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Abstract grandiose narcissism (PNly,, PNlg,), perceived stress
Depression relapse rates are high, therefore, identifying (PSS), resource gain and actual or threatened resource
factors related to mental health and treatment outcome is loss during the past six months (COR-Egain, COR-Eioss,
important. We examined differences between inpatients COR-Ejoss?), vital exhaustion (MQ), and depression
with a stress-related depression and healthy controls severity (BDI-II). Depression severity was additionally
regarding  narcissism, stress, resource  alterations, assessed using the HAMD17. Most data was assessed
exhaustion, and depression. Twenty-one healthy controls repeatedly, i.e. after treatment initiation, before treatment
and 36 inpatients with a stress-related depressive disorder termination, and at six months follow-up. Inpatients revealed
completed questionnaires assessing vulnerable and significantly higher levels of PSS, COR-Eioss, COR-Eioss,
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MQ, BDI-Il, HAMD17, and PNl while PNIg, reached a
trend significance level. In healthy controls, PNl
correlated positively with COR-Ejess. In inpatients, PNIy,
was positively related to levels of PSS, COR-Ejess, COR-
Eioss>, and BDI-II, while PNIg, was positively correlated
with levels of PSS. Higher PNIy, at the beginning was
further significantly associated with a stronger decrease in
PSS until follow-up, and in BDI-II until the end or follow-
up. These results underline the importance of personality
factors in the treatment of stress-related depression.

Keywords: Depression; Stress; Narcissism; Grandiose;

Vulnerable; Resource loss; Resource gain

1. Introduction

1.1. Depressive Disorders and Stress

Mood disorders have high prevalence rates [1, 2]. A recent
study conducted in a community sample in Switzerland
applying the DSM-5 criteria found a lifetime prevalence of
28.2% for major depressive disorder [3]. In addition,
depressive disorders are highly debilitating, ranking third
with regard to years lived with disability (YLDs) (GBD
2017 Disease and Injury Incidence and Prevalence
Collaborators, 2018) [4] and thirteenth regarding disability-
adjusted life-years (DALYs) (GBD 2019 Diseases and
Injuries Collaborators, 2020) [5]. Besides the subjective
burden, economic burden is very high too [6]. In
Switzerland, the annual costs of depression were estimated
at 8.1-8.3 billion Euros [7]. Furthermore, Major Depressive
Disorder (MDD) is a major contributor to the burden of

suicide and ischemic heart disease.

Stress is an important aetiopathogenic factor in the

development of depressive disorders [8-10]. Similarly, loss
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of resources is related to depression [11-13]. According to the
Conservation Of Resources (COR) theory, experiencing a loss
of resources (e.g., material, personal and social resources),
facing the threat of resource loss, and failing to gain resources
after investing resources can cause psychological distress [14,
56]. The COR theory further assumes that losses of resources
are disproportionately more impactful than resource gain (i.e.
primacy of resource loss), and that lacking and loosing
resources makes people more vulnerable to further losses (i.e.
loss spirale). With time, continuing losses of resources can lead
to chronic depletion of energy, leading to burnout with
emotional detachment, defensive behaviour, and finally to

depression [15].

1.2. Narcissism and Stress

Besides stress, personality factors are a further risk factor in
the development of depressive disorders. One construct of
interest is narcissism. The construct of narcissism is
inconsistently defined, including normal to more pathological
forms of the construct. Pincus et al. [16] developed the
Pathological Narcissism Inventory (PNI). The PNI is a self-
report measure assessing seven dimensions of pathological
narcissism, spanning problems with narcissistic grandiosity
(Entitlement Rage, Exploitativeness, Grandiose Fantasy, Self-
sacrificing Self-enhancement) and narcissistic vulnerability
(Contingent ~ Self-esteem, Hiding the Self, Devaluing).
“Grandiose PNI scales are positively related to a range of
vindictive, domineering, intrusive, and overly-nurturant
interpersonal problems. [...] Vulnerable PNI scales are
positively related to cold, socially avoidant, exploitable
interpersonal problems.” (p. 376 [16]). Vulnerable narcissism
involves the experience of helplessness, emptiness, low self-
esteem, and shame and is also linked with "the use of social

avoidance to cope with threats to the self by shamefully
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withdrawing when ideal self-presentation is not possible or
needed admiration is not forthcoming™ (p. 367 [16; 51]). In a
sample of undergraduates (N=251) [50], mainly vulnerable but
also grandiose narcissism (PNI) was significantly positively
related to perceived stress (Perceived Stress Scale, PSS; [17]).
Differently, in a community sample (N=346) [18], vulnerable
narcissism (Hypersensitive Narcissism Scale, HSNS; 31) was
significantly positively, while grandiose narcissism (Narcissistic
Personality Inventory, NPI-13; [19]) was significantly
negatively correlated with perceived stress (PSS-10; [17]).

