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III. [bookmark: _Toc135475630]Abstract 

Mental health is a global issue that impacts people physically and emotionally. Current treatments have limitations, therefore the search for new treatments and preventions is necessary. Inner speech's role in consciousness is immense but it is hard to measure empirically. This study explored the relationship between inner speech and mental health conditions (levels of depression, anxiety, and stress symptoms). The findings showed a negative correlation between positive/regulative inner speech and depression symptoms. Evaluative and critical inner speech had a moderate correlation with stress levels. Hearing other people's voices in the inner speech was significantly related to anxiety symptoms. Qualitative analysis revealed that neutral inner speech was common, while regulatory inner speech helped manage emotions. Critical and evaluative inner speech evoked negative emotions. These results support existing research and call for further investigation. Overall, inner speech has implications for mental well-being, and understanding its dynamics could improve treatment approaches and prevention.









1. [bookmark: _Toc135475631]Introduction
[bookmark: _Toc135475632]1.1 General introduction
Inner speech it’s a cognitive phenomenon that helps to express thoughts, although it could be argued that inner speech is the thought itself. Inner speech is essential for several cognitive functions, including self-awareness, thinking, planning, problem-solving, self-motivation, reading, writing, calculating, and autobiographical remembering are some of the tasks it engages in (Perrone-Bertolotti et al., 2014). Varies from person to person the kind of inner speech one would have, and is also often referred to as self-talk, internal monologue, internal dialogue, inner speaking, verbal thinking or covert speech, or internal imagery. Often individuals repost having a linguistic or verbal quality (Baars & Franklin, 2003), but it can greatly vary in its phonological, semantic, or syntactic properties. Inner speech ties with imagination, social cognition, executive functions, and working memory and can greatly develop with age and linguistic experience (Alderson-Day & Fernyhough, 2015). 
One of the most prominent theories of inner speech was suggested by a psychologist (Vygotsky, 2012) who argued that inner speech is the internalization of outer speech, the process that begins in early childhood. Later (Baddeley & Hitch, 1974) suggested that inner speech is a part of verbal working memory and the phonological loop. Cognitive activities can benefit from engaging in inner speech, however, they may also be disturbed and result in harm (Perrone-Bertolotti et al., 2014).  Recent studies have suggested evidence linking abnormal inner speech processing to psychotic diseases, mood disorders, and anxiety disorders, rumination or excessive negative self-reflection has been linked to depression and anxiety problems as well as cognitive performance issues (Alderson-Day & Fernyhough, 2015).   Additionally, auditory verbal hallucinations (AVH), in which a person hears their own internal ideas as external voices, have been related to a weakness in controlling inner speech (Perrone-Bertolotti et al., 2014). This study will start by defining inner speech in order to better comprehend its phenomenology, its function in Acognitive performance, and its relationship to psychopathological conditions such as depression, anxiety, and stress. 

[bookmark: _Toc135475633]1.2 Inner Speech Characterization
According to Vygotsky's sociocultural theory (Vygotsky, 2012), inner speech develops through the internalization of outward speech. Younger children initially engage in "thinking out loud" before their verbal production is fully internalized, typically around age 5 or later. Recent research by Mani & Plunkett (2010) indicates that even 18-month-old infants can implicitly name objects, influencing their subsequent responses in a matching task and 20-month-old infants covertly construct word forms and classify them based on syllable structure. These findings suggest that children may participate in a form of inner speech, which can enhance their spoken language abilities (Perrone-Bertolotti et al., 2014). In adulthood, inner speech plays a crucial role in the development of executive functions and facilitates self-reflection and self-appraisal (Morin & Michaud, 2007). Furthermore, the developmental context of inner speech is believed to shape its characteristics in adulthood. According to Fernyhough (2004), inner speech has an inherent dialogic nature, reflecting its origin from interpersonal conversations. As inner speech matures, it may undergo changes, such as becoming "condensed" with syntactic and semantic shortening. Hence, inner communication extends beyond being ordinary covert, silent speech, encompassing a dynamic and complex process that permits further investigation (Alderson-Day et al., 2014).
Inner speech, as described by Vygotsky (2012), refers to the silent expression of conscious thoughts in a coherent linguistic form. It holds a crucial role in human consciousness and is a significant mental activity. Researchers propose that approximately one-quarter of an individual's waking consciousness is dedicated to inner speech (Heavey & Hurlburt, 2008). This mental process serves as a simulation of speech and contributes to our understanding of speech representations, planning, and preparation. Moreover, inner speech is fundamental to various cognitive functions and has been linked to interactions with working memory and autobiographical memory (Marvel & Desmond, 2012). Additionally, it has been suggested that inner speech aids in encoding new information by engaging in event repetition and rehearsing past events (Perrone-Bertolotti et al., 2014). 
The pathological perspective suggests that inner speech dysfunction is a sign of several mental health conditions for example: auditory verbal hallucinations in schizophrenia or mental rumination in depression. The relentless urgent inner voices that characterize schizophrenia or the excessive ruminating that goes along with social anxiety and sadness are examples of inner speech that has gone too far and developed into pathological symptoms. Overall, individuals would find it very challenging to stop themselves from producing an inner voice since inner speech is ubiquitous, quite prevalent, and in some cases uncontrollable (Perrone-Bertolotti et al., 2014).
Inner Speech is a daily experience in human life yet is so complex and hard to measure empirically. Researchers have been studying the inner voice for decades and found some techniques to measure it. One of the measures was created by Hurlburt, who developed the Descriptive Experience Sampling (DES) method to investigate inner speech in a systematic and objective manner (Hurlburt & Heavey, 2015). The DES method involves participants reporting their ongoing experiences of inner speech in real time, providing valuable insights into the content, structure, and subjective experience of inner speech. (Hurlburt & Heavey, 2015). Recent research in cognitive neuroscience has utilized neuroimaging techniques, such as functional magnetic resonance imaging (fMRI) and electroencephalography (EEG), to investigate the neural correlates and underlying mechanisms of inner speech (Alderson-Day & Fernyhough, 2015).
This study will specifically apply The Varieties of Inner Speech Questionnaire-Revised (VISQ-R) (Alderson-Day et al., 2018). The revised version of the questionnaire has a five-factor structure: Dialogic, Condensed, and Other people in inner speech an Evaluative/Critical factor, and an additional Positive/Regulatory factor. The questionnaire assesses dimensions of inner speech, including content, form, and functions. The VISQ captures individual differences and nuances in inner speech experiences. It has been utilized in research to examine the connection between inner speech and cognitive processes, psychopathology, and subjective experiences (Alderson-Day et al., 2018).

