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Abstract 

THE EFFECTS OF HEALTH BELIEFS AND DEPRESSION ON LATINO AND AFRICAN 

AMERICAN OLDER ADULTS  

 

Gabriela Orsak, PhD 

 

The University of Texas at Arlington, 2015 

 

Supervising Professor: Angela Liegey Dougall 

Disparities among minorities are prevalent, and it is pertinent to identify why. The 

relationships between culture, depressive symptoms, symptom identity, mental health-

related quality of life, functional limitations, self-assessed health and care seeking were 

examined. The study interviewed 240 European American, African American, and 

Hispanic/Latino older adults. Contrary to expectations, no differences were found in 

symptom identity, mental health-related quality of life, self-assessed health, functional 

limitations and care seeking from a psychologist or psychiatrist, or any other mental 

health professional among cultures. No differences were observed among depressive 

symptom groups in symptom identity, and care seeking. As expected, patients with no 

depressive symptoms had better mental health-related quality of life, self-assessed 

health, and less functional limitations than those with above threshold depressive 

symptoms.  As expected, European Americans with subthreshold depressive symptoms 

had better self-assessed health than Hispanics/Latinos with sub-threshold depressive 

symptoms. Contrary to expectations, acculturation did not predict health outcomes not 

did it moderate the relationship between symptom identity and health. In conclusion, few 

differences among cultural and depressive symptom groups were found. Other factors, 

such as perceived control, may better explain health disparities among minorities. 
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Chapter 1  

Introduction 

Depression in Minorities  

It is estimated that by 2030 older adults will comprise 20% of the population, as 

opposed to 13% in 2000 (U.S. Census Bureau, 2010b). In addition to this, minority populations, 

including African Americans and Hispanics/Latinos, constitute a large portion of the US 

population. Current data indicates that African Americans represent 12.9% and Hispanics 

16.9% of the population (U.S. Census Bureau, 2010a). Around 10 to 12% report mental health 

problems such as depression, with an additional 23% reporting sub-threshold depressive 

symptoms (STDS). African American and Hispanic/Latino older adults are 1.16 and 1.44 times, 

respectively, more likely to exhibit elevated rates of depressive symptoms than European 

Americans (Dunlop, Song, Lyons, Manheim, & Chang, 2003). This constitutes a major illness 

burden among these groups since older adults in minority populations are much less likely to 

receive or seek care for these conditions (Borowsky et al., 2000; Cabassa, Lester, & Zayas, 

2007; Nicolaidis et al., 2010; Sclar & Robison, 1999; Williams, Chapman, Wong, & Turkheimer, 

2013a). Despite advances in medical technology and an emphasis on public health initiatives, 

racial and ethnic disparities in healthcare persist, even when variances in treatment due to 

insurance, access to care, and health status are accounted for (Smedley, Stith, & Nelson, 

2009). These findings suggest that minority population older adults continue to be more 

vulnerable to mental health problems than their non-minority counterparts. Therefore, it is 

critical to identify potential risk factors and their subsequent effects on health, particularly 

regarding the effects of STDS, cultural attitudes toward mental health care services, 

acculturation, and illness beliefs on health outcomes such as care seeking. 

Subthreshold depressive symptoms 

Subthreshold depressive symptoms (STDS) are a highly prevalent condition, especially 

among the older adult population, where STDS are two to three times more prevalent (Dunlop 
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et al., 2003; Meeks, Vahia, Lavretsky, Kulkarni, & Jeste, 2011). Sub-threshold depressive 

symptoms are a subtype of depression, with individuals considered to be at increased risk for 

developing major depressive disorder and poor health outcomes including poor quality of life, 

self-assessed health, and functional limitations, with research indicating effects similar to 

patients with depression (Cuijpers & Smit, 2004; Juruena, 2012; Fukao, Takamatsu, Kubota, 

Miyauchi, & Hanafusa, 2011; Grabovich, Lu, Tang, Tu, & Lyness, 2010; Hallas, Wray, Andreou, 

& Banner, 2011; Hirsch, Sirois, & Lyness, 2011; Hybels, Blazer, & Pieper, 2001). 

It has become difficult to distinguish patients with depression from patients with STDS, 

especially due to a lack of biological characteristics that are unable to differentiate patients with 

STDS from patients with above threshold depressive symptoms. The two conditions share 

similar symptoms, while at the same time, patients in one condition (e.g. patients with STDS) 

can exhibit different symptoms than patients in the other condition (e.g. patients with above 

threshold depressive symptoms; Juruena, 2012). Because of this, patients with STDS may 

experience similar negative health outcomes as patients with above threshold depressive 

symptoms (Cuijpers & Smit, 2004; Juruena, 2012; Fukao, Takamatsu, Kubota, Miyauchi, & 

Hanafusa, 2011; Grabovich, Lu, Tang, Tu, & Lyness, 2010; Hallas, Wray, Andreou, & Banner, 

2011; Hirsch, Sirois, & Lyness, 2011; Hybels, Blazer, & Pieper, 2001). It is hypothesized that 

STDS are a part of the long-term clinical structure of major depressive disorder, and therefore, 

difficult to differentiate from each other (Cuijpers & Smit, 2004). Therefore, it is essential to 

examine the effects that STDS have on health as they present a major illness burden to a 

population that is already suffering from other chronic comorbid conditions. 

Comorbidities among older adults 

Older adults typically suffer from multiple medical conditions. In 2008, two-thirds of all 

Medicare beneficiaries reported having more than two comorbid conditions (Freid, Bernstein, & 

Bush, 2012), with numbers expected to increase (Freid et al., 2012). STDS are often a 

comorbid chronic condition with other diseases and may endure over time with remission rates 
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that range between 46 and 71% and symptoms that persist after 3 to 6 years (Hermens et al., 

2004). Research has indicated that around 13% of patients with diabetes report comorbid 

depression and diabetes (Bell et al., 2005). However, this comorbidity is much more common 

among minority populations. About 31.1% of Mexican American and 15% of African American 

older adults suffer from both in parallel (Bell et al., 2005; Blazer & Moody-Ayers, 2002). 

Comorbid chronic conditions and STDS increase healthcare costs, emergency department 

services, medical inpatient hospital services, mortality, and morbidity, as well as result in poorer 

quality of life (Chopra et al., 2005; Himelhoch, Weller, Wu, Anderson, & Cooper, 2004; 

Jacobson, de Groot, & Samson, 1997; Lyness, Yu, & Tang, 2009; Penninx et al., 1999). The 

coexistence of STDS can further complicate the diagnosis, treatment, and natural course of 

other chronic conditions via mechanisms such as self-management. For example, when 

comorbid with conditions such as diabetes, the medical prognosis of both diseases is far worse 

in terms of the complications, treatment resistance, and mortality (Simon et al., 2005). 

Several hypotheses have been proposed to better explain why chronic conditions and 

depression are often comorbid. In diabetes, research has supported a bi-directional hypothesis 

(Golden, 2007). Depression increases the risk of developing diabetes by causing physiological 

alterations, such as increased counter regulatory hormone release and alterations in glucose 

transport. These alterations may lead to insulin resistance, which can lead to the development 

of type 2 diabetes (Golden, 2007). Another potential explanation may be via behavioral 

mechanisms such as physical inactivity. A lack of physical activity can then lead to the 

development of several chronic conditions, such as obesity, hypertension, or coronary heart 

disease (Lee et al., 2012; Renn, Feliciano, & Segal, 2011). Finally, another potential explanation 

posits that the presence of consistent psychosocial stressors related to having a chronic illness, 

such as diabetes and obesity, may aid in the development of depression (Markowitz, Friedman, 

& Arent, 2008; Renn et al., 2011).  Therefore, the presence of STDS and other chronic 
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conditions are intertwined and attitudes toward mental health may further complicate the 

treatment of STDS and mental health care seeking.  

Attitudes toward mental illness 

Increasing our knowledge of how minority individuals act upon STDS is critical. 

Research suggests that even depressive symptoms that have not reached clinical significance 

have a negative impact on well-being. Sub-threshold depressive symptoms are associated with 

impairment in physical functioning, increased disability, poorer self-rated health, use of 

psychotropic medications, perceived low social support and increased mortality (Hybels, Blazer, 

& Pieper, 2001). However, depression and STDS are often under-diagnosed, especially in 

minority populations such as Hispanics/Latinos and African Americans (Akincigil et al., 2012; 

Nicolaidis et al., 2010; Sorkin et al., 2011; Young, Klap, Sherbourne, & Wells, 2001). Therefore, 

the failure to detect sub-threshold depressive symptoms, or above threshold depressive 

symptoms, may be a contributing factor to health inequalities among minority populations. 

Under-diagnoses may be due to cultural factors, such as cultural identity, negative attitudes 

toward mental illness care (e.g. antidepressants) or stigma associated with mental illness 

(Cooper et al., 2003; Nicolaidis et al., 2010; Ward & Heidrich, 2009; Williams, Chapman, Wong, 

& Turkheimer, 2013b). This may then lead to the underutilization of mental health care services 

(Bridges, de Arellano, Rheingold, Danielson, & Silcott, 2010).  

Past research has examined the link between perceptions of mental illness and its 

treatment and the under-utilization of mental health services. Overall, depressed patients are 

less likely to endorse emotional symptoms of depression than physical symptoms, even when 

directly asked about their emotional symptoms (Simon, von Korff, Piccinelli, Fullerton, & Ormel, 

1999). Depression is often stigmatized, especially among African American and Hispanic/Latino 

populations. Such stigmatization may explain why patients often report physical, rather than 

emotional, symptoms of depression to their primary care physicians (Kurt Kroenke et al., 1994). 

According to barrier theory, cultural values and attitudes, such as viewing mental illness as an 
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emotional problem and not considering psychiatrists as regular sources of help for emotional 

problems, predisposes minorities to underutilize mental health services (Rogler, Malgady, & 

Rodriguez, 1989). However, research in this area is limited.  

The few studies that have examined Hispanic/Latino and African American attitudes 

toward depression treatments in primary care reveal that certain attitudes may deter older 

adults from seeking mental health care. These attitudes include being ashamed of what 

providers will think of them if they discuss emotional problems not knowing that providers could 

help them with depression (Alvidrez, 1999; Cooper et al., 2003; Van Hook, 1999). African 

Americans and Hispanic/Latino older adults rely on the family to help deal with mental health 

problems and believe that mental illness is best treated within the family. Because minority 

individuals view mental illness as highly stigmatizing, they may exhibit more intergroup trust and 

rely on family for support in these matters. 

Research examining the differences in beliefs about depression, depression care, care 

seeking and prevalence is limited among African American and Hispanic/Latino older adults. 

However, research has found some similarities and differences between the two groups. African 

Americans report the highest prevalence rates of depression, with European Americans and 

Hispanic/Latinos reporting similar levels. Compared to European Americans, Hispanics and 

African Americans are more likely to view anti-depressants as addictive and less likely to find 

these medications acceptable to treat depression. Hispanics/Latinos also preferred counseling 

to treat depression when compared to European Americans. However, African Americans are 

less likely than European Americans to find counseling an acceptable form of treatment for 

depression (Cooper et al., 2003). Several potential explanations may be able to explain why 

these differences exist. 

 Hispanic/Latino and African American cultures are more collectivist than European 

Americans who are considered more individualistic (Center for Disease Control and Prevention, 

2013; Mazulla, 2011). Individualists act on and make their own choices while collectivists 
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consider the opinions of the group as the most important element in decision making. Minorities 

stigmatize seeking care for mental health problems, and individuals in the Hispanic/Latino 

culture may be less likely to seek care.  

