psychological distress also significantly increased, proving
consistent with previous literature on the relationship between
age and depressive symptomology (WHO, 2003; Kessler et al.,
2003). Interestingly, educational attainment and gender were
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found not to significantly predict distress levels, proving
inconsistent with previous literature (WHO, 2000; Kessler et
al., 2003; Kessler et al., 1992; Piccinelli & Wilkinson, 2000;
Cheng & Furnham, 2003).

In contrast to general population sample studies, the current
study found that within a clinical sample participants most
commonly identify with no social groups, whereas identifying
with three groups was rare. This observation is the direct
reverse of what is typically found in general population
samples, whereby the majority identifies with three groups and
the minority identifies with no groups (Sani et al., 2015a).
Moreover, as number of group identifications decrease, the
levels of psychological distress increase and vice versa. This is
similar to Sani et al.’s (2015a) finding that in the general
population, a person who identifies with fewer groups is more
likely to score higher on self-rated depression scales, and to
have been prescribed ADM. These findings may therefore
support the notion of social prescribing (Scottish Government,
2007; NHS Health Scotland, 2015) in that group connectedness
is clearly an important factor within clinical populations, and
therefore health services should work to encourage social
integration in those presenting with symptoms of depression to
maximise treatment outcomes (Wakefield et al., 2013).
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Limitations and Future Directions
The cross-sectional nature of the current study means that it is
not possible to make inferences regarding causal relationships
between either social group identification or socioeconomic
deprivation and psychological distress. Therefore we cannot
determine whether people identify with fewer groups because
they have more severe symptoms of depression, or because
they have more severe symptoms they identify with fewer
groups. Future studies could seek to rectify this by examining
the predictive value of group identification and socioeconomic
deprivation across time, over the period of a treatment for
example, by conducting a longitudinal study.

Secondly, the current study uses self-reported CORE-OM
scores as the outcome measure of psychological distress. This
is a limitation in that self-reported measures have been found to
raise questions regarding validity (Austin, Gibson, Deary,
McGregor, & Dent, 1998). However, the current study
recruited individuals who were referred by clinicians to receive
an intervention to treat depression via the BtB service, thus
clinical judgement was used to determine that the patient was
suffering from mild to moderate depression, and required an
intervention to alleviate the symptoms. This provides a layer of
certainty that the sample were experiencing a mental health
problem. Additionally, measuring symptom severity on a
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continuum rather than on the basis of a ‘yes’ or ‘no’ dichotomy
of self-rated depression scores allows for a less restrictive way
of exploring depression. This is because those experiencing
lower-level symptom presentations are not dismissed as ‘not
depressed’, but rather accounted for as experiencing ‘mild’
symptoms of depression.

Implications and Conclusions
Social group identifications are a strong predictor of
psychological distress, even more so than socioeconomic
deprivation, indicating that social connectedness may be a
protective factor against more severe psychological symptom
presentations. This may therefore support the notion of social
prescribing within primary care in that healthcare professionals
could offer those presenting with depression the option of
joining a community-based social group, such as a reading or
sports club (Sani et al., 2015a). Beyond this, our results support
the notion of developing group interventions to encourage
those experiencing depression to join and maintain social group
memberships with the aim of fostering group identifications.
Groups such as G4H (Haslam et al., 2016) are specifically
designed to help people experiencing, or at risk of experiencing
depression, to foster social group identities and as such have
observed clinical benefits. Linking this to our finding that
increased socioeconomic deprivation predicted more severe
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psychological distress at pre-treatment assessment, and that
some of the variance accounted for by socioeconomic
deprivation can be explained by the number of groups a person
identifies with, any group intervention offered should be done
so at minimal financial costs to the participant, as done so by
the ‘Reclink’ group which specifically engages with the most
socioeconomically

disadvantaged

and

socially

isolated

populations (Cruwys et al., 2014). On a related note, from
Grant et al.’s (2012) finding that those who are more
socioeconomically deprived are less likely to ‘opt-in’ to receive
psychological therapies, it is clear that efforts must be made to
ensure that this vulnerable population have access to the
necessary and most appropriate psychological interventions.

Overall, the current study provides a clear illustration of the
benefits of group identification for those experiencing
symptoms of depression and therefore argues the importance of
social group connectedness for mental health.

Ethical Statement
The current study acts in accordance with the ethical standards
set by the 1964 Declaration of Helsinki and its later
amendments.

