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ABSTRACT 

PATSY R. SMITH 

THE WILLINGNESS OF OLDER AFRICAN AMERICANS TO 
SEEK CARE FOR DEPRESSIVE SYMPTOMS 

DECEMBER 2007 

The purpose of this study was to explore the influence of selected variables (i.e., 

depressive symptoms, stigma of depression, and resilience) on the willingness of African 

Americans aged 65 years and over to seek health care for depressive symptoms. The 

specific aims were to (a) explore the relationships among depressive symptoms, the stigma 

associated with depression, personal resilience, and willingness to seek mental health care 

for depressive symptoms (b) determine the significant predictors of older African 

American adults' willingness to seek mental health care, and (c) detennine significant 

direct and indirect predictors of older African Americans' willingness to seek mental health 

care for depressive symptoms. The long-tenn goal is to increase understanding about 

characteristics contributing to older African Americans' willingness to seek health care for 

depressive symptoms with the intent of developing strategies to improve the management 

of their mental health. 

A cross-sectional, correlational, causal modeling design was used to answer the 

research questions as guided by the aims. A sample of 158 African Americans aged 65 and 

over were recruited from community organizations and facilities known to provide 
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services to this population. Human subjects protection approval preceded recruitment. 

Participants completed five study instruments either individually in a selected environment 

or with the investigator present. Instruments included a General Information Fonn (GIF), 

Center for Epidemiological Studies-Depression Scale (CES-D), Stigma of Depression 

Scale (SDS), Connor-Davidson Resilience Scale (CD-RISC), and Willingness to Seek 

Health Care for Depresive Symptoms Scale (WSHC-DS). The SDS was modified from an 

existing scale and the WSHC-DC was developed for this study. All had high internal 

consistency with the sample. 

Data analysis included descriptive statistics, multiple regression, and structural 

equation modeling (SEM). Testing of the theoretical model indicated that the three 

independent variables (i.e., depressive symptoms, resilience, and stigma) accounted for 

15.8% of the variance of the dependent variable (i.e., willingness to seek mental health 

care). SEM analysis indicated possible modifications to the model and revealed resilience 

as most predictive of willingness to talk to a health care professional about mood. Data 

suggest further testing of the model and exploration of the specified concepts with this 

population. 
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CHAPTER I 

INTRODUCTION 

Minorities and the poor are marginalized members of the American populous. 

Many African American older adults fit into that group on both fronts: minority persons 

who live in poverty. Although persons over age 65 represent about 12% of the general 

population (U.S. Census Bureau, 2005b), and African Americans (alone or in 

combination with other ethnicities) represent only about 1.05% of the population (U.S. 

Census Bureau, 2005c ), poverty estimates from 2004 indicate that 24% of African 

American's age 65 or over are poor or near poor, earning below 100% of the poverty 

level (U.S. Census Bureau, 2005a). This poor, marginalized minority population is 

sparsely represented in the literature about the impact of depressive symptoms on their 

lives or their willingness to seek treatment. This lack of infonnation makes it difficult to 

untangle the complex relationships that accompany mental illness and services utilization 

among African Americans aged 65 and older (Department of Health and Human 

Services, [DHHS], 1999; Young, Klap, Sherboume, & Wells, 2001). Information about 

the behavioral health of older adults will remain incomplete until African Americans 

aged 65 and older are consistently included in behavioral health research. 

Marginalization is a peripheralizing process that excludes persons from 

mainstream society according to processes that alienate, segregate, and stigmatize based 
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on one's identity, those with whom one associates, their experiences and their 

environment (Hall, 1999; Hall, Stevens, & Meleis, 1994; Meleis & Im, 1999). Vasas 

(2005) characterizes marginalized populations as those who "are excluded and experience 

inequalities in the distribution of resources and power" (p. 195). Vasas further describes 

marginalization as a process resulting in not only limited access to resources, but to 

experiences of different treatment from persons in mainstream society. The process of 

marginalization includes the existence of physical obstructions such as decreased access, 

psychological obstructions relative to perceived restrictions, and socio-economic 

obstructions relative to education and income (Hall; Hall et al.; Vasas). The marginalized, 

or excluded populations, thus become vulnerable to physical, psychological, socio

economic ills (Hall). 

The findings of Williams, Yu, Jackson and Anderson (1997) support the presence 

of links among racial and ethnic discrimination, socio-economic stressors and negative 

effect on physical and mental health in vulnerable populations (Smedley, Stith, & Nelson, 

2003). A history of racial bias in health care practice and research underscores the need 

for careful sorting out of literature and research findings about health issues as those 

findings relate to these populations (DHHS, 2000; Osbome & Feit, 1992; Physicians for 

Human Rights, 2004). Meleis and Im (1999) write that the responsibilities of nursing 

include working to uncover the health impact of the marginalized and their response to 

stereotyping, silencing, peripheralization, and dehumanization. 
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Problem of the Study 

Several concepts that may influence the willingness of older adults to seek mental 

health care for depressive symptoms have not been studied in older African Americans, a 

marginalized, vulnerable population. Specific concepts of interest are level of depressive 

symptoms, stigma about depression, resilience, and their influence on the willingness of 

older adults to seek mental health care for depressive symptoms. Enhanced understanding 

of the relationships between sub-clinical behavioral symptoms and services utilization 

will support the development of effective interventions to reduce disparate representation 

of this population in mental health research and services utilization. 

Several barriers to effective diagnosis and treatment of depressive conditions in 

older adults are represented in the literature. These barriers include factors associated 

with minority and elderly populations (DHHS, 1999) such as poverty and limited access 

to mental health facilities (DHHS, 2000, 2002; National Center for Health Statistics, 

2005). The association between these barriers, depressive symptoms and willingness to 

seek help among older African Americans is also sparsely represented in the literature. 

Among the oldest adults aged 65 and over, the chronic health conditions of 

arthritis and heart and circulatory problems were the two leading causes of activity 

limitation; and in persons aged 85 and over, sensory problems such as vision deficit and 

senility were the third most common cause of limitations in activities in 2002-03 

(National Center for Health Statistics). The positive relationships among poverty, chronic 

health conditions, and depressive conditions is well documented (Badger & Collins-
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Joyce, 2000; Cronin-Stubbs et al., 2000; Cummings, Neff, & Husaini, 2003; Ericsson et 

al., 200 I; Ormel, Rijsdijk, Sullivan, van Sonderen, & Kempen, 2002). Why some who 

experience these conditions are also least likely to seek mental health care is unclear. 

Purpose of the Study 

The purpose of this research was to explore the influence of selected variables 

(i.e., depressive symptoms, internalized stigma of depression, and resilience) on the 

willingness of African Americans aged 65 and over to seek mental health care. 

Identifying the influence of the specified variables on "willingness" to seek mental health 

care may provide useful infonnation for developing interventions that will encourage 

older African Americans to seek professional health care for depression and better 

manage their mental health. 

Related to the study purpose, the specific aims of this study were to (a) determine 

significant direct and indirect predictors of older African Americans' willingness to seek 

mental health care for depressive symptoms and (b) explore the theoretical relationships 

among depressive symptoms, the stigma associated with depression, personal resilience, 

and willingness to seek mental health care for depressive symptoms. Prior to testing the 

predictors and theoretical relationships, it was necessary to have valid and reliable 

measurement instruments. Additional aims, therefore, addressed (a) estimation of internal 

consistency for the Stigma of Depression Scale (SDS) as adapted for use with this 

community-dwelling population, (b) estimation of the content validity of the SDS, ( c) and 

internal consistency of the Willingness to Seek Mental Health Care for Depressive 
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Symptoms Scale (WSHC-DS). The long-term goal is to increase understanding about the 

characteristics that contribute to older African Americans' willingness to seek mental 

health care for depressive symptoms, leading to the development of strategies to assist 

them in improving their mental health and its management. 

Theoretical Framework 

The framework guiding the study incorporated the selected concepts of depressive 

symptoms, stigma of depression, resilience, and the older African American's willingness 

to seek mental health care. The predictive model, based on relationships suggested in the 

literature, projected that the first three concepts influence the final concept, willingness to 

seek mental health care (see Figure 1). The level of depressive symptoms predicts the 

mediating variables of resilience and perceived stigma of depression which, then, predict 

one's willingness to seek mental health care for depression. An additional link exists with 

a path from stigma to resilience. The conceptual and operational descriptions of the 

variables in the model are discussed in the section titled "Definition of Terms" beginning 

on page 8. 

The level of depressive symptoms negatively affects resilience (Felten & Hall, 

2001 ). Resilience is described as a protective factor that can be developed and that can 

increase a person's chances of not being depressed (Aroian & Norris, 2000; Edward, 

2005; Edward & Warelow, 2005). A greater level of depressive symptoms, therefore, is 

viewed as predicting a lower level of resilience. The path from resilience to willingness 

to seek mental health care for depressive symptoms is a positive one (Felten & Hall). 
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This prediction is based on the view that resilience is an adaptive and evolving process 

(Glantz & Johnson, 2002; Rolf & Johnson, 2002). 

Depressive 
Symptoms 

Resilience 

(+) 

Stigma of 
Depression 

Willingness 
to seek 
mental 
health care 

Resilience and Stigma of Depression may be mediating variables that vary 
with the level of Depressive Symptoms and Willingness to Seek Mental 
Health Care. 

Figure 1. Model Depicting Predicted Relationships Among Variables. 

6 



A path is hypothesized to exist between the two mediating (i.e., second stage) 

variables. Resilience is positively affected by stigma. Shih (2004) pointed out that the 

person who demonstrates coping as a response to prejudice and discrimination is 

avoiding the negative consequences of unwanted behavior. The development of this 

coping ability leads to greater resilience. 

The path from the level of depressive symptoms to willingness to seek mental 

health care projects that the stigma of depression, as perceived by the individual, is a 

mediating variable. Stigma of depression is positively affected by the level of depressive 

symptoms (Ritsher, Otilingam, & Grajales, 2003), meaning that stigma increases as 

depressive symptoms increase. Some view depression as representing a loss of personal 

strength, hence contributing to stigma (Kim1ayer, 2001 ). What individuals think about 

themselves and their particular circumstances has consequences for their mental health; 

these thoughts may affect how they express and present distress symptoms (Kinnayer). 

The perceived stigma of depression has a negative effect on willingness to seek mental 

health care for depression (Corrigan, Swantek, Watson, & Kleinlein, 2003; DHHS, 

1999). Halter (2003; 2004) examined stigmatizing attributions in the general public and 

concluded that greater stigma reduces the likelihood of seeking professional care. 

Assumptions 

There are three underlying assumptions related to race and ethnicity: (a) Race and 

ethnicity are social constructions with variations in the emic and etic perceptions, (b) The 

degree to which one identifies with a particular race or ethnicity varies individually, and 
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( c) Racial and ethnic discrimination affects people differently, and can be a source of 

marginalization and distress for the person who becomes its object. These assumptions 

underscore the need for understanding the relationships among stigma, resilience, 

depressive symptoms, and willingness of diverse ethnicities to seek mental health care. 

Another assumption of importance is that the selected concepts in the theoretical model 

developed to guide this study are representative of older African Americans, since the 

literature on which the model was based more broadly represents the general population. 

Research Questions 

A cross-sectional, correlational, causal modeling design was used to study the 

major research questions: (a) What are the relationships among level of depressive 

symptoms, stigma of depression, resilience, and willingness of older African American 

adults to seek mental health care?, (b) What are the significant predictors of older African 

American adults' willingness to seek mental health care?, and ( c) What are the estimated 

direct, indirect, and total causal effects among the predictor and dependent variables? 

Prior to answering these questions, methodological questions regarding the psychometric 

properties of the SDS and WSHC-DS were addressed: (a) What is the internal 

consistency estimate of the SDS? (b) What is the content validity index of the SDS? and 

(c) What is the internal consistency estimate of the WSHC-DS? 

Definition of Terms 

Depressive symptoms are the psychological and emotional components of 

individuals that, in specific combinations, may lead to a clinical diagnosis of depressive 
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or other mood disorders in accordance with the Diagnostic and Statistical Manual of 

Mental Diagnoses [DSM IV - TR] (American Psychiatric Association, 2000). The level of 

depressive symptoms may change in accordance with the experiences and responses to 

the stresses that one has throughout life. The cumulative impact of such experiences and 

responses result in different adaptations in each person; and the positive adaptations that 

occur despite significant stress is a reflection of individual resilience (Kaplan, 1999; Rolf, 

1999). Operationally, this concept was measured using an instrument designed to detect 

levels of depressive symptoms in the general population, the Center for Epidemiologic 

Studies Depression (CES-D) scale (Radloff, 1977b ). The 20-item scale was used to 

examine how the participant felt over the previous week. The range of scores was O to 60 

(see Table 1 ). Higher scores indicate higher levels of depressive symptoms with a cut 

score of 16 for clinical referral for further evaluation (Radloff, 1991 ). 

Resilience represents the individual stress coping ability, or the personal qualities 

necessa,y for an individual to survive in the face of adversity (Connor & Davidson, 

2003). Consistent with the conceptual definition, resilience was operationally defined 

using the scoring range from O - 100 on the Connor-Davidson Resilience Scale (CD

RISC) on which higher scores were viewed as reflective of greater resilience (Connor & 

Davidson). 

Stigma of depression is the devaluation, shame and secrecy that embodies an 

attitude about depression and persons with depression (Corrigan, Swantek, Watson, & 

Kleinlein, 2003; Goffman, 1963; Ritsher, Otilingam, & Grajales, 2003), and impacts how 
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individuals cope with mental illness (Bolden & Wicks, 2005; Gary, 2005). Stigma of 

depression refers to "a collection of negative attitudes, beliefs, thoughts, and behaviors 

that influences the individual, or the general public, to fear, reject, avoid, be prejudiced, 

and discriminate against people with mental disorders" (Gary, 2005, p. 980). Stigma of 

depression was operationally defined as a stigmatizing attitude that associates stigma 

with being depressed or receiving treatment for depression measured by the SDS as 

adapted for this study (see discussion in Chapter 3). Items on the SDS require the 

participant to identify personal perceptions about people receiving treatment for 

depressive symptoms, and personal perceptions about how others perceive people 

receiving treatment for depressive symptoms. The scoring range of 29 to 116 indicates 

that higher scores reflect greater levels of stigma. 

Willingness to seek health care for depressive symptoms is defined as the 

likelihood that an individual would seek professional health care for depressive 

symptoms. Willingness to seek health care was operationally defined by participant 

responses to five items on the WSHC-DS that were descriptive of selected depressive 

symptoms. Scoring on each item ranged from 0 to 10, with a possible total score ranging 

from 0 to 50. Higher scores reflect a greater self-perceived likelihood that respondents 

would choose to seek health care if they experience the specified depressive symptoms. 



Table 1 

Definitions and Scoring Range of Variables Measured 

Variable Operational Scoring 
Measured Conceptual Definition Definition Range 

Depressive The psychological and 20-items, each rated 0 to 60 
symptoms emotional components of 0 to 3; designed to (cut 
(measured individuals that, in specific detect levels of score= 
by the combinations, may lead to a depressive 16) 
CES-D) clinical diagnosis of symptoms in the 

depression or other mood general public 
disorders (Radloff, 1977) 

Resilience The individual stress coping 25-items, each rated 0 to 100 
(measured ability, or the personal 0 to 4; higher scores 
by the qualities necessary for an reflect greater 
CD-RISC) individual to survive in the resilience 

face of adversity (Connor & 
Davidson, 2003) 

Stigma of The devaluation, shame and 2 9-i terns, each rated 29 to 
depression secrecy that embodies an 1 to 4; higher scores 116 
(measured attitude about depression and reflect higher levels 
by the SDS) persons with depression of stigma 

(Goffman, 1963) and impacts 
how one copes with a mental 
illness (Bolden & Wicks, 
2005; Gary, 2005) 

Willingness The likelihood that an 5-items, each rated 0 0 to 50 
to talk seek individual would seek to 10; higher scores 
care for professional health care for reflect a greater self-
depressive depressive symptoms perceived 
symptoms willingness to talk 
(measured with a health care 
by the professional about 
WSHC-DS) mood 
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Limitations and Delimitations 

This researcher did not measure or seek to describe in any detail the degree of 

marginalization experienced by participants. This was a study of responses at one point in 

time (i.e., a cross-sectional study); it did not reflect the changes in depressive symptoms, 

resilience, stigma, or willingness that occurred before, during, or after significant life 

events or changes in the participants' network of social support. Self-selection is 

recognized as a plausible threat to design validity in that participant response to 

recruitment efforts may have been motivated by their own bias. The Hawthorne effect is 

acknowledged as a factor that could have influenced how respondents answered the 

questionnaires. Delimitations of this study included its targeted age group (65 and older) 

and its focus on African Americans. The responses and subsequent conclusions do not 

represent younger persons or persons of varying racial groups, and findings cannot be 

generalized beyond the study group. 

Summary 

This research targeted African Americans aged 65 and over because they 

represent a marginalized population, often enmeshed in poverty, and poorly represented 

in the research on mental health and services utilization. This age group is a product of 

discrimination, not greatly affected by the civil rights movement, who remain largely 

restricted by poverty. This study used a cross-sectional, correlational, causal modeling 

design to study the major research questions by exploring the relationships among the 

variables. The major concepts were level of depressive symptoms, the stigma associated 
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with depressive symptoms or being treated for depression, the level of resilience that one 

possesses when faced with adverse events, and the willingness to seek mental health care 

for symptoms of depression. Secondary research questions related to the psychometric 

properties of the two tools adapted or developed for the study were addressed to assure 

that valid and reliable instruments were used in the analysis. Study limitations (i.e., self

selection and non-generalizability) were acknowledged as possibly affecting the study's 

internal and external validity. The information gained contributes to the knowledge about 

the relationships among the specified variables in this target population. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

The purpose of this chapter is to present a review of the literature relevant to 

current knowledge about levels of depressive symptoms in older adults, specifically 

African Americans, and their willingness to seek mental health services for those 

symptoms. The review of literature also explores the growth of current knowledge about 

depression, resilience, and stigma about depression among older persons in general and 

African Americans when they have been included in comparative studies. The inter

relationships of those variables with depressive symptoms and the outcome variable, 

willingness to seek mental health care, are also reviewed. 

The Target Demographic 

Important advances in knowledge about the general health of older adults indicate 

that the normal changes of aging for persons over age 65 are different from the mental 

problems that may appear in that age group (Department of Health and Human Services 

[DHHS], 1999). Many older adults enjoy rich, fulfilling lives in the midst of psychosocial 

losses. Others develop co-morbidities, or multiple health conditions requiring multiple 

pharmacological interventions (DHHS). The rates of poor health, disability, and death are 

higher than average among African Americans. Williams, Yu, Jackson, and Anderson 

(1997) emphasize socio-economic differences as contributing factors. Their quantitative 
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study explored "the extent to which ... indicators of socio-economic status and social 

class ... can account for black-white differences in physical and mental health; and race

related stressors ... can account for racial differences in health" (p. 339). The study 

findings indicated that race-related stress as measured by experiences of discrimination 

contributed to explanations of the racial differences in health status and demonstrated a 

strong relationship to mental health status. The authors concluded that economic, legal, 

and political environment influence physical and mental health, and they encourage 

further research on this subject (Williams et al.). 

Studies that focus on persons with a diagnosis of depression are numerous. Less 

numerous are the studies exploring the relevant factors affecting depressive symptoms 

and the likelihood of seeking care, especially among older African Americans. Diala, 

Muntaner, Walrath, Nickerson, La Veist, and Leaf (2001) conducted a secondary analysis 

of a portion of the National Comorbidity Survey (Kessler, 1990-1992). They investigated 

the attitudes of adults with diagnosed depression in the general population toward seeking 

mental health care. Findings indicated that adult African Americans, aged 15 years to 54 

years, were less likely to follow through and use mental health services even though they 

demonstrated positive attitudes toward seeking mental health services when needed. 

Cohen, Magai, Yaffee, and Walcott-Brown (2005a) studied mental health services 

utilization among three older ethnic groups of blacks with depression. Their findings 

indicated that utilization varies according to different demographics. Since there are 

varying ethnicities within the larger ethnic category of blacks, there is a need to address 
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the diversity of these ethnic groups in research. The various ethnicities may include, for 

example, African Americans, African Caribbeans, and Africans. In a related study, 

Cohen, Magai, Yaffee, and Walcott-Brown (2005b) explored the occurrences of 

syndromal and sub-syndromal depression in multi ethnic blacks and a group of whites. 

This study indicated differences in the effect of race on sub-syndromal depression by 

racial group, with financial strain reported as statistically significant (p<.05) in the 

multinomial regression models. 

The effect of neighborhood safety and socioeconomic support on mental health is 

also important. Haug, Musil, Warner, and Morris ( 1998) conducted a longitudinal 

repeated measures study of older adults and factors influencing their interpretation of 

bodily symptoms as illness. Acknowledging the importance of cultural influences on 

health behaviors, the researchers reported results related to socioeconomic status and did 

not explore other cultural influences. They write that some persons never see a doctor to 

have their symptoms assessed, "while even those who do seek professional help may 

have their ailments poorly defined or mis-labeled" (Haug et al., p. 1554). 

Haug et al. ( 1998) emphasize that negative psychological factors, such as 

depressive symptoms, may precede interpretation of bodily symptoms as illness which 

may be labeled by health professionals as somatization, "a vague physical symptom or 

complaint without clinical definition" (Haug et al., p. 1555). When such symptoms occur 

in older adults, the catalyst for action between the occurrence of the symptoms and the 

interpretation of their relationship to depressive symptoms remains unclear. The decision 
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of such individuals to seek help for those symptoms may be subject to the influences of 

skepticism, discrimination and finances that persist into old age (Haug et al.). 

Variables 

The independent variables of interest in this study are depressive symptoms, 

resilience, and stigma of depression. The outcome of interest is the willingness of the 

target group to seek mental health care for symptoms of depression if needed and the 

predictive influence of the independent variables. The relevant literature related to these 

variables within the black and/or older adult populations is presented. Studies about 

depression include the adaptations to stressful situations and environments, factors that 

influence depressive symptoms, and the possible relationship of depression among 

middle-aged adults to depression in later life. Studies of resilience offer implications for 

the development of responses to stressful situations and the energy required for coping. 

Some studies about stigma present the view of stigma as a barrier to help-seeking 

(Bolden & Wicks, 2005; Corrigan et al., 2002), while an alternate view of stigma 

involves its role as a stimulus to psychological resilience (Shih, 2004). The literature on 

willingness is limited by its primary focus on help-seeking among individuals within 

rather than outside of the health care environment. These studies present a limited focus 

on the community dwelling older African American who is not diagnosed with 

depression or depressive symptoms. 
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Depressive Symptoms 

Depressive symptoms are the psychological and emotional criteria that, in specific 

combinations, may comprise a clinical diagnosis of depression or other mood disorders in 

accordance with the Diagnostic and Statistical Manual of Mental Disorders (DSM JV -

TR) (American Psychiatric Association, 2000). The level of depressive symptoms may 

change in accordance with the experiences, responses and stressors that one has 

throughout life. The cumulative impact of stressful experiences and responses result in 

individual adaptations; and the positive adaptations that occur despite significant stress is 

a reflection of individual resilience (Kaplan, 1999; Rolf, 1999). 