1.3. Narcissism and Depression

With regard to depression, the association with grandiose and
vulnerable narcissism was examined within assumably healthy
subjects, outpatients and inpatients. Morf et al. [20] tested
different subgroups mainly consisting of students and found a
positive association mainly between vulnerable but also
grandiose narcissism (PNI) and depressive symptoms (CES-D),
while a second questionnaire assessing mainly grandiose
narcissism (NPI; [21]) was negatively correlated with the CES-
D score. The authors explain the inconsistent associations
between depressive symptoms and grandiose narcissism by
pointing out that the grandiose scales have some overlap (with
regard to entitlement, pride and aggression), while there are also
divergences (with regard to self-esteem, negative emotions,
dysfunctional behaviour, and interpersonal problems).
Similarly, Papageorgiou et al. [22], who also examined
students, found a positive association of vulnerable narcissism
(Five-Factor Narcissism Inventory - Short Form; FFNI-SF; [23]
with depressive symptoms (BDI), but a negative association of
grandiose narcissism (FFNI-SF) with depressive symptoms.
Tritt et al. [24], who examined depressive temperament instead
of symptoms in undergraduates, found a positive correlation

with vulnerable narcissism, but no significant association with
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grandiose narcissism (PNI). Inpatients at a hospital specialized
in the treatment of job stress-related disorders were examined
with regard to the above mentioned link, revealing a significant
positive association between overall narcissism (Narcissism
Inventory, NI-20; [25] and depressive symptoms (BDI) [26]. In
a sample of psychiatric outpatients (primary diagnosis:
depressive disorders: 28.5%; psychoactive substance use
disorders: 23%; anxiety disorders: 21%; etc.), Marcinko et al.
[53] showed a positive correlation between depressive
symptoms (Depression, Anxiety, Stress Scales; DASS-21; [28]
and narcissistic vulnerability and grandiosity (PNI). In
outpatients from a community mental health center, Ellison et
al. [43] found a significant positive association between
narcissistic vulnerability but not grandiosity (PNI) and
depression symptoms (Treatment Outcome Package, TOP;
[29]. Similarly, Jaksic et al. [27] investigated the relationships
between pathological narcissism (PNI) and suicidal ideation in
psychiatric outpatients, and found narcissistic vulnerability but
not grandiosity to be significantly positively correlated with
acute suicidal ideation (Suicide Assessment Scale - self-report,
SUAS-S; [30]. A further study examining the association of
vulnerable narcissism (assessed with the Hypersensitive
Narcissism Scale, HSNS: [31]) and depression severity (BDI)
in dysthymic outpatients supported a significant positive
association between the two constructs [32]. Differently, in
mixed samples of psychiatric outpatients [33, 34], positive but
non-significant direct associations were revealed between
narcissistic vulnerability and grandiosity (PNI) and depressive
symptom severity (Patient Health Questionnaire, PHQ-9; [35]).
In addition, De Page and Merckelbach [36] examined the
association between narcissism (NPI; [37]) and depression
(BDI-2) in 147 mixed patients (referral reasons: depression:
20%; personality and/or adjustment disorders: 20%;

occupational stress: 10%; etc.) and found an inverse but non-
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significant association. Watson et al. [38] applied different
narcissism scales in a large sample of patients at a private
medical/surgical hospital, meeting the DSM-III criteria for
alcohol and drug abuse, which were participating in a 4-6 week
alcoholism treatment program. While covert (i.e. vulnerable)
narcissism (MMPI Narcissistic Personality Disorder Scale,
NPDS; [52]) revealed to be significantly positively related to
depression, overt (i.e. grandiose) narcissism (as measured with
various scales) was significantly negatively related to
depression. In conclusion, studies in healthy as well as clinical
samples provide evidence for depressive symptoms to be
positively associated with vulnerable narcissism, while the
association with narcissistic grandiosity holds incongruent
results, probably in part due to different questionnaires used to

assess narcissism.

Regarding the prediction of mental health treatment outcome,
personality traits have received some attention. A meta-analysis
examining the effect of comorbid personality disorder in
depressive disorders [39] found that having a comorbid
personality disorder, in contrast to none, is associated with a
poorer outcome of depression. In line with this, meeting criteria
for a comorbid cluster B personality disorder (i.e. histrionic,
borderline, narcissistic, antisocial) in patients with a major
depressive disorder being treated with fluoxetine for 8 weeks
revealed a non-significantly smaller absolute and/or percentage
reduction in HAMD-17 scores [40, 41] as well as in perceived
stress [40]. Similarly, comorbid cluster B personality disorder
predicted higher rates of depression recurrence over a two-year
course of maintenance interpersonal psychotherapy [42]. With
regard to the PNI, neither vulnerable nor grandiose narcissism
predicted rates of linear change in depression during early

psychotherapy (i.e. after seven therapy sessions) in a sample of
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outpatients with mainly mood, anxiety, and/or personality
disorders [43].

The aim of the present analyses was to examine the
association of narcissistic vulnerability and grandiosity
with stress, resource alterations and depressive symptoms

at baseline as well as in response to treatment.