Among the Hispanic/Latino culture, acculturation, or the extent to which a member of a 

minority group (e.g. Hispanics/Latinos) adopt the different aspects of the culture, or majority 

group (e.g. European Americans), may play an important role in determining care-seeking 

(Hooper, Baker, de Ybarra, McNutt, & Ahluwalia, 2012; Roncancio, Ward, & Berenson, 2011). 

Acculturation of minority groups such as Hispanics/Latinos increases individualistic viewpoints, 

and also serves to increase the acceptance of North American norms. Hispanic/Latino and 

African American collectivist values are often contrary to mainstream, more individualistic US 

values. One such example can be the values of individualism and autonomy that are promoted 

in mental health care. For example, a combination of individual therapy and medication taking is 

often prescribed for patients with depression. However, this practice disregards the integration 

of the family and community. This cultural indifference may be one of the factors that 

contributes to stigmatization of mental health care services (Andrés-Hyman & Ortiz, 2006). 

Henceforth, since European Americans view seeking care for mental health problems as less 

stigmatizing, individuals, who are more acculturated view mental illness as less stigmatizing and 

shameful. Therefore, they may be more likely to recognize the appropriate symptoms of 

depression as they may be more willing to acknowledge both the physical and mental 

symptoms of depression and seek care (Bauer, Chen, & Alegría, 2012; Bermúdez-Parsai, 

Mullins Geiger, Marsiglia, & Coonrod, 2012; Cachelin, Veisel, Barzegarnazari, & Striegel-Moore, 

2000; Sadule-Rios, Tappen, Williams, & Rosselli, 2014). 

Finally, social norms may explain why minorities fail to seek care. Hispanics/Latinos 

value others’ opinions.  Among the Hispanic/Latino culture, men often will delay seeking care 

until they become so ill that they must visit an emergency room (Center for Disease Control and 

Prevention, 2013). In addition to this, although the matriarch is often responsible for determining 
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whether a family member requires care, husbands/fathers often dictate when another member 

is able to see a doctor (Center for Disease Control and Prevention, 2013). Women in African 

American households often determine when to seek care. However, African Americans often 

delay seeking care as “toughing it out” is often encouraged (Cooper et al., 2003; Vogel, Wester, 

& Larson, 2007). Although they prefer counseling over medication taking, they are less likely to 

come in for follow-up care. When compared to European Americans, African Americans are 

also more likely to view individuals with mental illness as dangerous, irrespective of past 

experience with an individual with mental illness (Abdullah & Brown, 2011). Other studies have 

found that African Americans are more likely to express wanting more segregation from those 

who are considered mentally ill, compared to European Americans and Hispanics/Latinos (Rao, 

Feinglass, & Corrigan, 2007).However, symptom knowledge of depression, or the symptom 

identity of depression, may also affect health outcomes such as willingness to seek care. A 

theoretical background may better explain this relationship.  

Commonsense Model of Self-Regulation 

According to the Commonsense Model of Self-Regulation (CSM; Nerenz & Leventhal, 

1983), individuals are active problem solvers (Figure 1). When a patient first experiences 

symptoms, or is diagnosed with a certain disease, they begin to form two parallel, yet 

interrelated responses: cognitive and emotional. These responses will then specify which 

actions an individual will take in order to remove the health threat. Under the cognitive 

response, individuals will begin to form illness representations or “lay” beliefs about the illness, 

such as the beliefs about the symptoms that are associated with the disease. They are then 

matched to specific prototypes of the disease (e.g. depressed individuals are sad). Cultural 

norms can help shape these beliefs. Nevertheless, once an individual develops an illness 

representation, it will then influence the procedures for management that the individual will or 

will not undergo. This is then followed by an appraisal based on the perceived effects of past 

management.    
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Sometimes, a lack of experience with a specific condition or a presentation of atypical 

symptoms may lead an individual to not properly identify the condition, and therefore, may result 

in a failure to seek care or non-adherence. Conditions that do not fit into specific prototypes of 

disease can result in poor management. For example, one symptom of diabetes is blurry vision. 

However, this symptom does not adequately match the prototype for diabetes that many 

individuals have developed, such as tiredness. This can then result in non-adherence as the 

individual does not truly believe they have diabetes. On the other hand, hypertension is an 

asymptomatic disease, however, patients believe that symptoms such as nervousness and 

dizziness are associated with the condition. However, hypertension as an asymptomatic 

condition does not fit the prototype for the disease.  

At the same time that a patient will form illness representations, they will also form an 

emotional response (e.g. depressive symptoms). This reaction can influence illness 

representations that the patient has developed. In addition, illness representations can influence 

the emotional reaction. Nevertheless, similar to illness representations, once an emotional 

response is formed, the individual begins to manage this response. In addition, STDS may not 

be properly identified and treated among Hispanic/Latino and African American older adults 

because the prototype of depression does not fit the symptoms they are experiencing. For 

instance, research has shown that older adults often suffer from increased depressive 

symptoms without experiencing negative affect (Gallo, Rabins, & Lyketsos, 1997). However, 

these older adults were still at increased risk for death, impairment of activities of daily living, 

psychological distress and cognitive impairment.   

Individuals are also able to obtain new information about the condition and evaluate 

their attempts to moderate, cure, or cope with the condition. During this process, they may 

develop new illness representations based upon their past experiences or illness 

representations may be influenced by other illness representations. Therefore, illness 

representations can change over time due to new information being adopted, discarded or 
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adapted (Hale, Treharne, & Kitas, 2007). In all, illness representations of depression may differ 

among Hispanics/Latinos, African Americans and European Americans. Therefore, minority 

populations’ illness representations of depression may be different than that of European 

Americans. Hispanics/Latinos, and African Americans are more likely to endorse emotional 

symptoms of depression (Cabassa et al., 2007; Nicolaidis et al., 2010). Therefore, somatic 

depressive symptoms may not be identified as depression by Hispanics/Latinos as compared to 

European Americans. Such differences may help to elucidate the ethnic disparities that exist in 

the under-diagnosis of depression among minority populations. One such illness representation 

is symptom identity. 

Symptom identity 

Symptom identity, or the name that is given to the disease along with the list of 

symptoms that one believes accompany the condition, is another illness representation that 

may affect health. Symptom identity is the process of matching symptoms to a certain disease 

and is typically measured as the number of symptoms endorsed as part of an illness. According 

to the model, individuals will seek to identify certain symptoms (e.g., sad mood) as being 

associated with a certain disease (e.g., depression). Hence the more symptoms an individual 

identifies as belonging to a disease, the higher their symptom identity will be. Depression is 

often associated with emotional and physical symptoms. Hence, an individual that recognizes 

the physical symptoms of depression but not the emotional symptoms of depression will have 

lower symptom identity than an individual who recognizes both the emotional and physical 

symptoms of symptom identity. Therefore, an individual with higher symptom identity is able to 

recognize and treat the disease more effectively than a patient will low symptom identity. 

Patients with depression may not recognize that their symptoms and functional impairment are 

linked to depression and not another comorbid condition, because depression is often comorbid 

with other chronic illnesses. Previous research has found significant differences in illness 

symptom between patients with no depressive symptoms and patients with STDS, and between 
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patients with no depressive symptoms and above threshold depressive symptoms, but not 

between patients with STDS and above threshold depressive symptoms (Hallas, Wray, 

Andreou, & Banner, 2011).Therefore, determining how patients group identify symptoms of 

depression is crucial to determining whether they will seek care for their condition (Brown et al., 

2001). 

 Symptom identity can be influenced by one’s social and cultural environment. Minority 

populations, such as Hispanic/Latinos and African Americans, are less likely to seek care for 

mental health related illnesses or to take antidepressant medications (Cooper et al., 2003; 

Kessler, 1994; Pincay & Guarnaccia, 2007). European Americans are more likely to endorse 

both the emotional and physical symptoms of depression when compared to other minority 

populations (Cooper et al., 2003; Pincay & Guarnaccia, 2007). Asian Americans are also more 

likely to experience physical rather than emotional symptoms, whereas Hispanic/Latino patients 

are more likely to endorse emotional symptoms (Pincay & Guarnaccia, 2007). In addition, 

depression is more stigmatized among minority populations, and, therefore, when a patient 

appropriately recognizes some of the symptoms they are experiencing as depression, they may 

not seek care for the issue due to their cultural beliefs (Cooper et al., 2003; Georg Hsu et al., 

2008). This may be the case when emotional symptoms of depression are identified because 

these symptoms carry more of a stigmatized viewpoint. However, STDS may not be recognized 

because symptom presentation is often heterogeneous. 
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Figure 1-1 Common Sense Model of Self-Regulation 

Heterogeneity of depression 

Depression often consists of both physical and mental symptoms. Literature has 

suggested heterogeneity in the manifestation of depressive symptoms, in that symptoms may 

vary between individuals (e.g., symptom presentation; Nandi, Beard, & Galea, 2009). Such 

heterogeneity may make it difficult to identify individuals who require treatment or for individuals 

themselves to identify depressive symptoms. Older adults often report more somatic and 

anhedonia symptoms than dysphoria and negative affect (Gallo et al., 1997). Such symptom 

presentation may conflict with their understanding of depression and make it difficult for 

individuals to attribute these atypical symptoms to depression (Petrie, Broadbent, & Kydd, 

2008). Instead, they may attribute them to physical causes, especially if the older adult already 

suffers from other conditions (Drayer et al., 2005). However, even if symptoms are properly 

identified, Hispanic/Latinos who have more collectivist rather than individualistic points of view 

may not be likely to seek care.  
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Overall Aims 

It is critical to examine the relationship between symptom identity, acculturation, and 

depressive symptoms among Hispanic/Latino and African American older adults. These 

relationships, may in turn, impact self-assessed health, mental health-related quality of life, 

functional limitations, and care seeking behavior. The first aim of the study examined patterns of 

symptom identity of depression among Hispanic/Latino, African American and European 

American older adults with no depression, STDS, and above threshold depressive symptoms. 

The second aim of the study examined the effects of ethnicity and depressive symptomatology 

on care seeking, mental health-related quality of life, functional limitations and self-assessed 

health. Finally, the third aim of the study examined the role of acculturation among 

Hispanic/Latino older adults on functional limitations, mental health related quality of life, self-

assessed health, and care seeking. 

Hypotheses 

First, the current project explored several hypotheses based on the CSM. The 

relationship between symptom identity and depression was examined. It was hypothesized that 

older adults with STDS would report lower levels of symptom identity, as compared to older 

adults with no depressive symptoms. However, they would report similar levels of symptom 

identity than patients with above threshold depressive symptoms (Hypothesis one). This was 

based upon previous research which found that patients with no depressive symptoms reported 

better symptom identity than patients with STDS and above threshold depressive symptoms. 

However, no significant differences were found between patients with STDS and above 

threshold depressive symptoms (Hallas et al., 2011). 

Further, the relationship between culture and symptom identity was examined. It was 

hypothesized that Hispanic/Latino and African American older adults would report lower levels 

of symptom identity than European Americans. However, no significant differences would be 

found between African American and Hispanic/Latino older adults (Hypothesis two). This 
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hypothesis was based upon previous research which found that Hispanic/Latino and African 

Americans identify less symptoms of depression (symptom identity) than European Americans 

(Cooper et al., 2003; Pincay & Guarnaccia, 2007). 