In a study of the neighborhood contextual resources that influence the 

development of depressive symptoms, Kubzansky, Subramanian, Kawachi, Fay, 

Soobader, and Berfkman (2005) interviewed non-Hispanic blacks and whites aged 65 and 

over living in community housing and in age- or income-restricted public or private 

housing. Controlling for the vulnerabilities of individuals ( e.g., socioeconomic status, 

health status, marital status, smoker, or obesity), the findings indicated that living in 

poorer neighborhoods, regardless of the presence of resources, significantly increased the 

risk of depressive symptoms. Study findings did not support heterogeneity between race 

and ethnicity for levels of depressive symptoms. The researchers reported a significant 

association between depressive symptoms and age composition of the neighborhood; 

having more older adults in the neighborhood was associated with lower levels of 

depressive symptoms (Kubzansky et al.). 
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Miller et al. (2004) conducted a study to learn more about the presence of 

clinically relevant depressive symptoms in a group of community-dwelling middle-aged 

African Americans. The researchers concluded that the level of clinically relevant 

symptoms of depression was higher in their target study group of middle-aged African 

Americans than in the general population. These findings have important implications for 

older adults. First, the depressive symptoms of persons in the middle years may affect 

individual health and levels of depression as this group continues to age and moves into 

older adulthood. Second, mental health interventions that could alter the course of 

depressive symptoms as individuals age may not be sought because of suspicion 

(Griffith, 1996), perceived stigma (Geiger & Borchelt, 2003), and institutionalized racism 

within health care (Felix-Aaron et al., 2005; Funkhouser & Moser, 1990). 

Corrigan, Swantek, Watson, and Kleinlein (2003) assessed older adults to explore 

possible barriers to discussing depressive symptoms with a primary care provider. Study 

findings indicated that older adults consider the perceptions of others in their willingness 

to discuss depressive symptoms within a support network, thus indicating the influence of 

stigma. Study participants who were willing to discuss depressive symptoms within a 

social network were also more willing to discuss symptoms with primary care providers. 

The authors concluded that stigma, arising from the perceptions of others within the 

social network, could have a negative impact on the willingness of an older adult to 

discuss depressive symptoms with a primary health care provider. 
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Resilience 

The research on resilience includes age groups such as adolescents, young adults 

to middle adults, and older adults. At least one longitudinal study sampled resilience 

factors in a birth cohort at infancy, during childhood, adolescence and adulthood (Werner 

& Smith, 1992). The literature that discusses the relationship between resilience and 

depressive conditions shows that resilient qualities impact psychological adjustment. 

Resilience consists of the personal qualities that comprise the coping ability of an 

individual to survive, even thrive, in the face of adversity (Connor & Davidson, 2003; 

Waginald & Young, 1990). Dyer and McGuinness (1996) suggest that resilience 

encompasses the hope that something good will occur despite the misfortune or adversity 

that might befall an individual. They specify that rebounding, sense of self, 

determination, and prosocial attitudes and behaviors are critical to the development of 

resilience. Suggesting that resilience is modifiable in the face of life events, Tarter and 

Vanyukov (1999) suggest that one's tendency to develop desirable or undesirable 

outcomes "may be alterable concomitant to individual variation in rate of maturation and 

transaction with a continually changing environment" (p. 93). Other researchers write 

that resilience is a key factor in the discussion of behavioral health adjustments and 

outcomes, and that continuing research is necessary to discern how resilience develops 

and is supported (Glantz & Johnson, 2002). 

Shih (2004) discusses resilience as an individual characteristic built from 

strategies that involve stigma as an empowering agent and coping as an energy depleting 
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force. She argues that the person who demonstrates coping as a response to prejudice and 

discrimination is avoiding the negative consequences of unwanted behavior; whereas the 

person who chooses empowerment is motivated to create new and non-stereotypical 

outcomes. Thus, the processes by which individuals handle stigmatizing events influence 

the resilience emerging from the experience. 

Kaplan ( 1999) addressed the changing definitions and models of resilience that 

include complex relationships among individual perception, personality, environment 

and the formation of risk and protective factors. In one example, Kaplan suggests that an 

individual may experience a situation wherein a specific outcome is thought to be 

desirable. The individual who reaches that outcome is thus judged resilient whereas the 

individual who falls short of the specified outcome is judged to be less resilient. This 

exemplifies variability in resilience based on the bias of the judge, with less focus on the 

knowledge, skills, and other protective factors of the individual. The suggestion follows 

that levels of depressive symptoms may not meet the criteria for a psychiatric diagnosis, 

yet may represent a relationship between individual resilience and ones' willingness to 

seek care for depressive symptoms. 

Werner and Smith ( 1992) studied the long-term effects of early sociological and 

socioeconomic disadvantage on adult adjustment among a 1955 birth year cohort of 

individuals in Kauai, Hawaii. Their extensive interviews and observations spanned the 

lives of participants from prenatal conditions and birth through the transition out of early 

adulthood. Researchers write of the shifting balance between the individual vulnerability 
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caused by a combination of negative or damaging factors and stressful life events, and the 

individual resilience bolstered by protective factors that change throughout life (Kaplan, 

1999; Werner & Smith). Their work supports the notion of variability in the resilience 

capability within individuals based on the nature of protective forces available at different 

times during the lifespan. For example, Werner and Smith describe personal competence, 

determination, and spirituality in the form of faith and reliance on prayer as protective 

forces in adulthood. This was a form of self-reliance within study participants that varied 

from a more external reliance on adults inside or outside the family of their childhood. 

They identified the transitions of children from vulnerability to responsibility in this way: 

"The transactions across time between constitutional characteristics of the individual and 

aspects of the caregiving environment that were supportive or stressful determined the 

quality of adult adaptation in different domains ... " (p. 203). Werner and Smith concluded 

that resilience could be enhanced throughout life and over the course of life events. 

Walsh (2006) argues that resilience is not the result of individual hardiness, but is 

a result of something larger than any one individual. She emphasizes the sense of self

worth and competence as essential to resiliency; when these do not exist, work in the 

form of developing and nurturing relationships can develop those qualities. Walsh shifts 

the focus from dysfunctional labeling to "identifying particular vulnerabilities and 

resources that can be strengthened" (p. 262). She suggests exploration of spiritual and 

relational belief systems, communication and expression of emotions, and collaboration 
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for problem-solving as therapeutic tools for strengthening resilience in families with 

challenges. 

Hunter and Chandler (1999) conducted a mixed methods pilot study with a group 

of adolescents (N = 51; 10th and 11 th graders) identified as disadvantaged (high-risk, low

income, with potential for dropout, gang involvement, violence and teenage parenthood). 

The mean score for study participants on a 25-item, 7-point, Likert response resilience 

scale was 5.3 at the beginning of the study and 5.8 (p = .009) at the conclusion of the 

intervening study activities. They presented a model depicting resilience along a 

continuum that includes fewer protective factors in the negative direction (resilience that 

is less than optimum) and more protective factors in the positive direction ( optimum 

resilience). Hunter and Chandler specified observations of such protective factors as 

isolation and distrust, and being insular and discom1ected as forms of self-reliance and 

self-protection. They attributed these observations to a sense of invincibility within the 

study participants. Findings indicate that, as a process, adolescent resilience may be an 

inflexible (trait) demonstration of defense tactics. The researchers also conclude that 

resilience varies along with the stages of development, and that it may not be possible to 

measure all aspects of the resilience continuum in adolescents using a single instrument. 

In studying the concept of resilience in a group of older women (aged 67-92 

years) thought to represent successful aging, Waginald and Young ( 1990) conducted 

audio-taped interviews and analyzed the responses using the grounded theory approach. 

The researchers identified five themes that characterize how the women describe their 
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ability to bounce back (resilience) after a particularly stressful event. The themes 

included equanimity, which they described as the recognition that life is made up of joys 

and sorrows; perseverance, described as a persistence and drive to keep going; 

meaningfulness, which is the belief that life has purpose for each person; self-reliance, 

the belief in oneself and capabilities; and existential awareness, which is the belief that 

each person has a unique path in life. The responses regarding successful adaptation 

included internal and external strengths including self-awareness, knowledge of personal 

limitations, and engagement in meaning activities such as work or gardening. Study 

findings support the importance of resilience in the successful physical health and 

psychosocial adjustment of older women to stresses in late life. 

Felten and Hall (2001) define resilience specific to women over 85 years old 

based on its linguistic French root that means 'to recoil.' Felten explains that resilience 

involves improvement in physical and psychosocial condition in addition to rebound 

from an illness or loss. Felten's (2000) descriptive qualitative study of seven community

dwelling women over age 85 from multiple cultural and socioeconomic backgrounds 

involved an interview process using the five themes identified by Waginald and Young 

(1990). Felten's study generated information about the women's motivation to be active 

and contribute to others' lives and improve their own lives through nine contextual 

strategies including regular professional health care, strengthening of coping skills, 

knowledge of affordable and available care, receipt of culturally competent and sensitive 

care, and encouragement to nurture and work with others. 
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When studying the usefulness of a scale to measure improvement in resilience, 

Connor and Davidson (2003) found that resilience is amenable to treatment and is 

important to measure as an indicator of personal change or improvement. Felton and Hall 

(2001) suggest that resilience influences and is influenced by psychosocial, behavioral, 

cognitive, and physiological function. Thus, researchers agree that individual resilience is 

fluid and can change as a result of external influences that encourage development of 

protective forces. 

Stigma of Depression 

Stigma consists of devaluation, shame and secrecy that shapes ones attitude 

(Goffman, 1963) about depression and persons with depression. The complexities of 

stigma have an influence on how individuals cope with mental illness and is well 

represented in the literature (Bolden & Wicks, 2005; Gary, 2005). They discuss the 

potential for misdiagnosis and incorrect treatment of African Americans in relation to the 

effect of stigma on the readiness and timeliness to seek care, accuracy of symptom 

recognition by clinicians, and continued participation in treatment plans in the form of 

follow-up care. Stigma is related to delays in treatment-seeking by the potential patient, 

and to misidentification and diminished recognition of symptoms by health professionals 

(Bolden & Wicks). "Stigma refers to a collection of negative attitudes, beliefs, thoughts, 

and behaviors that influences the individual, or the general public, to fear, reject, avoid, 

be prejudiced, and discriminate against people with mental disorders" (Gary, 2005, p. 

980). The negative impact of prejudice and discrimination on minority individuals, 
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including African Americans, described by Gary as "Double Stigma" (p. 981 ), forms an 

enormously stigmatizing barrier to equitable mental health care. She described multiple 

facets of stigma that contribute to its barrier effect, including the thoughts held by the 

public about mental illnesses and those who have mental illnesses (public stigma), 

thought held by community members about the family and friends of persons who have a 

mental illness (family and courtesy stigma), and self-stigma, the internalization and self

devaluation that may result from individual perceptions of how others perceive them. 

Corrigan et al. (2002) discuss the negative impact of stigma on victims of serious 

mental illness (SMI), and make the distinction between stigmatizing public attitudes 

toward persons who have a SMI and the self-stigma that affects how such persons face 

the challenges of life. Using community college students as participants, they studied the 

possibility of affecting change in the relationship between stigmatizing attitudes 

(blaming, labeling as crazy or irresponsible) and attributions of discriminatory behavior 

( dangerousness, fear, avoidance). The treatment group had prescribed direct contact with 

persons with SMI and the non-treatment group had no such contact. Discriminatory 

behavior may be manifest in the refusal of helpful services such as hiring, financial loans 

or property rental. Consequently, the experience of stigma may result in discriminatory 

behavior such as the withholding of valuable services required to support, improve or 

maintain ones' social position. Corrigan et al. found that the participant group treated 

with contact yielded the greatest improvement (decrease) in attribution of discriminatory 

behavior scores and in demonstration of helpful behaviors such as financial donations. 
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Kirmayer (2001), referring to studies with other colleagues and the multi-country 

replication, described the relationship between stigmatizing perceptions and treatment for 

depression and anxiety. In their studies of persons who presented with different clinical 

symptoms when seeking primary care, Kirmayer reported that persons made more 

complaints of physical ailments than complaints of mental or psychosocial ills, regardless 

of their psychological history. Physical complaints were made more frequently than 

complaints of emotional distress until patients were asked about the potential causes of 

the physical ailment. Findings indicated that the physical symptoms of distress may 

represent deep interpersonal and social meaning rather than medical disease. These 

findings suggest the association of cultural variations in symptom presentation that may 

represent stigmatized reluctance to present psychosocial complaints and may lead to 

stigmatizing misinterpretation and under-recognition of mental distress by health care 

providers. Thus, the findings support the need for cultural sensitivity, respect and time to 

establish a trusting relationship that allows for disclosure of symptom information 

beyond the initial presentation. 

Shih (2004) presents an added dimension to the stigma literature, describing 

stigma as a social construction that aids in the development of resilience to stressors. She 

reviewed the literature on three psychological processes by which stigmatized individuals 

use resilience to avoid the negative impact of stigmatization. The first process is 

compensation wherein the stigmatized individual tries harder to be better and more 

persistent than others. The second process involves making fair social comparisons of 
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themselves with persons in a similar circumstance, such as the acknowledgement of 

being in a better position than someone, or no worse off than someone else. The third 

process described for using stigma to develop resilience involves projecting alternate 

social identities in appropriate alternate situations. Shih suggests that the stigmatized 

individual may view the stigma as motivation to confront adversity rather than to 

withdraw from it. Although the discussion does not include persons with symptoms of 

depression, Shih offers a foundation for the application of empowerment strategies for 

overcoming stigma. 

Willingness to Seek Mental Health Care 

Willingness to seek mental health care is by self-report of each participant. In a 

study of 117 adults (age 18 to 80) in primary care and public health facilities, Halter 

(2003; 2004) explored the relationships between help seeking behavior and stigma using, 

respectively, the Attribution Questionnaire (Corrigan, Green, Lundin, Kubiak, & Penn, 

2001) and the Attitudes Toward Seeking Professional Psychological Help Scale (Halter). 

Differences were found in the care-seeking responses based on gender and setting; that is, 

the study revealed that males in the sample held persons with mental illness responsible 

for their own condition. Yet "there was no correlation between how much responsibility 

men believed [a person] had for his depression and whether they themselves would agree 

to seek help for depression" (Halter, p. 181 ). The findings from several studies that 

examine help-seeking involve only participants who are seeking primary or mental health 
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care (Halter; Kinnayer, 2001) thereby leaving largely unknown the characteristics of 

persons less willing to seek care. 

Summary 

This chapter is a review of the literature about depressive symptoms, including 

these symptoms in older adults, specifically African Americans aged 65 and over; 

willingness to seek mental health services for those symptoms; resilience; and stigma 

related to depression. The literature review represents a growth in current knowledge 

about depressive symptoms, resilience, and stigma about depression among older adults 

in general, yet there are relatively few studies where older African Americans are 

targeted regarding depressive symptoms. The interrelationships of resilience and stigma 

with depressive symptoms and with the willingness of older adults to seek mental health 

care are also sparsely represented in the literature. 

The relationships among the variables reviewed are complex. There are normal 

changes of aging that do not include the mental problems that affect the health status, 

disability status, and suicide rate of older adults. Yet study findings do support an 

association of psychosocial problems with experiences of racial discrimination, 

socioeconomic disadvantage, and financial strain (Cohen, Magai, Yaffee, & Walcott

Brown, 2005a, 2005b; Williams, Yu, Jackson, & Anderson, 1997), though not limited to 

the target age group of older adults. The literature review shows that the impact of 

stressful experiences and the ability to adjust and cope change throughout life, and 

contribute to each person's level of resilience (Kaplan, 1999; Rolf, 1999). Stigma about 
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mental illness affects how people with depressive symptoms may be received in the 

community, what symptoms people will report to physicians on health care visits, how 

symptomatic persons interpret their feelings, and whether they decide (willingness) to 

initiate help-seeking behavior. 
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CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Research Design 

This study used a cross-sectional, correlational, causal modeling design for the 

major study purpose of determining which selected variables (i.e., depressive symptoms, 

stigma of depression, and resilience) predict the older African American adult's 

willingness to seek mental health care for depressive symptoms. Specifically, the 

research questions are (a) What are the relationships among depressive symptoms, stigma 

of depression, resilience, and willingness to seek mental health care for depressive 

symptoms in older African American adults?, (b) Which of the three independent 

variables are significant predictors of willingness to seek mental health care?, and ( c) 

What are the estimated direct, indirect, and total causal effects of the predictor variables 

(i.e., depressive symptoms, stigma of depression, and resilience) on willingness to seek 

mental health care?. The study of these questions involved the use of two newly

developed instruments with estimation of their reliability and validity. Prior to their use in 

this study, the content validity was estimated. Additionally, item reduction was 

performed on the Stigma of Depression (SOS) scale before the test scores were used for 

further data analysis. 
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Sample and Setting 

The inclusion criteria for study participation in the convenience sample included 

(a) self-selection as African American, (b) aged 65 or over, and (c) having the ability to 

speak and read English. Participants may or may not have reported feeling depressed at 

the time of the study and need not have ever been diagnosed with a depressive disorder. 

An exclusion criterion was self-report of current psychiatric disorders that involved 

psychosis, hallucinations, hearing voices, or having a lack of awareness of surroundings. 

Recruitment of Participants 

Recruitment took place in community organizations known to provide services to 

older African Americans. One such organization was a case management organization that 

provided oversight of the home care and primary care services of persons in the target 

group. The study was explained to the Case Manager who identified clients who met the 

study inclusion criteria. If clients expressed an interest in the research study, the Case 

Manager notified the researcher who thereby had permission to contact the potential 

participant, explain the study, and request study participation. If the client agreed to 

participate, the researcher made an appointment to meet with the individual for study 

purposes. Other community organizations included senior centers, retirement groups, and 

religious organizations that provided services to older African Americans. Human subjects 

protection approval was obtained through the Texas Woman's University Institutional 

Review Board (IRB) and The University of Oklahoma Health Sciences Center Office of 

Human Research Participants Protection. 
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Participant recruitment took place by establishing relationships with community 

agencies that provided services to older adults in a metropolitan region. Contacts within 

those agencies led to additional contacts with community dwelling older adults who may 

not have had an affiliation with any of the agencies contacted. Thus, recruitment included 

word of mouth, snowballing, and direct recruitment through 3 senior nutrition centers, 7 

churches, 2 retirement groups, 5 independent living centers, and 1 university program. 

The nutrition centers, sponsored by the county and managed by a private 

contractor, provide balanced meals to senior citizens Monday through Friday, excluding 

holidays. The churches were protestant and primarily African American: United 

Methodist, Presbyterian, and Baptist. Recruitment appeals were made via !RB-approved 

flyers and verbal announcements to the general congregation and to special assemblies 

including Bible study groups, women's study groups, and prayer groups. The retirement 

groups included professionals and non-professionals participating in national and local 

retirement organizations, including a dance group of senior citizens. Four of the 

independent living centers were publicly managed by the county and one center was 

privately managed. All independent living centers were located in a wide geographical 

region of a large metropolitan area that is highly populated by African Americans. 

Recruitment response was less than 65% of potential participants to whom the 

study was explained. Repeated presentations and reminders occurred in each venue. For 

example, recruitment at a care-giving forum and an adult day care yielded no interested 

participants. A presentation to a group of 50 attendees in another forum yielded 5 
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interested potential participants; a presentation to yet another group of 12 attendees 

yielded 3 interested potential participants. Approximately 250 packets of study materials 

were distributed. One hundred sixty-three packets (approximately 60 to 65%) were 

returned. Five packets were returned without completion of any of the instruments; one 

packet was returned with just the GIF completed. 

Sample Participation 

Interested potential participants in some environments yielded 100% completion 

of the instruments whereas other environments yielded only partial completion. It became 

impossible to maintain an accurate account of the number of persons recruited, who 

refused participation, and who did not return completed packets. Not all persons who 

accepted a packet of information signed the consent form, and not all persons who signed 

consent forms returned completed packets. Approximately 10 of the completed forms 

contained missing values. 

One hundred fifty-eight participants completed the study surveys which were 

entered into the software for analysis. The target sample size of at least 145 was based on 

recommendations that there be at least 15 subjects for each independent variable to obtain 

a stable regression equation (Newton & Rudestam, 1999; Stevens, 2002) and the 

recommendation that there be 5 subjects per item to determine Cronbach' s alpha 

(Ferketich, 1990). The final sample size was 158. 
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Data Collection 

Data collection occurred in the homes of participants or in community settings 

after determination of eligibility and obtaining informed consent. Each participant 

received a test packet containing the five study instruments, an addressed envelope 

(stamped for mailing) for returning the signed consent forms, and a larger addressed 

stamped envelope for returning the completed instruments. Envelopes containing the 

consent forms were separated from the completed instruments and filed separately from 

the completed instruments. Participants had the option of completing the instruments on 

their own and returning them in the self-addressed, stamped envelope provided, or 

completing the instruments with the researcher present. This option was based on the 

pilot project experience which indicated several participants' preference to complete the 

instruments with the investigator present. Participants did not specify why, and were not 

queried as to why, they preferred to have the questions read to them; they simply offered 

a statement such as, "You can read it and I'll give you my answer." 

Instruments 

The researcher employed five instruments (see Appendix) to conduct this study, 

and the participant's completion of each was required for inclusion in the data analysis. A 

description of the instruments, other than the General Information Form (GIF), and the 

concepts measured is found in Chapter I, pages 8-10 ( see Table 1, p. 11 ). The items that 

elicited demographic information, some health-related data, insurance type, and one item 

on willingness to seek mental health care were on the (GIF). The instrument that 
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measures the level of depressive symptoms was the Center for Epidemiologic Studies 

Depression (CES-D) scale (Radloff, 1977b). The Connor-Davidson Resilience Scale 

(CD-RISC) measured the level of positive or negative responses in various life situations 

(Connor & Davidson, 2003). The Stigma of Depression Scale (SDS) measured the stigma 

that one associates with people who are receiving treatment for depression. The SDS was 

adapted, with the permission and assistance of the tool's creator, from a tool originally 

developed to measure the stigma that people with mental illness internalize about having 

a diagnosis of mental illness (Ritsher, Otilingam, & Grajales, 2003). The modifications 

were made with the intent of measuring the attitude held about depression and about 

people who are depressed. The Willingness to Seek Health Care for Depressive 

Symptoms (WSHC-DS) scale contains five items developed by the researcher to 

determine the respondent's willingness to seek care if depressive symptoms were 

experienced. These items represented five major depressive symptoms ( e.g., participation 

in social activities, ability to think or concentrate, and feeling tired). 

Reliability (i.e., internal consistency) estimation of all instruments except the GIF 

with this sample was obtained prior to analysis of the study questions. Additionally, item 

reduction of the SDS was performed in combination with the testing of internal 

consistency. The CES-D and CD-RISC have established psychometrics that are 

summarized in the following discussion. 
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General Information Form (GJF) 

The GIF consists of a total of 12 items: five elicit demographic information; six 

elicit general health information; and a single item rates the respondent's willingness to 

seek mental health care for depressive symptoms if needed. The demographic variables 

form the descriptors that characterize this sample by age, gender, marital status, insurance 

coverage, and education. Insurance coverage and education are characteristics that, 

combined, serve as proxies for socioeconomic status. Correlations between the health 

information variables (independent) and the willingness variable ( dependent) indicate the 

strength of these relationships in this sample. Correlations between the demographic 

variables and the willingness variables help to characterize the persons in this sample 

who are most willing to seek mental health care for depressive symptoms when needed. 

Correlations between the single-item willingness responses on the GIF (at the beginning 

of the survey) and the responses to the five-item WSHC-DS (placed at the end of the 

instrument packet) offer an assessment of concurrent validity for the newly developed 

five-item instrument (WSHC-DS) assessing willingness. 