2. Methods

2.1. Subjects and study design

This study is part of a larger study examining
biopsychological differences between healthy controls and
inpatients with stress-related depressive (or adjustment)
disorders, as well as the effects of inpatient treatment.
Inpatients at a specialized clinic for stress-related mental
disorders (Clinica Holistica Engiadina SA, Susch,
Switzerland) and healthy controls were recruited through
flyers, advertisements at the clinic, and verbally by the
clinic staff. Interested participants received written
information and were additionally offered to participate in
an optional briefing addressing the most important aspects
of the study. General inclusion criteria were an age range
between 18-65 years and fluency in the German language.
Moreover, inpatients were included if they had an assumed
stress-related depressive or adjustment disorder (i.e. a
primary diagnosis of F32, F33, F34.1 or F43.2, combined
with a Z73 code), while healthy controls were included if
they had neither a current nor a past mental disorder, i.e.
never received a diagnosis and in- or outpatient treatment.
Furthermore, healthy controls were age-, sex-, and
education matched to fit comparisons with the inpatients.
Exclusion criteria were the same for all subjects. They
consisted of acute risk for suicide, a history of organic brain

disorders or severe cognitive impairment, a serious or
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disruptive medical condition (e.g., neoplasms, underweight,
class Il obesity (BMI>40.0), neurological, endocrine,
cardiovascular, inflammatory and autoimmune disease), a
serious or disruptive psychiatric disorder (i.e. substance
abuse, bipolar, psychotic, eating, obsessive, compulsive,
impulse control, attention deficit hyperactivity, and post-
traumatic stress disorder), a current and regular medication
with severe or disruptive drugs (i.e. antihypertensives, anti-
inflammatory ~ drugs,  neuroleptics, = amphetamines,
benzodiazepine (daily or within the last 2 days), statins,
steroids, antiepileptics, thyroid hormone, antiparkinsonian,
analgesics, antibiotics within the last month, hay fever or
cold medication (within the last 7 days), pain medication
(daily or within the last 2 days)), pregnancy or lactation.
This study was conducted in accordance with the
declaration of Helsinki and was approved by the Ethics
Committee of the Canton of Zurich. Subjects, who signed
an informed consent before participating, were
remunerated with 100 Swiss Francs before the end of the
treatment. This study was integrated in a routinely
conducted treatment program for stress-related mental
disorders at the Clinica Holistica Engiadina, which is in line
with recommendations for the multimodal treatment of
clinical burnout [44]. Questionnaires were completed at
three time points: 1) shortly after the beginning of
treatment, 2) shortly before the end of the treatment, and 3)

6 months after the end of treatment (= follow-up).

2.2. Psychometric Measures

2.2.1. Pathological Narcissism Inventory

To assess pathological narcissism, the German version of
the Pathological Narcissism Inventory (PNI; [20] was
completed at the beginning of the treatment. The PNI

consists of 54 items, which can be answered on a 6-point
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Likert scale (from 1="not at all like me’ to 6="very much
like me’). Besides a total score, the 54 items can be divided
into seven subscales, which can be subsumed into two
superordinate subscales, i.e. grandiose narcissism (including
the items of the four subscales ‘entitlement rage’,
‘exploitative’, ‘grandiose fantasy’, and ‘self-sacrificing self-
enhancement’) and vulnerable narcissism (including the
items of the three subscales ‘contingent self-esteem’,
‘hiding the self’, ‘devaluating’). To avoid multiple testing,
we conducted analyses only considering the total,
narcissistic grandiosity and narcissistic vulnerability scales.
The coefficient alpha for the total score is .94 and .95 [20].

2.2.2. Loss and Gain of Resources and Stress

To assess resource loss as an index of stress, the
‘Conservation of Resources’ questionnaire (COR-E;[54])
was applied. The COR-E contains 74 items, which can be
answered on a 5-point Likert scale (from 0="not at all’ to
4="to a great degree’). This questionnaire was adapted to
assess the extent of actual loss (COR-Ejess) and threatened
loss (COR-Ejsss?) in the last six months. Additionally, the
questionnaire was used to assess the extent of gain (COR-
Egain) in the past six months. The COR-E was completed
twice, at the beginning of the treatment and at 6 months

follow-up.

With regard to perceived stress, the ‘Perceived Stress Scale
(PSS;[17]) was applied. The 14 items of the PSS can be
answered on a 5-point Likert scale (from O=‘never’ to
4="‘very often’) and summed up to define a sum score. The
answers refer to the last month. Like the COR-E, the PSS
was completed twice, at treatment beginning and at 6
months follow-up. Cronbach’s alpha is reportedly high, i.e.
.84 10 .86 [17].
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2.2.3. Vital exhaustion

Vital exhaustion was assessed using the Shortened
Maastricht Exhaustion Questionnaire (MQ); [45]), consisting
of 9 items which are rated on a 3-point Likert scale (from
0="no’ to 2="yes’), referring to symptoms at present. The
sum lies between O and 18 points, with higher values
indicating higher exhaustion. The MQ was completed at all
three time points. Cronbach’s alpha is reported to be .83
[48].