Next, the relationship between culture, symptom identity and depressive symptoms 

were examined. It was hypothesized that there would be a significant interaction between 

culture and depressive symptoms (Hypothesis three), as previous research found main effects 

of culture and depressive symptomatology (Cooper et al., 2003; Hallas et al., 2011; Pincay & 

Guarnaccia, 2007). Specifically, it was hypothesized that European American older adults with 

no depressive symptoms would report the highest levels of symptom identity when compared to 

European American older adults with STDS and above threshold depressive symptoms, as well 

as Hispanic/Latino and African American older adults in all depressive groups. Hispanic/Latino 

and African American older adults with no depressive symptoms would report higher symptom 

identity than Hispanic/Latino and African American older adults with STDS and above threshold 

depressive symptoms. Additionally, Hispanic/Latino and African American older adults with no 

depressive symptoms would report lower symptom identity that European American older adults 

in all depressive groups. Hispanic/Latino and African American older adults with STDS and 

above threshold depressive symptoms would report the lowest levels of symptom identity.  

The study further examined the relationship between culture and health. It was 

hypothesized that European American older adults would report better mental health-related 

quality of life, self-assessed health, less functional limitations and be more likely to seek care 

from a doctor, psychologist or psychiatrist, or any other mental health professional than 

Hispanic/Latino and African American older adults. However, mental health-related quality of 

life, self-assessed health, functional limitations, and willingness to seek care from a doctor, 

psychologist or psychiatrist, or any other mental health professional would be similar among 

African American and Hispanic/Latino older adults (Hypothesis four). This was based upon 

previous research which found that European American older adults report better health-related 
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quality of life, self-assessed health, functional limitations, and are more willing to seek care for 

depression than Hispanic/Latino and African American older adults. Differences were not 

reported between Hispanic/Latino and African American older adults (Akincigil et al., 2012; 

Jackson-Triche et al., 2000; Jylhä, 2009; Liang et al., 2010; Mancuso, Rincon, McCulloch, & 

Charlson, 2001). 

Next, the relationship between depressive symptoms and health was examined. It was 

hypothesized that older adults with no depressive symptoms would report better mental health-

related quality of life, self-assessed health, less functional limitations and be more likely to seek 

care from a doctor, psychologist or psychiatrist, or other mental health professional than older 

adults with STDS and above threshold depressive symptoms. However, mental health-related 

quality of life, self-assessed health, functional limitations, and willingness to seek care from a 

doctor, psychologist or psychiatrist, or other mental health professional would be similar among 

older adults with STDS and above threshold depressive symptoms (Hypothesis five). This 

hypothesis was based upon the CSM, which hypothesizes that depressive symptomatology can 

negatively affect health outcomes. Negative effects on health for patients with STDS and above 

threshold depressive symptoms were hypothesized because research found similar negative 

effects on health for both patients with STDS and above threshold depressive symptoms. 

Additionally, it has been proposed that patients with depression spend a majority of the time in 

subthreshold states, making the distinction between STDS and above threshold depressive 

symptoms challenging (Chopra et al., 2005; Cuijpers & Smit, 2004; Horowitz, Reinhardt, & 

Kennedy, 2005; Hybels et al., 2001; Juruena, 2012; Meeks, Vahia, Lavretsky, Kulkarni, & Jeste, 

2011).  

Furthermore, the relationship between culture, depressive symptoms and health was 

examined. It was hypothesized that European American older adults in the no depressive 

symptoms group would report better mental health-related quality of life, self-assessed health, 

less functional limitations and be more likely to seek care from a doctor, psychologist or 
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psychiatrist, or other type of mental health professional than European American older adults 

with STDS and above threshold depressive symptoms and African American and 

Hispanic/Latino older adults in all depressive symptom groups. European American older adults 

with STDS would report better mental health-related quality of life, self-assessed health, less 

functional limitations and be more likely to seek care from a doctor, psychologist or psychiatrist 

or other mental health professional than African American and Hispanic/Latino older adults with 

STDS. African American and Hispanic/Latino older adults with no depressive symptoms would 

report better mental health-related quality of life, self-assessed health, less functional limitations 

and be more likely to seek care from a doctor, psychologist or psychiatrist, or other mental 

health professional than African American and Hispanic/Latino older adults with STDS and 

above threshold depressive symptoms. However, mental health-related quality of life, self-

assessed health, functional limitations, and willingness to seek care from a doctor, psychologist 

or psychiatrist, or other mental health professional would be similar among African American 

and Hispanic/Latino older adults with STDS and above threshold depressive symptoms 

(Hypothesis six). This hypothesis was based on previous research which found main effects of 

culture and depressive symptomatology on health (Akincigil et al., 2012; Chopra et al., 2005; 

Cuijpers & Smit, 2004; Horowitz et al., 2005; Hybels et al., 2001; Jackson-Triche et al., 2000; 

Jylhä, 2009; Liang et al., 2010; Mancuso et al., 2001; Meeks et al., 2011). 

Moreover, the relationship between acculturation and health was examined. It was 

hypothesized that lower levels of acculturation would predict poorer mental health-related 

quality of life, functional limitations, self-assessed health and failure to seek care from a doctor, 

psychologist or psychiatrist, or other mental health professional for depression (Hypothesis 

seven). This hypothesis was based on previous research which found that lower levels of 

acculturation predicted poorer health outcomes (Cooper et al., 2003; Hallas et al., 2011; 

Johnson, Carroll, Fulda, Cardarelli, & Cardarelli, 2010; Pincay & Guarnaccia, 2007; Roncancio 

et al., 2011). 



 

16 

Additionally, the relationship between acculturation, symptom identity and health was 

examined. It was hypothesized that acculturation would moderate the relationship between 

symptom identity and health, such that Hispanic/Latino older adults who report high levels of 

acculturation, would report high symptom identity which would be more positively associated 

with willingness to seek care from a doctor, psychologist or psychiatrist, or other mental health 

professional, mental health-related quality of life, and self-assessed health and negatively 

related to functional limitations (Hypothesis eight). This hypothesis was based upon previous 

research, which found effects between acculturation and health and symptom identity and 

health (Johnson et al., 2010; Roncancio et al., 2011). 
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Chapter 2  

Methods 

Patients 

Two-hundred and forty uninsured older adults (M = 55.98 years, SD = 9.76) attending a 

free clinic in Arlington, Texas were recruited. Patients were divided into four groups (i.e. 

European American, Hispanic/Latino, African American) based upon previous literature (Angel, 

Prickett, & Angel, 2014; Horton & Loukas, 2013; Trief et al., 2013). Groups were further divided 

into three depressive symptom groups: no depressive symptoms, STDS, and above threshold 

depressive symptoms (Table 2-1). Patients were recruited between 2011 and 2012. Patients 

were required to read/speak English or Spanish, and be at least 40 years of age. Patients who 

were pregnant, a prisoner, or who had a hearing impairment were not included in the study. 

Demographic and medical variables by groups can be found in Tables 2-2 and 2-3. Subsequent 

chi-square and analysis of variance tests revealed some statistically significant differences 

between groups. Age, number of comorbidities, and education differed across cultural groups. 

Age, gender, and difficulty paying bills differed across depressive symptom groups. 

Table 2-1 Groups Divided by Ethnicity/Culture and Depressive Symptom Group 

Variable No 

Depressive 

Symptoms 

STDS Above 

Threshold 

Depressive 

Symptoms 

χ2 df Sig. 

Culture    5.69 4 .223 

European 

American 

26 (10.8%) 11 (4.6%) 19 (7.9%)    

African 

American 

28 (11.7%) 21 (8.8%) 11 (4.6%)    

Hispanic/Latino 58 (24.2%) 30 (12.5%) 36 (15.0%)    
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Table 2-2 Medical and Demographic Variables across Culture 

Variable European 

American 

African 

American 

Hispanic/ 

Latino 

F/ χ2 df Sig. 

Age, M (SE) 60.96 (1.19) 51.72 (1.15) 55.01 (.80) 16.10 2, 240 <.001 

Gender    3.32 2 .190 

Male 24 (10%) 20 (8.3%) 36 (15.0%)    

Female 32 (13.3%) 40 (16.7%) 88 (36.7%)    

Difficulty 

paying bills, 

M (SE) 

2.06 (.09) 2.42 (.13) 2.07 (.13) 2.83 2, 237 .061 

Number of 

comorbidities 

M (SE) 

2.27 (.19) 2.45 (.18) 1.76 (.14) 4.95 2,174 .008 

Education, M 

(SE) 

3.38 (.23) 3.08 (.22) 2.04 (.16) 14.57 2, 239 <.001 

 

Table 2-3 Medical and Demographic Variables across Depressive Symptom Group 

Variable No 

Depressive 

Symptoms 

STDS Above 

Threshold 

Depressive 

Symptoms 

F/ χ2 df Sig. 

Age, M (SE) 57.40 (.88) 54.81 (1.19) 53.20 (1.15) 4.50 2, 240 .012 

Gender    14.52 2 .001 

Male 48 (20%) 9 (3.8%) 23 (9.6%)    

Female 64 (26.7%) 53 (22.1%) 43 (17.9%)    
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Table 2.3—Continued 

Difficulty 

paying bills, 

M (SE) 

2.40 (.09) 1.95 (.12) 1.89 (.12) 7.31 2, 237 .001 

Number of 

comorbidities 

M (SE) 

1.93 (.15) 2.04 (.19) 2.37 (.19) 4.95 2,174 .190 

Education, M 

(SE) 

2.66 (.17) 2.49 (.23) 2.64 (.23) .18 2, 239 .837 

 

Procedures  

Data were collected between 2011 and 2012 by undergraduate and graduate 

assistants. Patients were approached by the research assistants in the waiting room. If patients 

agreed to participate in the study, they were taken to a private room to complete the study. After 

patients signed an informed consent form, they were interviewed face-to-face by the research 

assistants. Interviews were conducted in English or Spanish (98 = Spanish, 150 = English). 

Data were collected with laptop computers using Snap Surveys software (Snap Surveys, 2011) 

in order to minimize data entry error. Patients answered questions by choosing one of the 

possible answer choices provided in a binder. Interviews lasted approximately 60 to 90 minutes. 

Patients were compensated for participating in the study with a $20 gift card to Walmart.  

Measures 

Demographics 

Demographic information such as age, sex, race and other background information 

were gathered from patient responses. Income was assessed using a single item, “How difficult 

is it for you to pay your monthly bills?”. Answers were rated on a four point Likert scale (1 = 

“very difficult” to 4 = “not at all difficult”). Education was assessed with the use of a single item, 
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“What is your highest degree from school.” Answer choices varied from “no degree/grade 

school only” to “doctorate (MD, PhD.)”.  

Patient Health Questionnaire 

The patient health questionnaire (PHQ-8; Kroenke et al., 2009) was an eight-item 

depression scale used to assess severity of depressive symptoms. Scores ranged from 0 to 24 

and each item was scored on a four point Likert scale (0 = “not at all” to 3 = “nearly every day”). 

It was designed to serve as a diagnostic tool that can establish provisional depression 

diagnoses (Becker, 2004; Kurt Kroenke & Williams, 2014; Manea, Gilbody, & McMillan, 2012; 

Wittkampf et al., 2009; Wittkampf, Naeije, Schene, Huyser, & van Weert, 2007). The cut-off 

score for above threshold levels of depressive symptoms was 10, subthreshold depressive 

symptoms was 5-9, and no depression was defined as a score of 0-4 (α = .87). However, past 

research has proposed that the PHQ-8 could also be used to measure depressive symptom 

severity with higher scores indicating higher degrees of depressive symptomatology (Kroenke & 

Spitzer, 2002).       

Revised Illness Perceptions Questionnaire 

The revised illness perceptions questionnaire (IPQ-R; (Moss-Morris et al., 2002) 

provided a psychometrically acceptable assessment of the five key components (identity, 

consequences, timeline, control, and causes) of patients’ perceptions of depression based on 

Leventhal’s self-regulatory model. The identity scale consisted of 16 commonly experienced 

symptoms assessed by participants (using a yes or no format) on whether they believed 

depression caused symptoms, including: feel sad, have trouble sleeping, etc. The identity 

subscale was computed by summing the yes/no responses with higher scores indicating better 

knowledge of the symptoms of the disease (α = .91).  