Center for Epidemiologic Studies Depression Scale (CES-D) 

The CES-D is an established "self-report depression scale for research in the 

general population" (Radloff, 1977b, p. 387) designed during studies of the 

"epidemiology of depressive symptomatology" (p. 385). The study sample (N = 3,935) 

included two groups (psychiatric patients and the general population). The groups were 

analyzed by demographic subgroups: age, gender, race, marital status, educational status, 
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and the perception of need for (mental health) help. The CES-D consists of 20 items 

designed for use with the general public to measure the level of depressive symptoms 

according to perceived feelings over the previous week. The 20 items represent four 

factors, referred to as subscales by Radloff. There is some overlap of items on more than 

one factor. The factors and their components are depressed affect (blues, depressed, 

lonely, cry, sad, failure, fearful, happy, enjoy), positive affect (good, hopeful, happy, 

enjoy), somatic (bothered, appetite, effort, sleep, get going, blues, mind, depressed, talk), 

and interpersonal (unfriendly, dislike). Items are rated on a scale of Oto 3, with 3 

indicating higher frequency of the perceived feeling within the previous week. Scale 

items comprise examples of depressive symptoms based on the clinical literature of the 

time period. 

Radloff ( 1977a) reported that analyses of reliability and validity were performed 

with population subgroups and the total group, with essentially duplicative results. The 

coefficient alpha measure of internal consistency reliability for each subgroup was 0.80 

or above, and 0.85 in the total group representing the general population. The total CES

D score is used for interpretation of the level of depressive symptoms. Since the CES-D 

may be used clinically as a screening instrument for depression, a score of 16 is 

commonly applied as the cut-off score (Andresen, Carter, Malmgren, & Patrick, 1994; 

Baker & Bell, 1999; Radloff, 1991) for making a recommendation for a more detailed 

clinical evaluation. The CES-D is not a diagnostic instrument (Radloff). Other 

researchers recommend that users of the instrument pay close attention to the clinical 
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symptoms that mimic medical illness rather than strictly adhering to the cut score (Schein 

& Koenig, 1997). 

Connor-Davidson Resilience Scale (CD-RISC) 

The CD-RISC is a 25-item scale designed to quantify resilience in the general 

population and in clinically ill individuals, and to determine if resilience scores changed 

after treatment in the clinically ill individuals (Connor & Davidson, 2003). The 5-point 

range of responses for each item is 0 - 4, with the total score ranging from 0 -100: not at 

all true= O; rarely true= 1; sometimes true= 2; often true= 3; true nearly all of the time 

= 4. The initial study sample was drawn from the general population, primary care 

outpatients, psychiatric outpatients, and persons already enrolled in three other studies (N 

= 806). 

There is no specific cutoff score for the CD-RISC, but higher scores indicate 

higher levels of resilience (Connor & Davidson, 2003). Internal consistency reliability 

(Cronbach's alpha= 0.89) was reported for the general population non-help seeking 

group. For the first four factors, moderate item-total correlations were reported: 0.52 -

0. 70 for Factor I (personal competence, high standards, tenacity), 0.40 to 0.64 for Factor 

II (trust in one's instincts, tolerance of negative affect, strengthening effects of stress), 

0.36 to 0.69 for Factor III (positive acceptance of change, secure relationships), and 0.62 

to 0.64 for Factor IV ( control). Item-total correlations were lower (0.30 to 0.40) for 

Factor V (spiritual influences). These internal consistency reliability levels (Cronk, 2002) 

were somewhat lower than the correlations recommended (.55- 70) for designating these 
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as true sub scales (F erketich, 1991; Hinshaw & Atwood, 1982) that might stand alone as a 

single instrument. The intraclass correlation coefficient (ICC = 0.87) for test-retest 

reliability for the CD-RISC was evaluated using selected subjects from two of the study 

groups (Connor & Davidson) and this finding was consistent with recommendation for 

instrument stability by Hinshaw and Atwood. 

Convergent validity was demonstrated by including measures of various aspects 

of resilience with each set of surveys using repeated measures (Connor & Davidson, 

2003). The instruments used to assess convergent validity included measures of 

hardiness, perceived stress, stress vulnerability, disability, and social support. Results 

indicated that higher levels of hardiness and social support were associated with higher 

scores on the resilience scale. Similarly, lower levels of perceived stress and perceived 

stress vulnerability were also associated with higher resilience scores. A lower disability 

rating was associated with higher resilience scores. 

Stigma of Depression Scale (SDS) 

The SDS, as modified for this study, was patterned after the Internalized Stigma 

of Mental Illness (ISMI) scale designed to measure several aspects of stigma from 

subjective indicators (Ritsher, Otilingam, & Grajales, 2003). The original instrument (i.e., 

the ISMI) targeted the mentally ill, their internalization of the stigma experience, and the 

psychological damage related to both. Its high internal consistency ( coefficient alpha= 

.90) for the full sample of 127 individuals was also evident for the African American 

subsample (n = 33; a= .88) within that study. 
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The ISMI consisted of 5 dimensions: alienation (6 items), stereotype endorsement 

(7 items), discrimination ( 5 items), social withdrawal ( 6 items), and stigma resistance ( 5 

items). The SDS dimensions retain the same definitions used with the original instrument 

(Ritsher, Otilingam, & Grajales, 2003): alienation is "the subjective experience of being 

less than a full member of society" (p. 36); stereotype endorsement is "the degree to 

which respondents agree with common stereotypes about people with [depression]" (p. 

36); discrimination experience is "the perception of the way [ others treat people with 

depression]" (p. 36); social withdrawal is the perceived decrease in or avoidance 

interaction with persons who have depression; and stigma resistance is the perception of 

the depressed person's ability to "resist or remain unaffected by internalized stigma" (p. 

36). With the assistance of the tool's developer, the SDS modification was made, item for 

item, for use in the current study to measure the participant's level of perceived stigma 

associated with persons perceived to exhibit depressive symptoms or known to be in 

treatment for depression. The modifications were made so that the instrument could be 

used to measure stigma about depression among individuals ( diagnosed or non

diagnosed) living in the community. The modified SDS, as used for data collection, 

consisted of 29 items with a 4-point Likert-type (1 - 4, forced choice) rating scale to 
-f 

which respondents indicate their level of agreement or disagreement. This is the same 

rating scale used by the ISMI. The possible range of scores for the SDS is 29 to 116 (see 

Table 1, Chapter I, page 11 ). 
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It was anticipated that some item reduction of the SDS may be needed, and this 

was further explored and tested prior to the scale's use in data analysis The current study 

includes research questions that address the psychometrics (i.e., content validity, internal 

consistency, and stability) of the modified instrument. All of these were addressed prior 

to its use in the study with this study population which is comprised of older African 

Americans who may or may not have been diagnosed as having depression or mental 

illness. The results of psychometric testing are described as part of the study results in 

Chapter IV. 

Willingness to Seek Health Care for Depressive Symptoms Scale (WSHC-DS) 

The WSHC-DS was designed for this study to assess the individual's perception 

of potential willingness to seek mental health care if faced with the experience of 

depressive symptoms. The tool consists of five items to which respondents specified on a 

scale of O (not at all willing) to 10 ( completely willing) the degree to which they perceive 

themselves to be willing to seek mental health care if needed for depressive symptoms. 

Items were developed by selection of concepts from the CES-D that were representative 

of depressive symptomatology. These items were selected to assess the perceived 

willingness of the target group to seek help by talking with a professional health care 

provider about symptoms commonly seen in depression. Scores on the CES-D and the 

WSHC-DS are not interdependent. Items were submitted to content experts for review 

and the resulting suggestions for item content, wording, and directions evolved into the 

current format. Psychometric testing of the new tool is discussed in Chapter IV. 

42 



Treatment of Data 

SPSS 15.0 for Windows was the statistical software package used for data 

analysis. Descriptive statistics such as measures of central tendency and frequencies, as 

appropriate for the level of data, indicate the characteristics of the sample. For example, 

descriptions include the mean age of participants, the number of males and females, 

marital status, level of education, number of co-morbid medical conditions, and previous 

actions during any occurrences of depression or depressive symptoms. 

Psychometric testing of the instruments included Cronbach' s alpha for internal 

consistency, Pearson r for stability and concurrent validity, and multiple regression for 

construct validity. Cronbach's alpha, in combination with principle components (with 

varimax rotation) factor analysis was used for item reduction of the SDS. Prior to the 

regression analysis, Cronbach's alpha was used to assess the internal consistency of the 

CES-D, CD-RISC, SDS, and WSHC-DS, and the items within the factors, or dimensions, 

of each instrument with this sample. Continuing data analysis addressed the following 

research questions: 

1. What are the relationships among depressive symptoms, stigma of depression, 

resilience, and willingness to seek mental health care for depressive symptoms in 

older African American adults? 

2. What are the significant predictors of willingness to seek mental health care? 
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3. What are the estimated direct, indirect, and total causal effects of the predictor 

variables (i.e., depressive symptoms, stigma of depression, and resilience) on 

willingness to seek mental health care? 

Descriptive statistics and standard multiple regression analysis, using SPSS 15.0 

for Windows, and structural equation modeling, using LISREL 8.72 as a path analysis 

approach were used to address the three study questions (Mertler & Vannatta, 2002). 

Assumptions for these statistical techniques ( e.g., routine data screening including 

inspection of residual scatterplots for determination of normality, linearity, and 

homoscedasticity) were examined prior to their use. Validity of all instruments was 

assumed. Multiple correlation procedures and descriptive statistics were used to address 

the first research question: What are the relationships among depressive symptoms, 

stigma of depression, resilience, and willingness to seek mental health care for depressive 

symptoms in older African American adults? Standard multiple regression analysis was 

used as a predictive research procedure (Pedhazur & Schmelkin, 1991) to address the 

second research question: What are the significant predictors of willingness to seek 

mental health care? Structural equation modeling, a path analysis procedure, was used to 

address the third research question: What are the estimated direct, indirect, and total 

causal effects of the predictor variables on willingness to seek mental health care? The 

large sample size (N = 158) and multiple independent variables were conducive to using 

these techniques (Tabachnick & Fidell, 2007). The study variables were at the ordinal or 

interval level, appropriate for multiple correlation and regression analysis (Knapp, 1990; 
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Newton & Rudestam). An explanation of the recursive causal model that guided this 

analysis appears in the conceptual framework discussion (see Chapter I). Analysis was 

guided by the theoretical predictions of relationships (positive and negative) within the 

model. 

Protection of Human Subjects 

The protection of human subjects was approved by the Texas Woman's 

University Institutional Review Board (IRB) and The University of Oklahoma Health 

Sciences Center Office of Human Research Participants Protection. Potential participants 

were assured that their participation was voluntary and confidential and that that they had 

the right to withdraw from the study at any time. The only risks identified were (a) that 

participation may cause some emotional discomfort and (b) the loss of time. The 

maximum estimated time for completion of the study questionnaires was 90 minutes. All 

participants, especially those with obvious frailties, were informed to take a break to 

prevent fatigue if desired. A gift card to a local supermarket was given to those who 

participated as an acknowledgment of the time contributed. Each person received a 

summary of the study findings if they so chose. 

Summary 

A cross-sectional, correlational, causal modeling design was used to study the 

selected independent variables as possible predictors of willingness to seek health care 

for depressive symptoms among African Americans, aged 65 and over who were able to 

speak or read English. Research questions were used to guide the analysis of the 
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relationships among the variables and determine any significant predictors and the causal 

effects of the predictor variables. Reliability of all instruments was assessed with the 

study sample, with special attention to the reliability of the modified and the newly

developed measures. Validity of these two instruments was also assessed. Persons 

experiencing current psychiatric disorders that involve psychosis, hallucinations, hearing 

voices, or lack of awareness of surroundings were excluded from participation in the 

study. Human subjects protection was provided according to guidelines of the Texas 

Woman's University IRB and The University of Oklahoma Health Sciences Center 

Office of Human Research Participants Protection. 

The plan included the administration of five instruments; completion of these took 

approximately 50 minutes to complete, though the initial estimate of overall time 

commitment was 90 minutes. Data analysis included descriptive statistics to identify the 

demographic characteristics of the sample, including general health status, type of 

insurance coverage, and any occurrences of depressive symptoms. Pearson's correlations 

(r), standard multiple regression, and path analysis using structural equation modeling 

were key components of the analysis. Internal consistency reliability was assessed for all 

instruments prior to the regression analysis, and content validity and item reduction 

procedures were performed for the newly-developed instruments. 
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CHAPTER IV 

RESULTS 

The purpose of this research was to examine the influence of depressive 

symptoms (measured by the Center for Epidemiologic Studies Depression [CES-D] 

Scale), internalized stigma of depression (measured by the Stigma of Depression [SDS] 

Scale), and resilience (measured by the Connor-Davidson Resilience Scale [CD-RISC]) 

on willingness to seek mental health care for depressive symptoms in older African 

Americans (measured by the Willingness to Seek Health Care for Depressive Symptoms 

[WSHC-DS] Scale). Willingness to seek mental health care for depressive symptoms was 

measured by five self-report items. The two specific aims of the study were to (a) 

determine the significant direct and indirect predictors of willingness to seek mental 

health care for depressive symptoms among the sample of older African Americans, and 

(b) explore the theoretical relationships among the independent and dependent variables. 

The research questions asked were as follows: 

1. What are the relationships among level of depressive symptoms, stigma of 

depression, resilience, and willingness of older African American adults to seek mental 

health care? 

2. What are the significant predictors of older African American adults' 

willingness to seek mental health care? 
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3. What are the estimated direct, indirect, and total causal effects among the 

predictor and dependent variables? 

Prior to answering these questions, methodological questions regarding the 

psychometric properties of the SDS and WSHC-DS were addressed: (a) What is the 

internal consistency estimate of the modified SDS?, (b) What is the content validity index 

of the SDS?, and (c) What is the internal consistency estimate of the WSHC-DS? 

The current chapter presents the descriptive results of the study sample, followed 

by the preliminary univariate and multivariate results, including nonparametric x2 test of 

association, correlations, t tests, Analyses of Variance (ANOV A), and Multivariate 

Analyses of Variance (MAN OVA). Hierarchical multiple regression analyses are then 

presented and finally structural equation modeling. 

Sample Description 

The sample of African Americans aged 65 and over in a metropolitan area of one 

southern plains state was identified through recruitment at community agencies that 

provide services to senior citizens. Potential participants had a choice to complete the 

survey on their own, or to complete the items with the researcher as a reader. Over 85% 

chose to have the assistance of the researcher. The time for researcher assisted 

completion averaged 50 minutes for both the consent form and the survey items. As 

shown in Table 2, the sample was predominantly female (76.6%) and widowed (39.9%), 

with fewer who were married (30.4% ), divorced or separated (19 .6% ), or never married 

(10.1 %). The mean age of participants was 75.02 years (SD= 7.07), with nearly one-half 

48 



of the participants aged 65 to 74 years (48.1 %; mean age= 69.17, SD= 3.02), and the 

other half aged 75 or over (51.9%; mean age= 80.44, SD= 5.164). 

Table 2 

Frequencies and Percentages of Sample Demographics (N = 158) 

n % 

Age Group 
65-74 76 48.1 
75 + 82 51.9 

Gender 
Male 37 23.4 
Female 121 76.6 

Martial Status 
Single 16 10.1 
Married 48 30.4 
Divorced/separated 31 19.6 
Widowed 63 39.9 

Educational Preparation 
8th grade or less 7 4.4 
9th to 11th grade 25 15.8 
12 grade or GED 40 25.3 
1-2 years college or technical school 38 24.1 
3-4 years college or technical school 19 12.0 
More than four years college or technical school 24 15.2 

Note: Frequencies not adding to 158 and percentages not adding to 100, reflect missing 
data. 
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The measures of central tendency (mean, median, and skewness) and variability 

(standard deviation, variance) for the demographic variables age, education, and medical 

conditions total are shown in Table 3. A visual representation of skewness is represented 

in the histograms for age, education, and medical conditions total (see Figures 2, 3, and 4, 

respectively). 

Table 3 

Statistics of Continuous Demographic Variables 

Age Education Medical Conditions Total 

N 158 153 158 

Missing 0 5 0 

Mean 75.02 3.71 1.98 

Median 75 4 2 

Standard Deviation 7.07 1.42 1.19 

Variance 50.02 2.01 1.41 

Skewness 0.71 0.11 0.08 

Kurtosis 0.93 -0.83 -0.71 
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Figure 2 show the distribution for age of participants. Younger participants were 

grouped according to age 65 to 74 years (mean= 69.17, SD= 3.02), and older 

participants were grouped according to age 75 years and over (mean= 80.44, SD= 5.16). 
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Figure 2. Distribution of Participants Aged 65 to 105. 
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Level of education and insurance were used as proxies for socioeconomic status. 

Five participants did not respond to the item requesting level of education. As shown in 

Figure 3, few participants reported less than an eighth grade education (4.4%). One-half 

(49.4%) of the participants were high school graduates. Nearly equal numbers of 

participants reported a ninth to eleventh grade education (15.8%) or more than four years 

of college or technical school (15.2%) (see Table 2). 
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Figure 3. Histogram of Education (Higher scores equal higher education.) 
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All except one participant reported some type of health insurance, primarily 

Medicare Parts A and/or B (22.8%), Medicare and a supplemental insurance of some type 

(53.2%), or an insurance type that was not Medicare (23.4%). Most participants reported 

that the stated insurance did not provide coverage for mental health care (13.3%) or they 

were not sure ( 49 .4%) if it provided coverage for mental health care. Fewer than half of 

the participants responded in the affirmative (36.7%) that insurance did cover mental 

health care (see Table 4). 

Table 4 

Frequencies and Percentages of Health Insurance Type and Mental Health Coverage 

Type of Health Insurance Total 

Medicare A and/or B 

Medicare + Supplemental 

Other Type of Insurance 

Does insurance cover mental health care? 

Yes 

No 

Not sure 

n 

37 

84 

36 

58 

21 

78 

% 

23.4 

53.2 

22.8 

36.7 

13.3 

49.4 

Note: Frequencies not adding to 158 and percentages not adding to 100 reflect missing 
data. 
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Participants in this sample reported several chronic medical conditions. The most 

frequently reported were eye disease (16. 9%) and heart disease (15 .6% ), followed by 

osteoarthritis (12.1 %), and diabetes (11.8%) (see Table 5). As shown in Table 6 (and 

Figure 4), participant reports of more than one chronic medical condition were examined. 

Two-thirds of participants reported two to three chronic medical conditions (36.1 %), four 

to five chronic conditions (17.1 %), or six or more chronic conditions (13.3%). Twelve 

percent of participants reported no chronic medical conditions. 
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Table 5 

Frequencies and Percentages of Chronic Medical Conditions 

n % 

No Illnesses or Health Problems 20 12.7 

Osteoarthritis 47 12.1 

Osteoporosis 14 8.9 

COPD 2 1.3 

Emphysema 4 2.5 

Gastroesophageal Reflux 25 15.8 

Back Injury 20 12.7 

Hearing Loss 29 18.4 

Rheumatoid arthritis 32 20.3 

Tendonitis or bursitis 11 7.0 

Heart Disease 61 38.6 

Cancer 7 4.4 

Diabetes 46 29.1 

Depression 16 10.1 

Eye disease (vision loss) 66 41.8 

Note: More than one answer was possible. Frequencies and percentages reflect the 
number of participants who checked "yes" for given choices. 
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Table 6 

Frequencies and Percentages of Number of Chronic Medical Conditions 

n % 

No Chronic Conditions 19 12.0 

One Chronic Condition 34 21.5 

Two to Three Chronic Conditions 57 36.1 

Four to Five Chronic Conditions 27 17.1 

Six or More Chronic Conditions 21 13.3 

Note: Frequencies not adding to 158 and percentages not adding to 100 reflect missing 
data. 

Internal Consistency Testing of the SDS 

Cronbach's alpha testing revealed high internal consistency (a= .89) for the SDS. 

Corrected item-total correlations were above 0.3 for all items except four (People with 

depression make important contributions to society; Living with depression will make a 

person a tough survivor; In general, people with depression can live life the way they 

want to; and A person with depression can have a good fulfilling life anyway.). These 

items had been reverse scored. Removal of the three items with the lowest item-total 

correlations from the analysis revealed a higher Cronbach' s alpha ( a = . 91) and all except 
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one of the item-total correlations remained above 0.3 (Living with depression will make a 

person a tough survivor.). The decision was made to retain all items in the analyses to 

maintain consistency with the original instrument from which it was developed. 

Principal components factor analysis using varimax rotation revealed a significant 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy (KMO = .86, p < .000 I) and 

communalities above 0.60. The 29-item factor analysis resulted in eight factor 

components with 63.7% of total variance explained, and the 26-item factor analysis 

resulted in six factor components explaining 59 .28% of total variance. The KMO for the 

26-items remained significant (KMO = .885, p < .000 I), and communalities were above 

.45. Because removal of the three poorly-performing items made no great difference in 

the internal consistency or the percentage of total variance explained, the decision was 

made to retain all items in the data analyses involving the SDS. Additionally, all items of 

the SDS were retained for analysis to keep the SDS consistent with the original 

instrument since one purpose for modifying the SDS to its current form was to examine 

its performance with this sample. 

Pearson's Product Moment Correlations were conducted to examine the 

relationships among the emergent factors (see factor descriptions in Chapter I, page 40). 

Results revealed positive significant correlations among the stigma factors ranging from 

0.221 to 0.908 (see Table 7). Correlations between the social withdrawal, alienation, 

perceived discrimination, and stereotype endorsement factors were strong (Cohen & 

Cohen, 197 5), while correlations of these factors with the stigma resistance factor were 

57 



weak. The low correlations of the stigma resistance factor seem to indicate that it is not 

internally consistent with the other four as a measure of stigma with this population. As 

noted above, the decision was made to use these factor items in the analysis, since the 

items are reflective of the initial instrument and since the total instrument reliability was 

strong. 

Table 7 

Pearson's Product Moment Correlations Among SDS Factors 

Factor 1 Factor 3 Factor 4 Factor 5 
Social Factor 2 Perceived Stereotype Stigma 
Withdrawal Alienation Discrimination Endorsement Resistance 

Factor 1 
Social 
Withdrawal 1.000 

Factor 2 
Alienation 0.861 ** 1.000 

Factor 3 
Perceived 
Discrimination 0.834** 0.908** 1.000 

Factor 4 
Stereotype 
Endorsement 0.703** 0.747** 0.805** 1.000 

Factor 5 
Stigma 
Resistance 0.221 ** 0.108 0.124 0.145 1.000 

Note:** p < .01 
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Content Validity Estimation of the SDS and WSHC-DS 

The content validity of the new and adapted instruments (i.e., measures of stigma 

and willingness to seek health care) was estimated by content experts from the 

professions of psychiatric nursing, clinical psychiatry, and advanced practice psychiatric 

nursing. The content validity of the WSHC-DS was estimated by 5 experts, and the 

content validity of the SDS was estimated by 7 experts. Content validity estimations were 

made using a two-step process and a four-level rating system (Lynn, 1986; Waltz, 

Strickland, & Lenz, 1991): 1 = Item does not measure concept; 2 = Item measures 

concept but is not clearly stated; 3 = Item needs minor revision for clarity; 4 = Item 

measures concept and is clearly stated. The two-step process involved calculation of 

ratings for each item and for each instrument as a whole (Lynn). 