Declaration of Interest

33

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

On behalf of all authors, the corresponding author states that
there is no conflict of interest.

References
Abas, M. A., Vanderpyl, J., Robinson, E., Le Prou, T., &
Crampton, P. (2006). Socio-economic deprivation and
duration of hospital stay in severe mental disorder.
British

Journal

of

Psychiatry,

188,

581-582.

doi:10.1192/bjp.bp.104.007476
Austin, E. J., Gibson, G. J., Deary, I. J., McGregor, M. J., &
Dent, J. B. (1998). Individual response spread in selfreport scales: personality correlations and consequences.
Personality and Individual Differences, 24, 421–
438. doi:10.1016/S0191-8869(97)00175-X
Avanzi, L., Schuh, S. C., Faccaroli, F., & van Dick, R. (2015).
Why does organizational identification relate to reduced
employee burnout? The mediating influence of social
support and collective efficacy. Work & Stress, 29 (1), 110. doi:10.1080/02678373.2015.1004225
American Psychiatric Association [APA]. (2000). Practice
guidelines for the treatment of patients with major
depressive disorder (revision). American Journal of
Psychiatry, 157, 1-45.
Barkham, M., Evans, C., McGrath, F. M., Mellor-Clark, J.,
Milne, D., & Graeme, J. C. (1998). The rationale for

34

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

developing and implementing core outcome batteries for
routine use in service settings and psychotherapy
outcome research. Journal of Mental Health, 7 (1), 35-47.
doi:10.1080/09638239818328
Bech, P., Rasmussen, N-A., Raabaek Olsen, L., Noerholm, V.,
& Abildgaard, W. (2001). The sensitivity of the Major
Depression

Inventory

using

the

Present

State

Examination as the index of diagnostic validity. Journal
of Affective Disorders, 66, 159-164. doi:10.1186/1471244X-7-39
Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., &
Erbaugh, J. (1961). An inventory for measuring
depression. Archives of General Psychiatry, 4, 561-571.
doi:10.1001/archpsyc.1961.01710120031004
Bizmuck, B., Reynolds, K. J., Turner, J. C., Bromhead, D., &
Subasic, E. (2009). The role of the group in individual
functioning: school identification and the psychological
well-being of staff and students. Applied Psychology, 58,
171-192. doi:10.1111/j.1464-0597.2008.00387.x
Carstairs, V., & Morris, R. (1991). Deprivation and health in
Scotland. Aberdeen, UK: Aberdeen University Press.
Cheng, H., & Furnham, A. (2003). Personality, self-esteem,
and

demographic

predictions

of

happiness

and

depression. Personality and Individual Differences, 34,
921-942. doi:10.1016/S0191-8869(02)00078-8

35

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Connell, J., Barkham, M., Stiles, W. B., Twigg, E., Singleton,
N., Evans, O., & Miles, J. N. V. (2007). Distribution of
CORE-OM scores in a general population, clinical cut-off
points and comparison with the CIS-R. British Journal of
Psychiatry, 190, 69-74. doi:10.1192/bjp.bp.105.017657
Cruwys, T., Dingle, G. A., Haslam, C., Haslam, A., Jetten, J.,
& Morton, T. A. (2013). Social group memberships
protect against future depression, alleviate depression
symptoms and prevent depression relapse. Social Science
&

Medicine,

98,

179-186.

doi:10.1016/j.socscimed.2013.09.013
Cruwys, T., Haslam, S. A., Dingle, G. A., Jetten, J., Hornsey,
M. J., Chong, E. M. D., Oei, T. P. S. (2014). Feeling
connected again: Interventions that increase social
identification reduce depression symptoms in community
and clinical settings. Journal of Affective Disorders, 159,
139-146. doi:10.1016/j.jad.2014.02.019
Dwight-Johnson, M., Sherbourne, C. D., Liao, D., & Wells, K.
B. (2000). Treatment preferences among depressed
primary care patients. Journal of General Internal
Medicine,

15,

527-534.

doi:10.1046/j.1525-

1497.2000.08035.x
Evans, C., Connell, J., Barkham, M., Margison, F., McGrath,
G., Mellor-Clark, J., & Audin, K. (2002). Towards a
standardised brief outcome measure: Psychometric