2.2.4. Depression

The severity of depressive symptoms was assessed with the
Beck Depression Inventory (BDI-II; [47]). Each of the 21
item is rated on a 4-point Likert scale (from 0="not at all’ to
3="extreme form of every symptom’) covering symptoms
over the previous two weeks. The BDI-II total score ranges
between 0 and 63 points, with higher values indicating
higher severity. The questionnaire was distributed at all
three time points. Cronbach’s alpha is reported to be .89 to
.93 [48].

Furthermore, depressive symptoms were assessed using the
clinician-administered Hamilton Depression scale (HAMD-
17, [49]). The intensity of some symptoms (e.g., depressed
mood, suicidal ideation, decreased interest, or psychomotor
retardation) was rated from 0 to 4 (0="none/absent’ to
4="most severe’), whereas other symptoms’ intensity (e.g.,
decreased appetite or general somatic symptoms) was rated
from 0 to 2 (0="none/absent’ to 2="severe’). The HAMD-17

was assessed at the beginning and the end of the treatment.

3. Data Analyses
Analyses were conducted using IBM SPSS Statistics
version 24.0 for Macintosh (IBM Corp., Armonk, N.Y.,

USA). Besides absolute values, delta values were used,
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obtained by subtracting scores at the beginning from scores
at the end of the treatment (Apost) or at follow-up (Afollow-
up). Since the COR-E, with its 74 items, revealed some
missings, means were calculated in cases where a maximum
of three answers were missing. Prior to analyses, the
Kolmogorov-Smirnov test was used to examine violations
of the assumption of normal distribution, while the
Levene’s test was applied to examine violations of the
assumption of homogeneity of variance. Concerning
differences in demographic variables between patients and
healthy controls, the Pearson’s Chi? or Mann-Whitney U
test were applied. The latter was also computed when
examining group differences in psychometric data. In order
to assess associations between variables, Pearson’s product-
moment or Spearman rank-order correlations were
conducted. When interested in alterations related to the
inpatient  treatment, repeated-measures analyses of
variances (rANOVA) were computed. In case a Mauchly
test indicated that the assumption of sphericity was violated,
a Huynh-Feldt correction was applied. If assumptions for
rANOVA were not met, a Friedman test was conducted
instead. All analyses were two-tailed and the level of
significance was set at p < .05, while trends towards

significance (.05 < p <.10) are also mentioned.

4. Results

4.1. Participants and Group Differences

From the originally included 21 healthy controls and 39
inpatients, three inpatients had to be excluded
retrospectively based on the exclusion criteria (one inpatient
revealed an F31 diagnosis, another had exercise-induced
asthma, and in the case of a third inpatient, the Z73 code
was removed). In the remaining sample of participants, the

inpatients did not differ significantly from the healthy
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controls concerning gender distribution, age, B

MI and
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education (Table 1).

Variables Patients Healthy controls Statistics
Sex: female/male [absolute numbers] 19/17 11/10 X2 =.001, p=.98
Age [years] 46.42 (10.38) 48.67 (9.84) U=335.000, p=.48
Body Mass Index, BMI [kg/m2] 24.93 (3.89) 24.59 (3.34) U=352.000, p=.79

P-values represent two-sided tests.

Table 1: Means and standard deviations of demographic variables of patients and healthy controls.

In contrast, both groups differed significantly with regard to
depression (BDI-Il, HAMD17: both p < .001), vital
exhaustion (MQ: p < .001), and perceived stress (PSS: p <
.001) (Table 2), with patients showing higher values.
Concerning the conservation of resources, patients reported
a significant larger extent of actual and threatened loss
(both p < .001), while they did not differ from healthy

controls with regard to the extent of resource gains (p =
.34).

Compared to healthy controls, patients also had significant
higher scores in total and vulnerable narcissism (both p <
.001), and a trend towards significantly higher levels of

grandiose narcissism (p = .07; Table 2).

Questionnaires (Sub-)scales Patients Healthy controls Statistics
BDI-II 23.188 (9.11) 1.86 (2.20) U=.000; p<.001
HAMD17 17.28 (6.16) 2.00 (1.95) U=2.500; p<.001
MQ 15.06 (2.51) 3.19 (3.16) U=5.500; p<.001
PSS 32.44 (7.10) 15.10 (4.23) U=3.500; p<.001
COR-Eloss 1.19 (.57) 19 (.31) U=35.000; p<.001
COR-E COR-Eloss? 1.28 (.66) 31 (.34) U=42.500; p<.001
COR-Egain .54 (.55) .73 (.70) U=304.500; p=.34
PNItotal 3.10(.83) 2.32 (.55) U=148.000; p<.001
PNI PNIgn 3.04 (.90) 2.59 (.66) U=270.000; p=.07
PNIvn 3.18 (.82) 2.13 (.55) U=107.500; p<.001
P-values represent two-sided tests.