Acculturation Scale 

Acculturation was assessed using an 11 item acculturation scale adapted from the 

Acculturation rating scale for Mexican Americans-II (Cuellar, Arnold, & Maldonado, 1995) to 
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incorporate all Hispanic/Latino cultures. Only patients that indicated that they were 

Hispanic/Latino completed the questionnaire. The first item assessed whether patients were first 

or second generation Hispanic/Latinos. Items two through eleven were rated on a four point 

Likert scale (1 = “not at all” to 4 = “much or very often”). Scores from item two through eleven 

were averaged with higher scores indicating more acculturation (α = .85).  

Mental Health-Related Quality of Life 

Mental health-related quality of life was measured using three items from the global 

health item bank from the National Institute of Health Patient-Reported Outcomes Measurement 

Information System (PROMIS; Hays, Bjorner, Revicki, Spritzer, & Cella, 2009). Items assessed 

quality of life, mental health, and satisfaction with personal relationships. Responses were rated 

with a five point Likert scale (1 = “excellent” to 5 = “poor”). Items were scored by summing the 

responses with lower scores indicating better mental health-related quality of life (α = .83).   

Self-Assessed Health 

Self-assessed health was assessed with a response to a single item, “In general, would 

you say your health is”. The response was rated on a five point Likert scale (1 = “excellent” to “5 

= “poor”) with higher scores indicating poorer health.  

Functional Limitations 

Functional limitations were assessed using a 5-item functional limitation scale adapted 

from the PROMIS functional limitations short form (Cella et al., 2010). Examples of items 

include, “Does your health now limit you in doing moderate work around the house like 

vacuuming, sweeping floors or carrying groceries?” Items were rated on a five point Likert scale 

(1 = “not at all” to 5 = “cannot do”) with higher scores indicating increased functional limitations 

(α = .91).   

Care Seeking 

Care seeking was assessed with a response to three separate items. Items assessed 

whether, if participants were themselves suffering from depression, whether they would seek 
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care. Items were rated on a five point Likert scale (1 = “not at all” to 5 = “extremely”) with higher 

scores indicating greater willingness to seek care. Care seeking from a general doctor was 

assessed with the use of a single item which stated, “If you, yourself, were suffering from 

depression, would you be likely to seek help from a doctor?”. Care seeking from a psychologist 

or psychiatrist was assessed with a single item which stated, “ If you, yourself, were suffering 

from depression, would you be likely to seek help from a psychologist or psychiatrist?”. Care 

seeking from another mental health professional was assessed with the use of one item which 

stated, “If you, yourself, were suffering from depression, would you be likely to seek care from 

some other type of professional counselor?”.  
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Chapter 3  

Results 

Prior to analyses, all variables were assessed for univariate outliers and proper 

distribution. The analyses were conducted using SPSS 21 Statistics software(IBM Statistics for 

Windows, Version 21.0, 2012). In order to account for unequal group sizes, bootstrapping, a 

resampling technique, was used in all analyses (Efron & Tibshirani, 1994). Bonferroni 

corrections were used to adjust for Type I error. A square transformation was performed to 

reduce negative skewness in symptom identity. Age, gender, education, difficulty paying bills, 

and number of comorbidities were considered as potential covariates. Subsequently, all were 

chosen as covariates. Chi square and analysis of variance tests assessing the relationship 

between the covariates and depressive symptom or cultural groups all came out as significant. 

Additionally, prior literature had found that age, gender, education, difficulty paying bills, and 

number of comorbidities were good predictors of health-related quality of life, functional 

limitations, care seeking and symptom identity (Atlantis, Goldney, Eckert, Taylor, & Phillips, 

2012; Freedman & Martin, 1999; Liu et al., 2013; Paschalides & Wearden, 2004; Renn et al., 

2011; Ross & Willigen, 1997; Scharloo, Jong, & Robert, 2005; Stenholm et al., 2014; Tang, 

2007). Therefore, all subsequent analyses were tested with these covariates.  

Hypotheses one, two, and three were tested together using a mixed analysis of 

covariance to examine differences in symptom identity among Hispanic/Latino, African 

American, and European American older adults and among patients with no depressive 

symptoms, STDS, and above threshold depressive symptoms. Exploratory analyses assessing 

depressive symptom severity as a continuous variable were conducted for Hypotheses one and 

three using a multiple moderated regression analysis. Hypothesis one hypothesized that 

increased depressive symptoms would lead to poorer symptom identity, while Hypothesis three 

hypothesized that the relationship between depressive symptoms and symptom identity would 

be moderated by culture. Thus, all variables were centered. The covariates were placed in the 
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first step, the predictor and the dummy codes in the second step, and the interaction terms in 

the third step of the regression analyses. Results from the second step of the analysis were 

used to assess Hypothesis one, while the combined R2 in the final model was used to assess 

Hypothesis three.  

Hypotheses four, five, and six were tested together using a mixed analysis of 

covariance to examine differences in mental health related quality of life, functional limitations, 

self-assessed health, and care seeking from a general doctor, psychologist or psychiatrist, or 

any other type of mental health professional among Hispanic/Latino, African American, and 

European American older adults and among older adults with no depressive symptoms, STDS, 

and above threshold depressive symptoms. Exploratory analyses for Hypotheses five and six 

were conducted using multiple moderated regression analyses. Hypothesis five hypothesized 

that increased depressive symptoms would predict poorer mental health-related quality of life, 

self-assessed health, increased functional limitations, and decreased care seeking from a 

doctor, psychologist or psychiatrist, or any other mental health professional. Hypothesis six 

hypothesized that this relationship would be moderated by culture. Thus, all variables were 

centered. The covariates were placed in the first step, the predictor and the dummy codes in the 

second step, and the interaction terms in the third step of the regression analysis. Results from 

the second step of the analysis were used to assess Hypothesis five, while the combined R2 in 

the final model was used to assess Hypothesis six.  

Hypothesis seven was tested using regression analyses, in which acculturation was 

hypothesized to predict mental health-related quality of life, functional limitations, self-assessed 

health, and care seeking from a general doctor, psychologist or psychiatrist, or any other type of 

mental health professional. All covariates were entered into the first step and the predictor into 

the second step of the regression model. 

Hypothesis eight was tested using multiple moderated regression analyses in which 

acculturation was used as a moderator to examine the role of symptom identity on mental 
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health-related quality of life, functional limitations, self-assessed health, and care seeking from a 

general doctor, psychologist or psychiatrist, or any other type of professional counselor. All of 

the variables were centered. Then, the covariates were placed into the first step and the two 

predictors and the interaction term into the second step of the regression model.  

Hypothesis one 

A mixed analysis of covariance was conducted to test Hypotheses one through three. 

The first hypothesis stated that older adults with STDS would report lower levels of symptom 

identity, as compared to older adults with no depressive symptoms. However, they would report 

similar levels of symptom identity than patients with above threshold depressive symptoms. 

Contrary to expectations, a main effect of depressive symptom group was not found. Table 3-1 

displays the results for Hypotheses one, two, and three. Hypothesis one was not supported.  

Table 3-1 Results of Mixed Analyses of Covariance Examining Group Differences in Symptom 

Identity for Hypotheses One, Two, and Three  

Predictor Variable df F Significance Partial η2 

Intercept 1, 174 36.29 <.001 .10 

Age 1, 174 2.34 .128 .19 

Gender 1, 174 3.13 .079 .01 

Number of Comorbidities 1, 174 .34 .561 .02 

Education 1, 174 4.78 .030 <.01 

Difficulty Paying Bills 1, 174 1.93 .167 .03 

Culture 2, 174 .53 .593 .01 

Depressive Symptom Group 2, 174 1.07 .347 .01 

Culture X Depressive Symptom Group 4, 174 .22 .925 .01 

 

The exploratory analysis for Hypothesis one examined the effects of increased 

depressive symptoms on symptom identity. The second step of the model was not significant, 
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R2 = .09, F (8, 172) = 1.94, p = .058. Contrary to expectations, depressive symptom severity did 

not predict symptom identity, and the hypothesis was not supported. Table 3-2 displays the 

results of the analysis. The exploratory analysis was consistent with the original mixed analysis 

of covariance model. 

Table 3-2 Results from the Exploratory Analysis Assessing Hypothesis One 

Predictor Variable Outcome Variable B T Significance sr2 

 Symptom Identity     

Constant  230.83 33.38 <.001  

Age  -11.65 -1.61 .109 .12 

Gender  .68 1.65 .101 .12 

Number of Comorbidities  1.10 .40 .687 .03 

Education  4.31 2.06 .041 .15 

Difficulty Paying Bills  -6.36 -1.71 .090 .13 

Dummy 1 

Hispanic/Latino 

 3.30 .37 .715 .03 

Dummy 2 

African American 

 -5.48 -.54 .589 .04 

Depressive Symptoms  .75 1.20 .233 .09 

 
Note. Dummy code 1 was coded 1, 0, and 0 for Hispanic/Latino, African American, and 

European American, respectively. Dummy code 2 was coded, 0, 1, and 0 for Hispanic/Latino, 

African American, and European American, respectively. 

Hypothesis two 

 Hypothesis two stated that Hispanic/Latino and African American older adults would 

report lower levels of symptom identity than European Americans. However, no significant 

differences would be reported between African American and Hispanic/Latino older adults. 



 

27 

Contrary to expectations, a main effect of culture was not found. Table 3-1 displays the results. 

Hypothesis two was not supported.  

Hypothesis three 

Hypothesis three stated that there would be a significant interaction between 

depressive symptom group and culture. Specifically, it was hypothesized that European 

American older adults with no depressive symptoms would report the highest levels of symptom 

identity when compared to European American older adults with STDS and above threshold 

depressive symptoms, as well as Hispanic/Latino and African American older adults in all 

depressive groups. Hispanic/Latino and African American older adults with no depressive 

symptoms would report higher symptom identity than Hispanic/Latino and African American 

older adults with STDS and above threshold depressive symptoms. Additionally, 

Hispanic/Latino and African American older adults with no depressive symptoms would report 

lower symptom identity that European American older adults in all depressive groups. Finally, 

Hispanic/Latino and African American older adults with STDS and above threshold depressive 

symptoms would report the lowest levels of symptom identity. Contrary to expectations, an 

interaction was not found. Table 3-1 displays the results. Hypothesis three was not supported.  

The exploratory analysis for hypothesis three examined depressive symptoms as a 

continuous variable rather than a categorical variable. The final step of the model was not 

significant, therefore, an interaction effect was not found and the hypothesis was not supported, 

R2 = .09, F (10, 172) = 1.54, p = .131. Table 3-3 displays the results of the final step of the 

analysis. The exploratory analysis was consistent with the original mixed analysis of covariance 

model.  

Table 3-3 Results from the Exploratory Analysis Assessing Hypothesis three 

Predictor Variable Outcome Variable B T Significance sr2 

 Symptom identity     

Constant  225.09 27.69 <.001  
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Table 3.3—Continued 

Age  -11.81 -1.61 .108 .12 

Gender  .69 1.63 .106 .12 

Number of Comorbidities  1.15 .42 .678 .03 

Education  4.32 2.05 .042 .15 

Difficulty Paying Bills  -6.18 -1.61 .109 .12 

Dummy code 1 

Hispanic/Latino 

 9.19 .97 .335 .07 

Dummy code 2 

African American 

 5.82 .56 .573 .04 

Depressive symptoms  .98 .80 .425 .06 

Depressive Symptoms X 

Dummy code 1 

Hispanic/Latino 

 -.32 -.22 .829 .02 

 

Depressive Symptoms X 

Dummy code 2 

African American 

 -.28 -.18 .857 .01 

Note. Dummy code 1 was coded 1, 0, and 0 for Hispanic/Latino, African American, and 

European American, respectively. Dummy code 2 was coded, 0, 1, and 0 for Hispanic/Latino, 

African American, and European American, respectively. 