All content experts rated the WSHC-DS items at level 3 (Item needs minor 

revision for clarity) or 4 (Item measures concept and is clearly stated), with only two 

exceptions. The first item ( ... if you felt that your mood was affecting how often you 

participated in social activities) received a rating of 1 (Item does not measure concept), 

and the last item ( ... if you felt that your mood was making you feel like you were useless 

to others) received a rating at level 2 (Item measures concept but is not clearly stated). 

Changes were not made to these items since 4 of the 5 content experts rated them as 

measuring the concept and needing no revision, or only minor revision. The content 

validity index (CVI) for the 5-item WSHC-DS was 1.00, indicating the "proportion of 

items given a rating of [3 or 4] by [the] raters involved" (Waltz, Strickland, & Lenz, 
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1991, p. 173). They explain that the closer the rating is to 1, the more content valid it is 

judged to be, and that a rating of .5 is not acceptable. 

The experts estimated the content validity of the SDS using the same scale 

described above. All except one item was rated at level 3 (Item needs minor revision for 

clarity) or 4 (Item measures concept and is clearly stated), earning a rating of 0.66 using 

the quantification procedure described by Lynn (1986). Item 7 (People with depression 

make important contributions to society.) received the lowest rating of 0.42. Changes 

were not made prior to testing since the SDS is an adaptation of the Internalized Stigma 

of Mental Illness Instrument (Ritsher, Otilingam, & Grajales, 2003) and was modified 

with the cooperation of the developer. The CVI for the entire SDS of 29 items was 0.97 

(Lynn). 

Psychometric Testing of the WSHC-DS 

Cronbach's alpha for the five items on the WSHC-DS was .895. All item to total 

correlations were above .69, indicating that the items were measuring the same concept. 

Pearson's Product Moment Correlations revealed positive significant correlations among 

the five willingness items ranging from 0.472 to 0.741 (see Table 8). These results 

indicated that high correlations exist among the willingness to seek care for each of the 

individual depressive symptoms and verify that the five items measured the same 

concept. 
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Table 8 

Pearson's Product Moment Correlations Among Willingness Items (N = 157) 

Participation in Enjoy being Think or Making you 
social activities with others concentrate feel tired 

Enjoy being with others 0.714** 1.000 

Think or concentrate 0.591 ** 0.696** 1.000 

Making you feel tired 0.622** 0.472** 0.741 ** 1.000 

Like you were useless 
to others 0.584** 0.525** 0.631 ** 0.733** 

Note:** p < .01 

Pearson's Product Moment Correlations were also conducted among the one-item 

rating of willingness to get mental health care for symptoms of depression (i.e., an item 

on the GIF), the individual WSHC-DS items, and total score of the WSHC-DS. As shown 

in Table 9, the relationships were significant and positive, but weak. This analysis 

provided a measure of the 5-item scale's concurrent validity with the one item. The low 

correlation (r = .25) indicated a low estimate of concurrent validity. 
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Table 9 

Pearson's Product Moment Correlations Among Willing to Get Mental Health Care for 

Symptoms of Depression, WSHC-DS Items, and WSHC-DS Total Score 

Affecting how often you 
participated in social activities 

Affecting how much you 
enjoyed being with others 

Affecting how well you could 
think or concentrate 

Making you feel tired 

Making you feel like you were 
useless to others 

Willingness Total Score 

Note: * p < .05, ** p < .Ol 

Willing to Get Mental 
Health Care for 

Depression if Needed 

0.234** 

0.157* 

0.199* 

0.246** 

0.215** 

0.252** 

Table 10 provides data describing the variability of the two measures of 

willingness: the one-item rating of perceived willingness to get mental health care if 

needed and the summed score of the five-item scale (WSHC-DS) that rates willingness to 
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talk to a health care provider about mood if it were affecting selected activities, feelings, 

or functions, as well as the five individual willingness items. The Table shows the 

possible and actual (i.e., computed for this sample) range of scores, mean, and standard 

deviation for each of the two scales. Scores on both instruments were negatively skewed 

(-1.31 for the WSHC-DS; -1.38 for the single item) with modes of 10 and 50, 

respectively. 

Table 10 

Descriptive Statistics for Scores of Willingness Items (N = 155) 

Possible Actual 
Range of Range of 

Scores Scores Mean SD 

Willing to Get MH Care for 0 to 10 0 to 10 7.97 2.94 
Symptoms of Depression if 
Needed (1 item) 

Willingness Total Score (5 items) 0 to 50 0 to 50 39.37 11.88 

mood was affecting how often you 0 to 10 0 to 10 7.59 2.86 
participated in social activities 

mood was affecting how much you 0 to 10 0 to 10 7.96 2.76 
enjoyed being with others 

mood was affecting how well you 0 to 10 0 to 10 8.14 2.56 
could think or concentrate 

mood was making you feel tired 0 to 10 0 to 10 7.60 3.11 

mood was making you feel like 0 to 10 0 to 10 7.82 3.04 
you were useless to others 
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Additional Validity and Reliability Testing of Instruments with Sample Group 

Along with the SDS and the WSHC-DS, the CES-D and the CD-RISC 

demonstrated high estimates of internal consistency with standardized Cronbach' s alpha 

coefficients. The CES-D is described in Chapter III (page 3 7) as having four dimensions, 

or factors. Cronbach's alpha for the 20-item CES-D was high (a =.84). The item-to-total 

correlations for Factor 2 (positive affect) ranged from -0.0 to 0.20; the items for this 

dimension were all reverse-scored. When these four items (i.e., Factor 2) were removed, 

Cronbach's alpha was .89, and the item-to-total correlations yielded only one item 

(people were unfriendly) that had a value less than 0.30. The decision was made to keep 

all 20 items as part of further analysis, since all were conceptually important and have 

been used with the CES-D in other studies. 

As noted earlier, the CD-RISC has evidenced strong psychometrics with other 

samples. This resilience scale had a high internal consistency estimate ( a = .92) with this 

sample, and all corrected item-total correlations were above 0.3 (Cronk, 2002). Principal 

components factor analysis conducted with varimax rotation resulted in communalities 

above .47 and 5 factors accounting for 57.66% of the total variance (Munro, 2001). The 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy (KMO = .874) was significant (p < 

.0001). All CD-RISC items were retained in the analyses. 

Pearson's Product Moment Correlations revealed significant, moderate to strong, 

positive correlations between the five factors of the Gp-RISC ranging from .438 to .800 

(see Table 11). These results revealed correlation among the factors, most met the criteria 
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of .55 - . 70 for internal consistency (Hinshaw & Atwood, 1982). These results indicated 

that individuals with high scores on one factor tended to have high scores on the other 

factors, while individuals with low scores on one factor tended to also have low scores on 

the other factors. 

Table 11 

Pearson's Product Moment Correlations Among Factors of the CD-RISC (N = 158) 

Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 
Personal Trust Positive Control Spiritual 

Factor 1 
Personal 1.000 

Factor 2 
Trust 0.799** 1.000 

Factor 3 
Positive 0.644** 0.593** 1.000 

Factor 4 
Control 0.697** 0.554** 0.496** 1.000 

Factor 5 
Spiritual 0.527** 0.465** 0.553** 0.453** 1.000 

Note: ** p< .01 
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As shown in Table 12, respondents reported high willingness to get mental health 

care for symptoms of depression if needed (M= 7.99, SD= 2.94) when rated on a scale 

of O (not willing at all) to 10 ( completely willing). Respondents also reported being 

somewhat happy (M= 3.11, SD= 2.84) when rated from O = happy to 10 = sad. 

The majority of respondents reported having never been treated for depressive 

symptoms (82.3%). Less than half of the respondents reported "good" overall health 

(43.7%), followed by "very good" (22.8%) and "fair" (21.5%) overall health (see Table 

13). Participants were asked to identify three things or actions that provide them with the 

best help when feeling depressed or sad. Table 14 shows the frequencies and percentages 

of respondent's top three (free response) choices for the best help when feeling depressed 

or sad. Common answers given included praying, getting busy or cleaning the house, and 

calling or talking to a family or friend. 

Table 12 

Mean Willingness to Get Mental Health Care and Current Mood 

N Mean SD 

Willing to Get MH Care for Symptoms 
of Depression if needed (single-item) 156 7.99 2.94 

Willing to Get MH Care for Symptoms 
of Depression - scaled 156 8.21 3.20 

Current mood from "happy" to "sad" 157 3.11 2.84 
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Table 13 

Frequencies and Percentages of Treatment for Depressive Symptoms and Overall Health 

Have you ever been treated for depressive symptoms? 
Yes 
No 
Not sure 

Describe your overall health 
Poor 
Fair 
Good 
Very good 
Excellent 

Testing of Statistical Assumptions 

n 

22 
130 

6 

7 
34 
69 
36 
12 

% 

13.9 
82.3 

3.8 

4.4 
21.5 
43.7 
22.8 

7.6 

The distributions of the major variables were examined for normality (see Table 

15). Histograms and boxplots demonstrated the following: Depressive symptom scores 

were positively skewed (more scores below the mean) as measured by the CES-D, (b) 

Resilience scores were negatively skewed (more scores above the mean) as measured by 

the CD-RISC, ( c) Stigma of depression scores represented an almost normal curve, and 

(d) Willingness to seek care scores were negatively skewed (more scores above the 

mean) as measured by the WSHC-DS. Examination of the histogram and residual plots 

revealed a fairly normal distribution for CES-D, CD-RIS, and SDS (see Figures 5 - 8). 
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Table 14 

Frequencies and Percentages of Things That Best Help When Feeling Depressed or Sad 

Best help for sad or depressed - First Choice 
Pray and Seek 
Read Bible - Scriptures 
Get busy - clean the house 
Call / talk to family or friend 
Listen to Music 
Eat - eat right 
Go to sleep 
Have visitors 

Best help for sad or depressed - Second Choice 
Pray and See~ 
Read Bible - Scriptures 
Get busy - clean the house 
Call/ talk to family or friend 
Go to sleep 
Have visitors 
Eat - eat right 
Listen to Music 

Best help for sad or depressed - Third Choice 
Call / talk to family or friend 
Get busy - clean the house 
Pray and Seek 
Read Bible - Scriptures 
Go to sleep 
Listen to Music 
Have visitors 
Eat - eat right 

n % 

45 
15 
13 
12 
4 
3 
3 
2 

21 
14 
14 
11 
4 
4 
3 
3 

18 
17 
14 
7 
5 
5 
4 
4 

30.4 
10.1 
8.8 
8.1 
2.7 
2.0 
2.0 
1.4 

14.5 
9.7 
9.7 
7.6 
2.8 
2.8 
2.1 
2.1 

12.6 
11.9 
9.8 
4.9 
3.5 
3.5 
2.8 
2.8 

Note: Frequencies not adding to 158 and percentages not adding to 100 reflect other 
answers given. 
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Table 15 

Normality Statistics for Overall Dependent Variables 

WSHC-DS 
CES-D SDS CD-RISC Total Score 

N 157 156 158 157 

Mean 0.78 2.49 3.15 39.11 

Median 0.71 2.52 3.20 42.00 

Mode 0.57 2.59 4.00 50.00 

Standard Deviation 0.42 0.43 0.58 12.02 

Skewness 1.38 -0.11 -0.97 -1.31 

Table 15 shows the specific statistical characteristics of the variables of interest. 

Three of the variables demonstrated skewness. Examination of plots revealed negatively 

skewed distributions with two probable outliers. Examination of these two specific cases 

revealed no extreme values suggestive of removal. No outliers were removed from 

further analyses, nor was an adjustment of the data conducted. First, additional analyses 

were conducted to test the normality, heteroscedasticity, multicollinearity, of the overall 

variables of interest (Irwin & McClelland, 2001; Maccallum, Zhang, Preacher, & 
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Rucker, 2002; Ryan, 1997). Based on the unique nature of the current sample ( elderly 

African Americans), as well as these analyses, described below, the decision was made 

by the researcher, in consultation with the statistician, to retain the data without removing 

of any outliers or transforming the data for model testing (Bums & Grove, 2005). 
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Figure 5. Histogram of Overall Mean CES-D Scores. 
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Figure 7. Histogram of Overall Mean CD-RISC Scores. 

72 

3.50 

ean = 3.1548 

4.00 

d. Dev.= 0.58347 
= 155 



GO 

50 

40 
~ u 
C 
a, 
:::, 
C-30 
a, ... 

LL 

20 

10 

0 

a 10 20 30 40 

Willingness Total Score 

Figure 8. Histogram of WSHC-DS Total Scores. 

73 

i.i1ean = 39 .28 
d. Dev.= 11 .713 

: = 155 

50 



To assure that the assumptions of linearity, homoscedasticity, and normality were 

met, these were tested as part of the multiple regression analysis (Mertler & Vannatta, 

2002). Correlations of the independent variables with the dependent variable were 

examined for multicolllinearity; none of these correlations were greater than .60. Plots of 

the standardized residuals revealed normal distributions ( see Figures 9 - 11 ). 
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Figure 9. Histogram of Standardized Residuals of CES-D and CD-RISC on the SDS. 
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Testing the homoscedasticity assumption determined if the variance (standard 

deviations) of the error terms for the predicted scores are constant (Tabachnick & Fidell, 

2007). Each individual's mean CD-RISC score and mean WSHC-DS score was 

subtracted from the overall average of these scores. These predicted scores were squared 

and cubed and these three variables ( average deviations, squared deviations, and cubed 

deviations) were used to predict CD-RISC and WSHC-DS scores from a linear 

regression. Linear regressions on the average and predicted scores (squared and cubed) 

for the CD-RISC and WSHC-DS scores revealed significant relationships (Fs > 44.23, p 

< .001 ). The residuals plots of standardized residuals versus predicted values were 

examined. In this case, normality was assumed since the errors were normally distributed, 

(i.e., there was no clustering that suggested a non-normal distribution of residuals). 

Linear regressions did not reveal that there would be a more clustered fit than linear fit 

for the CD-RISC or WSHC-DS. By graphing the squared residuals from the regression 

against the suspected variable, the researcher and statistical consultant observed whether 

the variance of the error term changed systematically as a function of that variable (see 

Figures 12, 13 and 14). As shown in Figures 12, 13 and 14, the dispersion of the 

residuals did not show a pattern; therefore, the variance of the error term was relatively 

constant (homoscedastistic ). All cases were retained for the regression analyses and the 

structural equation modeling that followed using this unique and understudied sample. 

The sample size (N = 158) met the suggestion that there be at least 15 subjects for each of 

the predictor variables (Newton & Rudestam, 1999; Stevens, 2002). 
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Research Question 1 

The first research question involved exploration of the relationships among 

depressive symptoms, stigma of depression, resilience, and willingness to seek mental 

health care among this sample of older African Americans aged 65 and over. Pearson's 

Product Moment Correlations were used to assess the relationships among these variables 

(see Table 16). Results revealed significant correlations between variables representing 

only two of the paths in the hypothesized model: depressive symptoms with stigma (r = 

.17,p < .05) and resilience with willingness to seek care (r = .39,p < .0001). Obtaining 

information about these relationships was important prior to examining the associations 

in the measurement model with structural equation modeling to make inferences about 

the strengths of relationships and the pathways measured. 

Table 16 

Pearson's Product Moment Correlations of Latent Variables (Mean Scores on 

Measurement Instruments) 

SDS Mean 

CD-RISC Mean 

WSHC-DS Total Mean 

CES-DMean 

0.174* 

-0.129 

-0.097 

81 

SOS Mean CD-RISC Mean 

-0.066 

-0.132 0.390** 



Following the examination of the relationships among the three independent 

variables and the dependent variable, further analysis was done that addressed these 

variables more specifically. This was done in an attempt to better characterize and 

understand the participant group. These results are discussed and presented (see Tables 

17 - 74) prior to the presentation of findings related to Question 2. 

Depressive Symptoms (CES-D) 

Table 17 shows the average scores of the items for each of the factors (i.e., 

depressed affect, positive affect, somatic and retarded activity, interpersonal) of the CES

D. Respondents tended to disagree with the items of the depressed affect, somatic and 

retarded activity, and interpersonal factors, while relatively agreeing with the items in the 

positive affect factor. The range of possible scores is presented in the discussion of terms 

in Chapter I {page 8). 

Pearson's Product Moment Correlations revealed positive significant correlations 

between the depressed affect factor of the CES-D and the somatic (r = .80,p < 0.01) 

factor, and between the depressed affect and interpersonal (r = .479,p < 0.01), and 

between the somatic and interpersonal factors (r = .480,p < 0.01) (see Table 18). These 

results indicated that individuals with high scores on one factor tended to have high 

scores on the other factors, while individuals with low scores on one factor tended to also 

have low scores on the others. No significant relationships were found between the 

positive affect factor and the somatic and interpersonal factors. 
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Table 17 

Mean Scores for CES-D Items by Factor Groupings (N = 157) 

Mean SD 

Factor - depressed affect 
I felt that I could not shake the blues even with help 0.41 0.89 
I felt depressed 0.36 0.79 
I felt lonely 0.44 0.84 
I had crying spells 0.25 0.66 
I felt sad 0.39 0.75 
I thought my life had been a failure 0.22 0.60 
I felt fearful 0.32 0.70 

Factor - positive affect 
I felt that I was just as good as other people 2.30 1.17 
I felt hopeful about the future 1.78 1.37 
I was happy 2.27 1.12 
I enjoyed life 2.41 1.04 

Factor - somatic and retarded activity 
I was bothered by things that don't usually bother me 0.57 0.86 
I did not feel like eating. My appetite was poor 0.30 0.70 
I felt that everything I did was an effort 0.66 0.98 
My sleep was restless 0.64 0.90 
I felt like I couldn't do what I needed to 0.64 0.91 
I had trouble keeping my mind on what I was doing 0.55 0.89 
I talked less than usual 0.68 0.97 

Factor- interpersonal 
People were unfriendly 0.31 0.68 
I felt that people disliked me 0.21 0.55 
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Table 18 

Pearson's Product Moment Correlations Among Factors of the CES-D (N = 158) 

Depressed Positive 
Affect Somatic Affect Interpersonal 

Depressed 
Affect 1.000 

Somatic 0.800** 1.000 

Positive 
Affect -0.083 -0.007 1.000 

Interpersonal 0.479** 0.480** -0.064 1.000 

Note: ** p < .01. 

Pearson's Product Moment Correlations were also conducted between willingness 

to get mental health care for symptoms of depression, current mood from "happy" to 

"sad," and overall health with the CES-D factors and CES-D total score. As shown in 

Table 19, willingness to get mental health care was not significantly correlated with any 

of the four factors of the CES-D, or with the CES-D total score, indicating that 

willingness to get mental health care if needed was not related to depressive symptoms. 
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Table 19 

Pearson's Product Moment Correlations of Willingness to Get Mental Health Care, 

Current Mood, and Overall Health With the CES-D Factors and Total Mean 

Willing to Get Mental Current mood from Describe your 
Health Care if needed "happy" to "sad" overall health 

Depressed Affect 0.024 0.332** -0.302** 

Somatic -0.039 0.283** -0.378** 

Positive Affect 0.149 -0.153 -0.096 

Interpersonal -0.045 0.159* -0.139 

CES-D Total 0.045 0.259** -0.374** 

Note: * p < .05; ** p < .01. 

Participants' current mood (happy to sad) was positively related, although these 

correlations were weak to moderate (Cohen & Cohen, 1975) with depressed affect (r = 

.332, p < .0l), somatic(r = .283, p < .0l), and interpersonal depressive factors (r = .159, p 

< .05), as well as with the overall CES-D score (r = .259, p < .0l). This finding indicated 

that individuals with relatively sad current moods tended to also have higher scores of 

depressed affect, somatic behavior, interpersonal depressive symptoms, and overall 
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depressive symptoms. Current mood was inversely related to positive affect (r = -.153, 

ns ). Significant inverse relationships were found between overall health and the 

depressive symptoms factors depressed affect (r = -.302,p < .01), and somatic (r = .378, 

p < .01 ), but not with positive affect and the interpersonal factor. Overall health was also 

negatively related to overall depressive symptoms (r = -.374,p < .01), indicating that 

individuals with relatively high depressive symptom scores rated their health poorer, 

while individuals with low depressive symptoms rated their health higher (see Table 19). 

Independent !-tests were conducted to test for differences in the average 

depressive symptoms (CES-D overall mean) between the two age groups (65 - 74 years 

and 75 years and over). As shown in Table 20, no significant differences were found 

between the two age groups on overall depressive symptoms, t = -0.187, ns. Similarly, a 

MANOVA between the two age groups on the CES-D factors revealed no significant 

differences, multivariate F(4, 152) = 1.10, ns (see Table 21). 

Table 20 

Independent t-Test of Means for CES-D Total Score by Age Groups 

Age Group 

65 - 74 years 

75 + years 

n 

76 
81 

Mean 

0.77 

0.79 

86 

SD 

0.37 

0.47 

t p 

.:0.187 0.852 



Table 21 

Multivariate Analysis of Variance of Age Groups and CES-D Factors 

Factor n Mean SD F p 

Depressed Affect 0.01 0.972 

Age 65 - 74 76 0.35 0.51 

Age 75 + 81 0.34 0.59 

Somatic 0.87 0.354 

Age 65 - 74 76 0.53 0.52 

Age 75 + 81 0.62 0.60 

Positive Affect 0.75 0.389 

Age 65 - 74 76 2.25 0.73 

Age 75 + 81 2.14 0.82 

Interpersonal 1.06 0.305 

Age 65 - 74 76 0.22 0.47 

Age 75 + 81 0.30 0.49 

Independent t-tests were conducted to test for differences in the mean depressive 

symptoms (CES-D overall mean) between males and females. As shown in Table 22, no 

significant differences were found between males and females on overall depressive 

symptoms (t = -0.464, ns). Similarly, a MANOV A between males and females on the 

CES-D factors also revealed no significant differences, multivariate F(4, 152) = 1.11, ns 

(see Table 23). 
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Table 22 

Independent Samples t-Test of Means by Gender for CES-D Total Mean 

Gender 
Male 
Female 

Table 23 

n 

37 
120 

Mean 

0.75 
0.79 

SD 

0.38 
0.43 

t 

-.464 

Multivariate Analysis of Variance of CES-D Factors by Gender (N =158) 

CES-D Factors n Mean SD F 

Depressed Affect 0.05 
Male 37 .33 .46 
Female 120 .35 .58 

Somatic 0.13 
Male 37 .55 .47 
Female 120 .59 .59 

Positive Affect 0.54 
Male 37 2.11 .73 
Female 120 2.22 .80 

Interpersonal 2.40 
Male 37 .36 .52 
Female 120 .23 .47 
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0.643 

p 

.821 

.724 

.462 

.123 



Similarly, a one-way ANOVA of marital status on CES-D overall scores showed 

no significant differences between single, married, divorced/separated, and widowed 

individuals on their average depressive symptoms F(3, 153) = .647, ns (see Table 24). As 

shown in Table 25, a MANOVA of the CES-D factors revealed no significant differences 

between the groups according to marital status, multivariate F(12, 446) = 1.09, ns. 

Table 24 

Analysis of Variance of Marital Status and CES-D Total Score 

n Mean SD F p 

Marital Status 0.65 .586 
Single 16 0.75 0.34 
Married 48 0.74 0.39 
Divorced or Separated 31 0.87 0.49 
Widowed 62 0.77 0.43 

Pearson's Product Moment Correlations were conducted to test the relationships 

between education (highest grade completed) and the CES-D factors and overall score. 