Legend: BDI-II: Beck Depression Inventory-11; COR-E: Conservation of Resources — Evaluation; COR-Eloss:
COR-E, extent of actual loss; COR-Eloss?: COR-E, extent of threatened loss; COR-Egain: COR-E, extent of gain;
HAMDZ17: Hamilton Depression Rating Scale; MQ: Maastricht Exhaustion Questionnaire; PNI: Pathological
Narcissism Inventory; PNItotal: PNI, total score; PNIgn: PNI, grandiose narcissism; PNIvn: PNI, vulnerable
narcissism; PSS: Perceived Stress Scale

Table 2: Means and standard deviations of psychometric variables of patients and healthy controls.
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4.2. Association between Narcissism and Disorder-
specific Variables

Within healthy controls, a trend towards a significant
positive correlation between grandiose narcissism (PNlgn)
and resource gains (COR-Egin) was found (p = .07; Table
3). Therefore, healthy

participants reported higher resource gains. Additionally,

more narcissistic  grandiose,
healthy controls revealed a significant positive correlation
between vulnerable narcissism (PNIwn) and the extent of
actual resource loss (COR-Ejess: p = .022; Figure 1) as well
as a trend towards a significant positive correlation between
vulnerable narcissism (PNIy,) and vital exhaustion (MQ)
(both p = .06; Figure 2). Therefore, healthy participants
with higher vulnerable narcissism reported a larger extent of
actual resource loss in the past six months and greater vital
exhaustion. No other association attained statistical
significance in the group of healthy controls (Table 3).

The analyses regarding the inpatients, on the other hand,

DOI: 10.26502/jppd.2572-519X0158

vulnerable narcissism and depression (BDI-1I: p <.001), the
extent of actual resource loss (COR-Ejss: p = .022; Figure
1) and threatened loss (COR-Ejess>: p = .015) in the last 6
months prior to treatment, as well as perceived stress (PSS:
p = .002; Table 3). Similar to the healthy controls, a trend
towards a significant positive correlation between
vulnerable narcissism (PNIv,) and vital exhaustion (MQ)
was found in the patients (p = .06; Figure 2). Patients who
had higher values in narcissistic vulnerability were also
more depressed, lost more resources, were under the threat
to lose further ones, and were more vitally exhausted.
Differently, within patients, grandiose narcissism (PNlgn)
correlated positively with perceived stress (p = .005),
depression (BDI-1I: p = .08) and the extent of threatened
loss (p = .05), with the latter two reaching marginal
significance. Therefore, within patients, also grandiose
narcissism was positively associated with depression,

resource loss and perceived stress, but to a lesser extent

revealed a significant positive correlation between than vulnerable narcissism.
COR-E
Groups PNI BDI-II HAMD17 | MQ COR-Eloss | COR-Eloss? | COR-Egain | PSS
Healthy controls | PNItotal | rS=.19 rS=.28 rS=.32 | rS=43t r=-.03 rS=.32 rS=-.03
PNIgn rs=.11 rS=-.12 rS=.32 | rS=.36 r=.07 rS=41t rS=-.09
PNIvn rS=.29 rs$=.32 rS=.42t | rS=.51* r=.12 rS=.22 rS=.20
Patients PNItotal | r=.44** r=.28 r5=.26 | r=.24 rS=.43* rS=.25 r=.50**
PNIgn r=30t r=.23 r$S=20 |r=.12 rS=.33t rS=.24 r=.46**
PNIvn r=.57, p*** | r=.32t rS=.321t | r=.36* rS=.41* rS=.20 r=.49**
P-values represent two-sided tests. P-value: ***: p<.001; **: p<.01; *: p<.05; t: p<.10
Legend: BDI-II: Beck Depression Inventory-11; COR-E: Conservation of Resources — Evaluation; COR-Eloss: COR-E,
extent of actual loss; COR-Eloss?: COR-E, extent of threatened loss; COR-Egain: COR-E, extent of gain; HAMD17:
Hamilton Depression Rating Scale; MQ: Maastricht Exhaustion Questionnaire; PNI: Pathological Narcissism Inventory;
PNItotal: PNI, total score; PNIgn: PNI, grandiose narcissism; PNIvn: PNI, vulnerable narcissism; PSS: Perceived Stress
Scale

Table 3: Pearson and Spearman correlations between narcissism and disorder-specific variables.
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Figure 1: Association between vulnerable narcissism (PNIy,) and the extent of actual resource loss (COR-Ejoss) in the last six

months before treatment, in healthy controls (white circles, dotted line) and in inpatients (black circles, solid line).
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4.3. Treatment-related Changes in Disorder-specific
Variables

The inpatient treatment led to a significant reduction in the
BDI-1I (p < .001), vital exhaustion (MQ: p < .001), the
extent of actual resource loss (COR-Ejess: p < .001), and

DOI: 10.26502/jppd.2572-519X0158

perceived stress (PSS: p < .001). Additionally, the increase
in resource gains (COR-Eg.in) was significant (p = .001),
while the alteration of threatened loss was not (table 4).
Therefore, the treatment was effective in decreasing all

disorder-specific variables.