[bookmark: _Toc135475634]1.3 Mental Health
    Mental health refers to a state of emotional, psychological, and social well-being in which an individual is able to cope with the normal stresses of life, work productively, and contribute to their community (World Health Organization: WHO, 2022). It encompasses the overall mental and emotional well-being of a person, including their thoughts, feelings, and behaviours. 
Depression
Depression is a common mental disorder characterized by persistent feelings of sadness, loss of pleasure, or diminished interest in activities. It can affect relationships, school, and work. Risk factors include experiences of abuse, significant losses, or stressful events, with women being more susceptible than men. Depression affects approximately 3.8% of the population, including 5% of adults, and 5.7% of adults aged 60 and above. Based on a Global Burden of Disease (GBD) study in 2019, around 280 million people have depression. Suicide, the fourth leading cause of death among 15–29-year-olds, claims over 700,000 lives annually. However, more than 75% of individuals in low- and middle-income countries lack access to adequate mental health care due to various barriers, such as limited resources and social stigma (World Health Organization: WHO, 2023). Additional characteristics of depression may appear as changes in appetite and sleep patterns, fatigue, difficulty concentrating, feelings of worthlessness or guilt, and recurrent thoughts of death or suicide. Other common symptoms include restlessness, irritability, and physical symptoms like headaches or stomach aches. (World Health Organization: WHO, 2023). Depression can be treated by psychological interventions and medications. Psychological treatments include talk therapy, cognitive-behavioural therapy, self-help psychological treatments, behavioural activation, interpersonal psychotherapy, or problem-solving therapy (World Health Organization: WHO, 2023).

Anxiety
Based on the Global Burden of Disease (GBD) study in 2019 there was a global population of 301 million individuals living with an anxiety disorder, including 58 million children and adolescents. Anxiety disorder’s key markers are excessive fear and worry, accompanied by disturbances in behaviour. Depending on the severity of the symptoms it can cause substantial distress or impair functioning. Anxiety disorders include generalized anxiety disorder (excessive worry), panic disorder (panic attacks), social anxiety disorder (intense fear and worry in social situations), separation anxiety disorder (excessive fear or anxiety related to separation from emotionally bonded individuals), and others. Effective psychological treatments are available, and depending on factors like age and severity, medication may also be considered as a potential option (World Health Organization: WHO, 2023).
Stress
A variety of psychological and physiological activation patterns that are naturally preprogramed to aid us in avoiding risky circumstances make up the human stress response. Acute stress is a normal and inevitable part of life, and in many circumstances, it's advantageous. After being exposed to stressors for an extended period of time, adaptation may fail, and the individual may enter a phase of fatigue with negative effects. (Koolhaas et al., 2011). A prolonged state of stress can be associated with acute stress disorder, post-traumatic stress disorder (PTSD), and adjustment disorders are among the illnesses that fall within a wide categorization that covers these disorders today (American Psychiatric Association, 2013).
In the current research, the severity of participants' symptoms of depression, anxiety, and stress was assessed using the DASS 21 (Depression, Anxiety, and Stress Scale). The DASS-21 is a widely used tool designed to measure emotional distress across three subcategories. The questionnaire is self-reporting and consists of 21 items, with seven items dedicated to each category of depression, anxiety, and stress. Participants rate their experiences using a four-point rating scale. The DASS-21 was developed by Lovibond and Lovibond in 1995, and its effectiveness has been demonstrated in various studies (Lovibond & Lovibond, 1995; Oei et al., 2013).

[bookmark: _Toc135475635]1.4 Inner Speech Relationship with Mental Health
Speaking to oneself, whether out loud or in quiet, has been linked to a number of beneficial emotional outcomes including self-regulation. Inner speech can represent a key aspect of mental health (Alderson‐Day & Fernyhough, 2015). Establishing if certain inner speech characteristics correlate with certain psychopathology traits might lead to the development of treatment approaches for these diseases.
According to McCarthy-Jones & Fernyhough (2011), one of the reasons to develop the VISQ questionnaire was to investigate the potential relationship between inner speech and psychopathology. The authors of the study suggested that in order to investigate such a relationship, inner speech should be looked at from five different properties (the fifth property was added in VISQ revision by Alderson-Day et al. in 2018:  Dialogic, Condensed, Other people, Evaluative/Critical and Positive/Regulatory. The study conducted by McCarthy-Jones & Fernyhough (2011) investigated how these properties correlate with mental health conditions using Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983). The results suggested that the VISQ's Evaluative/Motivational and Other People subscales showed a positive correlation with levels of anxiety. 
In the later study, Alderson-Day et al. (2018) evaluated the five VISQ-R components simultaneously against six psychopathology variables using two exploratory factor analyses (n=1472) and confirmatory factor analyses (n=377). Evaluative and Other people in the inner speech showed a significant correlation with HADS Anxiety, HADS Depression, and poorer self-esteem. Auditory hallucination-proneness (LSHS-R) was positively correlated with Evaluative, Dialogic, and Other people in inner speech. Dialogue with Other people in the inner speech was positively correlated with the frequency of dissociative episodes (DES) (Alderson-Day et al., 2018). Although the study suggested strong results on the relationship between inner speech and mental health conditions, the author explains that the study has limitations such as the reliability of the self-report questionnaire when asking participants to report on characteristics of their inner speech and suggesting employing multiple methods for future research. Additionally, researchers suggested expanding the research into a broader population including the neuro-divers population (Alderson-Day et al., 2018).
In research conducted by Morin et al. (2018), university students used open-ended questions where participants were asked about their inner experience and other self-related questions in a 60 min long classroom setting (n=76). Results indicated that self‐regulatory inner speech was consistent with research conducted by Winsler in 2001 and appeared as the most common type in the self-reported questionnaire. Further findings did not correlate with earlier conducted research by McCarthy‐Jones & Fernyhough in 2011 that used VISQ as dialogical and condensed dimensions of inner speech were not captured when using an open‐format self‐report.  Researchers explain that the study was limited to a student population only, therefore, it is suggested that future research should expand to a broader population that has experienced traumatic events or experiencing mental health conditions such as anxiety or depression. Additionally, the study was conducted at the time of exams, therefore students were more prone to stress than usual times (Morin et al., 2018). 
According to Firestone (1986), there were no reliable indicators that could predict suicide in individuals who may be at risk for suicide, nevertheless, he noted that there was clinical evidence suggesting that most of these individuals experienced an inner voice or thought process that undermines and ridicules themselves. This pattern of negative thoughts is also accompanied by feelings of depression and decreased self-worth. Firestone refers to “the voice” as the self-contradictory, negative belief that appears like an auditory hallucination when in reality it is a person’s recognizable thoughts (Firestone, 1986). When the voice is not resisted, it develops into the centre of a negative conception of oneself. The act of "listening" to the voice makes a person more likely to engage in self-destructive behaviour. In other words, people adjust their behaviour to reflect their skewed self-perception, and ultimately acting on these thoughts may result in self-harm or suicide (Firestone, 1986). Thomas et al. (2014) noted that auditory hallucinations have been documented in PTSD with an occurrence of 40%–50%; 37% in bipolar 1 disorder, 30% in borderline personality disorder; 10%–23% in major depression; 14% in obsessive-compulsive disorder; 14% in dementia; and 10% in Parkinson disease (Thomas et al., 2014). Alderson-Day and Fernyhough (2015) in their review noted that rumination is a recognized important component of depression, and the repetitive focus on adverse thoughts.