Significant weak, negative correlations were found with depressed affect (r = -.270, p < 

.01 ), somatic behavior (r = -.229, p < .01 ), interpersonal (r = -.223, p < .01 ), and the 

overall depressive symptoms mean (r = -.232, p < .01 ). These relationships indicate that 

individuals with higher education levels tended to also have lower depressive symptoms. 

Education was not significantly correlated with positive affect (see Table 26). 
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Table 25 

Multivariate Analysis of Variance of Marital Status and CES-D Factors 

CES-D Factors n Mean SD F p 

Depressed Affect 1.09 .356 

Single 16 0.22 0.37 

Married 48 0.36 0.49 

Divorced/Separated 31 0.48 0.71 

Widowed 62 0.30 0.54 

Somatic 0.73 .534 

Single 16 0.52 0.45 

Married 48 0.52 0.48 

Divorced/Separated 31 0.70 0.72 

Widowed 62 0.58 0.56 

Positive Affect 0.25 .861 

Single 16 2.28 0.87 

Married 48 2.11 0.84 

Divorced/Separated 31 2.22 0.54 

Widowed 62 2.21 0.83 

Interpersonal 0.73 .537 

Single 16 0.34 0.47 

Married 48 0.21 0.51 

Divorced/Separated 31 0.19 0.44 

Widowed 62 0.31 0.48 
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Table 26 

Pearson's Product Moment Correlations of Education With CES-D Factors and 

Total Mean 

Education 

Depressed Affect -0.270** 

Somatic -0.229** 

Positive Affect 0.105 

Interpersonal -0.223** 

CES-D Total Score -0.232** 

Note: ** p < .01 

A one-way ANOVA of health insurance type on CES-D overall scores showed 

significant differences between individuals with Medicare only, Medicare with 

supplemental insurance, and private insurance on their average depressive symptoms, 

F(2, 153) = 3.07,p < .05 (see Table 27). Tukey's post hoc test was the multiple 

comparison method chosen to determine which of the groups differed from the others by 

a comparison of means (Munro, 2001; Polit, 1996). The test revealed only marginally 

different scores between the three groups (p < .10). Those individuals with private 

insurance had marginally lower CES-D depression scores than those with Medicare only 
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and those with Medicare and a supplemental insurance. A MANOV A on the CES-D 

factors also revealed no significant multivariate effect for insurance type and CES-D 

factors, multivariate F(8, 298) = 1.24, ns (see Table 28). While the multivariate effect 

was not significant, examination of the univariate effects revealed a significant difference 

between health insurance types for the depressed affect scale. Trends in the means 

showed that those individuals with private insurance had lower depressed affect scores 

than those individuals with Medicare only and those with Medicare and a supplemental 

msurance. 

Table 27 

Analysis of Variance of Health Insurance Total on CES-D Total Mean 

n Mean SD F p 

CES-D Depression Total 3.07 .049 

Medicare Only 37 0.85a 0.47 

Medicare Plus Supplemental 83 0.81a 0.43 

Private Insurance Other 36 0.63b 0.30 

Note: Means with different superscripts differed marginally by Tukey's post hoc test, 
p< .05 
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Table 28 

Multivariate Analysis of Variance of Health Insurance Total and CES-D 

Factors (N = 158) 

CES-D Factors n Mean SD F 

Depressed Affect 3.49 

Medicare Only 37 0.45 0.60 

Medicare Plus Supplemental 83 0.39 0.60 

Private Insurance Other 36 0.14 0.27 

Somatic 2.82 

Medicare Only 37 0.70 0.60 

Medicare Plus Supplemental 83 0.61 0.59 

Private Insurance Other 36 0.40 0.42 

Positive Affect 0.24 

Medicare Only 37 2.11 0.72 

Medicare Plus Supplemental 83 2.21 0.76 

Private Insurance Other 36 2.21 0.89 

Interpersonal 2.85 

Medicare Only 37 0.39 0.70 

Medicare Plus Supplemental 83 0.26 0.42 

Private Insurance Other 36 0.13 0.30 
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p 

0.033 

0.063 

0.788 

0.061 



Additional Pearson's Product Moment Correlations were conducted to test the 

relationships between the number of medical conditions a participant reported having and 

the CES-D factors and overall score. Significant weak to moderate, positive correlations 

were found with all four factors and with the overall depressive symptoms mean, 

indicating that individuals with more medical conditions tended to also have greater 

depressive symptoms (see Table 29). 

Table 29 

Pearson's Product Moment Correlations of Chronic Medical Conditions With CES-D 

Factors and Total Mean 

CESD Depressed Affect 

CESD Somatic 

CESD Positive Affect 

CESD Interpersonal 

CESD Total Mean 

Note: * p < .05, ** p < .01 

Medical Conditions Total 
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0.205* 

0.289** 

0.231 ** 

0.159* 

0.333** 



A one-way ANOV A was conducted to test for differences between individuals 

with or without insurance that covers mental health care on depressive symptoms. As 

shown in Table 30, no significant differences were found among individuals whose 

health insurance covered mental health, those whose did not cover mental health, and 

those who were unsure, F(2, 153) = .843, ns. A MANOVA on the CES-D factors also 

revealed no significant multivariate effect for mental health care coverage and scores on 

the CES-D factors, multivariate F(8, 298) = 1.04, ns (see Table 31 ). 

Table 30 

Analysis of Variance of Insurance Covers Mental Health Care and CES-D Overall Mean 

n Mean SD F p 

Does Insurance Cover MHC 0.843 0.432 

Yes 58 0.76 0.41 

No 21 0.89 0.53 

Not sure 77 0.76 0.39 

Resiliency (CD-RISC) 

Table 32 shows the average scores of the items of the Resilience Scale (CD

RISC). Respondents tended to agree with the items. Table 33 shows the average scores of 

the five factors of the CD-RISC (personal, trust, positive, control and spiritual), as well as 

the overall resilience mean. The scoring range is O to 100 for the CD-RISC. A description 
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of the instrument can be found in Chapter I (page 9). The narrow range of means (2.42 to 

3.68) and standard deviations (.65 to 1.27) indicate that the variance of responses on this 

instrument was limited. 

Table 31 

Multivariate Analysis of Variance of Insurance Covers Mental Health Care and the 

CES-D Factors 

n Mean SD F p 

Depressed Affect 1.76 .176 

Yes 58 .31 .52 

No 21 .55 .73 

Not sure 77 .32 .51 

Somatic 2.04 .134 

Yes 58 .51 .58 

No 21 .80 .61 

Not sure 77 .57 .53 

Positive Affect 1.35 .263 

Yes 58 2.30 .82 

No 21 1.98 .87 

Not sure 77 2.18 .73 

Interpersonal .45 ' .641 

Yes 58 .28 .47 

No 21 .33 .51 

Not sure 77 .23 0.38 
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Table 32 

Item statistics for CD-RISC (N = 158) 

Mean SD 

I am able to adapt when changes occur. 3.23 1.07 

I have at least one close and secure relationship 3.24 1.16 

When there are no clear solutions to my problems 3.68 0.65 

I can deal with whatever comes my way. 3.15 0.97 

Past successes give me confidence 3.19 0.93 

I try to see the humorous side of things 2.79 1.14 

Having to cope with stress can make me stronger. 2.71 1.26 

I bounce back after illness, injury, or hardships 3.39 0.92 

Good or bad, most things happen for a reason 3.30 0.94 

I give my best effort no matter what 3.46 0.83 

I believe I can achieve my goals 3.23 0.97 

Even when things look hopeless, I don't give up 3.46 0.83 

During times of stress/crisis I know where to tum for help 3.56 0.87 
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Table 32, continued 

Item statistics for CD-RISC (N = 158) 

Mean SD 

Under pressure I stay focused and think clearly 3.03 0.99 

I prefer to take the lead in solving problems 2.89 1.27 

I am not easily discouraged by failure. 2.91 1.18 

I think of my self as a strong person 3.35 0.93 

I can make unpopular or difficult decisions 2.42 1.26 

I am able to handle unpleasant or painful feelings 3.05 1.04 

In dealing with life's problems ... to act on a hunch 2.73 1.02 

I have a strong sense of purpose in life. 3.39 0.84 

I feel in control of my life. 3.38 0.92 

I like challenges. 2.57 1.21 

I work to attain my goals no matter what roadblocks 3.20 0.97 

I take pride in my achievements. · 3.56 0.66 
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Table 33 

Descriptive Statistics by CD-RISC Factor (N = 158) 

Mean SD 

Personal 3.22 0.63 

Trust 2.80 0.78 

Positive 3.24 0.68 

Control 3.44 0.63 

Spiritual 3.49 0.68 

CD-RISC Mean 3.15 0.58 

Pearson's Product Moment Correlations were conducted between willingness to 

get mental health care for symptoms of depression, current mood from "happy" to "sad," 

and overall health with the resilience factors and overall score. As shown in Table 34, 

willingness to get mental health care was only significantly correlated with the positive 

factor, indicating that willingness to get mental health care was related to positive 

resilience, but not to other types of resilience or overall resilience. Participants' current 

mood (happy to sad) was inversely related, with weak to moderate correlations (Cohen & 

Cohen, 1975), with all five resilience factors and the total resilience mean score, 

indicating that individuals with relatively sad current moods tended to also have lower 
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resilience scores. When correlations among participants' overall health with total 

resilience and the resilience factors were examined, individuals with relatively high 

overall health tended to have greater resilience scores (see Table 34). 

Table 34 

Pearson's Product Moment Correlations of Willingness to Get Mental Health Care, 

Current Mood, and Overall Health With the CD-RISC Factors 

Willing to Get Current mood 
Mental Health from "happy" to Describe your 
Care if Needed "sad" overall health 

Factor 1 Personal 0.031 -0.311 ** 0.262** 

Factor 2 Trust 0.070 -0.205** 0.294** 

Factor 3 Positive 0.197* -0.313** 0.152 

Factor 4 Control 0.051 -0.240** 0.193* 

Factors Spiritual 0.034 -0.252** 0.128 

CD-Resilience Mean 0.093 -0.312** 0.272** 

Note: * p < .05, ** p < .01 
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Independent t-tests were conducted to test for differences in overall resilience 

between the two age groups. As shown in Table 35, no significant differences were 

found between the two age groups on overall resiliency (t = 0.089, ns). Similarly, a 

MANOVA between the two age groups on the resilience factors revealed no significant 

differences, multivariate F(5, 152) == .920, ns (see Table 36). 

Table 35 

Independent t-Test of Mean Differences of Age Groups and CD-RISC Total Score 

Age Group 

Age 65 - 74 

Age 75 + 

n 

76 
82 

Mean 

3.16 

3.15 

SD 

0.53 

0.63 

t 

0.089 

p 

.929 

Independent t-tests were also conducted to test for differences in overall resilience 

between males and females. As shown in Table 3 7, no significant differences were found 

between males and females on overall resiliency (t = -1.01, ns). Similarly, a MANOVA 

between males and females on the resilience factors revealed no significant differences, 

multivariate F(5, 152) = 1.04, ns (see Table 38). 
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Table 36 

Multivariate Analysis of Variance of Age and CD-RISC Factors 

Age Groups n Mean SD F p 

Factor 1 Personal .011 .917 

Age 65 - 74 76 3.21 0.57 

Age 75 + 82 3.22 0.68 

Factor 2 Trust .595 .442 

Age 65 - 74 76 2.85 0.68 

Age 75 + 82 2.76 0.85 

Factor 3 Positive .009 .925 

Age 65 - 74 76 3.23 0.65 

Age 75 + 82 3.24 0.72 

Factor 4 Control 1.40 .238 

Age 65 - 74 76 3.38 0.62 

Age 75 + 82 3.50 0.63 

Factor 5 Spiritual .029 .866 

Age 65 - 74 76 3.50 0.63 

Age 75 + 82 3.48 0.72 
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Table 37 

Independent t-Test of Gender on Resilience Total Score (N = 158) 

Gender 
Male 
Female 

n 

37 
121 

Mean 

3.07 
3.18 

SD 

0.62 
0.57 

t p 

-1.01 .315 

Similarly, a one-way ANOVA of marital status on resilience overall scores 

showed no significant differences between single, married, divorced/separated, and 

widowed individuals on their average depressive symptoms F(3, 154) = 1.18, ns (see 

Table 39). As shown in Table 40, a MANOV A on the CD-RISC factors also revealed no 

significant differences between the groups of marital status, multivariate F(15, 446) = 

.929, ns. 

Pearson's Product Moment Correlations were conducted to test the relationships 

between education (highest grade completed) and the resilience factors and overall score. 

As shown in Table 41, no significant correlations were found. 
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Table 38 

Multivariate Analysis of Variance of Gender and CD-RISC Factors 

n Mean SD F p 

Factor 1 Personal 0.424 .516 

Male 37 3.16 0.66 

Female 121 3.23 0.62 

Factor 2 Trust 0.163 .687 

Male 37 2.76 0.79 

Female 121 2.81 0.77 

Factor 3 Positive 1.25 .265 

Male 37 3.12 0.77 

Female 121 3.27 0.66 

Factor 4 Control 2.62 .107 

Male 37 3.30 0.65 

Female 121 3.49 0.62 

Factor 5 Spiritual 2.94 .089 

Male 37 3.32 0.77 

Female 121 3.54 0.64 
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Table 39 

Analysis of Variance of Marital Status and Resilience Total Score 

n Mean SD F p 

Marital Status 1.18 0.319 
Single 16 3.23 0.27 
Married 48 3.22 0.47 
Divorced or Separated 31 2.98 0.66 
Widowed 63 3.17 0.66 

A one-way ANOVA of health insurance type on overall resilience showed no 

significant differences between individuals with Medicare only, Medicare with 

supplemental insurance, and private insurance on their average resilience, F(2, 154) = 

.743, ns (see Table 42). A MANOVA on the resilience factors also revealed no 

significant multivariate effect for insurance type and resilience factors, multivariate F(l 0, 

298) = .829, ns (see Table 43). 

Additional Pearson's Product Moment Correlations were conducted to test the 

relationships among the number of medical conditions a participant reported having and 

the resilience factors and overall score. No significant relationships were found between 

i 

the number of medical conditions and resilience (see Table 44). 
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Table 40 

Multivariate Analysis of Variance of Marital Status and CD-RISC Factors 

n Mean SD F p 

Factor 1 Personal 1.70 .170 
Single 16 3.31 0.33 
Married 48 3.29 0.53 
Divorced or Separated 31 3.00 0.65 
Widowed 63 3.25 0.72 

Factor 2 Trust .68 .567 
Single 16 2.90 0.45 
Married 48 2.88 0.61 
Divorced or Separated 31 2.65 0.86 
Widowed 63 2.78 0.90 

Factor 3 Positive .873 .457 
Single 16 3.30 0.48 
Married 48 3.34 0.57 
Divorced or Separated 31 3.09 0.77 
Widowed 63 3.22 0.76 

Factor 4 Control 1.30 .278 
Single 16 3.52 0.45 
Married 48 3.40 0.57 
Divorced or Separated 31 3.28 0.73 
Widowed 63 3.53 0.65 

Factor 5 Spiritual .845 .471 
Single 16 3.41 0.76 
Married 48 3.47 0.61 
Divorced or Separated 31 3.37 0.75 
Widowed 63 3.59 0.68 
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Table 41 

Pearson's Product Moment Correlations of Education With CD-RISC Total Mean 

and Five Factors 

Education 

Factor 1 Personal 0.111 

Factor 2 Trust 0.130 

Factor 3 Positive 0.121 

Factor 4 Control 0.070 

Factor 5 Spiritual 0.069 

CD-RISC Mean 0.130 

Table 42 

Analysis of Variance of Health Insurance Total and CD-RISC Total Score 

n Mean SD F p 

Insurance 0.74 0.477 

Medicare A and/ or B 37 3.10 0.57 

Medicare Plus Supplemental 84 3.13 0.55 

Private Insurance Other 36 3.25 0.66 
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Table 43 

Multivariate Analysis of Variance of Health Insurance Total on CD-RISC Factors 

n Mean SD F p 

Factor 1 Personal 0.72 0.487 

Medicare A and/or B 37 3.16 0.64 

Medicare Plus Supplemental 84 3.19 0.57 

Private Insurance Other 36 3.32 0.74 

Factor 2 Trust 0.49 0.614 
Medicare A and/or B 37 2.84 0.84 

Medicare Plus Supplemental 84 2.74 0.71 

Private Insurance Other 36 2.88 0.87 

Factor 3 Positive 0.95 0.391 

Medicare A and/or B 37 3.11 0.66 

Medicare Plus Supplemental 84 3.25 0.68 

Private Insurance Other 36 3.32 0.72 

Factor 4 Control 1.92 0.150 

Medicare A and/ or B 37 3.31 0.69 

Medicare Plus Supplemental 84 3.43 0.62 

Private Insurance Other 36 3.59 0.56 

Factor 5 Spiritual 0.47 0.624 

Medicare A and/or B 37 3.45 0.62 

Medicare Plus Supplemental 84 3.46 0.68 

Private Insurance Other 36 3.59 0.74 
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Table 44 

Pearson's Product Moment Correlations of Total Number of Medical Conditions and 

CD-RISC Overall and Factors (N = 158) 

Medical Conditions Total 

Factor 1 Personal 

Factor 2 Trust 

Factor 3 Positive 

Factor 4 Control 

Factor 5 Spiritual 

CD-RISC Mean 

-0.053 

-0.041 

0.012 

-0.034 

-0.004 

-0.035 

An ANOVA was conducted to test for differences between individuals with, 

without, or unsure of insurance coverage for mental health care on overall resilience, F(2, 

154) = 5.90,p < .01. As shown in Table 45, a Tukey's post hoc test revealed that 

individuals whose health insurance covered mental health had significantly greater (p < 

.05) overall resilience than those whose insurance did not cover mental health. Those 

who were unsure if their insurance covered mental health were not ·significantly different 

on overall resilience from the other two groups ("Yes," insurance covers mental health 

care, and "No," insurance does not cover mental health care). 
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Table 45 

Analysis of Variance of Insurance Covers Mental Health Care and CD-RISC 

Overall Mean (N = 15 7) 

n Mean SD F 

Does Insurance Cover Mental 
Health Care 5.90 

Yes 58 3.31a 0.53 

No 21 2.82b 0.78 

Not sure 78 3.13ab 0.52 

p 

0.003 

Note: Means with different superscripts differed significantly by Tukey's post hoc test, 
p< .05 

A one-way MANOVA between mental health care coverage status and the 

resilience factors revealed a significant multivariate effect, F(lO, 298) = 2.36, p < .05. 

Examination of the univariate effects showed significant differences between mental 

health care coverage groups (Does your health insurance cover mental health care? 

Responses were "yes," "no," or "not sure") and all of the factors except for the spiritual 

factor (see Table 46). 
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Table 46 

Multivariate Analysis of Variance of CD-RISC Factors and Mental Health 

Insurance Coverage 

CD-RISC Factor s n Mean SD F p 

Factor 1 Personal 5.94 0.003 

Yes 58 3.38 a 0.57 

No 21 2.85 b 0.91 

Not sure 78 3.20 ab 0.54 

Factor 2 Trust 5.23 0.006 

Yes 58 3.04 a 0.73 

No 21 2.50 b 0.89 

Not sure 78 2.70 b 0.74 

Factor 3 Positive 3.70 0.027 

Yes 58 3.29 a 0.62 

No 21 2.87 b 0.87 

Not sure 78 3.30 a 0.65 

Factor 4 Contro 1 5.01 0.008 

Yes 58 3.57 a 0.51 

No 21 3.07 b 0.83 

Not sure 78 3.45 a 0.62 

Factor 5 Spiritual 2.04 0.134 

Yes 58 3.60 0.71 

No 21 3.26 0.75 

Not sure 78 3.47 0.63 

Note: Group means with different superscripts differed significantly from one another, 
Tukey's post hoc text, p < .05. 
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Tukey's post hoc tests revealed that individuals whose insurance covered mental 

health care had significantly greater personal resilience than those whose insurance did 

not cover mental health,p < .05, and hence, the potential for more proactive healthcare 

behavior. Individuals who were unsure if their insurance covered mental health were not 

significantly different on factors from the other two groups. Individuals whose insurance 

covered mental health care also had significantly greater trust resilience than those whose 

insurance did not cover mental health or individuals who were unsure if their insurance 

covered mental health, p < .05. Individuals whose insurance covered mental health care 

and individuals who were unsure if their insurance covered mental health had 

significantly greater positive resilience, as well as control resilience than those whose 

insurance did not cover mental health,p < .05 (see Table 46). 

Stigma of Depression (SDS) 

Table 4 7 shows the average scores of the factors of the stigma of depression scale. 

Respondents tended to have average scores at the midpoint of the stigma factors, as well 

as overall stigma. Descriptions of the instrument and factors were presented in Chapter 

III (page 40). The scoring range is 29 to 116. The narrow range of factor means (2.20 to 

2.63) and standard deviations (.43 to .61) represent limited variance in the scores on this 

instrument within this sample. 
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Table 47 

Descriptive Statistics of the SDS and Factors (N = 15 6) 

Mean SD 

SDS Overall 2.49 0.43 

Social Withdrawal 2.63 0.52 

Alienation 2.56 0.54 

Perceived Discrimination 2.48 0.52 

Stereotype Endorsement 2.20 0.61 

Stigma Resistance 2.51 0.47 

Pearson's Product Moment Correlations were conducted between willingness to 

get mental health care for symptoms of depression, current mood from "happy" to "sad", 

and overall health with the stigma of depression factors and overall score. As shown in 

Table 48, willingness to get mental health care was significantly and inversely correlated 

with the perceived discrimination and stereotype endorsement factors and with the 

overall stigma score, indicating that greater willingness to get mental health care was 

negatively related to perceived discrimination stigma, stereotype endorsement stigma, 

and overall stigma of depression. Willingness to get mental health care for symptoms of 

depression was not significantly related to social withdrawal, alienation, and sigma 
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resistance. Current mood and overall health were not significantly related to any of the 

stigma factors or overall stigma of depression. 

Table 48 

Pearson's Product Moment Correlations of SDS Factors and Total Score With 

Willingness to Get Mental Health Care if Needed, Current Mood, and Overall Health 

Willing to Get Current mood 
Mental Health Care from "happy" to Describe your 

if needed "sad" overall health 

Social Withdrawal -0.131 0.030 -0.025 

Alienation -0.159* 0.099 -0.081 

Perceived Discrimination -0.197* 0.073 -0.057 

Stereotype Endorsement -0.264** 0.126 -0.073 

Stigma Resistance 0.054 0.041 0.056 

Stigma of Depression Mean -0.184* 0.078 -0.061 

Note: * p < .05, ** p < .01 

Independent !-tests were conducted to test for differences in the average overall 

stigma of depression score between the two age groups. As shown in Table 49, no 

significant differences were found between the two age groups on overall stigma (t = -

1.66, ns). However, a MANOVA between the two age groups with the stigma factors 
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revealed a significant multivariate effect, F(5, 150) = 2.89,p < .05. Examination of the 

univariate effects revealed significant differences only on the stereotype endorsement 

factor, F(l, 154) = 3.74,p < .05. As shown in Table 50, older participants (age 75 and up) 

had significantly greater stereotype endorsement factor scores than the younger 

participants (age 65 - 74). 