Measuring time point
Fragebogen (sub-)scales Beginning End Follow-up Statistics
BDI-Il (n=28) 22.79 (7.63) | 9.93(7.00) 6.32 (5.96) F(2/54)=85.082, p<.001
HAMD17
(n=36) 17.28 (6.16) | 6.67 (4.01) F(1/35)=158.240, p<.001
MQ (n=23) 15.22 (2.73) | 5.48(3.80) 5.17 (5.18) X2(2)=37.95, p<.001
PSS (n=24) 30.92 (6.83) 20.75 (7.84) F(1/23)=29.727, p<.001
COR-E COR-Eloss (n=23) 1.11 (.45) 52 (.43) F(1/22)=19.813, p<.001
COR-Eloss?
(n=19) 1.17 (.60) .84 (.69) X2(1)=2.58, p=.11
COR-Egain (n=27) 59 (.62) 1.09 (.88) X2(1)=10.704, p=.001
P-values represent two-sided tests.
Legend: BDI-II: Beck Depression Inventory; COR-E: Conservation of Resources — Evaluation; COR-Eloss: COR-E,
extent of actual loss; COR-Eloss?: COR-E, extent of threatened loss; COR-Egain: COR-E, extent of gain; HAMD17:
Hamilton Depression Rating Scale; MQ: Maastricht Exhaustion Questionnaire; PSS: Perceived Stress Scale

Table 4: Treatment-related changes in disorder-specific variables.

4.4. Association between Narcissism and Treatment-
related Changes in Disorder-specific Variables

A trend towards a positive correlation was found between
grandiose narcissism (PNlg,) and the treatment-related
alteration in extent of resource gain (ACOR-Egain) (p = .06;
Figure 3). Patients with a higher grandiose narcissism,
therefore, showed a stronger increase in resource gains. No
other significant association was found with regard to PNIg,

(@l p=n.s.).

Differently, vulnerable narcissism (PNIly,) was negatively

correlated with changes in depression severity

Journal of Psychiatry and Psychiatric Disorders

from beginning till the end of treatment (ApostBDI-II; p =
.001; Table 5) as well as from beginning till follow-up
(Afollow-upBDI-Il; p = .003; Figure 4). Similarly, the
association between PNIy, and the alteration in perceived
stress from beginning until follow-up (afliow-upPSS) was
significantly negatively correlated (p = .048; Figure 5).
More vulnerably narcissistic patients had therefore a
stronger reduction in depressive severity and perceived

stress as compared to less vulnerably narcissistic patients.
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Afollow-up
COR-E
Apost Afollow-up | Apost Apost | Afollow- COR-E | COR-E | Afollow-

PNI | BDI-II BDI-II HAMD17 | MQ upMQ COR-Eloss | loss? gain upPSS
PNI
total | r=-.41* | r=-43* r=-.22 r=.08 | r=-15 r=-.08 r=-.24 r=.41* r=-37t
PNI
gn r=-.24 r=-.20 r=-.20 r=.14 | r=.08 r=.09 r=-.19 r=37t | r=-27
PNI r=-
vn S1*+* r=-.54** r=-.16 r=.03 | r=-25 r=-.31 r=-.17 r=.24 r=-41*

P-values represent two-sided tests. **: p<.01; *: p<.05; t: p<.10
Legend: BDI-11: Beck Depression Inventory-11; COR-E: Conservation of Resources — Evaluation; COR-Eloss:
COR-E, extent of actual loss; COR-Eloss?: COR-E, extent of threatened loss; COR-Egain: COR-E, extent of gain;
HAMD17: Hamilton Depression Rating Scale; MQ: Maastricht Exhaustion Questionnaire; PNI: Pathological
Narcissism Inventory; PNItotal: PNI, total score; PNIgn: PNI, grandiose narcissism; PNIvn: PNI, vulnerable
narcissism; PSS: Perceived Stress Scale
Apost: Change from beginning till end of treatment; Afollow-up: Change from beginning of treatment till follow-up

Table 5: Pearson correlations between narcissism and treatment-related alterations in disorder-specific symptoms.

follow-up(COR-E,gain)

T
3.00

Grandiose narcissism (PNI)

Figure 3: Association between grandiose narcissism and the alterations in the extent of resource gain (Afollow-upCOR-Egain)
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from the beginning of the treatment until the follow-up in inpatients.
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=10.00+]

-20.007

follow-up(BDI-Il)

=-30.004

~-40.00

T T T T T
1.00 2.00 3.00 4.00 5.00

Vulnerable narcissism (PNI)

Figure 4: Association between vulnerable narcissism and the alterations in the extent of depression severity (Afollow-upBDI-

I1) from the beginning of the treatment until the follow-up in inpatients.