[bookmark: _Toc135475636]1.5 Rationale
According to Mental Health Ireland, approximately 25% of individuals will encounter a mental health concern at some stage in their lives. Among people aged 19 to 24, about 20% are currently facing a form of mental disorder, and 19% have contemplated suicide at some point. Even among children aged 11 to 13, it was discovered that 1 in 6 will face challenges related to their mental well-being. Earlier this year, UNICEF issued a warning stating that Ireland is facing a critical situation regarding the mental health of its youth. Disturbingly, it is estimated that 1 in 10,000 adolescents between the ages of 15 and 19 may resort to taking their own lives (Clarke, 2021). 
Current treatment options for severe mental illnesses have demonstrated remarkable efficacy, with a substantial majority of individuals experiencing a notable decrease in symptoms and an enhanced quality of life. By combining pharmacological interventions, psychosocial therapies, and comprehensive support systems, approximately 70 to 90 percent of individuals observe significant positive outcomes. These results highlight the considerable effectiveness of these integrated approaches in addressing serious mental illnesses (About Mental Illness - NAMI California, 2021).
The research question is “What is the relationship between varieties of inner speech and mental health conditions?” to find an answer the study will apply qualitative and quantitative research methods to explore how inner speech may affect a person’s mental health. The presence of abnormal inner speech processing has been suggested to be linked to psychotic diseases, self-esteem, dissociation, hallucination-proneness mood disorders, anxiety disorders, and other psychopathological traits (Alderson-Day & Fernyhough, 2015; Alderson-Day et al., 2018). Overall, these studies feature the significance of understanding the role of inner speech in various mental health conditions and emphasize the necessity for further investigation using diverse methodologies and participant populations. Previous studies have focused on a broad spectrum of variables or had limited or narrow (students-only) sample sizes. The current study was designed for mixed methods in order to gain an enhanced picture of inner speech by using both qualitative survey analysis and quantitative open-ended question analysis. The quantitative part of the study will have different psychometrics tests (DASS-21) than previous studies to see how the findings will align. An open-ended question was purposely designed to give participants the opportunity to openly discuss their experience with inner speech. In such analysis, this study can identify if any of the aspects were missed in the core survey of VISQ and if there are any specific trends to focus on in further research. The ultimate goal of future findings is to find concrete evidence of how inner speech affects well-being and mental health conditions in order to use the knowledge for treatments and prevention. 

[bookmark: _Toc135475637]1.6 Hypothesis/Research Question 

Qualitative research hypotheses:
Hypothesis 1
The research hypothesis suggests that there will be a significant negative relationship between Positive/Regulatory Inner Speech and Depression.
Hypothesis 2
 The research hypothesis suggests that there will be a significant positive relationship between Evaluative/Critical inner speech and Depression.


Hypothesis 3
The research hypothesis suggests that there will be a significant positive relationship between Evaluative/Critical inner speech and Stress. 
Hypothesis 4
The research hypothesis suggests that there will be a significant positive relationship between other people’s voices in inner speech and Anxiety.

Research question
“Describe in your own words how you experience your inner speech (Inner monologue/ dialogue, inner voices, non-linguistic/ visual speech, or similar experience). For example, think of a moment that is common to you and how your inner speech occurs, such as shopping or going to bed. You can describe any of the experiences of the inner voice that comes to your mind”. 





2. [bookmark: _Toc135475638]Methods
[bookmark: _Toc135475639]2.1 Participants
This study utilized a combination of probability and snowballing sampling techniques to recruit a total of 92 participants. Out of 92 participants 2 participants did not consent or consent to share data, subsequently did not participate in the survey, and were removed from any further analysis. The survey was available to a random population online on various social media sites such as LinkedIn, Facebook, Instagram, and emails where participants were provided with a link to access the survey. Additionally, participants were asked to share the survey link within their social groups to reach a wider population. All participants receive identical questionnaires. Inclusion criteria required participants to be over the age of 18 and have a minimum level of intermediate in the English language. Of the 90 participants, 72.2% were females (n=65), 25.6%, were males (n= 23) and 2.2% were other (n=2). 46.7% (n=42) reported speaking English as their mother tongue and 41.1% (n=37) reported having proficient English language skills and 12.2% (n=11) intermediate skills. The majority of the participants were 18-24- years of age - 32.2% (n=29), 25-34 years -27.8%, (n=25), 35-44 years– 24.4% (n=22) and the rest 15.6% were in the groups 45+ years of age. Additional demographic questions were included in the survey such as professional/employment status and how many languages participants are speaking. To ensure anonymity and encourage honest responses, participants were informed that the survey was anonymous and no identifying information would be collected, followed by a survey debrief and consent form. Additionally, no incentives were offered for voluntary participation in the study.  




[bookmark: _Toc135475640]2.2 Design
This study employed a mixed-method design that incorporated both quantitative and qualitative approaches, utilizing a within-subjects, correlational, non-experimental design.
The quantitative part of the study consists of psychometric surveys such as the Depression Anxiety Stress Scale (DASS) (Lovibond & Lovibond, 1995) and The Varieties of Inner Speech Questionnaire-Revised (VISQ-R) (Alderson-Day et al., 2018). The qualitative part of the study consists of open-ended questions.
The aim of this study is to gain a more comprehensive understanding of the relationship between inner speech and individuals' levels of anxiety, depression, and stress, by utilizing a combination of different research methods. By integrating both quantitative and qualitative approaches, these methods can complement each other and provide a more complete picture of the research topic, illuminating the complexity of inner speech and its potential impact on mental health. Data for both methods were collected via an identical online survey. The predictor variables were used to form groups for correlational analysis.

Predictor variables for quantitative analysis:
Demographic variables:
Age
Gender 
English language proficiency 
Employment status 




 Subscales of inner speech (VISQ-R): 
Dialogical
Evaluative/Critical
Other People
Condensed
Positive/Regulatory.  

criterion variable for quantitative analysis:
 Subscales of the Depression Anxiety Stress Scale (DASS): 
Anxiety scale 
Depression scale 
Stress scale 

key variables of interest in the qualitative analysis:
Variety of inner speech 

Qualitative research hypotheses:
Hypothesis 1
The research hypothesis suggests that there will be a significant negative relationship between Positive/Regulatory Inner Speech and Depression.
Hypothesis 2
 The research hypothesis suggests that there will be a significant positive relationship between Evaluative/Critical inner speech and Depression.


Hypothesis 3
The research hypothesis suggests that there will be a significant positive relationship between Evaluative/Critical inner speech and Stress. 
Hypothesis 4
The research hypothesis suggests that there will be a significant positive relationship between other people’s voices in inner speech and Anxiety.
Research question:
“Describe in your own words how you experience your inner speech (Inner monologue/ dialogue, inner voices, non-linguistic/ visual speech, or similar experience). For example, think of a moment that is common to you and how your inner speech occurs, such as shopping or going to bed. You can describe any of the experiences of the inner voice that comes to your mind”. 
[bookmark: _Toc135475641]2.3 Materials
Measures 
This study for the quantitative part of the research will use various questionnaires such as the Depression Anxiety Stress Scale (DASS) (Lovibond & Lovibond, 1995) (see appendix C) and The Varieties of Inner Speech Questionnaire-Revised (VISQ-R) (Alderson-Day et al., 2018) (see appendix D).