Hypothesis four 

A mixed analysis of covariance was conducted to test Hypotheses four, five, and six 

(Table 3-5). Hypothesis four stated that European American older adults would report better 

mental health-related quality of life, self-assessed health, less functional limitations and be more 

likely to seek care from a general doctor, psychologist or psychiatrist, or any other type of 

professional counselor than Hispanic/Latino and African American older adults. However, 

mental health-related quality of life, self-assessed health, functional limitations, and willingness 
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to seek care from a psychologist or psychiatrist, or any other type of professional counselor 

would be similar among African American and Hispanic/Latino older adults.  

Contrary to expectations, a main effect of culture on mental-health related quality of life, 

functional limitations, self-assessed health and care seeking from a psychologist or psychiatrist, 

or any other type of professional counselor was not found. Additionally, contrary to 

expectations, a main effect of culture on seeking care from a doctor was found; however, the 

relationship was not as hypothesized. Post-hoc analyses revealed that, contrary to 

expectations, African American older adults were more likely to seek care from a general doctor 

(M = 4.17, SE = .19) than European American (M = 3.32, SE = .19). No differences were found 

between Hispanic/Latino (M = 3.78, SE = .14) and European American older adults. However, 

as hypothesized, no differences were found between African American and Hispanic/Latino 

older adults, partially supporting the hypothesis.   

Table 3-4 Results of Mixed Analyses of Covariance Examining Group Differences in Mental 

Health-Related Quality of Life, Functional Limitations, Self-Assessed Health, and Care Seeking 

from a Doctor, Psychologist or Psychiatrist, or Any Other Mental Health Professional Testing 

Hypotheses Four, Five, and Six 

Predictor Variable Outcome Variable df F Sig. Partial η2 

 Mental Health-Related 

Quality of Life 

    

Intercept  1, 160 16.09 < .001 .10 

Gender  1, 160 .01 .285 <.01 

Age  1, 160 1.15 .923 .01 

Number of Comorbidities  1, 160 6.26 .013 .04 

Education  1, 160 1.01 .317 .01 

Difficulty Paying Bills  1, 160 11.43 .001 .10 

Culture  2, 160 .84 .433 .01 



 

30 

Table 3.4—Continued 

Depressive Sx Group  2, 160 16.27 < .001 .18 

Depressive Sx X Culture  4, 160 4.62 .002 .11 

 Functional Limitations     

Intercept  1, 173 3.06 .082 .02 

Gender  1, 173 .72 .397 .01 

Age  1, 173 .17 .683 .01 

Number of Comorbidities  1, 173 11.78 .001 .07 

Education  1, 173 .31 .579 <.01 

Difficulty Paying Bills  1, 173 .56 .455 <.01 

Culture  2,173 1.08 .344 .01 

Depressive Sx Group  2,173 11.02 <.001 .12 

Depressive Sx X Culture  4,173 1.39 .239 .03 

 Self-Assessed Health     

Intercept  1, 123 14.31 <.001 .12 

Gender  1, 123 <.01 .998 <.01 

Age  1, 123 2.33 .129 .02 

Number of Comorbidities  1, 123 .20 .654 <.01 

Education  1, 123 . 65 .421 .01 

Difficulty Paying Bills  1, 123 .42 .52 <.01 

Culture  2, 123 1.39 .253 .03 

Depressive Sx Group  2, 123 3.11 .049 .05 

Depressive Sx X Culture  4, 123 2.72 .033 .09 
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Table 3.4—Continued 

 Care Seeking From a 

Doctor 

    

Intercept  1, 173 23.24 <.001 .13 

Gender  1, 173 .99 .320 .01 

Age  1, 173 .32 .575 <.01 

Number of Comorbidities  1, 173 .05 .817 <.01 

Education  1, 173 1.20 .276 .01 

Difficulty Paying Bills  1, 173 2.91 .090 .02 

Culture  2, 173 4.92 .008 .06 

Depressive Sx Group  2, 173 1.76 .175 .02 

Depressive Sx X Culture  4, 173 .66 .621 .02 

 Care Seeking From a 

Psychologist or 

Psychiatrist 

    

Intercept  1, 174 15.87 <.001 .09 

Gender  1, 174 .30 .588 <.01 

Age  1, 174 .12 .725 <.01 

Number of Comorbidities  1, 174 .28 .595 <.01 

Education  1, 174 3.24 .074 .02 

Difficulty Paying Bills  1, 174 .71 .398 <.01 

Culture  2, 174 1.49 .229 .02 

Depressive Sx Group  2, 174 .56 .575 .01 

Depressive Sx X Culture  4, 174 1.09 .363 .03 
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Table 3.4—Continued 

 Care Seeking From 

Other Mental Health 

Professional 

    

Intercept  1, 174 20.18 <.001 .11 

Gender  1, 174 <.01 .972 <.01 

Age  1, 174 .02 .894 <.01 

Number of Comorbidities  1, 174 .92 .340 .01 

Education  1, 174 .71 .401 <.01 

Difficulty Paying Bills  1, 174 4.42 .037 .03 

Culture  2, 174 1.34 .457 .01 

Depressive Sx Group  2, 174 1.52 .222 .02 

Depressive Sx X Culture  4, 174 1.24 .296 .03 

 

Hypothesis five 

The fifth hypothesis stated that older adults with no depressive symptoms would report 

better mental health-related quality of life, self-assessed health, less functional limitations and 

be more likely to seek care from a general doctor, psychologist or psychiatrist, or any other type 

of professional counselor a than older adults with STDS and above threshold depressive 

symptoms. However, mental health-related quality of life, self-assessed health, functional 

limitations, and willingness to seek care from a general doctor, psychologist or psychiatrist, or 

any other type of professional counselor would be similar among older adults with STDS and 

above threshold depressive symptom. Table 3-4 displays the results of the analyses.  

As expected, a main effect of depressive symptom group on mental health-related 

quality of life was found. Post-hoc analyses revealed that the no depressive symptom group (M 

= 3.95, SE = .46) reported better mental health-related quality of life than the above threshold 
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depressive symptoms group (M = 7.75, SE = .56). However, contrary to expectations, no 

differences were found between the no depressive symptom and the STDS group (M = 3.82, 

SE = .58), while the above threshold depressive symptoms group reported poorer mental 

health-related quality of life than the STDS group.  

As expected a main effect of depressive symptom group on functional limitations was 

found. Post-hoc analyses revealed that the no depressive symptom group (M = 5.536, SE = .72) 

reported less functional limitations than the above threshold depressive symptoms group (M = 

10.83, SE = 90). However, contrary to expectations, no differences were found between the no 

depressive symptom and the STDS group (M = 6.14, SE = .91), while the STDS group reported 

less functional limitations than the above threshold depressive symptoms group.  

Contrary to expectations, although a main effect of depressive symptom group on self-

assessed health was found, post hoc analyses revealed that depressive symptoms groups 

reported similar self-assessed health. Contrary to expectations, a main effect of depressive 

symptom group and care seeking from a general doctor, a psychologist or psychiatrist, or any 

other professional counselor was not found. Hypothesis five was partially supported.  

Exploratory analyses for Hypothesis five examined depressive symptom as a 

continuous predictor of mental health-related quality of life, functional limitations, self-assessed 

health, willingness to seek care from a doctor, psychologist or psychiatrist, or any other mental 

health professional. Table 3-5 displays the results of the analyses. The second steps of the 

model predicting mental health-related quality of life, functional limitations, self-assessed health, 

and willingness to seek care from a doctor were significant, R2 = .35, F (8, 158) =10.01, p < 

.001; R2 = .29, F (8, 171) =8.26, p < .001; R2 = .19, F (8, 121) =3.29, p = .002; R2 = .35, F (8, 

171) =2.92, p = .005, respectively. Contrary to expectations, a main effect of depressive 

symptom severity on willingness to seek care from a doctor was not found. However, as 

expected, a main effect of depressive symptom severity on mental health-related quality of life, 

functional limitations, and self-assessed health was found. As expected, higher levels of 
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depressive symptom severity predicted poorer mental health-related quality of life, increased 

functional limitations, and poorer self-assessed health. Contrary to expectations, the second 

steps of the model predicting depressive symptom severity did not predict willingness to seek 

care from a psychologist or psychiatrist, or any other mental health professional, R2 = .07, F (8, 

172) = 1.60, p = .127; R2 = .25, F (8, 172)  = 1.33, p = .232, respectively. Exploratory analyses 

for Hypothesis five were partially supported. Most results yielded similar results from the original 

analyses. However, increased depressive symptoms predicted poorer self-assessed health, and 

therefore, yielded different results from the original analyses, which did not find an effect.  

Table 3-5 Results from Exploratory Analyses Assessing Hypothesis Five 

Predictor Variable Outcome Variable B t Significance sr2 

 Mental Health-Related 

Quality of Life 

    

Constant  4.49 7.57 <.001  

Age  -.02 -.67 .502 .04 

Gender  .49 .80 .426 .05 

Number of Comorbidities  .49 2.05 .043 .13 

Education  -.19 -1.03 .306 .07 

Difficulty Paying Bills  -1.06 -3.37 .001 .22 

Dummy code 1 

Hispanic/Latino 

 -.19 -.24 .810 .02 

Dummy code 2 

African American 

 .78 .92 .359 .06 

Depressive Symptoms  .29 5.40 <.001 .37 

 
 Functional Limitations     

Constant  7.66 8.76 <.001  
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Table 3.5—Continued  

Age  .02 .39 .700 .03 

Gender  -.26 -.29 .773 .02 

Number of Comorbidities  .99 2.91 .004 .19 

Education  -.21 -.81 .421 .05 

Difficulty Paying Bills  -.49 -1.06 .292 .07 

Dummy code 1 

Hispanic/Latino 

 -1.50 -1.33 .187 .09 

Dummy code 2 

African American 

 -.32 -.25 .802 .02 

Depressive Symptoms  .44 5.68 <.001 .38 

 Self-Assessed Health     

Constant  3.06 8.51 <.001  

Age  -.04 -1.86 .066 .16 

Gender  .09 .25 .801 .02 

Number of Comorbidities  -.01 -.04 .971 <.01 

Education  -.07 -.64 .526 .05 

Difficulty Paying Bills  -.13 -.72 .468 .06 

Dummy code 1 

Hispanic/Latino 

 .33 .73 .468 .06 

Dummy code 2 

African American 

 -.53 -.98 .329 .08 

Depressive Symptoms  .07 2.30 .023 .20 

 Care Seeking From a 

Doctor 

    

Constant  4.31 24.10 <.001  
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Table 3.5—Continued  

Age  .01 .69 .493 .05 

Gender  -.22 -1.15 .253 .08 

Number of Comorbidities  -.01 -.18 .854 .01 

Education  .06 1.11 .268 .08 

Difficulty Paying Bills  -.14 -1.44 .153 .11 

Dummy code 1 

Hispanic/Latino 

 -.45 -1.92 .057 .14 

Dummy code 2 

African American 

 -.91 -3.45 .001 .25 

Depressive Symptoms  -.02 -1.29 .200 .09 

 Care Seeking From a 

Psychologist or 

Psychiatrist 

    

Constant  3.82 17.43 <.001  

Age  <.01 -.03 .974 <.01 

Gender  -.18 -.78 .437 .06 

Number of Comorbidities  .06 .65 .518 .05 

Education  .13 2.01 .046 .15 

Difficulty Paying Bills  -.10 -.83 .410 .06 

Dummy code 1 

Hispanic/Latino 

 -.31 1.08 .282 .08 

Dummy code 2 

African American 

 -.56 -1.76 .081 .13 

Depressive Symptoms  -.02 -.99 .324 .07 
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Table 3.5—Continued  

 Care Seeking From Any 

Other Mental Health 

Professional 

    

Constant  3.40 16.47 <.001  

Age  <.01 .14 .891 .01 

Gender  -.14 -.63 .528 .05 

Number of Comorbidities  -.07 -.82 .412 .06 

Education  .07 1.10 .274 .08 

Difficulty Paying Bills  -.22 -1.94 .055 .14 

Dummy code 1 

Hispanic/Latino 

 -.25 -.91 .363 .07 

Dummy code 2 

African American 

 -.42 -1.39 .165 .11 

Depressive Symptoms  -.02 -1.08 .282 .08 

Note. Dummy code 1 was coded 1, 0, and 0 for Hispanic/Latino, African American, and 

European American, respectively. Dummy code 2 was coded, 0, 1, and 0 for Hispanic/Latino, 

African American, and European American, respectively. 