10.00+

.00

-10.00-

follow-up(PSS)

-20.00+

-30.00

-40.00

T T T T
1.00 2.00 1.00 4.00 5.00
Vulnerable narcissism (PNI)

Figure 5: Association between vulnerable narcissism and the alterations in perceived stress (Afollow-upPSS) from the

beginning of the treatment until the follow-up in inpatients.

Journal of Psychiatry and Psychiatric Disorders 153



J Psychiatry Psychiatric Disord 2022; 6 (3): 142-161

5. Discussion
5.1. Summary
Inpatients and healthy controls differed significantly
regarding levels of depression (BDI-1l, HAMD17), vital
exhaustion (MQ), stress (PSS), actual as well as threatened
loss of resources (COR-Ejoss, COR-Ejoss?), and vulnerable
narcissism (PNly,), with inpatients having higher values.
Inpatients further had higher values compared to healthy
controls regarding grandiose narcissism (PNlgn), with the
difference reaching a trend towards significance. Regarding
healthy controls, we found that PNIy, correlated positively
with COR-Ejess. Furthermore, there was a trendwise positive
significant association between PNIly, and MQ. PNIg,, on
the other hand, was positively correlated with gain of
(COR-Egain),  which

significance. In inpatients, PNI., was significantly

resources reached  trendwise
positively associates with levels of BDI-1l, COR-Ejess, COR-
Eioss?, and PSS. Positive associations at trend level were also
reached for externally assessed depression (HAMD17) and
MQ. On the other hand, PNIg4, was significantly positively
correlated with levels of PSS, and trendwise significantly
correlated with BDI-1I and COR-Ejess» levels. Regarding
possible predictions, higher PNIy, at onset was associated
with a stronger BDI-1I decrease until the end / follow-up,
and a stronger PSS decrease until follow-up. Differently,
PNIg, was positively and trendwise significantly correlated
to the increase in COR-Egsin from the six months prior to
treatment until the six months following treatment

termination.

5.2. Embedding in the Literature
Since we studied patients with a stress-related depressive
(or adjustment) disorder, levels of stress, actual and

threatened loss of resources, vital exhaustion, and
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depression were expectably higher as compared to the
sample of healthy controls. With regard to depression
severity, inpatients’ mean HAMDI17 and BDI-II scores
indicate a moderated depression [55] and no depression in

healthy controls.

Additionally, we found higher values of vulnerable
narcissism in inpatients as compared to healthy controls as
well as positive correlations in inpatients between PNI, and
BDI-Il and HAMD17, with the latter reaching only trend
significance. This is in line with most literature on the topic
(e.g., [20; 53]. These associations were positive but did not
reach significance in healthy controls, which might be
explained by the small sample size. In inpatients, PNIy, was
additionally positively and at least trendwise significantly
related to MQ, COR-Ejoss, COR-Ejoss, and PSS levels. The
associations with MQ and COR-Ej.ss Were also found in
healthy controls. This is overall in line with most studies
supporting vulnerable narcissism to be inversely related to

depression (e.g., [20], as well as with stress (e.g., [50].

Since published findings on the relation of grandiose
narcissism and depression are inconsistent, our results
regarding the samples mean difference and correlational
analysis were highly anticipated, in healthy controls as well
as in inpatients. In healthy controls, PNIg, was unrelated to
depression severity, vital exhaustion and perceived stress,
but was trendwise significantly and positively related to a
higher gain of resources. It is not surprising when looking at
the subscales of the PNIg (e.g., Entitlement Rage,
Exploitativeness, and Self-Sacrificing Self-Enhancement)
that individuals with higher grandiose narcissism levels can
gain more resources than individuals with lower values.

Another interpretation would be that grandiose narcissistic
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individuals might perceive an aggrandizement of the the
self [26] and, therefore, maybe also of individual (gained)
resources. When focusing on the inpatients, we found at
least a trend towards significant associations between PNIgn
levels and higher levels of PSS and COR-Ejqss?, Which is in
line with the findings from Besser and Zeigler-Hill [50] in
healthy subjects, as well as with depression severity, which
is in line with the results presented by Morf et al. [20] in
mainly students, or Marcinko et al. [53] in psychiatric
outpatients. The reason for the inconsistency in these
associations in literature might be due to different

instruments being used among other to assess narcissism.

As expected, the treatment was highly effective in
significantly reducing some core complaints in inpatients
with a stress-related depressive or adjustment disorder,
namely depression severity, vital exhaustion, and stress,
including the actual loss of resource. The decrease in
threatened resource loss did not reach significance.
Additionally, the inpatient treatment revealed an increase in
COR-Egin, Which is not surprising since resource-fostering
was part of the inpatient treatment, as recommended in the

treatment of clinical burnout [44].