The Depression Anxiety Stress Scale (DASS-21)	
The Depression Anxiety Stress Scale (DASS The Depression Anxiety Stress Scale (DASS) (Lovibond & Lovibond, 1995) is a widely used self-report questionnaire that assesses symptoms of anxiety, depression, and stress. Specifically, the 21-item version of the DASS-21 will be employed in this study, with three subscales, each containing seven items. Participants will rate the extent to which each statement such as “I tended to over-react to situations” applies to them over the past week on a 4-point Likert scale ranging from 0 to 3 with the following interpretations: 0 Did not apply to me at all; 1 Applied to me to some degree, or some of the time; 2 Applied to me to a considerable degree, or a good part of the time; 3 Applied to me very much, or most of the time. Higher scores indicate greater symptom severity.
Previous research has shown that the DASS-21 has excellent internal consistency, with Cronbach's alpha values ranging from .88 for Depression, .82 for Anxiety, and .90 for Stress (Henry & Crawford, 2005). Additionally, the DASS-21 has demonstrated good temporal stability and discriminant validity between the constructs of anxiety, depression, and stress (Page et al., 2007) Overall, the DASS-21 is a reliable and valid measure for assessing symptoms of anxiety and depression in both clinical and non-clinical populations."

Varieties of inner speech questionnaire – Revised (VISQ-R)
The 26-item VISQ-R (Alderson-Day et al., 2018). was developed based on the 35-item Varieties of Inner Speech Questionnaire, which was designed to capture different types of inner speech experiences. In addition to the original 18-item VISQ (McCarthy-Jones & Fernyhough, 2011) on Dialogical, Evaluation, Condensation, and the Presence of other people in inner speech, the extended version contained new items on literal and metaphorical use of language, speaker positioning and address, and regulation of different moods (McCarthy-Jones & Fernyhough, 2011). The VISQ-R was designed to address some limitations of the original VISQ, such as the lack of items on positive/regulatory inner speech and the use of an agreement-based response scale that may not accurately capture the frequency of inner speech experiences (Alderson-Day et al., 2018). Furthermore, after conducting an Exploratory factor analysis on VISQ – R 35 items, 9 were removed from the questionnaire leaving the final version with 26 items and 5 subscales. Responses to questionnaire statements such as “I experience the voices of other people asking me questions in my head” were made on a seven-item Likert frequency scale where respondents evaluated how frequently the inner speech experiences occurred, ranging from “Never” (1) to “All the time” (7). Subscales include Diabolicality (5 items), Condensation (5 items), Other voices (5 items), Evaluative/Critical (7 items), and Positive/Regulatory (4 items). The questionnaire has high internal reliability (Cronbach's α > .80) except for the positive/ regulatory subscale of .60, and moderate to high test-retest reliability (> .60) (De Rooij, 2022), (Alderson-Day et al., 2018). Although the VISQ-R has good psychometric properties, it is important to note that self-report measures of inner experience are subject to various biases and limitations, such as social desirability, memory recall, and response style (Hurlburt et al., 2013). Therefore, using the VISQ-R in combination with other methods, such as thought sampling, experience sampling, or neuroimaging, is recommended to gain a more comprehensive understanding of inner speech.
[bookmark: _Toc135475642]2.4 Procedure
The research was conducted by using an online survey sent to the general population and posting an online survey to various social media platforms. The participants were informed through the online survey what the research being conducted was in relation to and all procedures were in line with The Code of Professional Ethics of the Psychological Society of Ireland (Code of Ethics. PSI, n.d.). The first section of the survey contained an information sheet – the purpose of the study, what it involves, the right to withdraw, benefits, risks, and confidentiality. Following by qualifying questions to proceed with the survey. If a respondent answered “no” to any of the qualifying questions, the survey was directed to a “Thank you for participating” message. After completing the qualifying questions, participants were directed to demographic questions followed by psychometric questions: DASS-21 and VISQ-26. The online survey took approximately 10 to 20 minutes to complete and could be viewed by participants online through a computer, electronic device, and mobile phone. After the survey was completed, participants received a “Thank you” message, debrief of the study, and contact details for a mental support group.
Survey data was transported to Microsoft Excel (2016 version). The relevant information was then exported to the Statistical Package for the Social Sciences (SPSS 26) software in order to perform statistical analysis. For the second part of the study, data were analysed using Nvivo version 12 software. 
[bookmark: _Toc135475643]2.5 Ethics
In conducting this research, ethical considerations were taken into account and reviewed using both the Dublin Business School Ethical Guidelines for Research with Human Participants and The Code of Professional Ethics of the Psychological Society of Ireland (Code of Ethics, PSI, n.d.). The aim of this study is to analyse a unique and personal experience related to individuals' cognition and mental health, and we understand that some individuals may be hesitant to share their personal experiences. Therefore, the survey is fully anonymous, and no recorded information could identify the participant. Prior to beginning the questionnaire, participants were provided with information about the study and consent information. Participants had the right to withdraw from the questionnaire at any stage, until the last question. Additionally, both before and after the questionnaire, participants were debriefed on the questions they would be answering and any potential risks. At the end of the questionnaire, support information was provided, including support services and helplines, to assist participants in obtaining any necessary support. This approach is in keeping with the Psychological Society of Ireland's Code of Professional Ethics (Code of Ethics, PSI, n.d.) to ensure informed consent and to protect the participants' confidentiality and well-being. The research was approved by the Dublin Business School Research Ethics Committee in December 2023. The participants were informed that after completing the survey it was impossible to withdraw from the research as all answers were stored anonymously. Data is stored on a password-protected computer and securely saved under DBS One drive.

[bookmark: _Toc135475644]2.6 Data Analysis
Quantitative
The quantitative part of the study will be analysed using SPSS version 16 Data analysis was conducted with 90 participants after excluding 2 participants who did not consent to the survey or sharing the information. All qualifying participants answered 100% of the survey questions, therefore no missing data was reported.  A series of SPSS software statistics were performed on the data, including demographics, descriptive, reliability, and inferential analysis such as Pearson’s Correlation. 

Qualitative
Data was collected through a questionnaire survey with a single open-ended question asking participants to describe their inner voice. Collected data was imported into Nvivo software and screened for any identifying information that must be removed to protect participant confidentiality. Thereafter a preliminary codebook was developed including codes and definitions to guide coding. Emergent themes were identified and grouped together to form higher-level themes. Themes were refined and interpreted to provide insights into research questions. Decisions were guided by the approach outlined by Braun and Clarke to ensure rigorous and trustworthy analysis.

3. [bookmark: _Toc135475645]Results
Data preparation
Data analysis was conducted with 90 participants after excluding 2 participants who did not consent to the survey or sharing the information. All qualifying participants answered 100% of the survey questions, therefore no missing data was reported.  A series of SPSS software statistics were performed on the data, including demographics, descriptive, reliability, and inferential analysis such as Pearson’s Correlation. 