Table 49 

Independent Samples t-Test of Age Groups on SDS Total Mean 

n Mean SD t p 

SDS Scale Total Mean -1.66 .100 
Age 65 -7 4 years 76 2.43 0.35 

Age 7 5 + years 80 2.54 0.50 

Independent t-tests were also conducted to test for differences in the average 

overall stigma of depression score between males and females. As shown in Table 51, no 

significant differences were found between males and females on overall stigma of 

depression, t = 0.920, ns. Similarly, a MANOV A between males and females with the 

stigma factors also revealed no significant differences, multivariate F(5, 150) = 0.436, ns 

(see Table 52). 
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Table 50 

Multivariate Analysis of Variance of Age Groups and SDS Factors 

n Mean SD F p 

Social Withdrawal .18 0.671 

Age 65 -7 4 years 76 2.61 0.45 

Age 7 5 + years 80 2.64 0.57 

Alienation 1.20 0.275 

Age 65 -7 4 years 76 2.51 0.45 

Age 7 5 + years 80 2.60 0.61 

Perceived Discrimination 3.74 0.055 

Age 65 -7 4 years 76 2.40 0.44 

Age 7 5 + years 80 2.56 0.58 

Stereotype Endorsement 6.57 0.011 

Age 65 -7 4 years 76 2.07 0.53 

Age 7 5 + years 80 2.32 0.66 

Stigma Resistance 1.30 0.257 

Age 65 -7 4 years 76 2.47 0.46 

Age 7 5 + years 80 2.56 0.47 
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Table 51 

Independent Samples t-Test of Gender on SDS Total Mean 

SDS Mean 
Male 
Female 

Table 52 

n 

37 
119 

Mean 

2.55 
2.48 

SD 

0.44 
0.43 

Multivariate Analysis of Variance of Gender and SDS Factors 

n Mean SD 

Social Withdrawal 
Male 37 2.69 0.52 
Female 119 2.61 0.52 

Alienation 
Male 37 2.65 0.53 
Female 119 2.53 0.54 

Perceived Discrimination 
Male 37 2.54 0.49 
Female 119 2.46 0.53 

Stereotype Endorsement 
Male 37 2.25 0.58 
Female 119 2.18 0.61 

Stigma Resistance 
Male 37 2.55 0.47 
Female 119 2.50 0.47 

117 

t p 

0.92 0.359 

F p 

0.82 0.368 

1.52 0.220 

0.74 0.391 

0.38 0.539 

0.30 0.587 



Similarly, a one-way ANOVA of marital status and overall stigma of depression 

scores showed no significant differences between single, married, divorced/separated, 

and widowed individuals, F(3, 152) = 2.53, ns (see Table 53). As shown in Table 54, a 

MANOV A of marital status and the stigma factors also revealed no significant 

differences, multivariate F(15, 440) = .883, ns. 

Table 53 

Analysis of Variance of Marital Status on SDS Total Score (N = 156) 

N Mean SD F p 

Stigma of Depression Scale Total 2.53 0.059 
Single 16 2.38 0.55 
Married 48 2.38 0.33 
Divorced or Separated 30 2.56 0.44 
Widowed 62 2.58 0.45 

Pearson's Product Moment Correlations were conducted to test the relationships 

among education (highest grade completed) and the stigma of depression factors and 

overall score. Significant weak to moderate inverse correlations were found with the 

overall stigma of depression (r = -.270, p < .01) and with all of the stigma factors except 

stigma resistance. These significant relationships indicate that individuals with higher 

education levels, tended to have lower stigma of depression scores (see Table 55). 
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Table 54 

Multivariate Analysis of Variance of Marital Status on SDS Factors 

n Mean SD F p 

Social Withdrawal 1.55 0.204 
Single 16 2.55 0.67 
Married 48 2.51 0.42 
Divorced or Separated 30 2.70 0.53 
Widowed 62 2.63 0.53 

Alienation 1.52 0.211 
Single 16 2.48 0.53 
Married 48 2.44 0.46 
Divorced or Separated 30 2.65 0.60 
Widowed 62 2.62 0.55 

Perceived Discrimination 2.14 0.097 
Single 16 2.41 0.55 
Married 48 2.33 0.44 
Divorced or Separated 30 2.56 0.56 
Widowed 62 2.56 0.54 

Stereotype Endorsement 2.62 0.053 
Single 16 2.00 0.68 
Married 48 2.05 0.49 
Divorced or Separated 30 2.26 0.62 
Widowed 62 2.33 0.64 

Stigma Resistance 1.03 0.383 
Single 16 2.33 0.48 
Married 48 2.53 0.37 
Divorced or Separated 30 2.49 0.51 
Widowed 62 2.56 0.51 
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Table 55 

Pearson's Product Moment Correlations Among Education and SDS Factors and SDS 

Overall Mean 

Education 

Social Withdrawal -0.194* 

Alienation -0.289** 

Perceived Discrimination -0.314** 

Stereotype Endorsement -0.330** 

Stigma Resistance 0.047 

SDS Mean -0.270** 

Note:* p < 0.05, ** p < 0.01. 

A one-way ANOV A of health insurance type on overall stigma of depression 

scores showed no significant differences between individuals with Medicare only, 

Medicare with supplemental insurance, and private insurance, F(2,' 152) = 1.63, ns (see 

Table 56). A MANOV A of insurance type with the stigma of depression factors also 
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revealed no significant multivariate effect, multivariate F(lO, 294) = 1.44, ns (see Table 

57). 

Table 56 

Analysis of Variance of Levels of Health Insurance on SDS Total Score (N = 155) 

N Mean SD F p 

SDS Overall Score 1.63 0.200 

Medicare A and/ or B 37 2.42 0.42 
Medicare + Supplemental 82 2.55 0.43 
Private Insurance Other 36 2.45 0.40 

Additional Pearson's Product Moment Correlations were conducted to test the 

relationships among the number of medical conditions a participant reported having and 

the stigma of depression factors and overall score. Significant weak, positive correlations 

were found with the social withdrawal and alienation factors and with the overall stigma 

of depression, indicating that individuals with more medical conditions tended to have 

greater stigma of depression (see Table 58). 
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Table 57 

Multivariate Analysis of Variance of Education on SDS Factors 

n Mean SD F p 

Social Withdrawal 1.48 0.231 

Medicare A and/ or B 37 2.55 0.51 

Medicare + Supplemental 82 2.70 0.51 

Private Insurance Other 36 2.57 0.50 

Alienation 1.99 0.141 

Medicare A and/ or B 37 2.54 0.49 

Medicare + Supplemental 82 2.64 0.55 

Private Insurance Other 36 2.43 0.50 

Perceived Discrimination 1.80 0.170 

Medicare A and/ or B 37 2.42 0.52 

Medicare + Supplemental 82 2.56 0.53 

Private Insurance Other 36 2.48 0.47 

Stereotype Endorsement 0.65 0.526 

Medicare A and/ or B 37 2.10 0.58 

Medicare + Supplemental 82 2.24 0.65 

Private Insurance Other 36 2.23 0.52 

Stigma Resistance 0.87 0.421 

Medicare A and/ or B 37 2.45 0.46 

Medicare + Supplemental 82 2.51 0.49 

Private Insurance Other 36 2.60 0.43 
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Table 58 

Pearson's Product Moment Correlations Among Medical Conditions Total, SDS 

Factors, and SDS Overall Score 

Social Withdrawal 

Alienation 

Perceived Discrimination 

Stereotype Endorsement 

Stigma Resistance 

Stigma of Depression Scale 

Note: * p < .05 

Medical Conditions Total 

0.204* 

0.182* 

0.157 

0.077 

0.143 

0.195* 

A one-way ANOV A was conducted to test for differences between individuals 

with or without insurance that covers mental health care on depressive symptoms. As 

shown in Table 59, no significant differences were found among individuals whose 

health insurance covered mental health, those whose did not cover mental health, and 

those who were unsure of their coverage, F(2, 152) = 1.69, ns. In addition, a one-way 

MANOV A was conducted to test for differences between individuals with or without 

insurance that covers mental health care on the factors of depressive symptoms. As 
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shown in Table 60, no significant differences were found on any of the factors between 

individuals whose health insurance covered mental health, those whose did not cover 

mental health, and those who were unsure, F(lO, 294) = 1.42, ns. 

Table 59 

Analysis of Variance Among Insurance Coverage and SDS Total Score 

n Mean SD F p 

Does Insurance Cover Mental Health Care 1.69 0.189 

Yes 58 2.44 0.44 

No 20 2.40 0.39 

Not sure 77 2.56 0.43 

Willingness to Seek Health Care for Depressive Symptoms (WSHC-DS) 

Table 61 shows the average scores of the items for each of the willingness to seek 

health care items, as well as the total willingness score. Respondents tended to be willing 

to seek care for the individual depressive symptoms, as well as for combined symptoms 

as indicated by a high total willingness score (M= 39.11, SD= 12.03), where the total 

possible score is 50. Each item was rated on a scale of 0 (not at all willing) to 10 

(completely willing). A description of the scale was presented in Chapter I (page 10). 
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Table 60 

Multivariate Analysis of Variance of Insurance Covers Mental Health Care and 

SDS Factors 

n Mean SD F 

Social Withdrawal 0.83 

Yes 58 2.58 0.53 

No 20 2.57 0.48 

Not sure 77 2.69 0.52 

Alienation 2.19 

Yes 58 2.44 0.62 

No 20 2.58 0.34 

Not sure 77 2.64 0.50 

Perceived Discrimination 1.32 

Yes 58 2.40 0.57 

No 20 2.44 0.38 

Not sure 77 2.55 0.51 

Stereotype Endorsement 2.53 

Yes 58 2.10 0.64 

No 20 2.06 0.52 

Not sure 77 2.30 0.60 

Stigma Resistance 1.62 

Yes 58 2.55 0.46 

No 20 2.34 0.49 

Not sure 77 2.53 0.47 
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Table 61 

Descriptive Statistics of the Willingness Items and Total Willingness Score (N = 157) 

Mean SD 

Willingness Total Score 39.11 12.03 

Willingness Items "if mood was:" 

Affecting how often you participated in social activities 7.59 2.86 

Affecting how much you enjoyed being with others 7.96 2.76 

Affecting how well you could think or concentrate 8.14 2.56 

Making you feel tired 7.60 3.11 

Making you feel like you were useless to others 7.82 3.04 

Pearson's Product Moment Correlations were conducted among the individual 

items and total score of the WSHC-DS, current mood from "happy" to "sad," and overall 

rating of health. As shown in Table 62, participants' current mood (happy to sad) showed 

negative weak to moderate relationships with the individual willi~gness items, as well as 

with the total score (r = -.288, p < .01 ), indicating that individuals with relatively sad 
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current moods tended to demonstrate less willingness to talk to a professional health care 

provider about their mood. 

Table 62 

Pearson's Product Moment Correlations Among Current Mood, Overall Health, 

WSHC-DS Items, and WSHC-DS Total Score 

Current mood from Describe your 
"happy" to "sad" overall health 

Affecting how often you 
participated in social activities -0.314** 0.185* 

Affecting how much you 
enjoyed being with others -0.252** 0.122 

Affecting how well you could 
think or concentrate -0.190* 0.172* 

Making you feel tired -0.194* 0.128 

Making you feel like you were 
useless to others -0.259** 0.269** 

Willingness Total Score -0.288** 0.210** 

Note: * p < .05, ** p < .01 
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Also shown in Table 62, overall health was positively and weakly related with 

willingness to talk to a professional health care provider about their mood if they felt it 

was affecting how often they participated in social activities (r = .185, p < .05), how well 

they could think or concentrate (r = .172, p < .05), and making them feel useless to others 

(r = .269, p < .01). The correlation with total willingness (r = .210, p < .01) indicated that 

individuals with relatively good health tended to have greater willingness to talk to a 

professional health care provider about mood. Overall, health was not significantly 

related to willingness to talk to a professional health care provider if mood affected 

enjoyment in being with others or was making them tired. 

Independent !-tests were conducted to test for differences in the total willingness 

between the two age groups. As shown in Table 63, participants aged 65 to 74 were 

significantly more willing to talk to a health care provider than participants 7 5 and over (t 

= 2.14, p < .05). 

Table 63 

Independent t-Test for Mean Differences of Age Groups and WSHC-DS Total Score 

WSHC-DS Total 

Age 65 - 7 4 years 

Age 7 5 + years 

n 

76 
81 

Mean 

41.18 

37.17 

Note: Equal variances not assumed reported. 
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SD 

9.13 

14.00 

t 

2.14 

p 

0.034 



A MANOV A between the two age groups on the individual willingness items 

revealed no significant differences, multivariate F(5, 151) = 1.35, ns (see Table 64). 

While the multivariate effect was not significant, examination of the univariate effects 

showed significant differences between older and younger groups on the willingness 

items; affecting how often you participated in social activities, affecting how much you 

enjoyed being with others, affecting how well you could think or concentrate. Trends in 

the means showed that younger participants had greater scores than older participants for 

all three willingness items. 

Independent t-tests were also conducted to test for differences in the average 

willingness between males and females. As shown in Table 65, no significant differences 

were found between gender and total willingness, t = -0.581, ns. Similarly, a MANOVA 

between males and females on the individual willingness items also revealed no 

significant differences, multivariate F(5, 151) = .967, ns (see Table 66). 

Similarly, a one-way ANOVA of marital status and total willingness showed no 

significant differences between single, married, divorced/separated, and widowed 

individuals on their average willingness to talk to a professional, F(3, 153) = .445, ns (see 

Table 67). As shown in Table 68, a MANOV A on the willingness items revealed no 

significant differences among the groups by marital status, multivariate F(l 5, 443) = 

.405, ns. 
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Table 64 

Multivariate Analysis of Variance of Age Groups and WSHC-DS Items 

n Mean SD F p 

Affecting how often you participated 
in social activities 4.10 0.044 

Age 65 - 74 years 76 8.07 2.29 

Age 7 5 + years 81 7.15 3.26 

Affecting how much you enjoyed 
being with others 6.07 0.015 

Age 65 - 7 4 years 76 8.51 1.93 

Age 7 5 + years 81 7.44 3.28 

Affecting how well you could think 
or concentrate 4.44 0.037 

Age 65 - 7 4 years 76 8.58 2.03 

Age 7 5 + years 81 7.73 2.92 

Making you feel tired 1.72 0.191 

Age 65 - 7 4 years 76 7.93 2.69 

Age 7 5 + years 81 7.28 3.45 

Making you feel like you were 
useless to others 1.17 0.282 

Age 65 - 7 4 years 76 8.09 2.77 

Age 7 5 + years 81 7.57 3.27 
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Table 65 

Independent Samples I-Test of Means by Gender for WSHC-DS Total Score 

. WSHC-DS Total 

Male 

Female 

n 

37 

120 

Mean 

38.11 
39.42 

SD 

13.09 

11.72 

t 

-0.581 

p 

0.562 

Also shown in Table 69, education was positively and weakly related with 

individuals' willingness to talk to a professional health care provider about mood, if they 

felt their mood was affecting how often they participated in social activities (r = .162, p < 

.05) and if they felt their mood was affecting how well they could think or concentrate (r 

= .183,p < .05). The relationship between education and total willingness (r = .164,p < 

.05) show that individuals with higher educations tend to have greater willingness to talk 

to a professional health care provider. Education was not significantly related to 

willingness to talk to a professional health care provider about their mood, if they felt 

their mood was affecting how much they enjoyed being with others or was making them 

tired. 
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Table 66 

Multivariate Analysis of Variance ofWSHC-DS Factors by Gender (N= 157) 

n Mean SD F p 

Affecting how often you 
0.34 0.560 

participated in social activities 

Male 37 7.35 3.16 

Female 120 7.67 2.78 

Affecting how much you 
0.09 0.765 

enjoyed being with others 

Male 37 8.08 2.96 

Female 120 7.93 2.71 

Affecting how well you could 
0.78 0.780 

think or concentrate 

Male 37 8.24 2.44 

Female 120 8.11 2.60 

Making you feel tired 0.73 0.394 

Male 37 7.22 3.47 

Female 120 7.72 3.00 

· Making you feel like you were 
1.93 0.166 

useless to others 

Male 37 7.22 3.74 

Female 120 8.01 2.78 
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Table 67 

Analysis of Variance of Marital Status on WSHC-DS Total Score 

n Mean SD F p 

Willingness Total Score 0.45 0.721 

Single 16 41.56 11.60 

Married 48 39.79 10.05 

Divorced or Separated 31 39.03 11.22 

Widowed 62 38.00 13.92 

A one-way ANOVA of health insurance type and the total willingness score 

showed no significant differences among individuals with Medicare only, Medicare with 

supplemental insurance, and private insurance, F(2, 153) = .316, ns (see Table 70). A 

MANOV A on the individual willingness items also revealed no significant multivariate 

effect for insurance type, multivariate F(l0, 296) = 1.93, ns (see Table 71). Additional 

Pearson's Product Moment Correlations revealed no significant relationships between the 

number of medical conditions a participant reported having, the willingness items, and 

the total willingness score (see Table 72). 
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Table 68 

Multivariate Analysis of Variance of Marital Status on WSHC-DS Items 

n Mean SD F p 

Affecting how often you participated in 
0.22 0.880 

social activities 
Single 16 7.69 3.00 
Married 48 7.85 2.71 
Divorced or Separated 31 7.45 2.59 
Widowed 62 7.44 3.12 

Affecting how much you enjoyed being 0.14 0.936 
with others 

Single 16 8.31 2.21 
Married 48 8.04 2.64 
Divorced or Separated 31 7.87 2.54 
Widowed 62 7.85 3.11 

Affecting how well you could think or 0.64 0.590 
concentrate 

Single 16 8.56 2.13 
Married 48 8.38 2.24 
Divorced or Separated 31 8.23 2.53 
Widowed 62 7.81 2.90 

Making you feel tired 0.52 0.666 
Single 16 8.38 3.14 
Married 48 7.75 2.68 
Divorced or Separated 31 7.48 2.94 
Widowed 62 7.34 3.50 

Make feel like you were useless to others 0.56 0.645 
Single 16 8.63 2.96 
Married 48 7.77 2.95 
Divorced or Separated 31 8.00 2.58 
Widowed 62 7.56 3.35 
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Table 69 

Pearson's Product Moment Correlations of Education on WSHC-DS Items and Total 

Score 

Affecting how often you participated in social activities 

Affecting how much you enjoyed being with others 

Affecting how well you could think or concentrate 

Making you feel tired 

Making you feel like you were useless to others 

Willingness Total Score 

Note:* p < .05. 

Table 70 

Education 

0.161 * 

0.069 

0.183* 

0.142 

0.132 

0.164* 

Analysis of Variance of Health Insurance Total on WSHC-DS Total Score 

n Mean SD F 

Willingness Total Score 0.32 

Medicare A and/or B 35 37.81 11.44 

Medicare + Supplemental 83 39.69 12.63 

Private Insurance Other 36 38.83 11.39 
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Table 71 

Multivariate Analysis of Variance of Health Insurance Total on WSHC-DS Items 

n Mean SD F p 

Affecting how often you participated 
1.34 0.266 

in social activities 

Medicare A and/or B 37 7.46 3.20 

Medicare + Supplemental 83 7.89 2.72 

Private Insurance Other 36 6.97 2.80 

Affecting how much you enjoyed 
0.57 0.566 

being with others 

Medicare A and/or B 37 7.65 3.21 

Medicare + Supplemental 83 8.17 2.59 

Private Insurance Other 36 7.75 2.70 

Affecting how well you could think 
0.95 0.391 

or concentrate 

Medicare A and/or B 37 8.22 2.10 

Medicare + Supplemental 83 7.89 2.85 

Private Insurance Other 36 8.58 2.27 

Making you feel tired 0.25 0.781 

Medicare A and/or B 37 7.27 3.11 

Medicare + Supplemental 83 7.66 3.19 

Private Insurance Other 36 7.72 2.99 

Making you feel like you were 
1.01 0.366 

useless to others 

Medicare A and/or B 37 7.22 3.28 

Medicare + Supplemental 83 8.07 2.95 

Private Insurance Other 36 7.81 3.01 
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Table 72 

Pearson's Product Moment Correlations Among Chronic Medical Conditions, 

WSHC-DS Items, and Total WSHC-DS Score (N = 157) 

Affecting how often you participated in social activities 

Affecting how much you enjoyed being with others 

Affecting how well you could think or concentrate 

Making you feel tired 

Making you feel like you were useless to others 

Willingness Total Score 

Medical Conditions Total 

-0.081 

-0.117 

-0.060 

0.060 

-0.015 

-0.047 

A one-way ANOVA was conducted to test for differences between individuals 

with or without insurance that covers mental health care and their willingness to talk to a 

professional health care provider. As shown in Table 73, no significant differences were 

found between individuals whose health insurance covered mental health, those whose 

did not cover mental health, and those who were unsure, F(2, 153) = 3.02, ns. A 

MANOVA with the individual willingness items revealed a nonsignificant multivariate 
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effect, F(l 0, 296) = 1.35, ns. While the multivariate effect was not significant, 

examination of the univariate effects showed significant differences between individuals 

whose health insurance covered mental health, those whose did not cover mental health, 

and those who were unsure for the willingness items, "affecting how often you 

participated in social activities", and "affecting how well you could think or concentrate" 

(see Table 74). Trends in the means showed that individuals whose health insurance 

covered mental health and those who were unsure had greater scores on both items than 

individuals whose insurance did not cover mental health. 

Table 73 

Analysis of Variance of Health Insurance Covers Mental Health Care on WSHC-DS 

Total Score 

n Mean SD F p 

Does insurance cover Mental Health 
3.02 0.052 

Care 

Yes 58 40.55 9.92 

No 21 33.29 14.10 

Not sure 77 39.66 12.62 
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Table 74 

Multivariate Analysis of Variance of Insurance Covers Mental Health Care on 

WSHC-DS Items 

n Mean SD F p 

Affecting how often you participated 
3.61 0.029 

in social activities 
Yes 58 8.07 2.38 
No 21 6.14 3.60 
Not sure 77 7.65 2.90 

Affecting how much you enjoyed 
1.81 0.167 

being with others 
Yes 58 8.16 2.53 
No 21 6.90 3.43 
Not sure 77 8.12 2.71 

Affecting how well you could think 
3.50 0.033 

or concentrate 
Yes 58 8.55 2.21 
No 21 6.86 2.89 
Not sure 77 8.18 2.64 

Making you feel tired 1.24 0.293 
Yes 58 7.83 2.79 
No 21 6.62 3.44 
Not sure 77 7.70 3.25 

Making you feel like you were 
1.48 0.231 

useless to others 
Yes 58 7.95 2.93 
No 21 6.76 3.37 
Not sure 77 8.01 3.03 
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Research Question 2 

The second research question involved identifying which of the three independent 

variables ( stigma, resilience, and depressive symptoms) would significantly predict 

willingness to seek mental health care. This research question was approached using 

standard multiple regression to determine which independent variables were significant 

predictors of the outcome variable and hierarchical multiple regression to examine the 

theoretical paths within the hypothesized model (see Figure 1, page 6). The data were 

examined for multicollinearity, outliers, and statistical assumptions ( e.g., normality, 

linearity, and homoscedasticity of residuals) prior to regression analysis (see explanation 

on page 67). The associations between the independent variables and the dependent 

variable were low to moderate, ranging from -0.099 to 0.367; thus, multicollinearity was 

not an issue (see Table 75). 

Table 75 

Multiple Regression Analyses of CD-RISC, SDS, and CES-D on WSHC-DS 

F (3, 151) = 9.46,p < .001. R2 = .158 

Unstandardized 

B SE Beta t p 

CD-RISC 7.369 1.514 .367 4.869 .000 

sos -2.690 2.056 -.099 -1.308 .193 

CES-D -1.352 2.124 -.049 -.637 .525 
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Hierarchical, or sequential, regression analysis was performed to examine the 

paths of the theoretical model (see Figure 15). In sequence, the following predictor, or 

independent, variables were added: depressive symptoms, stigma, and resilience. Results 

showed that all of the associations between the variables in the model were in the 

predicted direction, however only two of the model's paths were found to be significant. 