Hypothesis six 

Hypothesis six stated that European American older adults in all depressive symptom 

groups would report better mental health-related quality of life, self-assessed health, less 

functional limitations and be more willing to seek care from a general doctor, a psychologist or 

psychiatrist, or any other professional counselor than European American older adults with 

STDS and above threshold depressive symptoms and African American and Hispanic/Latino 

older adults in all depressive symptom groups. European American older adults with STDS 

would report better mental health-related quality of life, self-assessed health, less functional 
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limitations and be more willing to seek care from a general doctor, a psychologist or psychiatrist, 

or any other professional counselor  than African American and Hispanic/Latino older adults 

with STDS. African American and Hispanic/Latino older adults with no depressive symptoms 

would report better mental health-related quality of life, self-assessed health, less functional 

limitations and be more likely to seek care than African American and Hispanic/Latino older 

adults with STDS and above threshold depressive symptoms. However, mental health-related 

quality of life, self-assessed health, functional limitations, and willingness to seek care from a 

general doctor, a psychologist or psychiatrist, or any other professional counselor would be 

similar among African American and Hispanic/Latino older adults with STDS and above 

threshold depressive symptoms. Table 3-4 displays the results of the last step of the analyses.  

As expected, an interaction effect of culture and depressive symptom group on mental 

health-related quality of life was found. Post hoc analyses revealed results partially supported 

Hypothesis 6 (Figure 3-1). Contrary to expectations, no differences were observed among 

Latino/Hispanic older adults in any of the depressive symptom groups (no depressive symptoms 

M = 4.55, SE = .76; STDS M = 4.62, SE = .76; above threshold depressive symptoms M = 4.91, 

SE = .78). As expected European American older adults in the no depressive symptom group 

(M = 3.96, SE = .92) reported better mental health-related quality of life than European 

American older adults in the above threshold depressive symptoms group (M = 8.96, SE = .90). 

However, contrary to expectations, no differences were observed between European American 

older adults with no depressive symptoms and STDS (M = 4.22, SE = 1.20). Contrary to 

expectations, European American older adults with STDS reported better mental health-related 

quality of life than European American older adults with above threshold depressive symptoms. 

As expected, African American older adults in the no depressive symptom group (M = 3.35, SE 

= .77) reported better mental health related quality of life than African American older adults in 

the above threshold depressive symptoms group (M = 9.38, SE = 1.16). However, no 

differences were observed between African American older adults with no depressive 
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symptoms and STDS (M = 2.62, SE = 1.02). Contrary to expectations, African American older 

adults with STDS reported better mental health-related quality of life than African American 

older adults with above threshold depressive symptoms. Contrary to expectations, differences 

were not observed among Hispanic/Latino, European American and African American older 

adults in the no depressive symptom and STDS groups.  Contrary to expectations, in the above 

threshold depressive symptoms group, Hispanic/Latino older adults reported better mental 

health-related quality of life than European American African American older adults. No 

differences were observed between European American older adults in the above threshold 

depressive symptoms group and African American older adults in the above threshold 

depressive symptoms group.  

 

Figure 3-1 Interaction between Culture and Depressive Symptoms Groups on Mental Health-

Related Quality of Life 

As expected an interaction effect of culture and depressive symptom group on self-

assessed health was found. Contrary to expectations, post hoc analyses (Figure 3-2) did not 

reveal significant differences in depressive symptom group among Hispanic/Latino older adult 

(no depressive symptoms M = 3.16, SE = .41; STDS M = 3.97, SE = .42; above threshold 
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depressive symptoms M = 3.02, SE = .45). As expected, European American older adults with 

no depressive symptoms (M = 1.93, SE = .60) reported better self-assessed health than 

European American older adults with above threshold depressive symptoms (M = 4.06, SE = 

.60). Differences were not found among European Americans with STDS (M = 1.75, SE = .77) 

and above threshold depressive symptoms. Contrary to expectations, differences were not 

found among European Americans with no depressive symptoms and STDS. 

Among African Americans, contrary to expectations, no differences were found among 

the depressive symptoms groups (no depressive symptoms M = 2.82, SE = .53; STDS M = 

2.82, SE = .53; above threshold depressive symptoms M = 4.20, SE = .72.  

Contrary to expectation, no differences were reported among patients with no 

depressive symptoms. Among patients with STDS, as expected, European American older 

adults reported better self-assessed health than Hispanic/Latino older adults and no differences 

were reported between African American and Hispanic/Latino older adults. However, contrary to 

expectations, no differences were observed among European American and African American 

older adults with STDS and among all groups in the above threshold depressive symptoms 

groups. 

Contrary to expectations, an interaction effect between culture and depressive symptom 

group on functional limitations, willingness to seek care from a general doctor, a psychologist or 

psychiatrist, or any other professional counselor was not found. Hypothesis six was partially 

supported.  
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Figure 3-2 Interaction between Culture and Depressive Symptoms Groups on Self-Assessed 

Health 

Exploratory analyses for Hypothesis six examined depressive symptoms as a 

continuous predictor that was moderated by culture to predict mental health-related quality of 

life, functional limitations, self-assessed health, and willingness to seek care from a doctor, 

psychologist or psychiatrist, or any other mental health professional. Table 3-6 displays the 

results from the last step of the analyses. The interaction effect was significant when predicting 

mental health-related quality of life, R2 = .40, F (10, 158) = 10.04, p < .001. Post hoc test 

revealed that increased depressive symptoms significantly predicted poorer mental health-

related quality of life among European Americans and African Americans, B =  .50, t (158) = 

5.15, p < .001; B =  .36, t (158) = 4.8, p < .001, respectively. However depressive symptom 

severity did not predict mental health-related quality of life among Hispanics/Latinos, B = .08, t 

(158) = .98, p = .331. Figure 3-3 depicts the relationship.  
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Table 3-6 Results Assessing Exploratory Analyses for Hypothesis Six 

Predictor Variable Outcome Variable B t Significance sr2 

 Mental Health-Related 

Quality of Life 

    

Constant  5.14 7.94 <.001  

Age  -.02 -.70 .486 .04 

Gender  .23 .38 .702 .02 

Number of Comorbidities  .53 2.31 .022 .14 

Education  -.20 -1.12 .267 .07 

Difficulty Paying Bills  -.86 -2.79 .006 .18 

Dummy code 1 

Hispanic/Latino 

 -.53 -.69 .494 .04 

Dummy code 2 

African American 

 -.56 -.68 .500 .04 

Depressive symptoms  .50 5.24 <.001 .23 

Depressive Symptoms X 

Dummy code 1 

Hispanic/Latino 

 -.42 -3.54 .001 .22 

 

Depressive Symptoms X 

Dummy code 2 

African American 

 -.14 -1.10 .272 .07 

 Functional Limitations     

Constant  7.18 7.25 <.001  

Age  .02 .30 .766 .02 

Gender  -.50 -.56 .577 .03 
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Table 3.6—Continued 

Number of Comorbidities  1.03 3.07 .002 .20 

Education  -.23 -.90 .370 .06 

Difficulty Paying Bills  -.24 -.52 .605 .03 

Dummy code 1 

Hispanic/Latino 

 -.81 -.70 .487 .05 

Dummy code 2 

African American 

 .57 .452 .652 .03 

Depressive symptoms  .70 .45 .652 .03 

Depressive Symptoms X 

Dummy code 1 

Hispanic/Latino 

 -.50 -2.79 .006 .18 

Depressive Symptoms X 

Dummy code 2 

African American 

 -.12 -.61 .542 .04 

 Self-Assessed Health     

Constant  2.31 5.33 <.001  

Age  -.03 -1.47 .144 .12 

Gender  -.01 -.30 .976 <.01 

Number of Comorbidities  .05 .34 .733 .03 

Education  -.07 -.64 .522 .05 

Difficulty Paying Bills  -.02 -.10 .923 .01 

Dummy code 1 

Hispanic/Latino 

 1.19 2.37 .020 .20 
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Table 3.6—Continued 

Dummy code 2 

African American 

 .81 1.47 .145 .12 

Depressive symptoms  .18 3.16 .002 .12 

Depressive Symptoms X 

Dummy code 1 

Hispanic/Latino 

 -.17 -2.51 .014 .21 

Depressive Symptoms X 

Dummy code 2 

African American 

 -.12 -1.65 .102 .14 

 Care Seeking From a 

General Doctor 

    

Constant  3.39 15.92 <.001  

Age  .01 .75 .452 .06 

Gender  -.22 -1.14 .258 .08 

Number of Comorbidities  -.01 -.16 .870 .01 

Education  .06 1.13 .261 .08 

Difficulty Paying Bills  -.14 -1.38 .169 .10 

Dummy code 1 

Hispanic/Latino 

 .47 1.90 .060 .14 

Dummy code 2 

African American 

 .92 3.43 .001 .25 

Depressive symptoms  -.02 -.50 .618 .04 

Depressive Symptoms X 

Dummy code 1 

Hispanic/Latino 

 <.01 <-.01 .997 <.01 
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Table 3.6—Continued  

Depressive Symptoms X 

Dummy code 2 

African American 

 -.01 -.33 .742 .02 

 Care Seeking from a 

Psychologist or 

Psychiatrist 

    

Constant  3.82 17.34 <.001  

Age  <-.01 -.25 .806 .02 

Gender  -.19 -.81 .418 .06 

Number of Comorbidities  .05 .62 .540 .05 

Education  .13 1.93 .055 .15 

Difficulty Paying Bills  -.09 -.76 .448 .06 

Dummy code 1 

Hispanic/Latino 

 -.30 -1.05 .294 .08 

Dummy code 2 

African American 

 -.54 -1.65 .100 .13 

Depressive symptoms  -.02 -.63 .533 .05 

Depressive Symptoms X 

Dummy code 1 

Hispanic/Latino 

 -.02 -.39 .698 .03 

Depressive Symptoms X 

Dummy code 2 

African American 

 .03 .68 .495 .05 
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Table 3.6—Continued  

 Care Seeking from Any 

Other Mental Health 

Professional 

    

Constant  3.39 16.35 <.001  

Age  <.01 .12 .903 .01 

Gender  -.12 -.55 .582 .05 

Number of Comorbidities  -.07 -.85 .395 .07 

Education  .07 1.10 .237 .08 

Difficulty Paying Bills  -.23 -2.04 .043 .15 

Dummy code 1 

Hispanic/Latino 

 -.25 -.94 .350 .07 

Dummy code 2 

African American 

 -.40 -1.29 .198 .10 

Depressive symptoms  -.04 -1.08 .283 .08 

Depressive Symptoms X 

Dummy code 1 

Hispanic/Latino 

 .03 .77 .443 .06 

Depressive Symptoms X 

Dummy code 2 

African American 

 .02 .31 .757 .02 

Note. Dummy code 1 was coded 1, 0, and 0 for Hispanic/Latino, African American, and 

European American, respectively. Dummy code 2 was coded, 0, 1, and 0 for Hispanic/Latino, 

African American, and European American, respectively. 