Reliability analysis 
All scales used in the questionnaire were analysed for Cronbach’s alpha reliability (see Table 1). Analysis indicated that The Varieties of Inner Speech Questionnaire-Revised (VISQ-R) reported a Cronbach’s alpha of .84 with each subscale of Dialogical, Evaluative/Critical, Other People, Condensed and Positive/Regulatory showing Cronbach’s alpha of .65, .88, .92, .73 and .76 respectively.  The Depression Anxiety Stress Scale (DASS) reported a Cronbach’s alpha of .93 with each subscale of Depression, Anxiety and Stress showing Cronbach’s alpha of .90, .85 and .86 respectively. All scales except the subscale of Dialogical (α =.65), indicate satisfactory or high internal consistency reliability.








[bookmark: _Toc135475646]3.1 Quantitative results

Table 1 Reliability of Scales and Subscales 
	Scale 
	Number of items 
	N
	Cronbach’s Alpha

	VISQ-R
	26
	90
	.841

	Subscale Dialogical
	5
	90
	.654

	Subscale Evaluative/C.
	7
	90
	.882

	Subscale Other People
	5
	90
	.920

	Subscale Condensed
	5
	90
	.730

	Subscale Positive/R.
	4
	90
	.761

	DASS
	21
	90
	.929

	Subscale Depression
	7
	90
	.900

	Subscale Anxiety 
	7
	90
	.852

	Subscale Stress 
	7
	90
	.857




Descriptive statistics 
Results were extracted by conducting descriptive and inferential analysis using SPSS. Descriptive statistics were calculated including Mean, standard deviation, variance, skewness, kurtosis, and range for variables of the Subscales from the scales such as VISQ and DASS (See Table 2).



Figure 1: Descriptives statistics of demographics of participants – gender 
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Figure2: Descriptives statistics of demographics of participants – age
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Table 2 Descriptive Statistics of VISQ and DASS subscales 
	
	Mean 
	SD
	Variance 
	Skewness
	Kurtosis
	Range 
	Min
	Max

	Depression
	7.83
	5.08
	25.85
	.61
	-.28
	21
	0
	21

	Anxiety
	7.26
	4.52
	20.40
	.64
	-.03
	20
	0
	20

	Stress
	9.47
	4.53
	20.50
	.31
	-.66
	20
	1
	21

	Dialogical
	20.39
	5.37
	28.80
	-.01
	-.81
	22
	10
	32

	Evaluative/C.
	30.09
	8.39
	70.37
	-.40
	.50
	42
	7
	49

	Other People 
	9.67
	6.07
	36.88
	1.26
	.55
	23
	5
	28

	Condensed
	16.00
	5.44
	29.64
	.05
	-.14
	25
	5
	30

	Positive/R
	16.29
	4.69
	22.03
	-.28
	.08
	22
	4
	26




Inferential statistics

Table 3: Pearson’s Correlation table
	
	DASS Depression 
	DASS Anxiety 
	DASS Stress 

	VISQ Dialogical 
	-.079
	-.154
	.044

	VISQ Evaluative/C. 
	 .144
	.224*
	 .342**

	VISQ Other People
	.118
	328**
	.267**

	VISQ Condensed 
	-.025
	.128
	.005

	VISQ Positive/R.
	-.331**
	-.161
	-.160

	**. Correlation is significant at the 0.01 level (1-tailed).

	*. Correlation is significant at the 0.05 level (1-tailed).



Hypothesis 1
The research hypothesis suggests that there will be a significant negative relationship between Positive/Regulatory Inner Speech and Depression.
A one-tailed, Pearson correlation analysis was conducted to examine the relationship between variables. Pearson correlation coefficient found that there was a moderate negative significant relationship between Positive/Regulatory Inner Speech (M = 16.29, SD = 4.69) and Depression (M = 7.83, SD = 5.08) (r (88) = -0.33, p =.001). Therefore, the null hypothesis is rejected. This relationship can account for 10.89% of the variation of scores. The results 
suggest that the null hypothesis can be accepted. 

Hypothesis 2
The research hypothesis suggests that there will be a significant positive relationship between Evaluative/Critical inner speech and Depression.
A one-tailed, Pearson correlation analysis was conducted to examine the relationship between variables. Pearson correlation coefficient found that there was no significant relationship between Evaluative/Critical inner speech (M = 30.09, SD = 8.39) and Depression (M = 7.83, SD = 5.08) (r (88) = 0.14, p =.088). Therefore, the null hypothesis can be accepted. This relationship can account for 1.96% of the variation of scores. 

Hypothesis 3
The research hypothesis suggests that there will be a significant positive relationship between Evaluative/Critical inner speech and Stress.
A one-tailed, Pearson correlation analysis was conducted to examine the relationship between variables. Pearson correlation coefficient found that there was a moderate positive significant relationship between Evaluative/Critical inner speech (M = 30.09, SD = 8.39) and Stress (M = 9.47, SD = 4.53) (r (88) = 0.34, p < .001). Therefore, the null hypothesis can be rejected. This relationship can account for 11.56% of the variation of scores. 

Hypothesis 4
The research hypothesis suggests that there will be a significant positive relationship between other people’s voices in inner speech and Anxiety.
A one-tailed, Pearson correlation analysis was conducted to examine the relationship between variables. Pearson correlation coefficient found that there was a moderate positive significant relationship between other people’s voices in inner speech (M = 9.67, SD = 6.07) and Anxiety (M = 7.26, SD = 4.52) (r (88) = 0.33, p = .001). Therefore, the null hypothesis can be rejected. This relationship can account for 10.89% of the variation of scores. 

[bookmark: _Toc135475647]3.2 Qualitative results 
The thematic analysis of the open-ended question “Describe in your own words how you experience your inner speech (Inner monologue/ dialogue, inner voices, non-linguistic/ visual speech, or similar experience). For example, think of a moment that is common to you and how your inner speech occurs, such as shopping or going to bed. You can describe any of the experiences of the inner voice that comes to your mind” Answers identified 29 codes (sub-themes) and 7 thematic groups that are displayed in the bar chart (see figure 4). The analysis demonstrated a word cloud of the most frequently used words (see figure 3). All findings are presented in descending chronological order.
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Figure 3 A word cloud of the most frequently used words from the qualitative question.
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Figure 4 bar chart for themes in thematic analysis. 

 Theme1: Neutral Inner Voice
Neutral Inner Voice (36%) comprised six sub-themes: Inner Monologue, Planning & Memorising, Dialogue with Oneself, Imagery (visual), Ongoing, and Condensed inner speech. The responses indicated neutral nature without inflicting negative or positive emotions. Most of the responders indicated their inner voice as a monological style, often using it for planning, creating mental lists, and repeating things in order to memorize them. The equally high number was for indication of dialogical neutral inner voice where participants explain having conversations with themselves, either in neutral or positive nature. Surprisingly only 3 participants indicated having imagery/visual inner speech, explaining how their thoughts are expressed through images and visualizations. Throughout the analysis, no other types of visual thoughts were reported (for example negative ones).

“The type of monologue I use in preparing for a presentation.”
(Participant 41)
“I say things in my head that I need to keep in my working memory, like if I need to remember numbers or what I am doing.”
(Participant 42)
“Inner speech helps me to plan things, and to organize my daily activities.”		(Participant 73)

Theme 2: Regulatory/Positive Inner Speech
This theme represented 19 % of all sub-themes and consisted of Calming Regulatory, Encouragement, Self-Praise/Affirmation, Friendly, and Internal discussion sub-themes. Most common answers represented regulatory inner speech, helping individuals to calm down in stressful situations and regulate their feeling.  Others expressed how their help themselves by encouragement or self-praise. 