36

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

properties and utility of the CORE-OM. British Journal
of Psychiatry, 180, 51-60. doi:10.1192/bjp.180.1.51
Fournier, J. C., DeRubeis, R. J., Hollon, S. D., Dimidjian, S.,
Amsterdam, J. D., Shelton, R. C., & Fawcett, J. (2010).
Antidepressant drug effects and depression severity: A
patient-level meta-analysis. Journal of the American
Medical

Association,

303

(1),

47-53.

doi:10.1001/jama.2009.1943
Grant, K., McMeekin, E., Jamieson, R., Fairfull, A., Miller, C.,
& White, J. (2012). Individual therapy attrition rates in a
low-intensity service: A comparison of cognitive
behavioural and person-centred therapies and the impact
of

deprivation.

Behavioural

Psychotherapy,

and

Cognitive

40,

245-

249. doi:10.1017/S1352465811000476
Gray, P., & Mellor-Clark, J. (2007). The CORE: A decade of
development. Rugby, UK: CORE IMS, Page Bros.
Greenaway, K. H., Cruwys, T., Haslam, S. A., & Jetten, J.
(2015). Social identities promote well-being because they
satisfy global psychological needs. European Journal of
Social Psychology, 46, 294-307. doi:10.1002/ejsp.2169
Gunnell, D. J., Peters, T. J., Kammerling, R. M., & Brooks, J.
(1995). Relation between parasuicide, suicide, psychiatric
admissions, and socioeconomic deprivation. British

37

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Medical

Journal,

311,

226-230.

doi:10.1136/bmj.311.6999.226
Haslam, C., Cruwys, T., Haslam, A., Dingle, G., & Chang, M.
X-L., (2016). Groups 4 Health: Evidence that a socialidentity intervention that builds and strengthens social
group membership improves mental health. Journal of
Affective

Disorders,

194,

188-195.

doi:10.1016/j.jad.2016.01.010
Haslam, C., Holme, A., Haslam, S. A., Iyer, A., Jetten, J., &
Williams,

W.

H.

(2008).

Maintaining

group

memberships: Social identity continuity predicts wellbeing after stroke. Neuropsychological Rehabilitation,
18, 671-691. doi:10.1080/09602010701643449
House, J. S., Landis, K. R., & Umberson, D. (1988). Social
relationships and health. Science, 241 (4865), 540-545.
Iyer, A., Jetten, J., Tsvivrikos, D., Postmes, T., & Haslam, S.
A. (2009). The more (and the more compatible) the
merrier: Multiple group memberships and identity
compatibility as predictors of adjustment after life
transitions. British Journal of Social Psychology, 48, 707733. doi:10.1348/014466608X397628
Jarman,

B.

(1983).

areas. British

Identification

Medical

Journal,

doi:10.1136/bmj.286.6379.1705

38

of

underprivileged

286,

1705-1709.

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Jetten, J., Haslam, S. A., & Barlow, F. K. (2013). Bringing
back the system: One reason why conservatives are
happier than liberals is that higher socio-economic status
gives them access to more group memberships. Social
Psychological

and

Personality

Science,

4,

6-13.

doi:10.1177/1948550612439721
Kawachi, I., & Berkman, L. F. (2001). Social ties and mental
health. Journal of Urban Health, 78 (3), 458-467.
doi:10.1093/jurban/78.3.458
Kessler, R. C., Berglund, P., Demler, O., Jin, R., Koretz, D.,
Merikangas, K. R., Rush, J. A., Walters, E. E., & Wang,
P. S. (2003). The epidemiology of major depressive
disorder: Results from the National Survey Replication
(NCS-R). Journal of the American Medical Association,
289 (23), 3095-3105. doi:10.1001/jama.289.23.3095
Kessler, R. C., Foster, C., Webster, P. S., & House, J. S. (1992)
The relationship between age and depressive symptoms
in two national surveys. Psychology and Aging, 7 (1),
119-126. doi:10.1037/0882-7974.7.1.119
Lorant, V., Croux, C., Weich, S., Deliège, D., Mackenbach, J.,
& Ansseau, M. (2007). Depression and socio-economic
risk factors: 7-year longitudinal population study. British
Journal

of

Psychiatry,

10.1192/bjp.bp.105.020040

39

190,

293-298.

doi:

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Lovibond, S. H., & Lovibond, P. F. (1995). Manual for the
Depression Anxiety Stress Scales (2nd Ed.). Psychology
Foundation: Sydney.
Marmot, M. (2005). Social determinants of health inequalities.
The

Lancet,

365,

1099-1104.

doi:10.1016/S0140-

6736(05)71146-6
Melartin, T., Rytsälä, H. J., Leskelä, U. S., Lestelä-Mielonen,
P., Sokero, T. P., & Isometsä, E. (2004). Severity and
comorbidity predict duration and recurrence of DSM-IV
major depressive disorder. The Journal of Clinical
Psychiatry, 65 (6), 810-819.
Mellor-Clark, J., Barkham, M., Connell, J., & Evans, C. (1999).
Practice-based evidence and need for a standardised
evaluation system: Informing the design of the CORE
System.

European

Counselling

Journal

and

of

Health,

Psychotherapy,
2,

357–374.

doi:10.1080/13642539908400818
National Health Service (NHS) Health Scotland. (2015). Social
prescribing for mental health: Background Paper.
Edinburgh, UK: NHS Health Scotland.
Ostler, K., Thompson, C., Kinmonth, A. –L. K., Peveler, R. C.,
Stevens, L., & Stevens, A. (2001). Influence of socioeconomic deprivation on the prevalence and outcome of
depression in primary care: The Hampshire Depression

40

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Project. British Journal of Psychiatry, 178, 12-17.
doi:10.1192/bjp.178.1.12
Piccinelli, M., & Wilkinson, G. (2000). Gender differences in
depression: Critical review. British Journal of Psychiatry,
177, 486-492. doi:10.1192/bjp.177.6.486
Sani, F., Herrera, M., Wakefield, J. R. H., Boroch, O., &
Gulyas, C. (2012). Comparing social contact and group
identification as predictors of mental health. British
Journal

of

Social

Psychology,

51,

781-790.

doi:10.1111/j.2044-8309.2012.02101.x
Sani, F., Madhok, V., Norbury, M., Dugard, P., & Wakefield, J.
R. H. (2015a). Greater number of group identifications is
associated with lower odds of being depressed: Evidence
from a Scottish community sample. Social Psychiatry
and

Psychiatric

Epidemiology,

50,

1389-1397.

doi:10.1007/s00127-015-1076-4
Sani, F., Madhok, V., Norbury, M., Dugard, P., & Wakefield, J.
R. H. (2015b). Greater number of group identifications is
associated with healthier behaviour: Evidence from a
Scottish community sample. British Journal of Health
Psychology, 20, 466-481. doi:10.1111/bjhp.12119
Sani, F., Magrin, M. E., Scrignaro, M., & McCollum, R.
(2010). In-group identification mediates the effects of
subjective in-group status on mental health: A brief

41

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

report. British Journal of Social Psychology, 49, 883-893.
doi:10.1348/014466610X517414
Scottish Government. (2007). Developing social prescribing
and community referrals for mental health in Scotland.
Edinburgh, UK: Scottish Development Centre for Mental
Health.
Scottish Government. (2015). Scottish National Health Survey:
A

National

Statistics

Publication

for

Scotland.

Edinburgh, UK: The Scottish Government.
Scottish Government. (2016a). Scottish Index of Multiple
Deprivation 2016: A National Statistics Publication for
Scotland. Edinburgh, UK: The Scottish Government.
Scottish Government. (2016b). A National Clinical Strategy for
Scotland. Edinburgh, UK: The Scottish Government.
Scottish Government. (2017). Mental Health Strategy: 20172027. Edinburgh, UK: The Scottish Government.
Self, R., Oates, P., Pinnock-Hamilton, T., & Leach, C. (2005).
The relationship between social deprivation and unilateral
termination (attrition) from psychotherapy at various
stages of the health care pathway. Psychology and
Psychotherapy: Theory, Research and Practice, 78, 95111. doi:10.1348/147608305X39491
Spijker, J., De Draaf, R., Bijil, R. V., Beekman, A.T. F., Ormel,
J., & Nolen, W. A. (2002). Duration of major depressive
episodes in the general population: Results from The