 

47 

 

Figure 3-3 Mental Health-Related Quality of Life among European American, African American, 

and Hispanic/Latino Older Adults 

 The interaction effect was significant when predicting functional limitations, R2 = .33, F 

(10, 171) = 7.88, p < .001. Post hoc test revealed that increased depressive symptoms 

significantly predicted increased functional limitations among European Americans and African 

Americans, B =  .70, t (171) = 4.65, p < .001, B = .58, t (171) = 4.62, p < .001, respectively. 

However depressive symptom severity did not predict functional limitations among 

Hispanics/Latinos, B = .20, t (171) = 1.24, p = .217. Figure 3-6 depicts the relationship.  
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Figure 3-4 Functional Limitations among European American, Hispanic/Latino and African 

American Older Adults 

The interaction effect was significant when predicting self-assessed health, R2 = .23, F 

(10, 121) = 3.36, p < .001. Post hoc test revealed that increased depressive symptoms 

significantly predicted poorer self-assessed health among European Americans, B = .18, t (121) 

= 3.16, p = .002. However depressive symptom severity did not predict self-assessed health 

among Hispanics/Latinos and African Americans, B = .01, t (121) = .237, p = .813; B = .06, t 

(121) = 1.32, p =.190, respectively. Figure 3-7 depicts the relationship. 
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Figure 3-5 Self-Assessed Health among European American, African American, and 

Hispanic/Latino Older Adults 

An interaction was found predicting care seeking from a doctor, R2 = .13, F (10, 171) = 

2.33, p = .014. However, contrary to expectations, post hoc analyses revealed that increased 

depressive symptoms did not predict care seeking among Hispanic/Latino, European American, 

and African American older adults, B = -.02, t (171) = -.50, p =.618; B = -.03, t (171) = -1.11, p 

=.268; B = -.02, t (171) = -.67, p =.504, respectively.  

However, contrary to expectations, the interaction effect was not significant when 

predicting care seeking from a psychologist or psychiatrist, or any other mental health 

professional,; R2 = .08, F (10, 172) = 1.43, p = .172; R2 = .06, F (10, 176) = -1.08, p = .283, 

respectively. Therefore, exploratory analyses for Hypothesis six partially supported the 

hypothesis. Most results yielded similar results from the original analyses. However, increased 

depressive symptoms predicted increased functional limitations among European and African 

Americans, and therefore, yielded different results from the original analyses, which did not find 

an effect.  
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Hypothesis seven 

Next, regression analyses were conducted in order to test Hypothesis seven, which 

hypothesized that lower levels of acculturation would predict poorer mental health-related 

quality of life, functional limitations, self-assessed health and failure to seek care from a general 

doctor, a psychologist or psychiatrist, or any other professional counselor. All covariates were 

entered into the first step of the analysis. Acculturation was added into the second step of the 

model. 

The last step of the model was not significant when predicting mental health-related 

quality of life, functional limitations, self-assessed health, and willingness to seek care from a 

general doctor, psychologist or psychiatrist, or any other mental healthcare professional, R2 = 

.18, F (6, 67) = 2.21, p = .054; R2 = .12, F (6, 78) = 1.62, p = .153; R2 = .09, F (6, 59) = .83, p = 

.55; R2 = .06, F (6, 78) = .79, p = .58; R2 = .04, F (6, 78) = .55, p = .770; R2 = .11, F (6, 78) = 

1.43, p = .217, respectively. Contrary to expectation, acculturation did not predict mental health 

related quality of life, functional limitations, self-assessed health, and willingness to seek care 

from a general doctor, a psychologist or psychiatrist, or any other professional counselor. Table 

3-7 shows the final step of the regression analyses. Hypothesis seven was not supported.  

Table 3-7 Regression Analyses Assessing Effects of Acculturation on Mental Health-Related 

Quality of Life, Functional Limitations, Self-Assessed Health, and Care Seeking from a Doctor, 

Psychologist or Psychiatrist, or Any Other Mental Health Professional 

Predictor Variable Outcome Variable B t Significance sr2 

 Mental Health-Related 

Quality of Life 

    

Constant  -1.80 -.25 .801  

Age  .04 .71 .480 .08 

Gender  -.31 -.32 .751 .04 

Number of Comorbidities  1.05 2.08 .042 .24 
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Table 3.7—Continued  

Education  -.28 -.95 .348 .11 

Difficulty Paying Bills  -1.12 -2.12 .038 .25 

Acculturation  .95 1.02 .310 .12 

 Functional Limitations     

Constant  -1.30 -.14 .891  

Age  .11 1.51 .136 .17 

Gender  1.52 1.13 .261 .13 

Number of Comorbidities  1.40 2.34 .022 .26 

Education  -.12 -.32 .747 .04 

Difficulty Paying Bills  .01 .01 .995 <.01 

Acculturation  -.39 -.33 .746 .04 

 Self-Assessed Health     

Constant  .85 .23 .823  

Age  -.02 -.55 .583 .07 

Gender  -.08 -.15 .881 .02 

Number of Comorbidities  -.40 -1.78 .082 .23 

Education  -.09 -.61 .545 .08 

Difficulty Paying Bills  .13 .46 .644 .06 

Acculturation  .66 1.40 .167 .18 

 Care Seeking from 

Doctor 

    

Constant  2.89 1.37 .175  

Age  .03 1.71 .091 .20 

Gender  .06 .19 .851 .02 
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Table 3.7—Continued  

Number of Comorbidities  -.07 -.55 .581 .06 

Education  .06 .77 .581 .06 

Difficulty Paying Bills  -.18 -1.07 .287 .12 

Acculturation  -.05 -.19 .851 .02 

 Care Seeking From 

Psychologist or Psychiatrist 

    

Constant  4.67 1.82 .073  

Age  .01 .55 .585 .06 

Gender  -.32 -.88 .382 .10 

Number of Comorbidities  -.06 -.38 .705 .04 

Education  -.13 1.24 .218 .14 

Difficulty Paying Bills  -.18 -.88 .383 .10 

Acculturation  -.18 -.53 .597 .06 

 Care Seeking From Any 

Other Mental Health 

Professional 

    

Constant  5.02 2.16 .034  

Age  .02 1.89 .280 .12 

Gender  -.35 -1.05 .298 .12 

Number of Comorbidities  -.20 -1.39 .169 .16 

Acculturation  -.23 -.76 .450 .09 

 

Hypothesis eight 

Moderated regression analyses were conducted in order to test Hypothesis eight, which 

hypothesized that acculturation would moderate the relationship between symptom identity and 
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health, such that, Hispanic/Latino older adults, who reported high levels of acculturation, would 

report high symptom identity which would be more positively associated with willingness to seek 

care from a general doctor, a psychologist or psychiatrist, or any other professional counselor, 

mental health-related quality of life, and self-assessed health and negatively related to 

functional limitations. The overall model was not significant when predicting mental health-

related quality of life, functional limitations, self-assessed health , and willingness to seek care 

from a doctor, psychologist or psychiatrist or any other mental health professional, R2 = .17, F 

(8, 66) = 1.51, p = .175;  R2 = .13, F (8, 77) = q.25, p = .284; R2 = .12, F (8, 58) = .859, p = 

.557; R2 = .07, F (8, 77) = .65, p = .733; R2 = .09, F (8, 77) = .81, p = .596; R2 = .17, F (8, 77) = 

1.78, p = .096, respectively. Contrary to expectations, acculturation did not moderate the 

relationship between symptom identity and mental-health related quality of life, functional 

limitations, self-assessed health, and willingness to seek care from a general doctor, a 

psychologist or psychiatrist, or any other professional counselor. Table 3-8 displays the last step 

of the analyses. Hypothesis eight was not supported.  

Table 3-8 Last Step of the Multiple Moderated Regression Analyses Testing Hypothesis Eight 

Predictor Variable Outcome Variable B t Significance sr2 

 Mental Health-Related 

Quality of Life 

    

Constant  4.83 6.88 <.001  

Age  .03 .59 .559 .07 

Gender  .19 .18 .856 .02 

Number of Comorbidities  1.05 2.00 .050 .24 

Education  -.25 -.81 .424 .09 

Difficulty Paying Bills  -1.03 -1.79 .078 .21 

Acculturation  .96 1.02 .313 .12 

Symptom identity  .01 .55 .583 .07 
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Table 3.8—Continued  

Symptom identity X 

Acculturation 

 -.01 -.32 .748 .04 

 Functional Limitations     

Constant  6.78 7.35 <.001  

Age  .10 1.43 .158 .16 

Gender  -1.24 -.90 .372 .10 

Number of Comorbidities  1.34 2.21 .030 .25 

Education  -.21 -.55 .586 .06 

Difficulty Paying Bills  -.21 -.27 .792 .03 

Acculturation  -.38 -.31 .760 .03 

Symptom identity  <-.01 -.23 .820 .03 

Symptom identity X 

Acculturation 

 -.02 -.53 .600 .06 

 Self-Assessed Health     

Constant  3.56 10.51 <.001  

Age  -.01 -.49 .629 .07 

Gender  -.04 -.08 .939 .01 

Number of Comorbidities  -.34 -1.52 .134 .20 

Education  -.01 -.06 .953 .01 

Difficulty Paying Bills  .31 1.08 .284 .14 

Acculturation  .53 1.14 .259 .15 

Symptom identity  <-.01 -.70 .487 .09 

Symptom identity X 

Acculturation 

 .01 .65 .521 .09 

 



 

55 

Table 3.8—Continued  

 Care Seeking From a 

Doctor 

    

Constant  3.78 18.21 <.001  

Age  .03 1.60 .115 .19 

Gender  -.05 -.15 .884 .02 

Number of Comorbidities  -.09 -.65 .521 .08 

Education  .06 .64 .527 .07 

Difficulty Paying Bills  -.20 -1.13 .263 .13 

Acculturation  -.02 -.07 .942 .01 

Symptom identity  <.01 .67 .506 .08 

Symptom identity X 

Acculturation 

 <-.01 -.26 .797 .03 

 Care Seeking From a 

Psychologist or 

Psychiatrist 

    

Constant  3.25 13.07 <.001  

Age  .01 .65 .517 .08 

Gender  .361 .98 .332 .11 

Number of Comorbidities  -.09 -.53 .595 .06 

Education  .11 1.02 .313 .12 

Difficulty Paying Bills  -.25 -1.22 .228 .14 

Acculturation  -.13 -.39 .698 .05 

Symptom identity  .01 1.55 .13 .18 

Symptom identity X 

Acculturation 

 .01 .82 .416 .09 
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Table 3.8—Continued  

 Care Seeking From Any 

Other Mental Health 

Professional 

    

Constant  2.92 13.25 <.001  

Age  .02 1.10 .276 .12 

Gender  .32 .96 .340 .11 

Number of Comorbidities  -.23 -1.59 .116 .18 

Education  .09 .97 .336 .11 

Difficulty Paying Bills  -.41 -2.19 .032 -.24 

Acculturation  -.17 -.58 .561 .06 

Symptom identity  .01 2.36 .021 .26 

Symptom identity X 

Acculturation 

 .01 .55 .582 .06 
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Chapter 4  

Discussion 

The current study aimed to examine the effects of depressive symptoms, culture, 

symptom identity, and acculturation on mental health-related quality of life, functional limitations, 

self-assessed health, and willingness to seek care from a general doctor, psychologist or 

psychiatrist, or any other mental health professional. However, results did not support all of the 

hypotheses. Hypotheses one, two, and three were not supported. Symptom identity did not 

differ among depressive symptoms or cultural groups. An interaction effect was also not found. 