Significant associations were found between resilience (measured by the CD-RISC) and 

willingness to talk to a health care provider about depressive symptoms ( as measured by 

the WSHC-DS) (/3 = 0.367,p < 0.01), but not between the SDS and the WSHC-DS (/3 = -

.099,p = .193) or the CES-D and the WSHC-DS (/3 = -.049,p = .525). The associations 

between depressive symptoms (as measured by the CES-D) and resilience (as measured 

by the CD-RISC) was not significant (/3 = -.129, p = . l 07). The associations between 

depressive symptoms (as measured by the CES-D) and stigma of depression (as measured 

by the SDS) was significant (/3= .174,p < .05). The low R2 value (R2= 0.013) 

demonstrated that 1.3 % of the overall variance among stigma of depression is explained 

by depressive symptoms. Also, the low R2 value (R2 = 0.158) demonstrated that 15.8% of 

the overall variance among the variables is explained by the predictors resilience and 

stigma of depression (see Table 76). 

141 



Figure 15. Hypothesized Model with Significant Betas 
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Table 76 

Hierarchical Regression Analyses of CES-D, SDS, and CD-RISC on WSHC-DS 

Unstandardized 

B SE Beta 

Model 1: F (l, 153) = 2.02,p = .157. R2 = .013 

CES-D -3.174 2.233 -.114 

Model 2: F(2, 152) = 2.04,p = .134. R2 = .026 

CES-D 

SDS 

49.162 

-2.612 

2.260 

2.202 

-.094 

-.116 

Model 3: F(3, 151) = 9.46,p < .001. R2 = .158 

CES-D -1.352 2.124 -.049 

SDS -2.690 2.056 -.099 

CD-RISC 7.369 1.514 .367 
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-1.421 

-1.156 

-1.427 

-.637 

-1.308 

4.869 · 

.157 

.250 

.156 

.525 

.193 

.000 

p 



Research Question 3 

The third research question involved quantification of direct, indirect, and total 

causal effects represented in the hypothetical model proposed in Chapter I. The direct 

effects, the influence of one variable on another, are represented in the structural model 

by each single path (Pedhazur & Schmelkin, 1991). Indirect effects quantify the impact 

of one variable on another through its influence on one or more intervening variables. 

The total effect of one variable on another is the sum of its direct and indirect effects. 

Structural equation modeling (SEM) using LIS REL version 8. 72 was conducted to test 

the model and to examine the indicators related to the concepts measured, specifically, 

depressive symptoms, resilience, stigma of depression, and willingness to seek health 

care for depressive symptoms. 

Because the analyses were conducted using structural equation modeling (SEM), 

the direction of each path was predicted; however no predictions about the strength of the 

paths were made. In addition, each construct had at least four additional latent variables 

(factors) that were formed by using the subscale scores. See Chapter III for a detailed 

description of each measure, its subscales, and reliability. CFI > . 70, RMS EA and SRMR 

< .10, and x2/df < 3 were considered as indicative of adequate model fit (Kline, 1998). 

Measurement Model 

The measurement model consisted of three variables used to predict the fourth 

variable. The three predictor variables were level of depressive symptoms (measured by 

the four CES-D factors), resilience (measured by the five CD-RISC factors), and stigma 
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about depression (measured by the five SDS factors). The fourth variable in the 

measurement model was the level of willingness to seek care for depressive symptoms 

(measured by the five WSHC-DS items). Confirmatory Factor Analyses were conducted 

to test the factors making up each latent variable. 

The five subsc~les of the CD-RISC loaded on one factor (all eigenvalues> .719) 

and accounted for 66.6% of the variance. The five subscales of the SDS loaded on one 

factor and accounted for 69.4% of the variance. While only one factor emerged, 

examination of the factor loadings showed that the SDS factor, Stigma Resistance, was 

weak (eigenvalue= .223), compared to the other four (all eigenvalues> .873). This low 

factor loading suggests that Stigma Resistance may be not a good indicator of stigma of 

depressive symptoms. The four sub scales of the CES-D loaded on one factor and 

accounted for 54.8% of the variance. While only one factor emerged, examination of the 

factor loadings showed that the CES-D subscale, Positive Affect, was weak and in the 

opposite direction (eigenvalue= -.107), compared to the other three (all eigenvalues> 

.734). This low factor loading suggests that positive affect may be not a good indicator 

of depressive symptoms. The five items of the WSHC-DS also loaded on one factor (all 

eigenvalues > .808) and accounted for 70.5% of the variance. 

The measurement model was constructed using the depressive symptoms, 

resilience, stigma of depression, and willingness to seek health care as latent variables. 

Latent variables represent constructs that are abstract in nature and whose measurements 

are "approximated" (Mertler & Vannatta, 2002). The measurement model was tested 
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using LISREL to estimate the strength of each hypothesized path (see Table 77). Results 

indicated that the measurement model confirming the factors making up each latent 

variable was a good fit (CFI = .730, RMSEA = .042 and SRMR= .061, and x2!df= 1.28) 

(see Figure 16). 

Table 77 

Unstandardized and Standardized Estimates of the Measurement Model 

Unstandardized Standardized 
Path Estimates Estimates 

CES-D Positive - Depression .72 .92 
CES-D Interper. - Depression .15 .32 
CES-D Somatic - Depression - .37 - .66 
CES-D Depress - Depression - .44 -.81 

CD Person - Resilience .59 .94 
CD Trust - Resilience .64 .83 
CD Position - Resilience .58 .85 
CD Control - Resilience .53 .85 
CD Spirit - Resilience .44 .64 

SD Stigma - Stigma - .25 - .54 
SD Stereotype - Stigma .65 1.07 
SD Perception - Stigma .50 .96 
SD Salience - Stigma .54 1.01 
SD Withdraw - Stigma .05 .10 

Will 1 - Willingness 2.36 · .83 
Will 2. - Willingness 1.96 .71 
Will 3 - Willingness 2.32 .91 
Will 4 - Willingness 2.02 .65 
Will 5 - Willingness 2.81 .93 

Note:* significant,p < .05. 
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Structural Model 

Introduction of indicators for the exogenous variable and for each endogenous 

variable did not result in path coefficient changes (see Figure 17). An exogenous variable 

is one whose variability is not explained by the model; in this model, the exogenous 

variable is depressive symptoms (CES-D); the endogenous variables of resilience (CD

RISC), stigma (SOS), and willingness (WSHC-DS) are explained by the other variables 

in the model. These explanations of variables are as explained by Pedhazur and 

Schmelkin ( 1991) and refer to a 1982 publication by Pedhazur. 

The model of standardized estimates for the indicators revealed low path 

coefficients(< 0.70) for two indicators of depressive symptoms (positive affect, 

interpersonal), one indicator of stigma of depression (stigma resistance), and one 

indicator of resilience (spiritual). A test of significance for the path coefficients revealed 

non-significant t-scores (t < 1.96) for all indicators of depressive symptoms (positive 

affect, t = 0.001, interpersonal, t = -0.68, somatic, t = -0.68, and depressed affect, t = -

0.68), and two indicators of stigma (stigma resistance, t = 1.77, and social withdrawal, t = 

0.001) (see Table 78). 
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Table 78 

Unstandardized and Standardized Estimates of Hypothetical Model and Final Model 

HyQothetical Model Final Model 

Unstandardized Standardized Unstandardized Standardized 
Path Estimates Estimates t Estimates Estimates t 

CES-D Positive-depression 1.00 .06 
CES-D Interper-depression -5.74 -.54 -.68 1.00 .54 
CES-D Somatic-depression -11.21 -.90 -.68 1.97 .91 6.82* 

........ CBS-D Depress-depression -10.82 -.89 -.68 1.88 .88 6.88* Ul 
0 

CD Person - Resilience 1.00 .95 -- 1.00 .94 
CD Trust - Resilience 1.09 .83 14.73* 1.10 .84 14.74* 
CD Position - Resilience .80 .70 10.75* .81 .70 10.79* 
CD Control - Resilience .77 .72 11.44* .77 .72 11.41 * 
CD Spirit - Resilience .66 .58 8.16* .67 .58 8.21 * 

SD Stigma - Stigma .15 .14 1.77 
SD Stereotype - Stigma 1.08 .81 13.72* 1.08 .81 13.68* 
SD Perception - Stigma 1.09 .96 19.79* 1.09 .96 19.72* 
SD Salience - Stigma 1.11 .95 19.54* 1.12 .95 19.49* 
SD Withdraw - Stigma 1.00 .89 -- 1.00 .88 

Note: * significant, p < .05. 



Table 78, continued 

Unstandardized and Standardized Estimates of Hypothetical Model and Final Model 

HYQothetical Model Final Model 

Unstandardized Standardized Unstandardized Standardized 
Path Estimates Estimates t Estimates Estimates t 

Will 1 - Willingness 1.00 .77 -- 1.00 .78 
Will 2. - Willingness .93 .74 9.44* .80 .65 5.60* - Will 3 - Willingness .99 .85 11.10* .87 .76 5.21 * Vl - Will 4 - Willingness 1.17 .83 10.71 * .84 .60 4.63* 
Will 5 - Willingness 1.09 .78 10.10* 1.06 .78 5.23* 

Depress to Resilience 3.12 .24 .66 -.54 -.24 -2.55* 
Depress to Stigma -2.27 -.22 -.66 .40 .22 2.50* 
Stigma to Resilience -.07 -.05 -.62 -.07 -.05 -.63 
Resilience to Willingness 1.54 .42 4.87* 1.74 .46 4.78* 
Stigma to Willingness -.13 -.13 -1.63 -.80 -.16 -2.04* 

Note: * significant, p < .05. 



The test of significance also revealed non-significant paths (t < 1.96) for one 

indicator of resilience (personal, t = 0.001), and one indicator of willingness (mood was 

affecting how often you participated in social activities, t = 0.001). The remaining path 

coefficients for indicators were significant (t > 1.96): stereotype endorsement, perceived 

discrimination, alienation, and social withdrawal as indicators for stigma; trust, positive 

affect, control, and spiritual as indicators for resilience; and willingness indicators 2 

through 5 (mood was affecting how much you enjoyed being with others, affecting how 

well you could think or concentrate, making you feel tired, and making you feel like you 

were useless to others) (see Table 78). 

The test of significance also revealed that four of the hypothesized measurement 

paths were non-significant and one hypothesized measurement path was significant. The 

non-significant (t < 1.96) measurement paths were between depression and resilience (t = 

0.67), between depression and stigma (t = -0.66), between resilience and stigma (t = -

0.62), and between stigma and willingness (t = -1.63). The significant (t > 1.96) 

measurement path was between resilience and willingness (t = 4.87) (see Table 78). 

Using the modification indices, paths with extremely low path coefficients were 

subsequently removed from the model (Kline, 1998). The stigma factor was removed as 

an indicator of stigma resistance and the positive affect factor of the CSE-D was removed 

as an indicator of depressive symptoms. The fit estimates then indicated a good fitting 

model (see Figure 18 for the final structural model) because the relative chi-squared is 

non-significant and the root mean square error of approximation (RMSEA) is less than 
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.10 (RMSEA = .0537), meaning that there was little difference between the model and 

the data from the sample (Streiner, 2006). The number of parameters (21) estimated to 

produce the good fit model was lower than the number of indicator covariances (29) 

revealing an overidentified model that is suitable for SEM (Munro, 2001; Tabachnick & 

Fidell, 2007). Thus, the final model (see Figure 18) fits the data as confirmed by several 

recommended procedures for Goodness of Fit using SEM (Munro; Tabachnick & Fidell): 

the t scores for statistical significance (t < 1. 96), Chi-square < . 01, and Root Mean Square 

Error of Approximation (RMSEA) = .0537 (see Table 79). Goodness of fit consists of 

several measures, three of which were used to assess this model and are depicted in Table 

79. 

_.,...-,0.94 

~ 
-0.24* 

0. 46 * 

1.00 -0.05 

0. 22 * 

Figure 18. Final Structural Model. (* significant path estimates). 
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Table 79 

Goodness of Fit Tests for Hypothesized and Final Structural Models 

Goodness of Hypothesized 
Fit Test df Model p df Final Model p 

Chi-Square 147 302.727 <.001 105 153.84 <.01 

Relative 1 2.059 < .05 1 1.47 >.05 
Chi-Square 

RMSEA .0819 <.001 .0537 .358 
CI= 0.069, 0.095 CI= .0338, .0714 

Direct effects were assessed for depressive symptoms on resilience (-.25), 

depressive symptoms on stigma (.23), resilience on willingness (.46), and stigma on 

willingness (-.16). Indirect effects were assessed for depressive symptoms through 

resilience to willingness (.21), and for depressive symptoms through stigma to 

willingness (.07). The total effect of the latent independent variables on the latent 

dependent variable was .28, a small (less than .3) effect but with good fit indices as 

described above. These indicate the need to consider other variables that may influence 

willingness to talk with professional health care providers about issues of mood in this 

population. The final model of Good Fit Estimates consisted of three indicators from the 
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CES-D for depressive symptoms (interpersonal, somatic, depressive affect); four 

indicators from the SDS for stigma (stereotype endorsement, personal, alienation, and 

social withdrawal); and all five indicators from the CD-RISC for resilience (personal, 

trust, positive, control, and spiritual) and from the WSHC-DS for willingness to seek 

health care for depressive symptoms (see Figure 18). 

Summary 

This study used a cross-sectional, correlational, causal modeling design to 

examine the influence of depressive symptoms, stigma about depression or persons 

receiving treatment for depressive symptoms, and resilience on the willingness of older 

African Americans to seek health care for depressive symptoms. The study involved four 

measurement instruments (CES-D, CD-RISC, SDS, WSHC-DS) for examination of the 

independent and dependent variables, and a General Information Form (GIF) for 

identification of characteristics of the sample. Descriptive statistics, correlation, multiple 

regression, and structural equation modeling were used to analyze the data. Examination 

of assumptions for these tests revealed mixed indications of normality and skewness; 

however, examination of skewness and residuals plots indicated that all variables were 

appropriate for using in the regression and SEM analyses, especially when considering 

the uniqueness of this sample. Characteristics and responses were· approximately equal 

persons in each age group and for gender. 

Examination of the relationships among the independent and dependent variables 

using Pearson's Product Moment Correlation was conducted to answer the first research 
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question, followed by ANOV A, MANOV A, and independent samples !-tests for added 

exploratory analysis. Multiple regression tested the theoretical model, indicating that 

resilience, as measured by the CD-RISC, was the only significant predictor of willingness 

to seek care for depressive symptoms in this unique sample. 

Structural equation modeling was used to examine the direct, indirect, and total 

causal effects of the multistage model. Results of the path coefficients demonstrated that 

direct and indirect effects were in the predicted direction, but in the weak to moderate 

range (.16 to .46). Results also showed a nearly moderate total effect of .28 with overall 

good fit. A final modified model fit to the data indicated an overidentified model with 

indicators from each independent variable contributing to at least part of the older 

African American's willingness to seek health care for depressive symptoms. 
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CHAPTER V 

DISCUSSION 

Summary of the Study 

The purpose of this study was to explore the influence of depressive symptoms, 

internalized stigma of depression, and resilience on the willingness of African Americans 

aged 65 and older to seek mental health care. The long-term goal is to increase 

understanding about the characteristics that contribute to older African Americans' 

willingness to seek health care for depressive symptoms with the intent of developing 

strategies to improve the management of their mental health. Targeted among African 

Americans were persons aged 65 and over because of their sparse representation in the 

research literature and the potential impact of this population on younger individuals, 

specifically their middle-aged adult children and their grandchildren. 

This study used a cross-sectional survey design to address the relationships and 

· influences between variables predicted to have an impact on the willingness of older 

African Americans to seek health care for depressive symptoms. The self-report 

questionnaires were completed by participants individually or in small groups, with or 

without the reading assistance of the researcher. The high reliability indices for each 

instrument employed in the study and homogeneity within each of two participant 

subgroups (i.e., 65 to 74 years and 75 years and older) support cautious generalizability 
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of these results, even though the sample is one of convenience (Portney & Watkins, 

2000). Structural equation modeling using LISREL 8.72 was used to quantify the 

hypothesized measurement model and apply modification indices to determine the model 

of best fit as represented by the current data. 

Sample Characteristics 

The convenience sample of participants, self-identified as African American, was 

unique and heterogeneous, including ethnically similar individuals (Jackson et al., 2004). 

Recruitment efforts with this target population were challenging with a refusal rate that 

seemed high. Those who chose not to participate responded in a variety of ways that 

included walking away, under-the-breath comments, and taking a packet but not 

returning it. Some returned incomplete packets. These negative responses may reflect an 

unmeasurable level of stigma associated with the subject of depression, or reticence to 

participate in research studies, or both. 

The participants were well-educated with over 85% reporting at least a high 

school education or General Educational Development (GED) credential. All except one 

participant reported some type of health insurance coverage with 76% reporting 

enrollment in Medicare A and /or B. Insurance was not significantly related to 

willingness to talk to a professional health care provide_r about mood. Possession of 

insurance was not significant except on resilience ( discussed later in this chapter). 

Examining the reported education level and the presence of health insurance indicated a 

fairly moderate socioeconomic status for this sample. 
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How Participants Deal With Sad Feelings 

Participants were asked to identify three things that best help them when feeling 

sad or depressed. The most frequent responses were spiritual in nature and included 

prayer and Bible reading. Studies show that these responses reflect spiritual practices of 

African Americans (Easom, 2006; Johnson, Elbert-Avila, & Tulsky, 2005; Jones et al., 

2006) across age groups. Responses in the current study also reflected recruitment efforts 

in churches attended primarily by church-going African Americans. 

Participant responses also included attending church services and reaching out to 

family or friends through conversations and visits. Though not a direct item in this study, 

these responses suggest the importance of the social support network in assisting persons 

to feel better when experiencing sadness or depression (non-clinical). 

Exploratory Analysis of Demographic Variables 

Exploration of the demographic variables and other items from the General 

Information Form (GIF) and their relationships to the independent variables and 

dependent variables revealed much about this sample. Participants' rating of their 

willingness to get mental health care for depressive symptoms if needed was not related 

to the number of depressive symptoms reported. People with a higher or lower number of 

depressive symptoms were no different in reported level of willingness to get mental 

health care. This finding coincides with literature indicating that community dwelling 

persons who have symptoms of mental illness may remain undiagnosed, may not gain 

access to mental health care, and thus may become severely limited in overall functioning 
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(DHHS, 1999). The number of depressive symptoms in this sample was not affected by 

demographics such as age, gender or marital status, possibly attributable to the 

homogeneity within the sample. 

Participants were asked to rate their current mood from happy to sad. Persons 

with a relatively sad mood tended to have lower resilience scores, higher depressive 

symptom scores, and lower scores on willingness to talk to a health professional about 

their mood. Participants with sad mood had higher scores on the Center for 

Epidemiologic Studies Depression Scale (CES-D) and three of its factors (i.e., depressed 

affect, somatic or diminished behavior, and interpersonal symptoms), but not on the 

factor of positive affect. These findings may be reflective of the relatively small variance 

in the CES-D scores. Participants who tended to have higher depressive symptom scores 

also tended to rate their health poorer and to report more medical conditions. Therefore, 

persons with higher depressive symptom scores tended to report a sad mood, poorer 

health, and more medical conditions. Persons with low depressive symptom scores 

tended to report higher health ratings. 

Participants were asked to rate their overall health. Persons with higher overall 

health ratings tended to report low depressive symptom scores and higher resilience 

scores. These results were consistent with reports emphasizing resilience as a protective 

factor from depression (Edward, 2005), and as a factor than can be strengthened (Edward 

& Warelow, 2005). Felton and Hall (2001) suggested that resilience influences and is 

influenced by psychosocial, behavioral, cognitive, and physiological function, and hence, 
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the adaptive capacity of individuals can be strengthened. Aroian and Norris (2000) found 

that high resilience scores made no difference in mediating or moderating depression 

scores in a study of resilience, stress, and depression in a group of Russians who 

immigrated to Israel. Aroian and Norris reported that resilience had a two-fold impact on 

the chances of participants not being depressed. They also reported that gender (female) 

and age (the older group in their study was M= 47 years, SD= 18.5) had significant 

influence (p < .0002) on depression scores, but resilience did not mediate or moderate 

that influence. 

Persons with a greater overall level of health also reported more willingness to 

talk to a professional health care provider about their mood if mood were affecting social 

activities, thinking or concentration, or uselessness to others. The number of medical 

conditions did not affect willingness to talk to a health care provider about mood. The 

younger age group (age 65 to 74) was more willing to talk to a health care provider about 

mood than the older age group (age 75 and over). 

Findings about overall health were consistent with literature's reporting of 

increased depressive symptoms with more frequent occurrences of illness in older adults 

(Fiske, Gatz, & Pedersen, 2003). Participants in the current study were asked to identify 

which of 16 medical conditions they experienced. The most frequently reported 

conditions were heart disease (participants were not asked to specify the nature of the 

heart disease or condition), diabetes, osteoarthritis, and rheumatoid arthritis. Nicassio 

(2007) editorialized about the importance of gender in adjustment to osteoarthritis, 
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specifically noting the greater prevalence of depression in females, the mediation of pain 

in females with osteoarthritis by depression, and the possible impact of mood disturbance 

( depressive symptoms) on such conditions. The findings of the current study coincide 

with national reports indicating that, among adults aged 65 and over, the chronic health 

conditions of arthritis and heart and circulatory problems were the two leading causes of 

activity limitation; and in persons aged 85 and over, sensory problems such as vision 

deficit and senility were the third most common cause of limitations in activities in 2002-

03 (National Center for Health Statistics, 2005). 

Participants with higher levels of education tended to have lower overall 

depressive symptom scores (r = -.232,p < .01), and lower scores on all depressive 

symptom factors except the positive affect factor, which were higher. When education 

and positive affect were examined for effect on depressive symptom scores, both were 

predictors; but when controlling for positive affect, increased education predicted lower 

depressive symptom scores. Education was the only demographic that influenced the 

overall CES-D score. The ANOV A was not significant for the demographics of age 

group, gender, and marital status on the overall CES-D. Persons with higher education 

also reported greater willingness to talk to a health provider about mood if mood was 

affecting social activities, thinking or concentration. This finding suggests adding level of 

education to the model. 

Persons who reported that their health insurance covered mental health care 

scored higher on overall resilience and on four resilience factors ( except the spiritual 
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factor) than persons who reported that health insurance did not cover mental health care, 

but did not differ from persons who were unsure about coverage for mental health care. 

This result suggests that lack of accurate information about Medicare coverage for mental 

health care may prohibit or contribute to delay of older persons seeking access to health 

care for mood conditions and may in tum lessen their resilience. Nearly one-half (49.4%) 

of participants reported uncertainty about whether their insurance covered mental health 

care, while the Centers for Medicare and Medicaid Services (CMS) acknowledge the 

difficulties associated with gaining access to Medicare programs for persons with mental 

illnesses: 

may need extra support ... but depression, cognitive impairment or other 

manifestations of mental illness may make the decision making difficult (Centers 

for Medicare & Medicaid Services, 2006). 