“Calming myself down not to burst into an argument with someone”.
(Participant 4)
“I find my inner voice very comforting in stressful times”.
(Participant 29)
“Come on get out of bed you’re being lazy”
(Participant 58) 
“When stuck on a project or college work, I often say "come on you can do it" or "take a breath".
(Participant 50)
Theme 3: Negative Impact inner speech
A negative impact was indicated in an estimated 15% of instances. Sub-themes included Overwhelming thoughts, Replaying Negative Conversations, Self-Criticism, Evaluative, Negative Dialogue with oneself, and Repetition of old Memories. In this category, responses show the other side of the inner voice that negatively affects the individual. The impact is clear and often individuals cannot control it. This is noticeable in all subscales. 
“catch myself in a situation where my mind is "overworked" and anxious, thinking too many things at once”
(Participant 19)
“even though I am aware of it, I can't seem to stop it.”
(Participant 49)
“I often replay negative conversations in my head, which nearly always leads to feeling angry, and frustrated.”
(Participant 1)
“when trying on clothes and they don't fit, my inner voice tells me that I am fat and disgusting”
(Participant 23)
“My inner speech can be negative and cause me to worry and stress”
(Participant 78)

Theme 4: Other Voices
This theme accounted for an estimated 10% of the entries. Subscales included Dialogue with another person, hearing Other People in the head, the Second Version of Oneself, the narrator, an Internal person, or observing others’ conversations without involving oneself. These entries indicated the ability to hear/imagine other people speaking in their inner voice or the ability to transform their speech into two selves and have a full conversation. No indication of negative affect or consequences was indicated.

“I usually talk to myself by imagining a person and having a dialogue with him or her”
(Participant 5)
“When I spilled something and I had my mom's exact voice and full sentence in my mind.”
(Participant 51)
“My inner voice becomes the "second me" in various situations and we, discussing, taking into account the reality of the situation, make some kind of decision.”
(Participant 70)
“I can hear the whole conversation in full sentences and voice tones.”
(Participant 30)

Theme 5: Creating Imaginary Scenarios
	This theme included sub-themes such as creating various imaginary scenarios and practicing them for better performance. Often reported rumination but without the greater impact of negative emotions. Often involves “dreaming” about the future. This theme accounted for an estimated 4% of the codes. 
“I internally practice conversations before social events to feel more prepared.”
(Participant 13)
“I Script a verbal response I might make at an important or dramatic moment. Iterating on word choice, inflection, and emphasis.”
(Participant 31)
Other themes had insignificant numbers or single entries. Nevertheless, 3 responses were interesting in their nature and can impact our study. One entry explained how depression impacted his/her inner voice.  

“I killed my inner monologue because of depression.”
(Participant 26)

The other two responses indicated how they are managing their negative thought for better mental health:

“filter out negativity be it from internal or external sources. Over time this has really helped me with depression and anxiety, and I am a lot better off now than I used to be.”
(Participant 61)

“I can always hear my inner speech trying to calm me down whenever I see the signs of a panic attack. Usually, it begins with "What is happening to me?" and ends with "It's okay, everything is in your head, this is fake". It's as if I was calming another person even though it is literally me fighting myself.”
(Participant 75)











4. [bookmark: _Toc135475648]Discussion
The objective of this study was to investigate the variety of inner speech and its relationship with mental health conditions such as Depression, anxiety, and stress. Additionally, the study used qualitative open-ended questions to investigate further and identify inner voice trends that may indicate a connection with mental health.  

[bookmark: _Toc135475649]4.1 Key findings 
The depression variable did not show any positive correlations with any of the inner speech variables, therefore the first hypothesis was not supported and the findings were in line with McCarthy-Jones & Fernyhough ( 2011) finding, but not with Alderson-Day et al. (2018) finding where Evaluative and Other people in the inner speech showed a significant correlation with HADS Depression. Nevertheless, the first hypothesis results suggested new findings in terms of negative relationships. Depression has a moderate negative relationship with Positive/regulatory inner voice. The finding suggests that individuals who score higher on the regulatory and positive inner voice scale have significantly lower levels of depression symptoms as hypothesis one suggested.
A furthermore study investigated how stress levels may be related to Evaluative/Critical. Results suggested that there is a moderate positive correlation between the two variables. These findings correlate with Firestone’s (1986) suggestions that individuals who undermine and ridicule themselves are more prone to mental health issues. The findings of this study indicate similar patterns meaning that individuals who criticize and evaluate themselves in a negative manner can display higher levels of stress symptoms. 
The fourth hypothesis suggested a positive relationship between other people’s voices and anxiety and the analysis results indicated a moderate positive correlation. These findings were in line with McCarthy-Jones & Fernyhough (2011) and Alderson-Day et al. (2018), and Thomas et al. (2014) study results, further suggesting that individuals who hear other people’s voices in their heads have a higher level of anxiety symptoms. These findings indicate a similar pattern, although, when looking at the qualitative part of the research, the thematic analysis did not find a link between other voices and the negative impact on individuals’ well-being. Nevertheless, further investigation should be conducted as one open-ended question may not be sufficient to see the full picture.  
Looking further as well as the qualitative results, the highlights of the finding suggest that the most common inner speech is indicated as neutral without a greater negative or positive impact on the individual. For example, the inner speech was useful in creating lists, helping working memory, and having a neutral conversation with oneself. 
The second most common theme represented regulatory inner speech. Participants indicated that such type of speech helps them to regulate their emotions, to calm down, and avoid stressful situations. Such results are in line with the findings mentioned above where Positive regulatory speech has a negative relationship with depression symptoms. These findings may indicate that individuals who can regulate their inner voice can positively impact their mental health. In a similar study (Morin et al. 2018) results indicated Regulatory inner speech as the most common type, although, thematic coding might not be identical to this study. Additionally, the sample by Morin et al. (2018) was recruited from university students only. 
Further findings displayed a different side of inner speech- the third most common theme was Inner speech that causes a negative impact on an individual. This phenomenon was described as a critical evaluation, criticism, rumination, overthinking, and lack of control over inner thoughts. These findings also were in line with the qualitative analysis of the third hypothesis where it was concluded that evaluative and critical inner voice has a significant relationship with increased levels of stress symptoms. These findings paint a clear picture of the strong connection between Evaluative/critical inner speech and mental health. 
Other voices heard by individuals did not indicate a negative impact and neither a strong positive impact on a person’s well-being, therefore it cannot be linked to any of the previous findings that are mentioned in other studies (McCarthy-Jones & Fernyhough,2011; Alderson-Day et al., 2018, Thomas et al., 2014).
Furthermore, themes disclosed an Imaginary inner voice, where participants explained how they imagined different either completely made-up scenarios or creating an imaginary “extension” of the events that occurred previously. Some relate this experience to overthinking, others to practice for the next time, for example: handling the conversation better or in a different manner.
Some reports indicated interesting indications, although it was in a small number of participants. Nevertheless, it could be an important link to the study. One participant indicated that he/she lost his inner voice because of the depression. Although the meaning could be vice versa. Regardless, it would be interesting to investigate further such a case. 
The other two participants indicated that they are controlling their negative thoughts in order to manage their mental health and reduce negative thoughts and emotions. Yet again it is only a small number of indications but nevertheless is very important to our study. This is the key aim of this study to find the link between inner speech and mental health and how we can manage one to improve the second. This may be the ultimate answer the researchers are looking for, but further in-depth research is needed. 