42

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Netherlands Mental Health Survey and Incidence Study
(NEMESIS). British Journal of Psychiatry, 181, 208-213.
doi:10.1192/bjp.181.3.208
Steffens, N. K., Haslam, S. A., Schuh, S. C., Jetten, J., & van
Dick, R. (2016). A meta-analytic review of social
identification and health in organizational contexts.
Personality and Social Psychology Review, 1-33.
doi:10.1177/1088868316656701
Stirling, A. M., Wilson, P., & McConnachie, A. (2001).
Deprivation, psychological distress, and consultation
length in general practice. British Journal of General
Practice, 51, 456-460.
Tajfel, H., & Turner, J. C. (1979). An integrative theory of
intergroup conflict. In Austin, W. G., & Worchel, S.
(1979). The social psychology of intergroup relations
(33-47). Monterey, CA: Brooks/Cole.
Townsend, P., Phillimore, P., & Beattie, A. (1988). Health and
Deprivation: Inequality and the North. London, UK:
Routledge.
Turner, R. J., & Lloyd, D. A. (1999). The stress process and
social distribution of depression. Journal of Health and
Social Behaviour, 40, 374-404.
Wakefield, J., Bickley, S., & Sani, F. (2013). The effects of
identification with a support group on the mental health
of

people

with

multiple

43

sclerosis.

Journal

of

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Psychosomatic

Research,

74,

420-426.

doi:10.1016/j.jpsychores.2013.02.002
Wakefield, J., Sani, F., Madhok, V., Norbury, M., & Dugard, P.
(2015) The pain of low status: the relationship between
subjective
prescriptions
Psychology,

socio-economic
in

a

status

Scottish

Health

&

and

analgesic

community

sample.

Medicine,

1-11.

doi:10.1080/13548506.2015.1009377
World Health Organisation [WHO]. (2003). Investing in
Mental Health. Department of Mental Health and
Substance Dependence, Noncommunicable Diseases and
Mental Health, Geneva
World Health Organisation [WHO] International Consortium in
Psychiatric

Epidemiology

(2000).

Cross-national

comparisons of the prevalence and correlates of mental
disorders. Bulletin of the World Health Organisation, 78
(4), 413-426.
Zigmond, A. S., & Snaith, R. P. (1983). The Hospital Anxiety
and Depression Scale. Acta Psychiatrica Scandinavica,
67, 361-370. doi:10.1111/j.1600-0447.1983.tb09716.x

44

GROUP IDENTIFICATIONS AND PSYCHOLOGICAL DISTRESS

Table 1
Frequencies and percentages for three levels of psychological
distress for each number of group identifications
No./ of Group Psychological Distress
Identifications

Mild

Moderate to Severe

Severe

0

34

203

127

(n = 364)

(9.3%)

(55.8%)

(34.9%)

1

70

179

44

(n = 293)

(23.9%)

(61.1%)

(15.0%)

2

85

124

24

(n = 233)

(36.5%)

(53.2%)

(10.3%)

3

41

44

1

(n = 86)

(47.7%)

(51.2%)

(1.2%)

χ2 (6, N = 976) = 140.9; p <.0001
Cramer’s Phi = .38
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Table 2
Post-hoc comparisons following results of Chi square analyses
of level of frequencies of psychological distress levels as a
function of number of group identifications
No. of Group Psychological Distress
Identifications

0

1, 2, or 3

Mild

Moderate to Severe

Severe

34

203

127

(9.3%)

(55.8%)

(34.9%)

196

347

69

(32.0%)

(56.7%)

(11.3%)

χ2 (2, N = 976) = 113.27; p <.0001
Cramer’s Phi = .34
1

2 or 3

70

179

44

(23.9%)

(61.1%)

(15.0%)

126

168

25

(39.5%)

(52.7%)

(7.8%)

χ2 (2, N = 612) = 20.51; p <.0001
Cramer’s Phi = .18
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2

3

85

124

24

(36.5%)

(53.2%)

(10.3%)

41

44

1

(47.7%)

(51.2%)

(1.2%)

χ2 (2, N = 319) = 8.74; p = .013
Cramer’s Phi = .17
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Table 3
Summary of the MLR analysis for variables predicting
psychological distress
Likelihood Ratio Tests
Variable

Chi-Square

df

Sig.

Group Identifications

131.83

6

.000***

Socioeconomic Deprivation

12.08

2

.002**

Problem Duration

17.36

2

.000***

Antidepressant Medication (ADM)

11.84

4

.02*

Education

3.83

8

.87

Gender

.51

2

.77

Age

43.88

2

.000***

*p <.05
**p <.001
*** p <.0001
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