There was no relationship between persons who did or did not receive treatment 

for depressive symptoms (14% reported having been treated for depressive symptoms) 

and knowledge about insurance coverage for mental health care. National reports indicate 

that over 19% of each age group in the United States has a diagnosable mental illness 

(DHHS, 1999). By comparison to the national average, the percentage of participants 

(14%) who reported treatment for depressive symptoms in this sample of 158 may be 

relatively large. 
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Question 1 

This question required exploration of the relationships among each of the 

independent variables ( depressive symptoms, stigma of depression, and resilience) and 

with the dependent variable (willingness to talk to a health care provider about mood 

[willingness]). Resilience demonstrated the highest correlation with willingness. The 

predicted negative relationships were evident between stigma and the willingness total, 

and between depressive symptoms and the willingness total. As depressive symptoms and 

stigma increased, the willingness decreased. The higher scores on depressive symptoms 

and stigma were related to lower willingness to talk about issues of mood. A positive 

relationship was found between depressive symptoms and the stigma score. The negative 

relationship between stigma and willingness underscores the need to reduce stigma, 

consistent with the Surgeon General's report (DHHS, 1999) and the goals of the 

Substance Abuse and Mental Health Services Administration (Substance Abuse and 

Mental Health Services Administration & National Institutes of Health, 2003). 

Question 2 

The theoretical model posed in Chapter I was tested using multiple regression to 

determine the significant predictors of the older African American's willingness to seek 

health care, if needed, for the experience of depressive symptoms·. The model, along with 

the measures used, is described as follows: Depressive symptoms, as measured by the 

CES-D, are a positive(+) predictor of stigma, as measured by the Stigma of Depression 

Scale .(SDS) and a negative (-) predictor of resilience, as measured by the Connor-
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Davidson Resilience Scale (CD-RISC). Resilience, then, is a positive ( +) predictor of 

willingness to seek care and stigma is a negative (-) predictor. The direction of each 

pathway was as predicted. The significant pathways were from resilience to willingness 

to talk about mood, and stigma to willingness to talk about mood. 

Results indicated that the independent variables of depressive symptoms, 

resilience, and stigma accounted for 15.8% of the overall variance in the dependent 

variable, willingness to talk with a health care provider about mood. This finding 

suggests that other unexplored variables might account for more of the variance. The 

significant influence of resilience on the dependent variable suggests exploration of 

interventions to strengthen that quality in community dwelling older adults. Successful 

adaptation skills that build resilience can be learned and enhanced (Edward, 2005; 

Edward & Warelow, 2005; Tusaie & Dyer, 2004). 

The low amount of variance explained (15.8%) for the dependent variable (i.e., 

willingness to seek care) suggests that, while these variables have some impact, there are 

others that should be added to the model. The exploratory analysis related to Question 1 

provided some indication of variables ( e.g., number of chronic health conditions and 

education) that might be added to the model. 

Further exploration of the direct and indirect paths influencing willingness to seek 

care was desired, along with an analysis of the cause-and-effect relationships among the 

model's variables. To address this, a causal modeling technique (i.e., structural equation 

modeling) was employed. 
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Question 3 

Final modifications to the prediction model revealed that one indicator of the 

stigma measurement variable and one indicator of the depressive symptoms variable were 

not significant in this sample. Specifically, four of the five indicators of the stigma 

variable were significant in this sample (stigma resistance was excluded), and three of the 

indicators of depressive symptoms were significant (positive affect was excluded). All 

indicators for resilience and willingness were retained in the model. A significant 

measurement path was identified between resilience and willingness to talk to a 

professional health care provider about mood. Results also revealed chi-square values 

confirming no difference between the data and the final measurement model. 

Study Implications 

Theoretical Implications 

Examination of study results and the final model suggests addition of the number 

of medical conditions, or co-morbidities, and educational level to the model. In the 

current study, the number of medical conditions was associated with greater overall 

stigma of depression, higher scores on depressive symptoms, and poorer overall health. 

Education was found to have an influential relationship with depressive symptoms and 

greater willingness to talk to a health provider about mood if mood was affecting social 

activities, thinking or concentration. Participants with greater resilience were found more 

proactive regarding their healthcare insurance, with knowledge of mental health care 

coverage. This finding suggests assisting participants to gain information about the health 
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care system and Medicare coverage may effectively decrease delays in seeking mental 

health treatment. 

Experiences with collecting the data involved listening to participants' self

deliberations in attempts to respond to the forced-choice items. The deliberations often 

involved comments about family and friends and the roles they played in the lives of the 

participants. These verbalizations, although not in direct response to survey items, 

suggest the importance of social support as a potential variable of influence in the 

theoretical model. 

Results also suggest further examination of the non-significant indicators in this 

sample to determine possible reasons for their non-significance. One such examination 

may involve the appropriateness of reverse-scored items in this study and the possibility 

that some of the participants did not cognitively make the needed "switch" on the rating 

scale to reflect their desired answer. 

Clinical Implications 

Persons who reported greater perceived discrimination, stereotype endorsement, 

and overall stigma of depression also reported greater willingness to get mental health 

care for depressive symptoms if needed using the 5-item willingness scale. Stigma 

stereotype endorsement was greater for the older age group (age 75 and over) than for 

those under age 75. However, persons with higher education levels tended to have lower 

scores on stigma stereotype endorsement. This finding suggests that interventions to 

enhance community awareness of the characteristics of depression, its symptoms, and the 
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availability of effective treatment protocols may contribute to overcoming the associated 

stigma (DHHS, 1999). 

Tests of total willingness to talk with professional health care providers about 

issues of mood found that participants aged 65 to 7 4 were more willing to talk than 

persons aged 75 and over. This finding might indicate to both family members and health 

care providers the need for increased attentiveness to the appearance of depressive 

symptoms in the older age group. Given the increase in the number of co-morbidities in 

the older age group, it is likely that individuals may have more depressive symptoms 

(Nicassio, 2007); family members' and health care providers' awareness of this should 

lead to greater attention to these symptoms. 

These findings pose challenges for researchers and clinicians alike, to design and 

conduct studies to identify interventions to treat vague symptoms such as sadness of 

mood while providing increased opportunities for older adults to talk about issues of 

mood. There are current provider recommendations for the management of depression 

(Unutzer et al., 2003; Unutzer, Katon, Sullivan, & Miranda, 1999; Unutzer et al., 2000), 

but more work is necessary to identify persons who needlessly suffer with less than a 

desirable quality of life. 

Estimates are that alterations in mood and other cognitive· or behavioral mental 

disorders afflict approximately "19.8% of older adults in the United States" (DHHS, 

1999, p. 48). If individuals are not aware that the Medicare insurance that they hold 

provides coverage for mental health care, they may remain at risk for marginalization and 
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vulnerability in the face of symptoms of mental illness, including depressive symptoms. 

These findings suggest that providing information to the public, to caregivers, and to 

older adults about depression and depressive symptoms may be essential to improved 

outcomes. An important finding is that persons who are knowledgeable about Medicare 

coverage for mental health care and are educated in relation to depression and its 

symptoms may strengthen their scores on resilience. 

Limitations of the Study 

The ratings on the two scales asking participants to rate their willingness to seek 

health care may have reflected a Hawthorne effect, or an assumed desirability response, 

since the ratings tended to be high. The correlation between these two ratings was low (r 

= .25). How participants rated "how willing you would be to get health care for 

symptoms of depression if you needed it" was different than their ratings, at the end of 

the survey, of five items that asked if they would be willing to talk to a professional 

health care provider about their mood if it affected such aspects of their lives as 

participation in social activities and how well they could think or concentrate. Though 

intended to tap the same concept of "willingness to seek care for symptoms of 

depression," the wording within the scales may have led to two different interpretations. 

This study is limited by the convenience sample, size of the sample, and the 

response rate ( approximately 65%) of the target population. Persons who experienced 

greater levels of depressive symptoms may have eliminated themselves from the study. 

Readers should exercise appropriate caution in interpreting the results. This study was 
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limited by the use of cross-sectional data and was based on a broad view of depressive 

behaviors. Study participants were drawn largely from one urban area though some 

participants were rural residents. Attempts were made, though not successfully, to draw 

upon a broader geographical region. The resulting sample was homogeneous as 

represented in the low variance among responses on all instruments. The study is also 

limited by its recruitment of African Americans without reference to the subcultures 

within the black peoples of America. Additionally, the verbal stories associated with the 

responses were not recorded or explored in this study. Two newly-developed instruments 

were used in this study, and one exhibited low concurrent validity. However, the 

importance of the implications of this study for future research should not be 

underestimated. 

Future Research 

While many of the significance coefficients were weak to moderate, the results 

suggest evidence for one significant path in this sample (i.e., the participant with higher 

resilience was more willing to talk to the health care providers about mood), and that 

other contributing variables should be identified and studied. 

Studies are needed to examine influences of resilience and to determine if 

resilience can be strengthened. A challenge for future research is to explore if the oldest 

old consistently respond with higher ratings on stereotype endorsement related to stigma 

and, if so, to identify and modify the influencing factors. Testing of the final model with 

new samples and across cultures will add to the knowledge about undiagnosed older 
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adults living in communities and what variables influence willingness to talk to 

professional health care providers about mood affecting daily life. 

Participants with more medical conditions tended to have greater overall stigma 

and to respond with higher ratings on social withdrawal and alienation factors of stigma. 

This finding suggests an area for continued research to gain understanding of the stigma, 

social withdrawal, and alienation associated with increases in co-morbidity as is apparent 

in this sample. The use of focus groups to discern the meaning of stigma, resilience, and 

willingness among this target population would add to understanding about decisions 

surrounding utilization of services in this group. Focus groups may also add clarification 

and understanding to the interpretation of the language and wording used in the survey 

items. Continued research to identify the influence of these and other variables on 

"willingness" to seek mental health care or talk with professional health care providers 

about mood could provide useful information for developing interventions to encourage 

older adults to seek professional health care and better manage their mental health. 

Summary 

Identifying the influence of the specified variables on "willingness" to seek 

mental health care provided useful information that may lead to the development of 

interventions for identifying depressive symptoms and reducing stigma about depression 

and depressive symptoms. Interventions may also be developed with the aim of 

enhancing resilience and encouraging older African Americans to seek professional 

health care for depressive symptoms and better manage their mental health. Further 
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research is needed to develop understanding of sadness in older age groups and to 

develop interventions that help the chronically ill to live life to its optimum while 

retaining a quality of life that includes joy and a sense of psychological and psychosocial 

well-being. 

Preliminary examination of relationships indicated significant, but low, 

associations between resilience and the dependent variable, stigma and the dependent 

variable, and depressive symptoms and stigma. Examination of the multivariate analyses 

of these variables revealed resilience as the predominant predictor of willingness to talk 

to a professional health care provider about depressive symptoms that affect daily life. 

Further research is necessary to gain understanding of variables that influence the 

willingness of older adults to seek care for depressive symptoms. 
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General Information Form (GIF) 

Stigma of Depression Scale (SDS) 

Instruments 

Amendments by Permission: Copyright© 2003 by J Boyd Ritsher, Poomi G. Otilingam, and Monica Grajales 

Connor-Davidson Resilience Scale (CD- RISC) 
Copyright© 2001, 2003 by Kathryn M. Connor, M.D.and Jonathan R. T. Davidson, M. D. 

Center for Epidemiologic Studies - Depression (CES-D) Scale 
Radloff, ( 1977). 

Willingness to Seek Health Care for Depressive Symptoms (WSHC-DS) Scale 

the CES-D is in the public domain. All other instruments are copyright protected by the authors. 
All rights reserved for this booklet of instruments. No part of this document may be reproduced or transmitted in any 
form, or by any means, electronic or mechanical, including photocopying, or by any information storage or retrieval 
system, without permission in writing from Patsy Smith, RNC., MN., Doctoral Candidate, Texas Woman's University; 
The University of Oklahoma Health Sciences Center College of Nursing, Oklahoma City, Oklahoma. 
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General Information Form 

Instructions: For each of the following questions, please check(✓) or write the answers 
that best describe you. This information is anonymous and confidential and will not be 
personally identified with you. 

1. Age: ____ years. 

2. Gender: □ Male □ Female 

3. Marital Status (Check one) 

□ Single □ Divorced/ Separated 
□ Married □ Widowed 

4. Educational preparation (Check the level of highest education completed.) 

__ Highest Grade Completed 
__ Number of College or Technical School Years 

5. Type of health insurance (check all that apply and add additional information if 
known): 

□ Medicare Part A only 
□ Medicare Parts A and B 
□ Medicare Part D (Prescription Drug Plan) 
□ Medicare Plan with a supplemental policy 

Name of Policy: ________________ _ 
□ Medicare Managed Care Plan (as HMO or PPO) 

Name of Plan: ------------------
□ Other: ----------------------
□ Private: ----------------------
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6. Which of the following medical conditions do you have? (Check all that apply.) 

D Osteoarthritis (OA) 
□ Osteoporosis 
D Emphysema 
□ COPD 
D Gastroesophageal Reflux 
D Back injury 
D Fibromyalgia 
□ Hearing loss 

D Rheumatoid arthritis (RA) 
D Tendonitis or bursitis 
D Heart disease 
D Cancer 
□ Diabetes 
□ Depression 
D Schizophrenia 
D Eye disease ( vision loss) 

D Other (please list): _____________ _ 

7. Does your health insurance cover mental health care? 

□ Yes □ No □ Not sure 

8. Circle the number (from Oto 10) that describes how willing you would be to get 
mental health care for symptoms of depression if you needed it. 

0 ..... 1 ..... 2 ..... 3 ..... 4 ..... 5 ..... 6 ..... 7 ...... 8 ..... 9 ..... 10 
Not at all Completely 
Willing Willing 

9. Have you ever been treated for depressive symptoms? 

□ Yes □ No □ Not sure 

10. Circle the number that you feel best describes your current mood from 
"happy" to "sad." 

0 ..... 1 ..... 2 ..... 3 ..... 4 ..... 5 ..... 6 ..... 7 ...... 8 ..... 9 ..... 10 
Happy Sad 

11. What 3 things do you do that best help you when you feel sad or depressed? 

1. 

2. 

3. 
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12. How would you describe your overall health? (Check one.) 

□ Excellent 
□ Very good 
□ Good 
□ Fair 
□ Poor 
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Stigma of Depression Scale 

The following items are about people who are receiving treatment for depression. For 
each of the statements, mark the number that shows your level of agreement from 1 
(strongly disagree) to 4 (strongly agree), where 1 = strongly disagree, 2 = disagree, 3 = 
agree, and 4 = strongly agree. Please circle a number for all items. 

Strongly Disagree Agree Strongly 
Disagree Agree 

1. People with depression must feel out 01 02 03 04 
of place in the world. 

2. People with depression tend to be 01 02 □3 04 
violent. 

3. Others discriminate against people 01 02 03 04 
with depression. 

4. Others avoid being around someone 01 □2 □3 □4 
who has depression. 

5. People are embarrassed or ashamed to □ 1 □2 □3 □4 
admit that they have depression. 

6. People with depression should not get □ 1 □2 □3 □4 
married. 

7. People with depression make □ 1 □2 □3 □4 
important contributions to society. 

8. People with depression feel inferior to □ 1 □2 □3 □4 
people who don't have depression. 

9. People who have depression have 01 □2 □3 □4 
difficulty socializing because their 
depression can make them look or 
behave "weird." 

10. People with depression cannot live a 01 □2 □3 □4 
good, rewarding life. 
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Stigma of Depression Scale (Continued) 

Strongly Disagree Agree Strongly 
Disagree Agree 

11. When people with depression □ 1 □2 □3 □4 
talk about themselves, it is 
burdensome or depressing to 
others. 

12. Negative stereotypes about □ 1 □2 □3 □4 
depression keep people with 
depression isolated from the 
"normal" world. 

13. Being around people who don't □ 1 □2 □3 □4 
have depression makes people 
with depression feel out of place 
or inadequate. 

14. Others feel uncomfortable being □ 1 □2 □3 □4 
seen in public with people who 
have depression. 

15. Others often talk down to people □ 1 □2 □3 □4 
with depression, or treat them 
like children, just because they 
have depression. 

16. People with depression have let □ 1 □2 □3 □4 
themselves down or failed in 
some way. 

17. Depression spoils the lives of □ 1 □2 □3 □4 
those who have it. 

18. Others can tell that someone has □ 1 □2 □3 □4 
depression by the way he or she 
looks. 

19. People who have depression need □ 1 □2 □3 □4 
others to make most decisions 
for them. 

192 



Stigma of Depression Scale (Continued) 

Strongl Disagree Agree Strongl 
y y Agree 
Disagre 
e 

20. It is awkward or embarrassing 01 02 03 04 
to be in a social situation with 
someone who has depression. 

21. People without depression 01 02 03 04 
could not truly understand 
someone who has depression. 

22. Others ignore people with 01 02 03 04 
depression or take them less 
seriously just because of the 
depression. 

23. Having depression prevents 01 02 03 04 
people from making a real 
contribution to society. 

24. Living with depression will 01 02 03 04 
make a person a tough 
survivor. 

25. Nobody would be interested in 01 02 03 04 
getting close to someone with 
depression. 

26. In general, people with 01 02 03 04 
depression can live life the 
way they want to. 

27. A person with depression can 01 02 03 04 
have a good, fulfilling life 
anyway. 

28. Someone with depression 01 02 03 04 
cannot achieve much in life. 

29. Stereotypes about the mentally 01 02 03 04 
ill apply to people with 
depression. 
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Connor-Davidson Resilience Scale (CD-RISC) 

Please indicate how much you agree with the following statements as they apply to you 
over the last month. If a particular situation has not occurred recently, answer according 
to how you think you would have felt. 

True 
Not Rarely Some- Often nearly 
True True times True all the 
at all True time 

1 
I am able to adapt when changes DO 01 □ 2 03 04 
occur. 

2 
I have at least one close and secure 
relationship which helps me when I DO □ 1 □ 2 D3 D4 

am stressed. 
3 

When there are no clear solutions to DO □ 1 □ 2 D3 04 
my problems, sometimes fate or God 
can help. 

4 
I can deal with whatever comes my DO □ 1 □ 2 03 D4 way. 

5 Past successes give me confidence in DO □ 1 □ 2 D3 D4 dealing with new challenges and 
difficulties. 

6 I try to see the humorous side of DO □ 1 □ 2 D3 D4 
things when I am faced with 
problems. 

7 Having to cope with stress can make DO □ 1 □ 2 D3 □4 me stronger. 
8 I tend to bounce back after illness, DO Dl D2 □ 3 04 

iniury, or other hardships. 
9 Good or bad, I believe that most DO Dl D2 D3 04 

things happen for a reason. 
10 I give my best effort, no matter what DO Dl D2 D3 □ 4 the outcome may be. 
11 I believe I can achieve my goals, DO Dl D2 D3 □ 4 

even if there are obstacles. 
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True 
Not Rarely Some- Often nearly 
True True times True all the 
at all True time 

12 Even when things look hopeless, I DO Dl D2 □ 3 04 
don't give up. 

13 During times of stress/crisis, I know DO Dl □ 2 □ 3 04 
where to tum for help. 

14 Under pressure, I stay focused and DO Dl D2 D3 D4 
think clearly. 

15 I prefer to take the lead in solving DO Dl □ 2 □ 3 D4 
problems, rather than letting others 
make all the decisions. 

16 I am not easily discouraged by DO Dl D2 □ 3 04 
failure. 

17 I think of myself as a strong person 
DO Dl D2 D3 04 when dealing with life's challenges 

and difficulties. 
18 I can make unpopular or difficult 

DO Dl D2 D3 04 decisions that affect other people, if 
it is necessary. 

19 I am able to handle unpleasant or 
pain~l feelings like sadness, fear DO Dl D2 □ 3 04 

and anger. 

20 In dealing with life's problems, DO Dl D2 □ 3 04 
sometimes you have to act on a 
hunch, without knowing why. 

21 I have a strong sense of purpose in 
DO DI □ 2 □ 3 □ 4 life. 

22 I feel in control of my life. DO Dl □ 2 □ 3 04 

23 I like challenges. DO Dl □ 2 D3 04 

24 I work to attain my goals, no matter DO Dl □ 2 □ 3 □ 4 
what roadblocks I encounter along 
the way. 

25 I take pride in my achievements. DO DI □ 2 □ 3 □4 
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Center for Epidemiologic Studies 
- Depression (CES-D) Scale 

Here are some questions about your feelings during the past week. For each of the 
following statements, please respond as to whether you felt that way: Rarely or Not at 
All, Some of the Time, Often, or Most of the Time. 

Rarely Most of 
During the past week. .. or Not at Some Often the Time 

All:< 1 1-2 1-2 5-7 
Day Days Days Days 

2 I was bothered by things that 
don't usually bother me. □ 1 □ 2 03 □ 4 

3 I did not feel like eating; my 
appetite was poor. □ 1 □ 2 03 □ 4 

4 I felt that I could not shake the 
blues even with help from my 
family or friends. □ 1 □ 2 03 □ 4 

5 I felt that I was just as good as 
other people. □ 1 □ 2 03 □ 4 

6 I had trouble keeping my mind 
on what I was doing. □ 1 □ 2 03 □ 4 

7 I felt depressed. □ 1 □ 2 03 □ 4 

8 I felt that everything I did was 
an effort. □ 1 □ 2 03 □ 4 

9 I felt hopeful about the future. □ 1 □ 2 03 □ 4 

10 I thought my life had been a 
failure. □ 1 □ 2 03 □ 4 
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11 I felt fearful. 

12 My sleep was restless. 

13 I was happy. 

14 I talked less than usual. 

15 I felt lonely. 

16 People were unfriendly. 

17 I enjoyed life. 

18 I had crying spells. 

19 I felt sad. 

20 I felt that people disliked me. 

21 I felt like I couldn't do what I 
needed to do. 

22 In this past year I have felt 
depressed or sad: 

□ 1 

□ 1 

□ 1 

□ 1 

□ 1 

□ 1 

□ 1 

□ 1 

□ 1 

□ 1 

□ 1 

Rarely 
or Not at 
All:< 1 
Day 

□ 1 
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□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

□ 2 □ 3 □ 4 

Most of 
Some Often the Time 
1 - 2 1 - 2 5-7 
Days Days Days 

□ 2 □ 3 □ 4 



Willingness to Seek Health Care for Depressive Symptoms (WSHC-DS) 

For each of the items below, rate how willing (from Oto 10) you would be to talk to a 
professional health care provider about your mood if you felt that your mood was 

1. affecting how often you participated in social activities. 

0 ..... 1 ..... 2 ..... 3 ..... 4 ..... 5 ..... 6 ..... 7 ...... 8 ..... 9 ..... 10 
Not at all 
Willing 

2. affecting how much you enjoyed being with others. 

Completely 
Willing 

0 ..... 1 ..... 2 . .... 3 ..... 4 ..... 5 ..... 6 ..... 7 ...... 8 ..... 9 ..... 10 
Not at all 
Willing 

3. affecting how well you could think or concentrate. 

Completely 
Willing 

0 ..... 1 ..... 2 ..... 3 ..... 4 ..... 5 ..... 6 ..... 7 ...... 8 ..... 9 ..... 10 
Not at all 
Willing 

4. making you feel tired. 

Completely 
Willing 

0 ..... 1 ..... 2 ..... 3 ..... 4 ..... 5 ..... 6 ..... 7 ...... 8 ..... 9 ..... 10 
Not at all Completely 
Willing Willing 

5. making you feel like you were useless to others. 

0 ..... 1 ..... 2 ..... 3 ..... 4 ..... 5 ..... 6 ..... 7 ...... 8 ..... 9 ..... 10 
Not at all Completely 
Willing Willing 
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