[bookmark: _Toc135475650]4.2 Strengths & Limitations
The strengths of this study, due to the mixed method design, gave an opportunity to create a wider picture of individual insight into Inner speech and its relationship with mental health. The results showed a strong validity and were in line with some of the previous research results and accumulated additional findings. The qualitative part of the study provided insight into individuals’ descriptions of their inner voice and allowed us to paint a picture of how it correlates with their mental health. The sample size gave strong results due to a wide geographical population, although for more precise results, the study would benefit from a larger sample size. The study was lacking sample size as the most crucial finding comes from a small percentage of the population who indicate unusual inner voice and indicate mental health issues; therefore sample size should be much higher to receive stronger correlations. Alternatively, it could be more focused on individuals who suffer from mental health conditions rather than the wider population.  Additionally, the study was using a DASS scale questionnaire which only indicates the levels of symptoms associated with mental health instead of the diagnostical questionnaire, so there could be some discrepancies compared to previous studies and reliability. Additionally, the qualitative part of the study consisted only of one open-ended question and additional questions would be beneficial for the in-depth research. 

[bookmark: _Toc135475651]4.3 Further Research & Implications 
This study, combined with the previous one provides a strong indication of the need for further studies. Although studies indicated a relationship between variables, they do not predict causation. Speculation such as inner voice management could improve mental health cannot be used to treat people who suffer from emotional difficulties. Several research stages should be designed to investigate this question further. For example; the first stage of the study could be conducted with a wider general population in both qualitative and quantitative designs in order to complement each other and optimize the findings. The third part of such a study should be combining both quantitative and qualitative (when qualitative data is transformed into qualitative data).  In this design, there would be three analyses with very precise results. In the second stage identical study should be conducted with patients who suffer from mental health conditions including neurodiverse populations in order to have more condensed data. For broader results, additional psychopathological measurements should be used, or mental health conditions should be indicated in qualitative questions.  

[bookmark: _Toc135475652]4.4 Conclusion
This study has investigated the variety of inner speech and its relationship to mental health conditions such as depression, anxiety, and stress across the general population using a mixed-method design. The results indicated a negative significant correlation between Positive/regulative inner speech and lower symptoms of depression, although there were no other correlations between levels of depression symptoms and other variables for inner speech. The Evaluative and Critical inner speech had a moderately significant correlation with stress levels. Additionally, a significant positive relationship was indicated between Other people’s voices in inner speech and anxiety symptoms. The qualitative part of the study indicated trends in inner speech description from open-ended questions. Results revealed that neutral inner speech was the most common theme, followed by regulations that support individuals in managing their emotions, and in contrast critical and evaluative themes for inner speech appear to inflict negative emotions. These findings are in line with similar studies and therefore propose furthermore in-depth research. Further research may help to discover how exactly the inner voice could affect an individual’s well-being and mental health, and help create treatments and preventions. 
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6. [bookmark: _Toc135475654]Appendices
Appendix A- Information sheet

Information sheet for Anonymous study
The variety of inner speech – refining the link between inner speech and anxiety/ depression

My name is Rita Gaizauskaite, and I am conducting research in the Department of Psychology that explores Inner Speech. This research is being conducted as part of my studies and will be submitted for examination.

You are invited to participate in a research study that will form the basis for an undergraduate thesis. Please read the following information before deciding whether to participate.

What are the objectives of the study? The nature of this study requires participants to complete a set of surveys to explore the relationship between inner speech and anxiety and depression. 

Why have I been asked to participate? I would like to collect information from different people regarding Inner speech experience and their mental health conditions. 

· General population
· Must over 18 years of age

What does participation involve? You are invited to take part in this study and participation involves completing and returning the attached anonymous survey. While the survey asks some questions that might cause some minor negative feelings, it has been used widely in research. If any of the questions do raise difficult feelings for you, contact information for support services is included on the final page. Participation is completely voluntary and so you are not obliged to take part. 

Right to withdraw Participants have the right to withdraw from the research at any time for whatever reason. Participation is anonymous and confidential. Thus, responses cannot be attributed to any one participant. For this reason, it will not be possible to withdraw from participation after the questionnaire has been collected.

Are there any benefits from my participation? While there will be no direct benefit from participation studies like this can make an important contribution to our understanding this topic further. As such, the findings from this study may be presented at national and international conferences and will be submitted for publication in peer-reviewed journals. Interim and final reports will be prepared. However, no individual participant will be identified in any publication or presentation. Individuals will not be offered any monetary or other rewards for their participation.

Are there any risks involved in participation? There are no known risks associated with participation. Any inconvenience involved in taking part will be limited. Any questions prior to participation can be asked following the review of this sheet. After participation, a debriefing stage will be offered where any further questions will be answered, or any questions can be emailed to my email address below.

Confidentiality All individual information collected as part of the study, be used solely for research purposes. The questionnaires will be securely stored and data from the questionnaires will be transferred from the paper record to electronic format and stored on a password-protected computer. They will be stored safely and will not be publicly displayed or published without prior consent. Data collected is stored in the EU, for five years, and will be used for research purposes to generate research content such as publications and presentations.

Please note this research has been ethically approved by the DBS College Human Research Ethics Committee.

Contact Details
Should you require any further information about the research, please contact us. 
[bookmark: _GoBack]Rita Gaizauskaite, XXXXXX@mydbs.ie. My supervisor can be contacted at Natalia Ines Putrino, XXXXXX@dbs.ie.

Thank you for taking the time to complete this survey.



Appendix B - Consent sheet




The following should be attached to the anonymous survey and answered (but not signed)

I have read and understood the attached Information Sheet regarding this study. 
Yes / No

I understand that I am free to withdraw from the study at any time without giving a reason and without this affecting me.
Yes / No

I agree to take part in the study, the results of which will be published. 	
Yes / No
		
I agree to have my data relating to this study to be stored confidentially as described in the Information Sheet.
Yes / No

[bookmark: _Hlk50376439]I consent to participate in the study.
Yes / No




Appendix C- DASS-21 Questionnaire
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Appendix D - VISQ-R (26) Questionnaire
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Appendix E - Debrief sheet


Thank you for your time!


Thank you for participating in our research, Thank you for your answers. Your responses have been recorded and your identity is anonymous.  The research looked at the variety of inner speech and the possible link to anxiety, depression, and other mental health conditions. 

The measures were widely used in research however if you feel that answering this survey has raised some issues for you, please consider contacting some of the support services listed below or speak to your health provider. 

Aware:
The Aware Support Line 1890 303 302
Available Monday – Sunday, 10 am to 10 pm.
Email for support at: supportmail@aware.ie

Samaritans
Call on: 116 123
Available 24hrs a day, 365 days a year. Free to call.
Email: jo@samaritans.org

Thank you. 
Rita






image3.png
et AnGOISHOBpin
memnwil i s nsnla?las .