Hypothesis four was partially supported. Mental health-related quality of life, functional 

limitations, self-assessed health, and care seeking from a psychologist/psychiatrist or from any 

other mental health care professional did not differ among cultural groups. Contrary to 

expectations, African Americans were more willing to seek care for depression from a general 

doctor than European Americans. However, as expected, no differences were found between 

Hispanic/Latino and African American older adults. Hypothesis five was partially supported. As 

hypothesized, patients with no depressive symptoms reported better mental health-related 

quality of life, self-assessed health, and fewer functional limitations than patients with above 

threshold depressive symptoms. However, no differences were found in care seeking. 

Hypothesis six was partially supported. An interaction effect of culture and depressive 

symptoms was found on mental health-related quality of life and self-assessed health. 

Exploratory analyses also found an effect on functional limitations. However, no effects were 

found in care seeking. Finally, Hypotheses seven and eight were not supported. Acculturation 

did not predict health outcomes, nor did it moderate the relationship between symptom identity 

and health.  

Hypotheses one, two, and three were not supported. Cultural or depressive symptom 

group differences on symptom identity, or an interaction between culture and group on symptom 

identity, were not found. Exploratory analyses for Hypotheses one and three also did not find an 
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effect. Depressive symptoms did not predict symptom identity. Additionally, the relationship was 

not moderated by culture. Results were not able to lend support to the CSM (Nerenz & 

Leventhal, 1983). According to the model, both culture and depressive symptom severity should 

have had an effect on symptom identity. However, in general, symptom identity scores were 

high for most individuals, causing a lack of variability between populations. Although the current 

study tried to correct the lack of variability by transforming the variable, effects were not found. 

Depression may be a better understood condition by patients than previously hypothesized. 

Although prior research suggested that symptom identity might be lower for Hispanic/Latino and 

African American older adults, no prior research examined symptom identity across cultures 

(Cabassa et al., 2007; Pincay & Guarnaccia, 2007). Therefore, beliefs about depression may 

not vary across cultures. However, future research should examine the other illness beliefs 

examined in the CSM (e.g. self-efficacy). Although the present study did not lend support to the 

CSM, the model posits that every condition can be viewed differently, warranting additional 

research on illness beliefs concerning depression. Moreover, despite the CSM hypothesizing 

that depressive symptoms would alter illness beliefs, research is scarce. Additional research is 

warranted on the effects of depressive symptoms on illness beliefs. 

Hypothesis four, which hypothesized differences among cultures in mental health-

related quality of life, functional limitations, self-assessed health, and willingness to seek care 

from a general doctor, psychologist or psychiatrist, or any other mental health professional, was 

partially supported. Results were contrary to what was hypothesized, as previous research 

found that European American older adults reported better health-related quality of life, self-

assessed health, and functional limitations, and were more willing to seek care for depression 

than Hispanic/Latino and African American older adults, while Hispanic/Latino and African 

American older adults reported similar levels (Akincigil et al., 2012; Jackson-Triche et al., 2000; 

Jylhä, 2009; Liang et al., 2010; Mancuso et al., 2001). While most of the results were not 

significant, contrary to what was originally hypothesized, African American older adults were 
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more likely to seek care from a general doctor than the other two groups. This finding is contrary 

to previous research (Akincigil et al., 2012; Jackson-Triche et al., 2000; Jylhä, 2009; Liang et 

al., 2010; Mancuso et al., 2001). However, as hypothesized, no differences between African 

American and Hispanic/Latino older adults were found. One potential explanation may be that 

depressive symptoms are less stigmatized among African Americans than previously 

suggested. The current study did not assess stigmatization of depressive symptoms; therefore, 

future research should examine its effect on care seeking. Another potential explanation for the 

lack of group differences in the other health outcomes may be that patients were uninsured. 

Therefore, patients most likely do not seek care very often for medical ailments. This may result 

in similar levels of the health outcomes measured.  

Hypothesis five was partially supported. This hypothesis was based upon the CSM, 

which hypothesizes that depressive symptomatology could negatively affect health outcomes. 

Negative effects on health for patients with STDS and above threshold depressive symptoms 

were hypothesized because research found similar negative effects on health for both patients 

with STDS and above threshold depressive symptoms. Additionally, it has been proposed that 

patients with depression spend a majority of the time in subthreshold states, making the 

distinction between STDS and above threshold depressive symptoms challenging (Chopra et 

al., 2005; Cuijpers & Smit, 2004; Fergusson, Horwood, Ridder, & Beautrais, 2005; Horowitz et 

al., 2005; Hybels et al., 2001; Juruena, 2012; Meeks et al., 2011). As expected, patients with no 

depressive symptoms reported better mental health-related quality of life and self-assessed 

health and fewer functional limitations than patients with above threshold depressive symptoms. 

However, the no depressive symptoms group did not differ from the STDS group. Finally, no 

differences were found for willingness to seek care from a doctor, psychologist or psychiatrist, 

or any other mental health professional. Results from exploratory analyses also found similar 

findings. Patients with increased depressive symptoms reported poorer mental health-related 

quality of life and self-assessed health and increased functional limitations. One potential 
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explanation explaining why patients with no depressive symptoms and STDS did not differ in 

mental health-related quality of life and functional limitations may be that patients with STDS are 

not experiencing enough symptoms of depression to warrant poorer mental health-related 

quality of life and increased functional limitations. Also, while it was hypothesized that no 

differences between STDS and above threshold depressive symptoms would exist, research is 

mixed, with other studies finding differences among the two groups  (Solomon, Ruscio, Seeley, 

& Lewinsohn, 2006). 

 Hypothesis six, which examined the interaction effect of culture and depressive 

symptom group on mental health-related quality of life, functional limitations, self-assessed 

health, and willingness to seek care from a doctor, psychologist or psychiatrist, or any other 

mental health professional, was partially supported. The hypothesis was based on previous 

research which found main effects of culture and depressive symptomatology on health 

(Akincigil et al., 2012; Chopra et al., 2005; Cuijpers & Smit, 2004; Horowitz et al., 2005; Hybels 

et al., 2001; Jackson-Triche et al., 2000; Jylhä, 2009; Liang et al., 2010; Mancuso et al., 2001; 

Meeks et al., 2011). Although an interaction effect was found for mental health related quality of 

life, and self-assessed health, results only partially supported the hypothesis. When compared 

across depressive symptom group, no differences were found across culture for the no 

depressive symptom and STDS groups. However, in the above threshold depressive symptoms 

group, Hispanic/Latino older adults reported better mental health-related quality of life than the 

other two groups. Exploratory analyses revealed that increased depressive symptoms predicted 

poorer mental health-related quality of life for European American and African American older 

adults; however, no differences were found among Hispanic/Latino older adults. One potential 

explanation may be that Hispanics/Latinos often report high levels of social support. When 

patients report no depressive symptoms or STDS, social support may not play such an 

important role in mental health-related quality of life than when patients report above threshold 

depressive symptoms. In this case, social support may play an extra buffering role for 
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Hispanic/Latino older adults (Romero, Riggs, & Ruggero, 2015; Tienda & Mitchell, 2006). 

Although initial analyses failed to find an interaction effect on functional limitations, exploratory 

analyses found that increased depressive symptoms predicted increased functional limitations 

among European Americans only. One potential explanation may be that European American 

older adults may be more affected by increased depressive symptoms.  

Patients in the no depressive symptoms and STDS groups reported similar levels of 

self-assessed health across culture.  European American older adults reported better self-

assessed health than the other two groups in the above threshold depressive symptoms group. 

However, exploratory analyses revealed that increased depressive symptoms predicted poorer 

self-assessed health among European Americans only. One potential explanation may be that 

African American and Hispanic/Latino older adults may rate their overall health poorly. 

Therefore, increased depressive symptoms do not have the same effect on Hispanics/Latinos 

and African Americans that they do on European Americans.  

Additional analyses for Hypothesis six, examining willingness to seek care from a 

doctor, psychologist or psychiatrist, or any other mental healthcare professional, did not differ 

among cultural or depressive symptoms groups. One potential explanation may be that the 

patient population sought care very rarely and would not be likely to seek care for any ailment. 

Therefore, due to a lack of care, they may report similar outcomes.  

Hypothesis seven, which hypothesized that acculturation would predict mental health-

related quality of life, functional limitations, self-assessed health, and care seeking from a 

general doctor, psychologist or psychiatrist, or any other mental health professional, was not 

supported. Previous research indicated that Hispanics/Latinos and African Americans are less 

likely to seek care for depression (Cooper et al., 2003). According to barrier theory, cultural 

values and attitudes among minorities, such as viewing mental illness as an emotional problem 

and not considering psychiatrists as regular sources of help for emotional problems, 

predisposes minorities to underutilize mental health services (Rogler et al., 1989). Minority 
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individuals with higher levels of acculturation, therefore, should have been more likely to seek 

care since individuals with higher levels of acculturation report higher levels of individualism, 

similar to European Americans. However, results did not support this relationship. One potential 

explanation may be that the current study only examined willingness to seek care and did not 

measure actual care seeking for depression. Future research should examine actual care 

seeking, measure attitudes toward mental health services, and compare them across culture.  

Hypothesis eight, which hypothesized that acculturation would moderate the 

relationship between symptom identity and mental health-related quality of life, self-assessed 

health, functional limitations, and care seeking from a doctor, psychologist or psychiatrist, or any 

other mental health profession, was not supported, despite previous research noting otherwise 

(Johnson et al., 2010; A. M. Roncancio et al., 2011). Lack of access to care may be a better 

predictor than acculturation, as the sample consisted of uninsured older adults. This population 

has an overall poor access to care that can lead to poorer health. Therefore, future research 

should also examine patients with adequate insurance.  

Taken together, these findings suggest that European American older adults are not 

very different from Hispanic/Latino and African American older adults. Differences were 

primarily attributable to a lack of access to care. However, it is important to caution that this 

study was limited by several factors. First, data was collected with the use of one-on-one 

interviews. Perhaps patients would have answered questions differently if left alone in the room 

to answer the questionnaires. However, this procedure helped to reduce attrition rates. The 

study sample consisted of unequal sample sizes. To correct this limitation, bootstrapping was 

performed for all of the analyses. Future studies should recruit a more diverse sample size, 

incorporating patients who are insured. Despite this limitation, the current study was able to 

observe main and interaction effects. Also, the study did not measure several constructs such 

as stigmatization of mental health care services, acculturation levels of African American older 
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adults, and care seeking for mental health care services. Future studies should explore such 

constructs. 

It is important to note that the current study furthered existing research. Past research 

examined separately the effects of culture, depressive symptoms group, acculturation, and 

illness beliefs on health outcomes such as care seeking. The current study was able to compare 

all three cultural and depressive symptom severity groups together, and, therefore, was able to 

provide results that help to better differentiate the impact of both culture and depressive 

symptoms on health outcomes such as care seeking. Although additional research is warranted, 

results showed few differences among groups, especially when predicting care seeking. This 

leads to the conclusion that perhaps other factors such as availability of care or perceived 

control may have a more prominent impact on this relationship, regardless of cultural 

background.   
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