Regarding the prediction of treatment-related alterations,
PNIy, was negatively correlated with the absolute changes
in depression severity from beginning till the end of
treatment as well as from beginning till follow-up.
Similarly, the inverse association between PNly, and the
change in PSS levels from treatment initiation until follow-
up was significant. More vulnerably narcissistic patients
had therefore a stronger reduction in depressive severity and
perceived stress as compared to less vulnerably narcissistic

patients. Our findings related to pathological narcissism are
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in contrast to studies considering comorbid personality
disorders (i.e. dichotomous variable), which indicate a
worse therapy outcome in depressed patients with a
comorbid personality disorder [40]. On the one hand, this
might be explained by the more severe disorder, when a
personality disorder is diagnosed in contrast to the
continuous measure of narcissism used in the present study.
On the other hand, this might be explained by the fact that
we examined patients during an intensive inpatient
treatment with various training opportunities to correct
dysfunctional strategies (see ‘therapeutic implications’),
while published research on depression and comorbid
personality disorders often referred to outpatients mainly
participating in real life, where dysfunctional strategies are
not (enough) actively trained. Furthermore, our findings
also differ from the results reported by Ellison et al. [43],
who examined outpatients and missed to find an association
between vulnerable and grandiose narcissism and

depression alterations during early psychotherapy.

Interestingly, a trend towards a significantly positive
correlation between PNIg, and a treatment-related increase
in the extent of resource gain (ACOR-Egsin) was found.
Therefore, patients with higher initial grandiose narcissism
show a stronger increase in resource gains. This finding
might be explained by the relation between grandiose
narcissism and ‘orientation to happiness’ [20], probably

leading to a more resource-oriented focus in treatment.

5.3. Therapeutic Implications

The results of the study underline the importance of
personality factors in the treatment of stress-associated
depression, especially the importance of narcissistic

homeostasis and self-worth regulation. Furthermore, the
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results throw a light on the double-sided aspects of
vulnerable narcissism: as vulnerable personality factor on
the one hand, and as an essential dimension of therapeutic

change on the other hand.

The multimodal therapy approach - as a "structured
psychosocial training field" with holding function as well as
confronting aspects - enables to focus on negative emotions,
control loss, anxieties, different dimensions of narcissistic
vulnerability (low self-esteem, hiding the self, devaluing, social-
avoidant behaviour) and to promote the development of more
functional coping mechanisms by means of a combination of
psychotherapy, creative therapies and body-oriented therapy
interventions. The loss of resources may be overcome by
experiencing resource gain, self-efficacy, and coping skills, as
competencies when being confronted with stressful challenges.
Starting to fill resource reservoirs can help to initiate a gain
spiral [15] and to face challenges after leaving the inpatient

clinic.

Thus, the inpatient treatment might be the fundament for the
necessary continuation of the outpatient treatment after
dismissal in order to assist their sustainable development. It
might be concluded that clinical intervention targeting the
avoidance of narcissistic injury and focusing on dysfunctional
attitudes (e.g., perfectionism and dependency) in a resource-
strengthening environment might help depressed patients
develop self-esteem that is not overly dependant upon

recognition from others.

5.4. Strengths and Limitations
One of the strength of the study is the comparison of
inpatients with healthy controls, thus enabling the detection

of clinically relevant traits of patients with stress-associated
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depressive disorders. Moreover, the use of the PNI allowed
to examine both aspects of narcissism, grandiose and
vulnerable narcissism, allowing for a more precise insight
into its role in stress-related depression and its treatment. In
addition, the use of the COR-E allowed to a broader
understanding of the construct stress. The study is limited
by the rather small sample size, but still allowing to
statistically examine mean differences and associations.
Additionally, subjects were not diagnosed by the use of a
structured clinical interview. Furthermore, psychometric
data was assessed approximately one week after treatment
initiation, therefore, not representing clear pre-treatment
baseline values, but maybe expressing already some early
treatment effect. Another limitation concerns the effectivity
of specific therapies in the multimodal inpatient-treatment
approach, since the outcome is only attributable to the
treatment as a whole.

6. Conclusion

Patients with stress-associated depression showed among
others higher losses of resources and higher scores of
vulnerable narcissism compared to healthy controls.
Thereby, narcissism turned out to be a correlate of
depression as well as a predictor of treatment-induced
alterations. Losses of resources and dysfunctional coping
strategies may jeopardise the self value of a person, thus
increasing the wvulnerability for the development of
depressive disorders. Approaches offering treatment
opportunities strengthening resources, preventing further
resource losses, and reducing stress should be initiated at an
early stage, in order to improve mental health. It is
concluded that personality factors, especially vulnerable

narcissism and its association with depressive symptoms,
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should be considered in clinical burnout research and therapy in
the future.

7. Highlights

e Inpatients with a stress-related depression reveal
higher levels of actual or threatened loss of resources
as compared to healthy controls.

e Vulnerable narcissism positively correlates with actual
loss of resources in the past six months, in inpatients
as well as in healthy controls.

e Grandiose narcissism is positively associated with
resource gains in the past six months in healthy
controls, but missed significance in inpatients.

e Higher levels of vulnerable narcissism is related to a
stronger treatment-related decrease in depression
severity, while higher levels of grandiose narcissism is
related to a stronger treatment-related increase in

resource gain.
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