""”"cl'lnlrvllzorgat':gy Fe -
e sentenc s!{'f"fﬂ’fﬁ-"ni’s

Eelimeg eec 'm".s_s,';:ﬂ,b

g

S

|l

-ss _
%"’ 8£§ !

asleep ) “ﬁ =
nositive [mea lists @ SE 28

N ﬁ"" omelimes =241
omething: =
2 nﬂughls%""‘v"';"“

hapme E’cun\mrs lions “52
nreparingScenariosready





image4.png
Themes

ofesonos sbeeasag

yooadg
Jauu| BuiBeuepy

90107
Jauu] “osIN

soueusos
Areuibew|
buneain

90107
1Yo

1oedw|
aAnebaN

- yooadg
fiojenBoy

yooadg
Jauuj [esnaN

Coding





image5.png
DASS21

Name: Date:

[Piease read each statement and circe a number 0,1, 2 or 3 which indicates how much the statement.
appied o you ovor the past wook. There are no righ or wrong answers. Do not spend to0 much

|tme on any statement.
| The rating scale s as folows:

Did not apply to me atall

o
1 Appied o me to some degree, or some of the time.
2 Appled o me o a considerable degree or a good part of tme:
3 Appledto me very much or most of the time.

e —
s oot sty e
O .

o Lm0y o
1 omaamas i s e o s
RO [
0 ooy e c i
- e
o s et | L
61 1kt i ot o s
[———— o e
et omanimannri c i
[ e
o et | L
[ o s
et o et s e c i
[ e
F— e
ottt =S S NP
PR ——— o0

21(@) 116t iat e was meaningless o 1 2 3





image6.png
'DASS-21 Scoring Instructions

| The DASS-21 shouid not be used to replace a face toface cinical interview. If you are experiencingsignificant
 emotional difficulties you shovld contact your G fo areferral o 3 qualfied professional.

Depression, Anxiety and Sress Sale - 21 tems (DASS-21)

e Depression, Anxiety and stress Sale - 21 toms (DASS-21) i a st of three sef.report scals designed to
measure the emotionalstates of depression, anety and stress.

Each of the three DASS 21 scales contain 7 items, diided into subscales with similr content.The depression
scal assesses dysphori, hopelessness, devaluation of i, sef deprecation lack of interest/ involvement,
anhedonia and nerta. The anxiety cale assesses autonomic arousal,skeletal muscle effects, situational
ety and subjctive experience of anxious affec. The sressscale is sensitive to leves of chronic non-
specificarousa. It asesses difficuly relaxing, nervous arousal,and being easily pset / agitated, itable |
over-reactve and impatient.Scores fo cpression, anxiety and sress are calcuated by summing the scores
forthe relevant tems.

| The DASS-21 5 based on adimensional rather than a categorical conception of psychological disorder. The
assumption on which the DASS 21 development was based (and which was confrmed by theresearch data) s
tha the diferences between the depression, anxiety and th stress experienced by normal subjects and
ciica populations are essentiallydiferences ofdegree. The DASS-21 therefore has no direct impiications for
the allocation of ptients todicrete diagnostic categories postulated i clasificatory systems such as the

o5 and iCo.

[Recommended cut-ofscoresfor conventional severity labels (normal, moderate, sevre) are a follows:

N Scores on the DASS 21 wil need to be multipied by 2 to calculate the fina score.

eprsion iy S
el severe B o B

Lonibond, 5. & Lowbon, .. 1995 Manul o the Depeesion Ansiety & s Scsle. 1 £ Sydney:Pycholgy Foundatin.





image9.png




image10.png




image11.png




image12.png




image13.png




image14.png




image15.png




image16.png




image17.png




image18.png




image7.png
Table 3
Factor loadings for the final version of the VISQ-R.

Item D E [ 13
1 Ithink to myself in words using brief phrases and single words rather than full sentences. (C) 004 006 004 081 009
2 When I am talking to myself about things in my mind, it is like I am going back and forward asking myself 0.80 015 007 005  0.04
questions and then answering them. (D)
3 Ihear the voice of another person in my head. For example, when I act in a certain way I hear my mother’s 0.04 ~ —0.04 0.85 003  0.04
voice in my mind. (0)
4 Iexperience the voices of other people asking me questions in my head. (0) 007  -006 091 -001 001
5 Ihear other people’s voices nagging me in my head. (0) 004 011 081 003 -010
6 My thinking in words is more like a dialogue with myself, rather than my own thoughts in a monologue. (D) 0.84 009 004 -003 0.03
7 I think to myself in words using full sentences*. (C) 007 015 003 -075 012
8 My thinking to myself in words is like shorthand notes, rather than full, proper, grammatical English. ()~ 0.01 009 002 0.7  0.08
9 I think in inner speech about what I have done, and whether it was right or not. (E) 015 064 002 -005 017
10 When I am talking to myself about things in my mind, it is like | am having a conversation with myself. (D) 079 014 004 —-005 0.10
11 Italk silently in my head telling myself to o things. (E) 024 056 002 -001 025
12 Ihear other people’s actual voices in my head, saying things that they have never said to me before. (0) ~ -0.03 -0.07 0.88 -002 001
13 I talk back and forward to myself in my mind about things. (D) 068 029 004 -003 007
14 My thinking in words is shortened compared to my normal out-loud speech. For example, rather thansayingto ~0.05  0.07 ~ 0.03 0.87  0.09
‘myself things like ‘I need to go to the shops,” I will just say ‘shops’ to myself in my head. (C)
15 I I were to write down my thoughts on paper, they would read like a normal grammatical sentence®. (€) ~ —0.05 011 006 —-075 014
16 Ihear other people’s actual voices in my head, saying things that they actually once said to me. (0) 007 003 082 -004 006
17 I talk silently in my inner speech telling myself not to do things. (E) 009 069 006 -004 021
18 Ievaluate my behaviour using my inner speech. For example, I say to myself, ‘that was good” or ‘that was ~ 0.09  0.68  0.02 -008 026
stupid.” (E)
19 I talk to myself silently in an encouraging way. (P) 003 015 002 001 076
20 Inmy head I talk to myself a critical way. (E) 003 081 001 -002 001
21 My thinking in words is like a speech or a monologue, rather than a conversation*. (D) -074 028 002 002 013
22 1 calm myself down by talking silently to myself (P) 000 008 002 -002 080
23 What I say in my inner speech makes me feel anxious (E) 005 077 011 005 -025
24 My inner speech contributes to me feeling down and depressed (E) ~007 080 011 004 -024
25 When angry, my inner speech can help calm me down. (P) -002 006 007 -001 0.80
26 When I think to myself in words about upsetting things, I can easily change topics in my mind and talk to 0,02 -0.28 002 003 073

‘myself about other things (P)

D = Dialogic, E = Evaluative/critical, O = Other people, C = Condensed, P = Positive/regulatory. * reverse-keyed items. Items 19-26 are new.
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What is your gender?

Male
MFemale
Mother





image2.png
What age group you are in? (You must be over 18 to participate in this survey)
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